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Foreword 

Morbidity and Mortality (M&M) meetings are a common and important component of surgical 
practice.(1-4) Although M&M meetings are something we all do, they are not necessarily something 
we always do well. In the absence of clear guidance, the Royal Australasian College of Surgeons 
(RACS) has received requests from its Fellows to help define the role and structure of M&M meetings. 
In response, RACS has developed this guideline reference document. 

In drafting the recommendations in this document, RACS understands that M&M meetings are 
conducted in different settings, with varying resources. As such, there is no one-size-fits-all approach.  

In this document we define what constitutes an M&M meeting; highlight the importance of M&M 
meetings to surgical education and for improving clinical practice; and, identify the factors that enable 
or inhibit the effective conduct of M&M meetings. Ultimately, the guidance presented here should be 
applied to suit different clinical contexts. 

Through the application of this guideline reference document to Australian and New Zealand surgical 
departments, we hope to ensure that the valuable time spent on M&M meetings benefits our 
continuing professional development, and ultimately improves the quality and safety of outcomes for 
our patients. 

In the end, quality performance, both clinical and behavioural, should lead to the best outcomes. 

Signed,   

Guideline Working Group 

A/Prof Stephen Tobin, Dean of Education, RACS 

Dr John Quinn, Executive Director for Surgical Affairs, RACS 

Mr Richard Lander, Executive Director for Surgical Affairs (NZ), RACS 

Professor Guy Maddern, Chair, Australian and New Zealand Audit of Surgical Mortality (ANZASM) 

Mr James Aitken, Clinical Director, Western Australia Audit of Surgical Mortality (WAASM) 

Mr Barry Beiles, Clinical Director, Victorian Audit of Surgical Mortality (VASM) 

Mr Rob Bohmer, Clinical Director, Tasmanian Audit of Surgical Mortality (TASM) 

Professor Peter Zelas, Chair, Collaborative Hospitals Audit of Surgical Mortality, NSW, (CHASM) 

Mr Glenn McCulloch, Clinical Director, South Australian Audit of Perioperative Mortality (SAAPM) 

Dr John North, Clinical Director, Queensland Audit of Surgical Mortality (QASM) 

Dr John Tharion, Clinical Director, Australian Capital Territory Audit of Surgical Mortality (ACTASM) 

Dr Lawrence Malisano, Chair, Professional Standards Committee, RACS   
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1. How robust is your M&M meeting format? 

As a result of this evidence-based review, the following matrix has been developed to 
promote the enabling characteristics M&M meetings. This matrix offers readers the 
opportunity to reflect on their own local M&M meeting processes, and provides guidance on 
what constitutes a Bronze, Silver, and Gold standard meeting. 

 Bronze Silver Gold 
Format 
Structured case identification     
Consistent, structured meeting format    
Regular meeting occurrence and duration     
Written terms of reference    
Prior dissemination of meeting agenda and cases to be presented    
Inter-profession and multidisciplinary involvement    
Appointment of specific M&M meeting personnel to manage 
administration and completeness of data    

Self-nomination of cases    
Conduct 
Consistent, structured case presentation    
Safe, blame-free environment    
Systems-focus    
Review of close-calls as well as formal M&M cases    
Outcomes 
Assigning a timeline (where necessary) to recommendations for 
improvement    

Assigning an individual/group to carry out recommendations for 
improvement    

Detailed record keeping     
Audit of M&M meeting procedures    
Follow-up on implementation of recommendations for 
improvement    

Ensuring recommendations for individual/systems improvement 
are made for each case    
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2. Introduction 

Morbidity and mortality (M&M) meetings, also referred to as clinical review meetings, are a 
necessary component of contemporary surgical practice. Despite this, there is currently a lack 
of evidence-based guidance on how they should be conducted.(5, 6) As a result, models of 
M&M meetings reported in the literature contain considerable variation in terms of structure, 
processes and outcomes.(7-14) 

In 2014, the Clinical Excellence Commission (CEC) published a guideline for the conduct and 
reporting of M&M meetings. This comprehensive guideline outlines the key principles and 
features of M&M meetings in all settings; however, this is in accordance with New South 
Wales State health policies and legislation. The current document has been prepared to 
inform best practice for M&M meetings in Australian and New Zealand surgical departments 
more broadly. 

