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Objectives: Morbidity and mortality meetings (M&MMs) at surgical departments may improve when
patients participate, leading to different learning points. A gynecological oncology department invited
patients to join their M&MMs. The practical constraints and experiences important from the perspective
of patients and their healthcare professionals were evaluated.
Methods: Semi-structured interviews were conducted with patients and professionals who attended
M&MMs at a gynecological oncology department between 2016 and 2018. The interviews were
transcribed and coded and thematic content analysis was performed.
Results: Eight patients and 17 healthcare professionals participated. Eleven themes related to
interpersonal dynamics. The ﬁve shared themes are: patient–doctor relationship, language, openness
of communication, learning and personal impact. All participants suggested maintaining the new
practical design of the M&MMs.
Conclusions: Patients and healthcare professionals valued patient participation in the M&MMs. Patient
participation is possible when professionals are open to discussing and learning from adverse events
(AEs). In this setting, patients feel that they are taken seriously and gain a better understanding of the
course of an AE.
Practice Implications: Involving patients in M&MMs led to new insights, better understanding, and
improved processing of AEs. Collaborating with patients and using their feedback seems to be effective
when developing innovations in healthcare.
© 2021 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).
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1. Introduction
Patient participation and engagement better meets patients’
needs, preferences and values and thus improves the quality of care.
However, involving patients in daily practice challenges today’s
healthcare and notions of quality. [1–7] Research showed that
difﬁculties in achieving patient participation may be related to factors
experienced by professionals, such as lack of time, personal beliefs or
lack of perspective taking. For patients it may be related to the
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acceptance of the new patient role that may inﬂuence their willingness
to participate [8,9]. It is known that patient participation can add new
perspectives, such as in the ﬁeld of error prevention where patients
add new and different perspectives to the analysis of adverse events
(AE) [8,10–13]. Nevertheless, it is not common practice to involve
patients at morbidity and mortality meetings (M&MM) where AEs are
discussed amongst healthcare professionals. Involving patients in this
new healthcare context may challenge the current system and require
a different approach of participation. [14]
Around 10 % of an approximate 421 million hospitalisations
lead to AEs in medicine worldwide every year, especially in surgical
care where AEs account for 16 % annually. [15] AEs result in
unintended patient harm from either healthcare management,
intervention or omission. [16] To improve patient safety in surgical
care, M&MMs were implemented and aimed at learning from
choices and actions that lead to AEs. This is part of the ongoing
professional practice evaluation that ultimately leads to improved

https://doi.org/10.1016/j.pec.2020.08.008
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was one of the eight expertise centers in gynecologic oncology in
the Netherlands, which admitted 300 new patients annually. The
registered AEs classiﬁed as severe with the valid and reproducible
Clavien-Dindo grading system (I–V), were discussed at the
M&MMs. [36,37] The standard M&MM was held once a month
before 2016, and only members of the gynecological team such as
consultants, registrars, and residents were invited.
The M&MM was held once every two months after 2016: the
new design included the patient and their partner or family
member, and all involved healthcare professionals from the
gynecological team and other departments. Between 2016 and
2018 eleven M&MMs were organized of which eight with patients
and three M&MMs without patient participation (one of a
deceased patient and two patients refused). Table 1 presents the
characteristics of the eight M&MMs, patient characteristics and the
belonging AEs which led to either prolonged hospital stay or
readmission. Patients’ age ranged between 44 and 80 years. All
healthcare professionals from the gynecological oncology staff
attended at least three meetings. Four consultants from other
departments attended one meeting.
The study (case 2018–4713) was approved by the Ethical Review
Board of the hospital (CMO Light). Written informed consent was
given before the interviews began. None of the research team
members had conﬂicting interests.

