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Executive Summary 
The Clinical Excellence Commission (CEC) held the NSW Clinical Leadership Forum on 
Morbidity and Mortality (M&M) meetings on Friday 14 June 2019. This forum was attended 
by over 100 clinicians from a diversity of disciplines from across all Local Health Districts 
(LHDs). The forum focused on the role of M&Ms in improving safety and quality with a focus 
on:  

• Enabling a safe space for learning rather than judgement  
• Engaging multidisciplinary team participation for system improvement  
• Enhancing M&M processes with clinical analytics  
• Integration of M&Ms with other risk management systems  

 
The day included interactive workshops and panel discussions focusing on international and 
interstate perspectives, empirical evidence and local examples of the role of M&Ms in patient 
safety. M&Ms generate significant opportunities as they are based on the experience and 
learning from clinicians at the point of care. M&Ms are an invaluable tool for engaging the 
significant expertise of clinicians at the point of care to identify change and improvement 
ideas based on their understanding and insight. M&M meetings across NSW currently have 
limitations that impact on the value and accuracy of discussions and reporting of adverse 
events that may have system implications.  

A key theme throughout the forum was around identifying the core elements of M&Ms within 
a system including structure, people, teams and processes that are critical in understanding 
areas of high risk to patient safety. Currently the structure and membership of most M&Ms 
are based on traditional medical teaching models or local adaptations, meaning that for 
some meetings the structure may benefit from contemporary quality and safety standards. 
There was a shared interest throughout the forum in exploring and understanding 
opportunities for improvement. 

During the forum participants had the opportunity to design the architecture of an ideal M&M 
system and identified their key priorities for improvement. These ideas will provide guidance 
for the future focus of the CEC Statewide M&M reference group and overall other Patient 
Safety processes.  

Professor David Watters gave the keynote presentation from his role in Safer Care Victoria 
where, in response to the Duckett Inquiry, there have been moves to consolidate the many 
silos of information. Following this there were presentations about the value of system-based 
analysis and the need to include positive as well as negative experiences in M&M meetings 
(“Safety 2”), and about the challenges facing M&M meetings in rural hospitals and small 
medical facilities. Morbidity and Mortality meetings should have access to reliable and 
readily available data that can inform the discussions. Both NSQIP and the CEC’s QIDS 
program both provide this but from different viewpoints. The important question of legal 
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protection for M&M meetings under (Part 2 Division 6B of the Health Administration Act 
1982) was discussed at length. 

The forum workshops and evaluation emphasised the key role of M&Ms in Patient safety 
and Quality improvement. There was an emphasis on the significant opportunities for M&Ms 
to enable reflective practice from a multidisciplinary perspective and support quality 
improvement through sharing of lessons learned to support systems change.  

Overall the forum was well rated with recommendations for future forums to include;  
• Safety sciences in supporting learning and psychological safety 
• Consumer engagement in safety and quality 
• Improving communication systems to support change and improvement opportunities 

 

Next Steps 

 

Action  Timeframe 

Refine recommendations and implementation with the CEC 
State-wide M&M reference group: 
• Establish future focus of the CEC Statewide M&M reference group  
• Test draft template for governance structure of M&Ms  

August 2019 
 

Engage with Directors of Clinical Governance: 
• Provide an update to Directors of Clinical Governance to explore role 

clarity and overall recommendations and implementation plan for 
M&Ms.  

 
September 2019 
 

Update CEC’s M&M guidelines to include:  
• Safety 2 methodology,  
• Guidance around systems thinking and analysis, 
• Clarification of Qualified Privilege processes, 
• Mapping governance pathways for escalation and  
• Links to a suite of tools to support systems thinking and analysis. 

November 2019 

Contribute to design of CEC M&M tool in Death Review 
Database: 
• Collaboration with state-wide M&M reference group and Death 

Review Advisory Group  

February 2020 

Continue consultation with MoH on future of Qualified 
Privilege legislation  
• MoH Legal Branch to participate CEC State-wide M&M reference 

group 

Ongoing  
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Summary of Forum Presentations 
Dr Jim Mackie, Medical Director, Patient Safety, CEC  

Is it all about death?  