3. Scope and objectives 

The objective of this document is to provide actionable, evidence-based recommendations to 
surgeons on how to conduct M&M meetings. In doing so, the aim is to contribute to the 
continual improvement of surgical patient outcomes, and the continued professional 
development of surgical staff.  

The recommendations in this document have been informed by the existing CEC 
guidelines(15), as well as the Guideline Working Group, and a literature review that sought to 
answer three key research questions:  

1. What is the efficacy of morbidity and mortality meetings at improving patient outcomes? 
2. What factors enable the effective conduct of morbidity and mortality meetings? 
3. What factors inhibit the effective conduct of morbidity and mortality meetings? 

4. What is an M&M meeting? 

An M&M meeting is a regular conference held by medical services in hospitals which involves 
a peer review discussion of issues that occurred during the care of patients, resulting in a 
complication or death. The primary purpose of an M&M meeting is to allow learning from 
issues by modifying judgment and clinical decision making, to prevent the repetition of these 
events, and to improve patient care.  

Importantly, the structure and duration of M&M meetings differ between healthcare systems 
(e.g. USA versus Australia) and within healthcare systems. However, M&M meetings 
consistently provide surgeons with a forum to confidently discuss medical complications and 
adverse events in a non-punitive environment, to improve patient safety.(13, 16, 17) 

There is debate around whether M&M meetings are fundamentally distinct from other 
educational and quality assurance interventions, such as surgical audit, peer-review and 
incident reporting systems.(18, 19) Authors have argued that quality assurance processes 
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should specifically focus on systems improvement, while M&M meetings should be targeted 
towards clinical performance improvement.(14, 19) However, there is a growing body of 
literature to suggest that M&M meetings can be effective tools for highlighting both systems 
errors and technical/clinical causes of adverse events and mortality.(20-23) The RACS 
suggests that M&M meetings, surgical audit, and peer-review play an interconnected role in 
improving learning and changing clinical practice.(24)  

5. Benefits of an M&M meeting. 

There is compelling evidence that M&M meetings lead to meaningful improvement in patient 
safety. Antonacci et al (2009) reported a 40 per cent reduction in gross mortality over 3 years 
following the implementation of a mandatory M&M review process, combined with a surgeon 
‘report card’ tool that allowed individual surgeons to reflect on their performance.(20) 
Another study reported a significant reduction in anastomotic leak (5.7% vs 2.8%, P=0.05) 
following the implementation of a structured M&M review process.(25)  

M&M meetings are also helpful for identifying changes to clinical practice and systems.(5, 21, 
22, 26, 27) M&M meetings have been shown to be a useful and effective tool for identifying 
areas for systems improvement, noting that recommended changes identified in the M&M 
meeting must be actively initiated and followed-up, for example, through changes to local 
practice protocols and guidelines and improved clinical practice.(28) 

In addition to patient safety, M&M meetings are valuable tools for surgical education. Surveys 
consistently report that surgical and medical staff view structured M&M meetings to be 
valuable educational tools.(21, 29, 30) 
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6. How should an M&M meeting be run? 

6.1 Appropriate format of M&M meetings 

Meeting format refers to the administration and structure of an M&M meeting. This includes 
the scope and goals of the meetings, the way in which they are structured (i.e. frequency, 
location and attendees) and prepared for (i.e. who is responsible for selecting and reviewing 
cases). Administrative characteristics of effectively run M&M meetings include: 

1. A written charter or terms of reference, to clearly define the goals of the meeting.(28, 31, 
32) 

2. A structured meeting format, to assist in keeping discussions focussed on important 
issues, and to ensure the quality, consistency and rigor of case presentations.(13, 21, 30) 
The Situation, Background, Assessment, Recommendation (SBAR) model is a useful tool 
to improve the quality and consistency of case presentations by surgeons of all skill 
levels.(13) 