healthcare and patient outcomes. [17–19] Studies show the need
for M&MM quality improvement, because it is difﬁcult to share
learning points throughout the organization and achieve practice
change. [20–22] As patient participation positively inﬂuences
patient safety and quality of care, engaging patients in M&MMs
might enhance workplace-based learning and practice change. In
addition, healthcare professionals may provide more personcentred care as a result. Literature about patient participation at
M&MMs is scarce despite the valuable studies about patient
participation in other contexts, such as multidisciplinary team
meetings [23–25]. Therefore, it is necessary to study (and develop)
a new design of the M&MM that includes patients and to
encourage learning of adverse events.
Nevertheless, suggesting patient participation at the level of
joining the discussion of an M&MM is challenging because it can
trigger unsafe feelings and impede an open discussion. AEs can
have grave consequences for the patient’s physical and emotional
recovery, and for the consultant’s personal trauma as the “second
victim” or due to a fear of litigation. [15,26–30] However, patients
seem to want to be informed, and competent patient-doctor
communication seems to be needed after an AE [31,32]. A joint
M&MM with the patient and their healthcare professionals may
positively help facilitate mutual understanding and lead to a better
patient–doctor relationship and greater patient satisfaction. By
changing the practice of M&MM it is possible to study how patient
participation in this new healthcare setting can be realized.
The aim of this study was to explore how patient participation
at an M&MM can be practiced and whether and how professionals
and patients can learn from AEs to achieve practice change.
Therefore, we examined practical constraints and experiences
from the perspective of patients and their healthcare professionals.
This feasibility project was a ﬁrst step in our design based research
approach to study patient participation at the M&MM.

Eight patients and 20 consultants, nurses, and registrars who
participated in the M&MMs held between 2016 and 2018 were
recruited in July and August of 2018 for the interviews. Each patient
interview was scheduled in the privacy of the patient’s own home.
The healthcare professionals were interviewed in a private room in
the hospital, or by phone.

2. Methods

2.4. Data collection interviews

2.1. Study design

We used two separately developed semi-structured interview
guides to interview both patients and healthcare professionals. The
research team evaluated the interview guides for relevance and
comprehensiveness. The interviews with patients started with
open questions about their treatment, the AE, and their expectations of the M&MM. Then other topics were discussed, such as
their needs and emotional processing during the meeting,
information, and the effect of the relationship with their healthcare professional (Table 2).
The interviews with professionals started with open questions
about their experience with M&MMs, how they perceived the goal
of the meeting, and their expectations. Then speciﬁc possible
challenges, such as open discussions, fear of losing the patient’s
trust, or trust in their professional reputation, were discussed.
Possible opportunities, such as the beneﬁts of patient participation
were also discussed. Both patient and professional interviews
ended with a question about how they thought the meeting could
be improved. A medical anthropologist, who had no previous
relationship with the participants, but who had attended two
M&MMs, conducted the interviews. The participants were
informed about her background, degree of involvement, and the

We used qualitative research methods, including semi-structured interview guides to understand the topics that were
important from the perspectives of patients and healthcare
professionals. We used several in-depth interviewing techniques:
words appropriate for the participants, open-ended questions,
probes and veriﬁcation information during the interview when
necessary. [33] These methods provided tools to explore experiences in a new context of patient participation.
This is the ﬁrst study of a larger project to optimize patient
participation at the M&MM. We used research methodology of
design-based research and its principles to test the intervention of
patient participation at the M&MM and further develop the design.
This study evaluates the ﬁrst design of the M&MM with patient
involvement. (Box 1) [34,35]
2.2. Research setting
The research was carried out at the department of gynecologic
oncology of a tertiary university hospital. This teaching hospital

2.3. Study population and recruitment

Box 1. Design and delivery of the M&MM with patient participation.
Box 1
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Table 1
Characteristics of eight M&MM with patient participation.
Type of
gynecological
cancer

Procedure

AE

Intervention

Time
between
AE and
M&MM

Brought Attendees
partner
or family
member

Technical lessons and learning points

1

Vulvar cancer

Wide local excision
with bilateral inguinal
lymph node dissection

Urosepsis /
wound
infection

Readmission to ICU
and long-term
antibiotics

6 weeks

Alone

*Improvement of the antibiotic policy and
wound care.
*Better transfer to home care. *Provide
patient with tailored alarm signals.