Dr Mackie posed this question to guide discussions around exploring beyond morbidity and 
mortality. Our current approaches lend themselves to significant missed opportunities. 
Shifting from the emphasis on death and adverse outcomes to reviewing all the care we 
deliver from a systems perspective will maximise learning and improvement 
opportunities.  Many seemingly minor harm events significantly affect patients and families. 
We have a great deal of usable data that can be used for improvement within a team 
environment.  Jim also posed the question around whether we can think about changing the 
name of M&Ms to Patient Safety and Quality meetings to reflect the evolution of these 
forums into contemporary models with an emphasis on learning for improvement - not 
judgment - from a systems perspective 

Associate Professor David Storey, Clinical Advisor:  

M&Ms from a State perspective Update from CEC 

A/Prof Storey set the scene for the forum discussions and presentations. He talked about 
the long and extensive history of M&Ms which pre-date other safety and quality meetings by 
80 years. Morbidity and Mortality meetings are important forums for both education and 
patient safety, but they may not have kept pace with more recent understandings about the 
best ways to go about this at the Departmental level. In particular, M&M meetings may not 
all have processes to ensure that lessons learned can be applied more widely. David 
presented a patient story to demonstrate the current limitations of M&Ms and gaps that need 
to be considered during the forum discussion. M&Ms need to be safe multidisciplinary 
meetings that have access to meaningful and timely data to inform discussions. The aim of 
the forum is to generate recommendations that will inform the future directions of the NSW 
M&M State-wide Reference Group. The discussions will include learnings from local 
examples and generate recommendations related to the governance structures, data and 
Qualified Privilege.  

Professor David Watters AM OBE, Past President RACS:   

Perioperative Mortality & Morbidity Reporting in Victoria:  Past, Present 
& Future 

Prof David Watters AM OBE gave the keynote presentation in relation to the current 
functioning of M&Ms from a Victorian perspective. He provided a context for the 
development of both Safer Care Victoria following the Report - Targeting Zero - as well as 
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the creation of the Victorian Agency for Health Information (VAHI) following the beginning of 
the journey. 

David talked about the gaps in the current system, and the need for the future Victorian 
Perioperative Consultative Council taking opportunities for improvement in safety and 
quality. There needs to be a continued learning from mortality, and a significant 
improvement in reviewing perioperative morbidity. Unplanned return to theatre, perioperative 
cardiac and respiratory events are the most likely morbidities to be added. 

In response to the Duckett Inquiry, Victoria has been working to consolidate the lessons 
learned from clinicians at the point of care and work towards supporting quality improvement 
driven by the system. This includes exploring the development of a state-wide system to 
make perioperative review work better including: 

• Developing a portal for clinicians and managers to access clinical activity and 
outcomes (VAHI) 

• Establishing the ideal M&M with true multidisciplinary review, information sharing 
transparency, accountability and protection from Freedom Of Information (FOI) 

• Future: Victorian Perioperative Consultative Council 
o Protected information sharing between health services, Councils, the 

Victorian Audit of Surgical Mortality, safer care Victoria and the department of 
health and human services. 

o Be more specific about what should be shared, with more health service 
reviews 

o Multidisciplinary morbidity reporting 
o Connect with registries - eg #NOF, emergency laparotomy 
o Outcomes that matter to patients with #NOF e.g. can I return home, return to 

preadmission mobility rather than survival rates  
 

Dr George Douros, Emergency Physician, Austin Health 

You can either learn or blame, you can’t do both 

Dr Douros is currently doing a sabbatical at Safer Care Victoria on M&Ms with a focus on 
improving the culture of blame and looking at the role of the safety sciences in M&Ms 
including Safety 1 and Safety 2. Currently there is a cognitive bias in M&M reviews which 
are retrospective, counterfactual, judgmental and proximal. In exploring alternatives to 
blame, George reflects on the local rationality principle that people come to work to do the 
right thing and therefore incidents are not intentional and occur in a context with complex, 
interacting dynamics between; self, team, environment, patient and system. M&M reviews 
need to consider these complex, interactive systems and should reflect the role of human 
error, systems thinking, safety sciences, just culture, incident analysis and formal safety 
systems. 

In moving away from blame and linear M&M reviews, George emphasized the role of 
education to support improvement in M&M facilitation. This includes creating a community of 
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M&M facilitators who are engaged in systems thinking and safety sciences. For effective 
M&M reviews it is critical to learn about error, safety science and just culture, attend an 
incident investigation course or explore the methodology used in simulation facilitators’ 
programs.  

Dr Shehnarz Salindera, General Surgeon, Mid North Coast LHD, 
University of Oxford    

Safety: Beyond Swiss Cheese Systems Analysis Tools for Surgical M&M 

Dr Salindera talked about why M&Ms are important and described them as a meeting of 
heroes with opportunities for learning and improvement. Currently M&Ms have barriers that 
limit their effectiveness in informing the system. They are mostly closed, single disciplinary 
meetings with limitations in identifying cases for review. Often there is a tension around what 
is an expected complication versus what is identified as an adverse event which leads to the 
question of should the expected be happening? Shehnarz demonstrated a digital model for 
M&Ms which was developed by the Mid-North Coast LHD. This platform aims to facilitate 
simple and efficient processes that enhance learning.  