3. A structured process for case identification, to improve quality and consistency of 
reporting of complications to the M&M review process, and ensure case mix is diverse 
for the educational benefit of participants.(33, 34) 

4. An agenda distributed prior the meeting, to encourage participation by allowing staff to 
familiarise themselves with the cases and issues before the meeting.(31, 35, 36) 

5. Multidisciplinary involvement, for staff that could benefit from the cases being presented. 
The entire team involved in the care of a patient that experienced an adverse event can 
benefit from the discussions at M&M meetings.(21, 32) 

6. A regular schedule. Shorter, more frequent (thus timely) M&M meetings are more 
engaging, require less preparation, and are easier to fit into busy schedules.(37) 

7. Appointment of dedicated M&M personnel, e.g. departmental M&M coordinators, to 
take responsibility for the meeting schedule, content and attendance for a defined 
period.(37) 

8. Use of appropriate tools and software, which may include the use of pre-defined 
proformas for M&M reporting (33), electronic record keeping, case presentation and 
follow-up of initiatives(35, 38) as well as the use of tele-/video-/web-based conferencing 
to overcome geographical challenges and time restrictions (39-41). 

9. Self-nomination of cases, including anonymously, which has been shown to increase the 
number of safety reports reviewed at an institution.(37)  
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6.2 Appropriate conduct during M&M meetings 

The conduct of the meeting refers to the way in which the meeting is carried out, such as who 
presents cases and how discussion and recommendations are facilitated. Characteristics of 
effectively run M&M meetings include: 

1. A structured case presentation format, to ensure that case discussions are thoroughly 
prepared, and kept to a strict time limit.(5, 35, 36) 

2. A focus on systems not individuals, or a central theme, is a useful strategy for identifying 
areas for improvement in patient care and to facilitate more in-depth and constructive 
discussion of patient adverse events and medical errors.(27, 36, 38)  

3. A review of near-misses and close-calls, in order to identify and implement policy changes 
to prevent future error and harms before they occur.(37) 

4. A safe, blame-free environment, to ensure participants respond well. That is when M&M 
meetings have an emphasis on learning not culpability, they enable dialogue about 
decisions and outcomes and look for systems error rather than personal error.(18) 

6.3 Appropriate outcomes of M&M meetings 

The outcome of an M&M meeting describes the way in which recommendations for 
improvements are implemented and followed up. Outcome characteristics of effectively run 
M&M meetings include: 
1. Recommendations for individual/systems improvement made for each case.(21) 

2. A timeline and follow-up on recommendations for improvement, in order to ensure 
recommendations identified at M&M meetings are adequately implemented.(5, 38) 

3. A dedicated individual/group to implement recommendations for improvement, and 
provide regular updates on the progression of their tasks.(38) 

4. Detailed records of M&M outcomes, to allow for review and meaningful follow-up of 
recommended changes to local practice.(36) 
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7. Key challenges to running effective M&M meetings 

A number of challenges need to be overcome in order for M&M meetings to meet their 
desired outcomes, including:   

1. Logistical issues. Key personnel are often absent from M&M meetings due to logistical 
issues related to other obligations, or the timing or location of the M&M meeting.(31) 
Video conferencing can be used to help ameliorate some of these issues, and may be 
particularly helpful in rural settings. However, this requires dedicated infrastructure and 
resources to conduct effectively.(18, 39, 40) Other alternatives include advanced 
scheduling of M&M Meetings, 6-12 months in advance, to allow time to overcome 
scheduling conflicts.(15) 

2. A lack of understanding around the process. Staff should receive formal training in quality 
improvement methods, in order to ensure the intended aims, processes, and outcomes 
of M&M meetings are understood by all those involved.(42) 

3. Poor beliefs about the process. Surgical trainees may view M&M meetings negatively if 
they have not previously presented or submitted an adverse event to an M&M meeting, 
or if the meeting:  

– is not organised adequately; 
– does not follow a structured format; 
– does not include follow-up of suggested changes to local practice; 
– does not provide information before the meeting; 
– does not provide a fair assessment of the individual(s) involved in the reported 

issue, or 
– is not conducted in a blame-free environment. 