2

Recurrent
granulosa cell
tumor

Cytoreductive
debulking surgery

Blood loss
(7500 mL)

4 weeks
Multiple blood
transfusion and
fresh frozen plasma,
1 night admission to
MCU

Partner

3

Ovarian cancer Cytoreductive
debulking surgery

Paralytic
ileus

Long-term
admission: gastric
draining

4 weeks

Partner

4

Cervical cancer Radical hysterectomy
with pelvic lymph
node dissection

Re-implantation
Infection/
urethra and
wound
abscess and antibiotics
urethral
injury

12 weeks

Alone

5

Ovarian cancer Cytoreductive
debulking surgery

Bowel
injury

Relaparotomy,
partial bowel
resection (ileum)
with colostomy

5 to 6
weeks

Partner

6

Ovarian cancer Staging procedure

Abdominal
abscess

Drainage

22 weeks

Partner

7

Endometrial
cancer

Abdominal
hysterectomy, bilateral
salpingooophorectomy, pelvic
lymph node sampling

Platzbauch

Relaparotomy

8 weeks

Partner

8

Endometrial
cancer

Total laparoscopic
hysterectomy, bilateral
salpingooophorectomy

Hematoma
of the
vaginal
vault

Vaginal drainage
and antibiotics

11 weeks
(due to
death in
the
family)

Family
member

6 gynecological
oncologists
2 registrars 1
fellow
1 nurse
1 senior nurse 1
case manager 1
quality
department
1 coordinator
6 gynecological
oncologists
1 registrar
1 nurse
specialist
1 case manager
1
anesthesiologist
1 coordinator
5 gynecological
oncologists
3 registrars
1 nurse
specialist
1 case manager
1 quality
department
1 coordinator
5 gynecological
oncologists
3 registrars
1 nurse
specialist
1 case manager
1 urologist
1 coordinator
5 gynecological
oncologists
2 registrars
1 nurse
1 nurse
specialist
1 case manager
1 urologist
4 gynecological
oncologists
1 registrar
1 fellow
1 senior nurse
1 case manager
1 surgeon
1 coordinator
3 gynecological
oncologists
1 registrar
1 resident
1 nurse
1 case manager
1 nurse
specialist
1 coordinator
1 medical
anthropologist
4 gynecological
oncologists
3 registrars
1 case manager
1 coordinator
1 medical
anthropologist

AE: adverse event; ICU: Intensive Care Unit; M&MM: morbidity and mortality meeting; MCU: Medium Care Unit.

*More focus on medication veriﬁcation
(listen to the patient).
*Daily visits on weekends.
* Patient thought the paralytic ileus was
more impressive than the hemorrhage.

*Create a roadmap when epidural fails
postoperatively.*Better explain treatment
of an ileus (such as the use of gum, coca
cola and the importance of movement).

*Provide clear explanation of abcess.
*Patient was shocked by the wound
abscess. *Patient was content with all the
sincerity during her care.

*Different approach during surgery.
*Better understanding of the perception of
the patient.

*Improved deﬁnition of the indication of
insertion of a MESH.
*Easily request for CT.
*Better understanding of the domestic
context.

*Preferences of suture techniques amongst
colleagues.
*Be mindful of the role of the partner and
inform him/her on a regular basis.

*Visual aids can support patients to
understand what happened.
*Better inform patients of all emergency
phone numbers.
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Table 2
Interview guide.
General

The two interview guides were semi-structured based on (a) relevant themes from the literature on patient participation at multidisciplinary team
meetings and the disclosure process of AEs and (b) practical elements of the meeting: time and timing, duration, clarity, frequency, location, and
different roles of the stakeholders.

Patients

Start interview: introductory open questions to understand the experiences surrounding the treatment process and the AE. Main topics: (a)
expectations and needs of the M&MM, impact and emotional processing of the AE, information, relationship with the healthcare professional,
experience of the partner or family member who joined the meeting, and (b) practical elements. End interview: points of improvement for the
M&MM with patient participation
Start interview: introductory open questions about their attendance at the M&MMs and the perceived goal of the meeting.
Main topics: (a) expectations of the meeting, satisfactory elements, barriers (e.g. open discussions, fear of lawsuits, losing trust and professional
reputation), facilitators (e.g. beneﬁts of patient participation) and (b) practical elements. End interview: points of improvement for the M&MM
with patient participation

Healthcare
professionals

AE: adverse event; M&MM: morbidity and mortality meeting.

