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STANDARD OPERATING PROCEDURE or GUIDELINES  
 

 MORBIDITY AND MORTALITY CONFERENCE 
 
SCOPE/APPLICABILITY:  
All faculty and residents 
 
PURPOSE: 
The Department will conduct case reviews at M&M in order to benefit from the experiential learning 
that occurs with review of actual cases and also to consider and prioritize improvements   to broader 
hospital systems that affect patient care. The purpose is “to provide a safe venue for residents, faculty, 
and staff to identify areas of improvement, and promote professionalism, ethical integrity, and 
transparency in assessing and improving patient care.” It also “…provides a forum to teach curriculum 
on quality improvement and medico legal issues to residents and students and to foster a climate of 
openness and discussion about medical errors.”  
 
The M&M conference will consist of monthly conferences during which two cases will be reviewed as 
selected by the presenters and approved by the Departmental Quality and Patient Safety Officer (QSO) 
and/or the M&M Directors, from a group of cases proposed by the senior resident (in conjunction with 
the appropriate attending or fellow from each service) on each of the GYN, GYN Oncology, 
Urogynecology, Labor and Delivery, and MFM services. 
 
The senior resident from each of the above services will discuss possible cases with a previously             
designated fellow from the division, if a fellowship exists, or a previously designated faculty member 
from the division. They will then send ONE TO TWO cases to the department M&M Director. Ideally, 
one obstetrical case and one gynecologic case will be chosen to be presented by the previously 
designated residents. 
 
PROCEDURE: 
 
ROLES AND RESPONSIBILITIES 
M&M Director(s) Role:  

• Ensure timelines are followed  
• Ensure appropriate cases are selected 
• Inform all faculty involved in case that their case will be presented (within and outside the 

department) 
• Invite relative stake holders to attend conference 
• Open the conference with an overview of the purpose of M&M and brief points about why the 

case selected; reiterate no finger-pointing – focus on systems of care rather than individual 
errors  

• Facilitate and engage the audience in the discussion  
• Close with Key Take Home Points  
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Resident Presenter Role:  
• Prepare the case presentation  
• Review the presentation with the assigned Faculty mentor in advance  

 
Faculty Mentor role: 

• Assist with identification of cases 
• Review the resident’s presentation in advance and be prepared for the topic  
 

IDENTIFYING CASES FOR M&M PRESENTATION 
• In general, cases should be selected from the entire practice population (inpatient or 

outpatient) 
• A case should emphasize one or more of the following: 

o A poor or unintended outcome that might have been due to error or systems problems 
o A “near miss” or “good catch” where there was an error that could have led to a poor 

patient outcome, but it was caught before it reached the patient 
• Throughout the rotation, CFP resident/fellow, GYN chief, Gyn Onc chief, Urogyn chief, MFM 

chief and L&D chief will discuss with appropriate divisional faculty possible M&M cases from 
recent admissions,       discharges or OR cases, ideally focusing on cases that bring up provider error, 
patient error, and systems errors with the goal of improving systems to prevent the same errors 
in the future. 

• List of reportable cases for OB  
o Obstetrical Indicators 

 Maternal Mortality 
 Unplanned readmissions  
 Maternal cardiopulmonary arrest 
 Unplanned removal, injury or repair of organ during operative procedure 
 Excessive maternal blood loss  
 Excessive length of stay 
 Eclampsia 
 Unplanned postpartum return to the OR 
 Post-operative infections 
 Post-operative VTE/PE 
 Unplanned admission to intensive care unit 

o Neonatal Indicators 
 Birth trauma 
 Unexpected Intrauterine fetal demise &/or term stillborn 

• List of reportable cases for GYN 
o Gynecological Indicators 

 Mortality on Gyn service 
 Unplanned readmission with 14 days 
 Admission after return to the emergency room for the same problem 
 Cardiopulmonary arrest 
 Unplanned admission to intensive care unit 
 Unplanned return to the operating room during the same admission 
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 Ambulatory surgery patient admitted or retained for complication of surgery or 
anesthesia 

 Excessive blood loss 
 Unplanned removal, injury or repair of organ during operative procedure 
 Discrepancy between preoperative diagnosis and postoperative tissue report 
 Post-operative infections 
 Post-operative VTE/PE 

 
PREPARATION OF CASE PRESENTATION 

• Do not—in any way—blame individuals for their errors, as this must be bred as a safe and 
professional space 

• 100% confidentiality must be maintained 
• Ensure to include the following statement to all documents and emails pertaining to the case:  

This material is produced in connection with, and for the purpose of the Patient Safety 
Evaluation System and/or Review Organization established at the University of New Mexico 
Hospital, and is therefore confidential Patient Safety Work Product (“PSWP”) and/or confidential 
peer review material of the University of New Mexico Hospital as defined in 42 C.F.R. § 3.20 
and/or the Review Organizations Immunity Act, Section 41-9-1 et seq., NMSA 1978 as amended 
(ROIA).  As such, it is confidential and is protected under federal law 42 C.F.R. §3.206 and/or 
ROIA.  Unauthorized disclosure of this document, enclosures thereto, and information therefrom 
is strictly prohibited. 