This guideline has provided many recommendations to address these challenges, and 
suggests hospitals encourage surgical trainees to become actively involved in the M&M 
process in order to stimulate engagement.(29, 31, 35)    

4. Heterogeneity in case presentation and evaluation. Peer-review, even after 
comprehensive discussion in a format such as an M&M meeting, is often heterogeneous. 
Structured formats are an effective way of ensuring the quality of case presentation is 
consistent, and can help guide discussions.(35, 43) However, it is important that standard 
templates do not systematically exclude particular viewpoints. Using a dedicated 
facilitator to mediate discussions can help ensure discussions follow a defined structure, 
while encouraging the input from attending staff. 

5. Lack of attendance. Often multidisciplinary team members that may benefit from 
attendance aren’t there.  Consideration should be given to factors that facilitate 
attendance such as an attendance register, CPD requirements, protected time, no 
scheduled surgery on M&M days. It is strongly advocated that all surgeons directly 
responsible for patient care and teaching be present at all M&M meetings unless illness 
will not allow. The decision making afforded by attendance and discussion is effective for 
improving care delivery and clarifying best practice. 
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6. Medico-legal concerns. The documentation presented and resultant from M&M meetings 
should be considered within the medico-legal environment in which all healthcare exists; 
however, this should not preclude the accurate and effective learning presented in these 
meetings. As quality improvement activities, the meetings may be privileged depending 
on the jurisdiction. 

  



M&M MEETINGS   9 

References 

1. Bindroo S, Saraf R. Surgical Mortality Audit-lessons Learned in a Developing Nation. 
International Surgery. 2015;100(6):1026-32. 
2. Clarke DL, Furlong H, Laing GL, Aldous C, Thomson SR. Using a structured morbidity and 
mortality meeting to understand the contribution of human error to adverse surgical events in a 
South African regional hospital. South African Journal Of Surgery. 2013;51(4):122-6. 
3. Fuangworawong P, LaGrone LN, Chadbunchachai W, Sornsrivichai V, Mock CN, Vavilala MS. 
Assessment of trauma quality improvement activities at public hospitals in Thailand. International 
Journal of Surgery. 2016;33(Pt A):88-95. 
4. Schwarz D, Schwarz R, Gauchan B, Andrews J, Sharma R, Karelas G, et al. Implementing a 
systems-oriented morbidity and mortality conference in remote rural Nepal for quality improvement. 
BMJ Quality & Safety. 2011;20(12):1082-8. 
5. Bal G, Sellier E, Tchouda SD, Francois P. Improving quality of care and patient safety through 
morbidity and mortality conferences. Journal for Healthcare Quality : Official Publication of The 
National Association for Healthcare Quality. 2014;36(1):29-36. 
6. Travaglia J, Debono D. Mortality and morbidity reviews: a comprehensive review of the 
literature. Sydney, Australia: The Centre for Clinical Governance Research in Health, 2009. 
7. Batthish M, Tse SM, Feldman BM, Baker GR, Laxer RM. Trying to improve care: the Morbidity 
and Mortality Conference in a division of rheumatology. The Journal of Rheumatology. 
2014;41(12):2452-8. 
8. Cromeens B, Brilli R, Kurtovic K, Kenney B, Nwomeh B, Besner GE. Implementation of a 
pediatric surgical quality improvement (QI)-driven M&M conference. Journal of Pediatric Surgery. 
2016;51(1):137-42. 
9. Davies J, Chintapatla S, Miller G. Developing a weekly patient safety and quality meeting in a 
medium-sized GI surgical unit in the United Kingdom. Patient Safety in Surgery. 2014;8(1):6. 
10. Greco E, Englesakis M, Faulkner A, Trojan B, Rotstein LE, Urbach DR. Clinical librarian 
attendance at general surgery quality of care rounds (Morbidity and Mortality Conference). Surgical 
Innovation. 2009;16(3):266-9. 
11. Kauffmann RM, Landman MP, Shelton J, Dmochowski RR, Bledsoe SH, Hickson GB, et al. The 
use of a multidisciplinary morbidity and mortality conference to incorporate ACGME general 
competencies. Journal of Surgical Education. 2011;68(4):303-8. 
12. Ksouri H, Balanant PY, Tadie JM, Heraud G, Abboud I, Lerolle N, et al. Impact of morbidity and 
mortality conferences on analysis of mortality and critical events in intensive care practice. American 
Journal of Critical Care. 2010;19(2):135-45; quiz 46. 
13. Mitchell EL, Lee DY, Arora S, Kenney-Moore P, Liem TK, Landry GJ, et al. Improving the quality 
of the surgical morbidity and mortality conference: a prospective intervention study. Academic 
Medicine. 2013;88(6):824-30. 
14. Sellier E, David-Tchouda S, Bal G, Francois P. Morbidity and mortality conferences: their place 
in quality assessments. International Journal of Health Care Quality Assurance. 2012;25(3):189-96. 
15. Clinical Excellence Commission. Guidelines for conducting and reporting Clinical 
Review/Mortality & Morbidity meetings Sydney, Australia: Clinical Excellence Commission; 2014. 
Available from: http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0006/258441/clinical-
review-m-and-m-mar-2014.pdf. 
16. Khine M, Leung E, McGregor JR. A survey of morbidity and mortality review meetings in the 
general surgical units of the West of Scotland. Scottish Medical Journal. 2015;60(4):244-8. 
17. Singh HP, Durani P, Dias JJ. Enhanced Morbidity and Mortality Meeting and Patient Safety 
Education for Specialty Trainees. Journal of Patient Safety. 2015. 
18. de Feijter JM, de Grave WS, Koopmans RP, Scherpbier AJ. Informal learning from error in 
hospitals: what do we learn, how do we learn and how can informal learning be enhanced? A 
narrative review. Advances in Health Sciences Education : Theory and Practice. 2013;18(4):787-805. 