Shehnarz also presented the systems thinking methodology with a timeline of development 
of methods such as the Swiss Cheese model which has been successful, but highlighted the 
need to look beyond this linear model to explore the complexity of the broader system. A 
common problem in health is working in silos which does not consider the complex layers of 
the system. Shehnarz has developed a system analysis tool which establishes a people, 
processes and paradigm methodology. This tool uses a traffic light system and incorporates 
Safety 2 principles with the inclusion of; patient factors, team factors, technology and tools, 
environment and organisational factors. The new tool is very comprehensive and gives 
prompts about what to consider. The plan is to transfer this tool to an electronic system.  

Panel Discussion 
M&M for education not judgement – an interstate perspective 

How do you create a safety culture when we are struggling to get 
trainees to put reflective journals on line? They don’t feel safe – 
information can be subpoenaed. 

Dr Shehnarz Salindera:  Lead by example – put answers up on line – had to win over one 
person and then others joined. The army has come up with many resilience tools – look at 
the App store – can be applied to medicine 

How do you engage local teams that are involved in a case for M&M 
discussion but they may not have all the information?   
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Dr George Douros: if you don’t involve all teams, you end up judging them – M&M 
facilitators of each silo should approach the other teams involved to obtain their view; hence 
the solutions will be more comprehensive.  

Professor David Watters – gave example of a failure involving multiple departments. Need 
to work out how to do this – big challenge – big systems – the CEC could be involved in 
distributing information. 

How effective is the tool and how does the hub fit in? 

Dr Shehnarz Salindera: Develop the hub system- wide and then the info gets delivered to 
everyone’s inbox.  

Professor David Watters: Layers of safety – each level has a different role – can’t do 
everything with the M&M meeting. Navigation across silos is complex and there are 
communication breakdowns. 

Concept of bias not understood – how can this get into analysis without 
going off to training? 

Dr George Douros: Without educating people that it exists, you won’t get the 
understanding; often handed to junior people – blame culture – system change does not 
occur – need to address system issues – never going to make people perfect – need to 
make the system error tolerant.  

Professor David Watters: need to teach about decision making and anatomy of error – put 
more emphasis on this rather than technical and medical expertise – use emergency 
decision teaching as this is done in little time. 

In revamping QI meetings using the model people/process/ - human 
factors how do you get through 20 cases? 

Dr Shehnarz Salindera: Fill in online for everyone and then select which ones to discuss – 
with digital tool can then go on and review them – too hard to talk about all the cases. 

Reflective practice – how can this work optimally? Is there a tool 
available? 

Professor David Watters: Colleges teach this – the CPD encourages this – younger 
surgeons are ‘immunised against reflection’ but it is an important concept – look at all 
aspects yourself and then have peers do it with you.  

Dr George Douros: College of Surgeons’ system reflection is critical. 
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Dr Peter Finlayson, Director Medical Services, Hunter New England 
Local Health District:  

Peer review and engaging isolated practitioners in M&M processes: 
realities at the coalface 

Dr Finlayson was asked to give a different perspective with consideration to the challenges 
of working in rural and remote settings. Rural issues sometimes have low visibility. The rural 
population have significantly higher risk factors including smoking and other cardiovascular 
risks and mental health issues.  

The rural health workforce is characterized by decreasing per capita availability of most 
health disciplines as rurality increases. As well, health workers cover much larger and 
sparsely populated areas. In the Hunter New England district, services are spread out over a 
huge area and staffing is very stretched with over 25 small hospitals that are very busy but 
almost unnoticed. When added together they have almost the same activity as some of the 
largest hospitals. 

There are often significant challenges with the engagement of the rural medical workforce. 
Rural doctors are predominantly GPs with many having obstetric, surgical or anesthetics 
training.  About half of the workforce are from overseas, with restrictions on where they can 
practice. There are often issues with recruitment and a heavy reliance on the use of locums. 
The use of a fee-for-service payment model may not encourage meeting attendance. Senior 
hospital staff are often nurses which creates complex dynamics across the disciplines with 
potential communication barriers between nursing and medical staff.  