research goals before the interview. The interviews were audio
recorded and transcribed. Additional ﬁeld notes were added to the
transcript.
2.5. Analysis
We used the Atlas.ti tool version 8 for Windows for thematic
content analysis, generating codes by conventional content
analysis. [38,39] Two researchers used open coding to analyze
the ﬁrst two interviews, one from a patient and one from a
healthcare professional. Open coding was used to allow new
insights to emerge from the data with codes that were strongly
connected to the transcripts. Afterwards, the codes were clustered
into items, themes, and domains; partly on the basis of important
topics from the literature, but derived from the data without predeﬁned structures. The two researchers then coded all other
interviews and adjusted the code list accordingly with the research
team. This led to a coding tree. Before ﬁnalizing the coding tree,
two other members of the research team, as a stakeholder of the
meeting and a methodologist, selectively coded ﬁve transcripts to
detect missing topics or themes. The credibility of the data was
strengthened by independent coding. A multidisciplinary research
team interpreted the credibility during data analysis to select the
most relevant results.
3. Results
Eight patients and 17 healthcare professionals participated in
the study. An additional three professionals did not participate
because they did not respond or believed they did not gained
enough experience with attending M&MMs with patient participation. The interviews with patients lasted an average of 49.5 min

(range 38–62 min). The interviews with healthcare professionals
lasted an average of 30 min (range 20–44 min).
The analysis resulted in different practical constraints (see 3.1)
and a coding tree with eleven core themes in the interpersonal
domain: three for patients, three for healthcare professionals and
ﬁve shared themes relevant for both groups (Table 4).
3.1. Practical constraints
The patients and healthcare professionals were enthusiastic
about the practical design of the meeting, such as the duration
(1 h), the time reserved for the patient to share experiences, the
presence of a strong moderator and the casemanager who tends to
the patient prior, during and after the meeting.(Table 3) Patients
especially appreciated the personal time and attention by the
casemanager.
“Afterwards, when all was discussed, everybody shook hands
with me. The nurse practitioner stayed for a chat and helped me
to answer a survey. I really like that.” (patient 4)
Healthcare professionals mentioned practical constraints that
became apparent after experiencing several M&MMs. First, the
M&MM should be organized in the morning instead of the
afternoon when professionals might have outpatient clinic and
are delayed. Second, the M&MM with patient participation
required more preparation time that needs to be taken into
account when planning an M&MM. Third, all involved healthcare
professionals, especially the external consultants, may be invited
a few weeks prior to the meeting to clear their schedule. Fourth,
the majority of the staff preferred the consultant, fellow, or senior
registrar to present the AE. They were seen as more knowledgeable of the AE and/or could effortlessly use comprehensive
language.

Table 3
Success factors of the M&MM with patient participation described by patients and healthcare professionals.
Success factors
Personal attention for the patient provided by a healthcare professional (usually case manager) before, during, and after the meeting
Strong moderator: manages time, formulates the goal of the meeting, clariﬁes when necessary
Reserved time (within 1 h) for patient and partner/ family member to explain their experience and join the discussion
Creation of a safe environment for healthcare professional and patient – discuss in a respectful way with equality (without professional hierarchy)
Meeting planned within 3 months after the AE or medical error
A well-structured format or guideline in order to translate learning points (from the meeting) to practice change
Professionals familiar to the patient (and the patient’s case) should attend the meeting
Patient is well informed about the goal of the meeting: organized for medical professionals to learn from preceding events, where the patient can share their story and join
the discussion
A presenter who focuses on comprehensive language and is aware of the “painful” aspects
The meeting is in a room with U-shaped seating: the patient is seated close to the presenter and next to the case manager or the consultant
AE: adverse event; M&MM: morbidity and mortality meeting.
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Table 4
Code tree and quotes from patients and healthcare professionals.
Study population

Themes

Quote

PATIENTS

Trust and safety

“That they create an overview and yes that is very nice. That is such a feeling of trust that everything will be all right. And
then you have 100, no 200 percent of trust in them.” (patient 4)
“Some things were explained brieﬂy [after the AE], it was explained very well again the next day . . . and during the
meeting. When that happens, you have nothing to complain about.” (patient 7)
“If I can contribute something that will provide someone else with better treatment, or something similar, I would like to be
involved in that.” (patient 3)