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0006/258441/clinical-review-m-and-m-mar-2014.pdf
http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0006/258441/clinical-review-m-and-m-mar-2014.pdf


M&M MEETINGS   10 

19. Epstein NE. Morbidity and mortality conferences: Their educational role and why we should 
be there. Surgical Neurology International. 2012;3(Suppl 5):S377-88. 
20. Antonacci AC, Lam S, Lavarias V, Homel P, Eavey RA. A report card system using error profile 
analysis and concurrent morbidity and mortality review: surgical outcome analysis, part II. The Journal 
of Surgical Research. 2009;153(1):95-104. 
21. Calder LA, Kwok ES, Adam Cwinn A, Worthington J, Yelle JD, Waggott M, et al. Enhancing the 
quality of morbidity and mortality rounds: the Ottawa M&M model. Academic Emergency Medicine. 
2014;21(3):314-21. 
22. Gonzalo JD, Yang JJ, Huang GC. Systems-based content in medical morbidity and mortality 
conferences: a decade of change. Journal of Graduate Medical Education. 2012;4(4):438-44. 
23. Rabizadeh S, Gower WA, Payton K, Miller K, Vera K, Serwint JR. Restructuring the Morbidity 
and Mortality Conference in a Department of Pediatrics to serve as a vehicle for system changes. 
Clinical Pediatrics. 2012;51(11):1079-86. 
24. Royal Australasian College of Surgeons (RACS). A Guide to Surgical Audit and Peer Review: 
Reviewing the Outcomes of Surgical Care. Melbourne, Australia: RACS, 2013. 
25. Vogel P, Vassilev G, Kruse B, Cankaya Y. Morbidity and Mortality conference as part of PDCA 
cycle to decrease anastomotic failure in colorectal surgery. Langenbeck's Archives of Surgery. 
2011;396(7):1009-15. 
26. Destino LA, Kahana M, Patel SJ. Engaging Pediatric Resident Physicians in Quality 
Improvement Through Resident-Led Morbidity and Mortality Conferences. Joint Commission Journal 
on Quality and Patient Safety. 2016;42(3):99-106. 
27. Gonzalo JD, Bump GM, Huang GC, Herzig SJ. Implementation and evaluation of a 
multidisciplinary systems-focused internal medicine morbidity and mortality conference. Journal of 
Graduate Medical Education. 2014;6(1):139-46. 
28. Steiger HJ, Stummer W, Hanggi D. Can systematic analysis of morbidity and mortality reduce 
complication rates in neurosurgery? Acta Neurochirurgica. 2010;152(12):2013-9. 
29. Flynn-O'Brien KT, Mandell SP, Eaton EV, Schleyer AM, McIntyre LK. Surgery and Medicine 
Residents' Perspectives of Morbidity and Mortality Conference: An Interdisciplinary Approach to 
Improve ACGME Core Competency Compliance. Journal of Surgical Education. 2015;72(6):e258-66. 
30. Kim MJ, Fleming FJ, Peters JH, Salloum RM, Monson JR, Eghbali ME. Improvement in 
educational effectiveness of morbidity and mortality conferences with structured presentation and 
analysis of complications. Journal of Surgical Education. 2010;67(6):400-5. 
31. Lecoanet A, Vidal-Trecan G, Prate F, Quaranta JF, Sellier E, Guyomard A, et al. Assessment of 
the contribution of morbidity and mortality conferences to quality and safety improvement: a survey 
of participants' perceptions. BMC Health Services Research. 2016;16:176. 
32. Joseph C, Garrubba M, Melder A, Loh E. Best practice for conducting morbidity and mortality 
reviews: A literature review. The Quarterly 2015. 2015:p759. 
33. McVeigh TP, Waters PS, Murphy R, O'Donoghue GT, McLaughlin R, Kerin MJ. Increasing 
