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Terms of reference template
The M&M Terms of reference (ToR) defines the purpose and structure of the M&M meeting. They also provide a documented basis for confirming the scope of the meeting, and define:

What the meeting should achieve: the vision, objectives, scope, and deliverables
Which staff should be involved: membership, key roles and responsibilities
Examples of cases that could be referred for review at M&M 
Operating principles: structure and schedule, meeting conduct/behaviours and meeting documentation requirements
Governance oversight 

	Health service actions
Individualise the ToR to suit your health service/department.
Determine meeting frequency; frequency should be determined according to case volume.
Smaller regional and rural health services may require less frequent meetings but should aim to have at least a quarterly M&M meeting, and either a biannual or annual performance report to executive/board level; this will be dependent on the governance structure decided on by individual health services.





Morbidity & Mortality (M&M) meeting
Terms of reference
(Title of department or area here) 
OFFICIAL
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The purpose of Morbidity and Mortality (M&M) meetings is to undertake systems-focused reviews of clinical care with frontline staff. The objective is to identify quality improvement opportunities that can further improve the quality and safety of care delivered to patients.  A Just Culture approach, where the impact of systems issues on human performance is appropriately considered, and where staff feel safe to speak openly and honestly about events, is critical for a successful M&M meeting.  
Objectives 
The objectives of the meeting are: 
Critical analysis and reflection, by a multidisciplinary group of clinicians, on the outcome of identified cases including safety-II cases, selected deaths, serious morbidity, near-miss events, and significant aspects of clinical care.
Identify (where relevant) contributing clinical and/or systems factors to outcomes whilst maintaining staff psychological safety; individual clinicians closest to the point of care should not be apportioned blame. 
Identify positive aspects of care or outcomes, and share lessons learned across the unit/department/health service.
Develop system-focused recommendations and learning opportunities that identify broader system factors to reduce or prevent the likelihood of future events or will improve processes of care for patients.
Develop and initiate an action plan, and subsequently ensure the implementation and adoption of recommended actions.  
Report recommendations, action plans, and progress updates to the relevant divisional clinical governance committee.
Identify, respond to, and escalate to Executive any broader opportunities for system improvement.
Safety culture and a Systems Approach
Meetings should adopt a safety culture that emphasises psychological safety, a just culture, and a systems perspective in the review of M&M cases and adverse events. This approach encourages: 
Staff safety in the reporting of adverse patient safety events without fear of blame or retribution
Shared accountability between individuals and the organisational systems they are working in
Mutual trust between senior leadership, frontline staff, and consumers
The identification of systems-based improvements to address contributing factors across all levels of (insert your health service name here)