Information
Active involvement
HEALTHCARE
PROFESSIONAL

Notions of quality
Patient-centered
attitude
Balance for the
patient

SHARED THEMES

Doctor–patient
relationship
Open
communication
Language
Learning
Personal Impact

“I think the goal of the M&MM needs to be the priority, what you want to achieve. And, what could the patient add to that.”
(consultant 5)
“I can remember a meeting . . . where the discussion was quite strong and then I thought these things would have been
discussed if the patient wasn't there as well. . . . So I looked at the patient and her partner every now and then, to see
whether they handled the information well, and they did.” (nurse specialist 1)
“We should be careful the meeting will not be a performance or summary for the patient, but that it keeps covering the
content: . . . what happened, how we solved it, whether it was good or whether it could have been better. And the medical
focus remains.” (registrar 2)
“So I think it is really important you have a relationship based on trust, as a healthcare professional, with the patient that
joins the M&MM, that she [the patient] feels at ease. (external consultant, urologist 13)
“ . . . but make sure that you check regularly whether the patient understands you. . . . and don’t be afraid to show how it is
written in literature, protocols or what we know from other research.””(resident 3)
“All the medical jargon is explained of course. And yes, it was all very clear. It was also clearly indicated that if you don’t
understand what is being said, you can ask for clariﬁcation. Then everything will be all right.” (patient 8)
“Seeing the AE through the eyes of the patient provides more and different learning points” (fellow 12)
“If you as the consultant personally advise a certain treatment [and an AE occurs]. Then you do feel very vulnerable as a
consultant.” (consultant 5)

AE: adverse event; M&MM: morbidity and mortality meeting.

3.2. Interpersonal dynamics
The thematic content analysis resulted in a coding tree with
eleven core themes related to interpersonal dynamics (Table 4).
3.2.1. Patients
3.2.1.1. Trust and safety. Patients experienced a bond of trust with
their consultant and the casemanager, and explained that in effect
they also trusted other healthcare professionals; “I felt complete
trust in all those doctors” (patient, 4). This trust resulted in feeling
safe to share experiences, ask questions, and feel comfortable
during the meeting.
3.2.1.2. Information. Every patient was curious and expressed a
need to have all the information about the passing events
surrounding the AE. This was important for some patients who
forgot aspects of the treatment process, due to the anaesthetics,
pain, or stress from their personal situation.
“We wanted to see what happened, because we experienced a
lot of stress and therefore we have missed some information
and what exactly happened.” (patient 8)
3.3. Active involvement
Upon invitation patients agreed to join the M&MM without
hesitation, no matter the age or type of AE. The most important
reason was to actively contribute to improving healthcare for
future patients by sharing their own experience. Patients also
wanted to understand how healthcare professionals deal with AE
and what they learn from them. This way, patients explained, they
could understand better why something did not go as planned and
found acceptance in what happened.

mentioned maintaining “the quality” of the meeting as
important. These notions were related to ideas about the
content of the learning points, the type of discussion, and the
role of the patient.
Describing learning points that are relevant for clinical practice
seemed to be a way to achieve quality of the meeting. In order to
achieve that, an open discussion was considered a measure of
quality of the meeting that has to give room to “bring everything to
the table” and “be frank”.
“I think that the greatest danger or defect is that in that situation
the discussion would not be held at its sharpest, which might
eventually lead to a point where you would not discuss certain points
of improvement.”(registrar, 3) Professionals experienced some
limitations to openness in the discussion, mostly during the ﬁrst
three to four M&MMs, as a way to reach what they perceived
as quality. After experiencing several meetings with patient
involvement, healthcare professionals felt more free to express
themselves more openly and comfortably: “In the beginning you
carefully try what works well in the conversation with patients, . .
. but you do notice that it is easier after a while.”(consultant 5).
Professionals expressed that the content of the meeting was
improved. Due to (1) input from the patient and their partner or
family member, (2) input from other disciplines, (3) the experience
of the professionals in communicating about difﬁcult situations
and (4) a well prepared presentation.
3.3.1.2. Patient-centred attitude. During the M&MM healthcare
professionals described they acted attentive to the experience of
the patient, such as by observing the patient and to see how they
reacted. The consultants and the moderator often veriﬁed with the
patient whether they had any other questions. The moderator also
summarized parts of the discussion. In addition, the professionals
expressed they were interested in the patient’s perspective and
experience of the AE.