reporting of adverse events to improve the educational value of the morbidity and mortality 
conference. Journal of the American College of Surgeons. 2013;216(1):50-6. 
34. Auspitz M, Cleghorn MC, Tse A, Sockalingam S, Quereshy FA, Okrainec A, et al. Understanding 
Quality Issues in Your Surgical Department: Comparing the ACS NSQIP With Traditional Morbidity and 
Mortality Conferences in a Canadian Academic Hospital. Journal of Surgical Education. 
2015;72(6):1272-7. 
35. Higginson J, Walters R, Fulop N. Mortality and morbidity meetings: an untapped resource for 
improving the governance of patient safety? BMJ Quality & Safety. 2012;21(7):576-85. 
36. Francois P, Prate F, Vidal-Trecan G, Quaranta JF, Labarere J, Sellier E. Characteristics of 
morbidity and mortality conferences associated with the implementation of patient safety 
improvement initiatives, an observational study. BMC Health Services Research. 2016;16:35. 



M&M MEETINGS   11 

37. McDonnell C, Laxer RM, Roy WL. Redesigning a morbidity and mortality program in a 
university-affiliated pediatric anesthesia department. Joint Commission Journal on Quality and Patient 
Safety. 2010;36(3):117-25. 
38. Gerstein WH, Ledford J, Cooper J, Lloyd MG, Moore T, Harji F, et al. Interdisciplinary Quality 
Improvement Conference: Using a Revised Morbidity and Mortality Format to Focus on Systems-
Based Patient Safety Issues in a VA Hospital: Design and Outcomes. American Journal of Medical 
Quality. 2016;31(2):162-8. 
39. Falcone JL, Watson AR. Surgical Morbidity and Mortality conferencing allows for increased 
faculty participation and moderation from satellite campuses and saves costs. Journal of Surgical 
Education. 2012;69(1):5. 
40. Lewis CE, Relan A, Hines OJ, Tillou A, Hiatt JR. Morbidity and mortality as a 
televideoconference: a randomized prospective evaluation of learning and perceptions. Journal of the 
American College of Surgeons. 2011;212(3):400-5. 
41. Pletcher SN, Rodi SW. Web-based morbidity and mortality conferencing: a model for rural 
medical education. The Journal of Continuing Education in the Health Professions. 2011;31(2):128-33. 
42. Bowe SN. Quality Improvement in Otolaryngology Residency: Survey of Program Directors. 
Intensive Care Medicine. 2016;154(2):349-54. 
43. Bender LC, Klingensmith ME, Freeman BD, Chapman WC, Dunagan WC, Gottlieb JE, et al. 
Anonymous group peer review in surgery morbidity and mortality conference. American Journal of 
Surgery. 2009;198(2):270-6. 
44. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gotzsche PC, Ioannidis JP, et al. The PRISMA 
statement for reporting systematic reviews and meta-analyses of studies that evaluate health care 
interventions: explanation and elaboration. PLoS Medicine. 2009;6(7):e1000100. 
45. Brouwers MC, Kho ME, Browman GP, Burgers JS, Cluzeau F, Feder G, et al. AGREE II: 
advancing guideline development, reporting, and evaluation in health care. Preventive Medicine. 
2010;51(5):421-4. 
46. Shea BJ, Grimshaw JM, Wells GA, Boers M, Anderson N, Hamel C, et al. Development of 
AMSTAR: a measurement tool to assess the methodological quality of systematic reviews. BMC 
Medical Research Methodology. 2007;7(10). 
47. Downs SH, Black N. The feasibility of creating a checklist for the assessment of the 
methodological quality both of randomised and non-randomised studies of health care interventions. 
Journal of Epidemiology and Community Health. 1998;52:377-84. 