Recommendations for M&Ms in rural settings: 

• Engage each site separately – all are different 
• Need for tact as sometimes people have to be told that they have to change 
• Exploit opportunities – use visiting staff and specialists, telehealth 
• M&M may need to be incorporated with another meeting 
• Need someone to drive it 
• Be flexible 
• Involve patient safety officers 
• Meeting leadership matters 
• Multidisciplinary 
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Dr Jim Mackie & Dr Jun Bai   

Showcasing QIDS and using the death review database 

Dr Mackie and Dr Bai emphasized the value of access to meaningful patient level data to 
support M&M processes. The CEC has various systems available for clinicians to use 
including the Quality Audit Reporting System (QARS), and the death review database and, 
more recently, Quality Improvement Data System (QIDS). QIDS presents Hospital Acquired 
Complication (HAC) data from the Health Information Exchange HIE. IMS, hand hygiene and 
other data is available. Analysis of HAC rates at LHD, hospital and ward levels is easily 
performed with access to patient level information at well.   This system offers multiple 
options for identifying opportunities for improvement by seeing trends and patterns.  

HAC definitions from the ACSQHC are used routinely. MOH service level agreement data is 
also available.  

The QIDS system development is guided by clinician advisory group to support 
learning and identify improvement opportunities using data for improvement. Using 
the model for improvement, this data is used for identifying opportunities around 
critical questions including: 
 
• Do we know how good we are?  
• Where is there waste, harm and unwarranted clinical variation in the system?  

Access to QIDS can be arranged through the Directors of Clinical Governance 
(DCG) within each LHD. 
 

A/Professor Arthur Richardson, Westmead Hospital:   

NSQIP IN NSW - What have we achieved and what is the future? 

A/Prof Richardson gave a summary of the National Surgical Quality Improvement Program 
(NSQIP) which collects high quality, clinical data. Historically hospital administration data 
misses a lot of data for events that occur after the patient goes home. 

NSQIP allows for continuity of data to capture the patient journey and measures outcomes 
post discharge. The program logic is centered on data collection, analysis, benchmarking 
and data reported back to hospitals. The key features of NSQIP is that everyone uses the 
same definitions and allows for comparison across peer hospitals, both locally and in the 
US.  NSQIP engagement must be multidisciplinary and is reliant on surgical reviewers to 
ensure quality in the data. Everyone can improve and we need to reduce variation in care 
and to do this it is essential to have access to meaningful and accurate data that is 
comparable across settings to maximise improvement opportunities.  
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Currently NSQIP have semi-annual reports with the initial 4 participating hospitals which 
include Westmead, Nepean, Port Macquarie and Coffs Harbour. With the establishment of 
this initial group, there are now 22 hospitals in Australia participating in NSQIP. This includes 
all of the A1 hospitals in NSW as well as some regional hospitals. There are also some 
hospitals in other states across Australia. The NSQIP data has enabled quality improvement 
bundles including UTI, SSI and unplanned readmissions. There are significant plans for the 
future including: 

• consistent collection of data 
• annual Quality and Safety conferences  
• procedure-specific data collection for 12 procedures  
• link with CINSW data and financial data  
• potential report cards to LHDs 

 

Using a Safety 2 model for Morbidity and Mortality meetings:  Safety 1 
versus Safety 2 in M&Ms – why it is time to change? 

Dr Clare Skinner, Director of Emergency Medicine, Hornsby Ku-ring-gai 
Hospital 

Dr Skinner talked about safety in hospitals being based on Root Cause Analysis (RCAs) and 
incident reporting. The RCA methodology comes from highly engineered industrial systems. 
There are significant limitations with the comparisons between aviation and health care and 
the biggest difference is that a doctor doesn’t go down with the plane. RCA history and 
context is ‘superficially attractive’ however when you explore the evidence base there are 
only 8 papers that talk about RCAs. RCAs mostly act as a reminder that people are 
imperfect and they often create significant anxiety, fear and shame which impacts on the 
RCA process. Searching for the root cause is reductionist and simplistic.  There are very few 
RCA recommendations that we wouldn’t have found by other less intrusive processes. 

Clare suggested that incident reports detect only a small percentage of patient safety issues. 
They tend to choke our system with bureaucracy. Clare suggested that we need to move 
beyond collection of incident data and move from Safety 1 to Safety 2 with consideration of 
human factors. 

Dr Dane Chalkley, Deputy Director Emergency Physician, Royal Prince 
Alfred Hospital 

Dr Chalkley talked about the significant limitations of being problem-focused as we form a 
narrow perspective of the complex, adaptive system that we work in. We predominantly 
deliver excellent health care and have significant missed opportunities from learning from 
what we do well. We are trained in our current systems to look at what is wrong and not 
what is right which creates safety and quality systems that are predominantly problem 
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saturated. Processes such RCAs, M&Ms and our Incident Management System (IIMS) focus 
heavily on what went wrong. The word ‘problem’ comes up 27 times in IIMS and the RCA 
interview process often leaves clinicians feeling blamed and vulnerable.   