Proposed M&M cases should be reviewed using the SCV Systems-Focused case review tool that focuses on complex sociotechnical system factors. 
Case selection
The meeting reviews the following proposed cases, patient safety events, and clinical indicators:
Selected deaths e.g.
coroner’s referrals, unexpected deaths, deaths because of medical intervention
Cases identified through Victorian Health Incident Management System (VHIMS) or other institutional reporting systems e.g.
ISR 1 and 2 incidents, Sentinel Events,  Serious adverse patient safety events (SAPSEs), 
ISR 3 and 4 incidents, other lower harm incidents referred for department/unit M&M review through governance processes 
Cases identified through hospital medico-legal claims
Cases relating to key performance indicators (benchmark against local, regional, or national performance) e.g.
Iatrogenic complications of treatment, significant patient injuries (including delayed discharges due to complications)
Unplanned readmissions (ED – within 72hrs, inpatient units – within 30 days)
Unplanned ICU admissions
Unplanned returned to theatre (same admission, or following recent admission)
Healthcare associated infections
ACSQHC Clinical Care Standards e.g. venous thromboembolism, delirium, sepsis, etc. 
Cases referred from other clinical units
Near miss events
Severe Acute Maternal Morbidity events
Themes from the organisation’s risk register - refer to internal policies for frequency (minimum annually)
Significant consumer or family/carer feedback
Safety-II cases e.g.
Consumer and/or interdisciplinary compliments, 
Excellent care episodes (both expected and unexpected successes), 
Complex presentations with positive outcomes despite multiple risk factors
Operating principles 
Planning and scheduling
M&M meetings will occur on a regular basis, dependent on unit case load, with the meeting schedule to be published in advance. 
An agenda will be circulated one week in advance of the meeting. 
The meeting must be conducted using the agreed standardised format.
Conduct in meetings
The meeting will be conducted respecting patient confidentiality, and in line with legal requirements (such as protected SAPSE reviews under the Statutory Duty of Candour).
The meeting will identify a chairperson/facilitator endorsed by the Clinical Unit Head; they should have expert knowledge and leadership experience. The Chairperson/Facilitator will direct the meeting and discussions to promote cultural safety ensuring that focus on systems and service improvement is maintained, and that blame is not assigned to an individual.
Decisions regarding recommendations and actions will be made by consensus. If consensus cannot be reached, the chairperson/facilitator may refer the matter to the Clinical unit head, Divisional director, or Executive director.
Any individual performance issues identified during the M&M case analysis are to be referred to and managed by the organisation’s performance management department and not discussed in the M&M forum. (hyperlink your hospital policy/protocol here – delete this comment prior to adopting these ToR)
Documentation management
Case presentation slides and record of learnings, including a record of attendees, are to be stored together within the department, and distributed to the organisation’s quality and safety department. 
A record of learnings and an action summary are to be distributed to members.  Action monitoring should be tabled as a standing item on the meeting agenda to ensure recommendations are monitored. 
Membership & responsibilities
Membership
Membership and attendees of the M&M meetings should include:
All Department senior medical staff
All Department junior medical staff (including those on rotation from other units/hospitals)
All clinical nurse consultants, clinical nurse specialists, clinical nurse educators and nurse practitioners associated with the department 
Nursing and/or midwifery staff associated with the department
Departmental allied health and pharmacy staff 
Clinicians from other departments are to be invited for cases where there has been an interaction during the transition of care, or when subject matter experts are required.
Chairperson/Facilitator
The chair is appointed by the clinical unit head/head of department and responsibility should be reviewed on a 12 monthly basis.
The chair is responsible for:
Scheduling meetings and ensuring meeting members are notified 
Ensuring identified cases for discussion meet the agreed departmental criteria. Prioritisation should be given to cases with critical learning points
Maintaining an open and constructive atmosphere and facilitating discussions that are respectful of member psychological safety, and focus on broader systems issues in line with a Just Culture approach
Terminating any discussions that apportion individual blame
Ensuring all discussion items be considered, and where possible end with a decision, action, or definite outcome
Ensuring the agreed times of meetings are adhered to and all cases are discussed as the agenda describes
Reviewing and approving draft record of learning document and reports before distribution
Secretariat
The secretariat is responsible for:
Preparing agendas and issuing notices for meetings
Distributing the agenda at least 1 week prior to the meeting
Preparing the record of learning of the meeting
Distributing the record of learning to all members 1 week after the meeting
Prepare summary reports for distribution to higher governance committees as required by health service policies.  
Quorum
Quorum will be met with 5 meeting members; at least 2 medical representatives should be present.  (Larger hospitals should adjust these figures accordingly)
Where quorum is not achieved, a meeting can progress with decision making held for the next quorum meeting.
Governance 
Reporting to corresponding higher governance committees will be in the form of the record of learning, including an action summary.  
For recorded incidents in VHIMS, findings, learnings and recommendations should be documented in the incident report.  (refer and adjust according to individual health service policies)
Recurrent themes, or barriers to implementation of key recommendations should be escalated according to (insert health service’s name) organisational structure, with identified high-risk issues to be escalated to the Executive level for consideration of addition to relevant risk registers.  
Amendments
The terms of reference will be reviewed annually from the date of approval.
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