 

 

 



M&M MEETINGS   12 

Appendix A: Guideline authors 

This guideline was developed by an experienced scientific literature review team, with input and 
consultation from a Guideline Working Committee. The role of the Scientific Literature Review Team 
was to collect and appraise the scientific evidence used to develop the guideline, draft the guideline, 
and finalise the guideline. The Guideline Working Committee provided input into the scope of the 
guideline, reviewed and provided input into the content of the draft guideline, and provided approval 
of the final guideline. 

Guideline Working Committee 

A/Prof Stephen Tobin, Dean of Education, RACS 

Dr John Quinn, Executive Director for Surgical Affairs, RACS 

Mr Richard Lander, Executive Director for Surgical Affairs (NZ), RACS 

Professor Guy Maddern, Chair, Australian and New Zealand Audit of Surgical Mortality (ANZASM) 

Mr James Aitken, Clinical Director, Western Australia Audit of Surgical Mortality (WAASM) 

Mr Barry Beiles, Clinical Director, Victorian Audit of Surgical Mortality (VASM) 

Mr Rob Bohmer, Clinical Director, Tasmanian Audit of Surgical Mortality (TASM) 

Professor Peter Zelas, Chair, Collaborative Hospitals Audit of Surgical Mortality, NSW, (CHASM) 

Mr Glenn McCulloch, Clinical Director, South Australian Audit of Perioperative Mortality (SAAPM) 

Dr John North, Clinical Director, Queensland Audit of Surgical Mortality (QASM) 

Dr John Tharion, Clinical Director, Australian Capital Territory Audit of Surgical Mortality (ACTASM) 

Dr Lawrence Malisano, Chair, Professional Standards Committee, RACS 

Scientific Literature Review Team 

Mr Nicholas Marlow, Team Leader, ASERNIP-S, RACS 

Mrs Deanne Forel, Senior Research Officer, ASERNIP-S, RACS 

Dr Thomas Vreugdenburg, Senior Research Officer, ASERNIP-S, RACS 

Competing Interests  

None reported. 

  



M&M MEETINGS   13 

Appendix B: Guideline Development Method 

The recommendations presented in this guideline were formulated based on the results of a rapid 
systematic literature review. The review was conducted in accordance with the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines,(44) and the guideline has been 
reported in accordance with a modified version of the AGREE-II tool for guideline development.(45) 

Literature search strategy  

A systematic literature search of three biomedical databases (Medline, The Cochrane Library, NHS 
Centre for Reviews and Dissemination) and clinical practice guideline (CPG) clearinghouses was 
conducted to identify relevant literature. The formal search results were supplemented with grey 
literature, identified through a targeted internet search of key medical specialist colleges and 
hospitals websites. Searches were date limited from May 2009 to September 2016, due to the 
availability of an existing review.(6) No other methodological filters were applied to searches.  