3.3.1. Healthcare professionals
3.3.1.1. Notions of quality. Healthcare professionals described
different notions of quality of the meeting but everybody

3.3.1.3. Balance for the patient. Professionals explained they felt
like they had to balance between hosting a medically oriented
M&MM, or a patient focused M&MM. This was related to the
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balance between the use of medical jargon and lay language and
the time reserved for the patient. During the ﬁrst meetings some
professionals were concerned that the patient would not
understand the meeting and the information might harm them,
which led to simplistic language and too much focus on the patient
instead of the learning aspects. However, after feed-back of
patients and family a better balance in medical but understandable
language was used and a better focus on learning points improved.
These aspects remain challenging but, especially with more
experience, these challenges do not seem to negatively
inﬂuence the focus or goal of the meeting.
3.3.2. Shared themes
3.3.2.1. Patient–doctor relationship. Both professionals and
patients said that a patient–doctor relationship with open
communication was the foundation for a meeting where both
stakeholders feel comfortable in sharing their experiences and
actions. Healthcare professionals mentioned feeling less
vulnerable when this relationship was stable. In this
relationship it was important for patients to be acknowledged
in how they experienced the AE, which gave them a feeling of being
treated as an equal. This also reﬂected in patients feeling heard and
taken serious during the M&MM. All patients appreciated the time
healthcare professionals took during the meeting to listen to their
experiences.
“I just really appreciated how you [the department] do it now.
Be transparent, clear, and honest. That gives you a feeling of . . .
being important. . . . That things are discussed in this
manner and that you are taken seriously, in your whole story.”
(patient, 8)
3.3.2.2. Communication openness. The most valued part of a stable
relationship for both patients and professionals was transparency
of information. Seven of the eight patients did not hear new
information related to their AE during the M&MM, which aligned
with their sense of trust and expectations that healthcare
professionals had been open and honest during the process of
consultation and treatment. Healthcare professionals mentioned
open communication between colleagues and the patient, as a
condition in order to host M&MMs with patients. External
consultants, for whom this was the only opportunity to discuss
the AE, experienced this as more difﬁcult. The staff of the
department of gynecological oncology was described by them as
capable of being open about the AE, however, they were most
impressed by the openness of the patient.
“At ﬁrst I thought how can I speak freely during the meeting but it
makes a difference that they [the patient] were very accessible and
open.” (external consultant, 17)
Transparent communication was experienced by patients and
professionals as a reason why patients did not feel a need to receive
an apology or ﬁle a law suit, and healthcare professionals were not
afraid of a law suit as a result of the M&MM. However, some
professionals assumed that in cases of severe AE, or patients with
strong negative emotions, it would be more challenging to
communicate openly.

5) However, the experience of healthcare professionals changed
over time because they felt more comfortable to discuss medical
topics with the presence of the patient. Patients were eager to join
the M&MM, were positive about the amount of information and
clariﬁcation during the M&MM, and did not experience the
(technical) medical language as negatively affecting their
experience of the M&MM. In addition, patients accepted the fact
that some parts would be difﬁcult to understand and focused on
other elements that were important to them.
3.3.2.4. Personal impact. Patients felt supported in their emotional
and mental processing of the AE. Even though the meeting was
experienced as exhausting on a mental and emotional level, it helped
several patients ﬁnd closure after a difﬁcult period. Even so, healthcare
professionals feared, or assumed, that medical and open language
about severe events may inﬂuence patients’ well-being. In some
M&MMs healthcare professionals explained they felt more vulnerable,
especially if they felt personally responsible for the AE.
“If you as the consultant personally advise a certain treatment
[and an AE occurs]. Then you do feel very vulnerable as a
consultant.” (consultant 5)
3.3.2.5. Learning. At the start of the M&MM the moderator
mentioned the meeting was installed to learn from passing events
and ultimately to improve healthcare. At the end of each M&MM a
report was written with the learning- and action points relevant for
clinical practice. However, it was not always clear for the
professionals whether the learning points that resulted from the
meeting were acted upon in (clinical) practice.
Healthcare professionals described they gained new perspectives at the end of the meeting from the fact that the discussion
was held with a multidisciplinary team of professionals and the
presence of the patient (Table 1). Hearing about the patients’
experience created a better understanding of the effect of the AE
on the patient. Professionals explained the level of (technical)
learning as depending on the type of AE and whether the patient
felt comfortable to share their experience. One example that
multiple healthcare professionals gave during the interviews
were the learning points from meeting 3 (see Table 1). A nurse
gave the patient chewing gum and Coca Cola to drink, which
supports the recovery of an ileus. The patient did not take these
items because the nurse did not explain the rationale of using
these and the patient did not like them. Therefore, the main
learning point came from the experience of the patient: certain
information may need to be explained further and as medical
professionals we must reﬂect on how we communicate to the
patient.
In return, patients gained a better understanding of how
professionals work together between teams, which, as they
explained, changed their perspective on the future care they will
receive from that same hospital. The partner of a patient explained
he acknowledged the fact that healthcare professionals have to
learn as well. “And everybody can make a mistake . . . . If a mistake is
made, then you can learn from it. That is also true.” (partner of
patient, 6)
4. Discussion and conclusion