 
Timeline for case preparation: 

• 4 Weeks prior to M&M presentation: an email will be sent from department administration to 
each Chief and the Departmental Safety Officer/M&M Director(s) to initiate the case selection 
process. In response to this email (and after discussion with the designated fellow or faculty), 
each Chief should provide a brief description of his or her proposed case(s) (1-2 cases only) to 
the entire recipient list (i.e.: Reply All).  

• 2-3 weeks prior to the M&M presentation: The M&M Director(s) will select two cases to be 
presented at the month’s M&M; following case selection the resident and the faculty mentor 
will work on creating M&M presentation 

• 1 week prior to the M&M presentation: Resident presenter sends presentation to the M&M 
Director(s) and faculty mentor for review and feedback. 
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CONFERENCE FORMAT 
• Limit presentation to 10 minutes allowing for 15 minutes of discussion 
• PowerPoint should include 

o Timeline of events 
o Describe how the patient care issue cause harm or potential harm 
o Root cause analysis using “5 whys” or “Fishbone diagram” 
o Identification of causal factors or contributing factors (Attachment A and B) 
o Recommend any clinical or system changes/improvements 

 
FOLLOW UP OF SYSTEMS ISSUES 

• M&M conference may begin with a brief discussion from the Departmental Quality & Safety 
Officer covering changes in systems that were identified through previous M&M presentations 
and case  review and prioritized for action. 

• Hospital systems issues should be entered into the patient safety event portal as appropriate. 
 
 
 
 

[DO NOT EDIT BELOW THIS POINT] 
 
Prepared by:  Gillian Burkhardt, MD   _____ 
 
Chair Approval:        _____________ Date:  11/15/2023_ 
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ATTACHMENT A: RCA Causal Factor Definitions 
 

 
 

Category Definition 
Human Factors Refers to environmental, organizational and job factors, and human and individual characteristics, which influence 

behavior at work in a way which can affect health and safety 
Patient Identification Use of name, date of birth as primary identifiers 
Physical Assessment/Reassessment Was physical assessment/reassessment completed appropriately and timely for the patient’s presenting problem 
Patient Observation Was the observation of the patient conducted appropriately and timely for the patient’s presenting problem 
Care Planning Was the care plan completed and implemented 
Medication Management Any issues with the ordering, dispensing and/or administration of a medication 
Continuum of Care/Discharge Planning Any issues with the continuation of care either inpatient or after discharge (discharge planning) 
Equipment/Maintenance Management Is equipment checked, maintained as required 
Physical Environment Any contributing physical environment factors (such as slippery floor, location of patient in relation to nurses’ station) 
Security Systems What type of security systems were to be in place; what prevented implementation of these systems 
Competency/Orientation/Training/Credentiali
ng/Privileging 

Any factors related to the competency of involved staff including experience, orientation, training (Medical Staff: 
Privileging and Credentialing) 

Staffing Were all scheduled staff present? If not, were those staff replaced? 
Supervision of Staff Was required supervision of staff appropriate? 
Staff Performance Did staff perform as expected?  
Availability, Accuracy and Completeness of 
Information 

Identify any issues related to the availability, accuracy and/or completeness of information (example: Cerner did not 
accept orders) 

Technology/Adequacy of Technical Support Was technology a factor? Availability of technology? Function of the technology?  
Communication Among Participants Was information communicated to required parties? Any communication that was vague, incomplete or ambiguous? 

Were there barriers to communication? 
Communication with Patient/Family Was information communicated to family as needed; in those cases, in which it applies, was information communicated 

to allow for informed consent? 
Current Policy/Procedure Does the policy/procedure fit with practice?  
Staff Orientation / Training / Education Does orientation/training fully address the issue identified; did lack of orientation/training 

contribute to the incident?  
Other  
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ATTACHMENT B: Contributing Factors Definition 
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