Table 1 Search terms used to identify relevant literature  

Search Search Terms (combined with OR) 
#1 (Morbidity AND Mortality) OR Mortality-morbidity OR Morbidity-mortality OR Morbidity/mortality OR 

Mortality/morbidity OR Harm 
#2 Review* OR Conference* OR  Meeting* 
#3 Hospital OR surgery OR surgical 
#4 Quality OR improvement* OR learning OR challenge* OR safety OR complication* OR QA OR 

error OR adverse  
#5 #1 AND #2 AND #3 AND #4 

Study selection 

Inclusion criteria were based on the relevance of the setting, intervention, comparator, outcomes 
(PICO) (Table 2). One reviewer screened all search results by title and abstract and two reviewers 
selected articles for full-text review from a shortlist of potentially relevant articles. Figure 1 describes 
the study selection process. 

Table 2 Study inclusion criteria 

Setting  Hospital surgical departments 

Intervention Morbidity and mortality review meetings 

Comparator No morbidity and mortality review meetings 

Outcomes Primary: Clinical benefits, education outcomes, systems/process outcomes 
Secondary: Clinician preferences, acceptability, feasibility, quality of M&M presentations 

Study design SR, MA, RCT, non-randomised comparative study, single arm case series 
Evidence-based CPGs that provided criteria for or recommendations on the effective conduct of 
morbidity and mortality meetings 

CPG = clinical practice guideline. MA = meta-analysis. RCT = randomised-controlled trial. SR = systematic review.  
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Records identified through:
Pubmed (n=5560)
York CRD (n=380) 
Cochrane Library (n=580)

Records screened by title and 
abstract 
(n = 6147)

Full-text articles assessed for 
eligibility (n = 82) + hand 
searches and pearling (n = 19)

Records excluded due to:
Wrong or mixed intervention
Wrong or mixed outcomes
Wrong context/setting

Records excluded due to:
Irrelevant intervention

Studies included in qualitative 
synthesis: (n = 31)

Records excluded due to:
Duplicate records
Animal studies
Foreign language

(n = 151) 
(n = 21)
(n = 201)

(n = 6,065)

(n = 27)
(n = 33)
(n = 10)

 

Figure 1: PRISMA flow diagram for study section 

Data selection and extraction 

Data were extracted by one reviewer using a standardised data extraction template that was checked 
by a second reviewer for accuracy.  

Quality appraisal of included studies 

The methodological quality of the included literature reviews was revaluated using the 11-item 
Assessment of Multiple Systematic Reviews (AMSTAR) checklist.(46) The domains assessed by 
AMSTAR include design, study selection and data extraction, literature searching, study 
characteristics, quality assessment, methods used to combine findings, publication bias and conflict of 
interest.(46)  

Randomised controlled trial (RCT) evidence was appraised using the Downs and Black instrument.(47) 
This checklist assesses the quality of reporting, as well as internal and external validity and sample size 
power. Internal validity refers to the effects of confounding and bias, and external validity refers to 
the representativeness and generalizability of the findings to the population from which the study 
subjects were derived. Due to the varied outcomes reported in the literature, non-randomised trials, 
including before and after intervention studies, and case series studies were not critically appraised. 
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Data synthesis   

Due to the paucity of quantitative data examining the impact of M&M meetings on patient outcomes, 
quantitative synthesis was not possible. Study characteristics and results were summarised narratively 
per research question. 

Stakeholder engagement  

An initial literature review was conducted, the results synthesized into a report. This report was 
circulated to the above working group for feedback. Where applicable this feedback was adopted into 
this review. Approval was then sought, and granted, by the RACS Directors committee. 

Following this approval, results from this report were translated into this guideline development 
document. Several of the comments from the original working group feedback round were also 
applicable to the draft version of this document. A draft version of this document was circulated to 
working group for feedback. Where applicable this feedback was adopted. 
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Appendix D – Example proforma 

 

An example proforma, developed by the NSW Clinical Excellence Commission is available here: 
http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0018/352215/clinical-review-m-and-m-
oct-2016.pdf  

 

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0018/352215/clinical-review-m-and-m-oct-2016.pdf
http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0018/352215/clinical-review-m-and-m-oct-2016.pdf
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