There are significant questions in relation to the outcomes of these processes given that 
RCA reports often mandate education, despite this not being the most effective outcome. 
Dane proposed the shift of moving away from Root Cause Analysis to Right Cause Analysis 
with an emphasis on learning from positive outcomes. Whilst there is a place to learn from 
what’s wrong, we should also learn from what went right. There is a difference between 
“putting a positive spin on Safety 1” and using “Safety 2”. Dane demonstrated examples of 
Safety 2 principles in current M&M meetings where he has introduced the ‘awesome index’ 
which includes reading out the positive emails from patients.  We need to say positive things 
to each other and can learn from these positive experiences. 

Quality Assurance Legislation Workshop   
Are the legislative provisions in Part 2 Division 6B of the Health 
Administration Act “fit for purpose”?    

Dean Bell, Deputy General Counsel and Director Legal, Legal and 
Regulatory Services, MoH 

Elizabeth (Liz) Latter, Legal Officer, Legal and Regulatory Services, 
MoH 

Dean and Liz gave an overview of the NSW Quality Assurance Legislation including some 
historical context regarding its introduction in 1989 by Health Minister Collins. Since its 
inception we have had three decades of significant changes in safety and quality. The 
legislation has never been amended during this time. When Qualified Privilege was first 
developed there was no coordinated statewide approach to quality and safety. Over this 
period we have seen the development of the Health Care Complaints Commission, CEC and 
RCAs and this has potential implications on the relevance and continued need for this 
legislation. Currently there are only 15 quality assurance committees which are declared 
under the NSW legislation. Dean and Liz were keen to hear from the forum participants as to 
whether they considered the legislation was still fit for purpose. 

The participants expressed diverse views regarding the effectiveness and continued 
relevance of the qualified privilege provisions for quality assurance committees. Some 
participants indicated that qualified privilege was seen as a useful protection within their 
hospital/LHD as it gave clinicians greater confidence to express their views and engage in 
quality assurance processes. Others questioned whether qualified privilege was still 
necessary in light of the similar protections afforded to the RCA process and the growing 
emphasis on transparency. 
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Interactive Workshop – key elements in M&Ms  
Karen Patterson Director Capability and Culture CEC 

Q.1: What are the elements of an ideal M&M?   

1. Structured meeting:  Open culture for discussion with a confident facilitator that is 
inclusive and enables openness and transparency.  

2. Culture and engagement improvement: Needs to include engagement across 
departments and developing a quality improvement culture with a safe space to 
learn and trust, to speak up with no blame. 

 
3. Data and case selection: Ideal M&Ms have comprehensive data with resources to 

collect/filter data and clear criteria for selection of cases for detailed discussion. This 
also includes incorporating positive outcomes and abolishing differentiation 
between “expected” and “unexpected” complications. 

 
4. Multidisciplinary attendance and contributions:  Culture of professional respect 

where all views are considered including; Nursing, Medical (beyond own 
department where relevant), Management and Administration (senior decision-
maker) as well as a diversity of experience levels from senior to juniors. 

 
5. Leadership: Chairs of M&M Committees should be respected senior clinicians, 

clinical directors/heads of departments, DMS or relevant role. Other clinical craft 
group leaders model the mindsets and behaviour that support a learning and 
supportive environment including for JMOs’ development. 
 

6. Reporting, escalation, action: Enhance systems approach with opportunity to 
identify and escalate system failures/solutions. This includes interaction with other 
patient safety silos with communication and feedback of patient safety outcomes 
and recommendations. 
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Q2: What needs to be in place for the key elements to be implemented? 
What is your priority in moving forward from today? 

 

STRUCTURES PROCESSES/ 
PROCEDURES 

RELATIONSHIPS/ 
PEOPLE 

• Goals 

• Outcomes 

• Systems & solution-
focused agenda 

• Recommendations 

• Terms of Reference  

• Timing – 
day/date/length 

• Recording of minutes 

• Appropriate 
escalation 

• Leadership  

• Transparent process for 
case selection 

• Include cases that went 
well 

• Secretariat 

• Data support 

• Benchmarking and 
analytical training 

• Measurable outcomes 

 

 

• Good leadership 

• Enable 
Multidisciplinary 
contributions & 
participation 

• Reflection not just 
reporting 

• Improvement not 
judgement 

• Respect 

• Change focus – 
positives not 
negatives 
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