3.3.2.3. Language. Healthcare professionals wanted to provide
patients with an opportunity to be involved in the discussion.
However, they were concerned whether the patient would
understand everything and if the (technical) medical topics in
the discussion would get enough attention. “ . . . That is what we
consultants do. Speak in diminutives when we want to make it simpler
and not too heavy. . . . we should be careful that that does not
happen, so it remains an adult and worthwhile meeting.” (consultant,

Discussion this is the ﬁrst study about patients participating in
their own M&MM. This research resulted in different themes and
elements for the practice of M&MM that are important for patients
and healthcare professionals. The most important conditions for
organizing such an M&MM where both patients and professionals
feel safe to share is a supportive patient–doctor relationship whose
principle feature is openness. This condition led to a setting where

B.J. Myren et al. / Patient Education and Counseling 104 (2021) 343–351

the patient felt safe sharing their story and asking questions, and
where healthcare professionals could discuss more freely after
attending several M&MMs. However, a balanced use of lay and
medical language and reaching an open discussion were challenging. Most of the practical elements of this ﬁrst design should be
maintained. These elements include the support from a case
manager or nurse before, during, and after the meeting, a strong
moderator, and repeated invitations to all involved healthcare
professionals.
This research adds to the literature about patient participation
in medical meetings due to its unique context. [23,25,40–42]
Partnership is seen as an important process that supports
participation and as part of realising patient-centered care
[43,44]. Studies also describe equality as an important component
of patient participation [45]. Within this study patients felt taken
serious and heard, which provides testimonial justice for patients
even though varying relations of power still exist. [46] When
patients feel taken serious, a sense of equality is experienced and a
partnership can be realised. However, that sense of equality seems
to have certain conditions, such as the patients’ emotional state
and openness of communication from both sides [9]. Other
research encountered concerns from healthcare professionals for
the involvement of patients, such as the patient’s ability to cope
with the information discussed and whether the dynamics in the
meeting would change [40,41]. The fact that patients in our study
embraced their new role during the M&MM is an important factor
in achieving participation. [8]. Another study showed comparable
results where healthcare professionals were challenged when
adjusting the medical jargon and discussing openly with the
patient present [23]. Our results show that healthcare professionals felt more comfortable, after attending several meetings, to
discuss all aspects of the AE with the patient. Therefore,
participation in this context seems to be a process that creates
opportunities for a new culture of openness when professionals
discuss and learn from AE.
One of the main goals of M&MMs is to learn from the meeting.
In order to learn effectively, the learning environment needs to be
safe and supportive; open communication should be possible. This
is partly related to the constant interaction between attendees and
the impact people can have on each other during critical
discussions. [47] This study showed that aspects of healthcare
communication can be part of the discussion during an M&MM
with multidisciplinary healthcare professionals and patients as
attendees. [48–51]. A positive experience of the M&MMs gave
professionals the incentive to be more open during discussions and
open to learn in each meeting. Patient participation can therefore
be viewed as a learning intervention. Some studies found that most
learning points of M&MMs focused on “individual and technical
performance”, and neglected other areas of improvement that
involve collaboration with other disciplines, or at a systems level.
[52,53] Although learning points from the meeting are important
for improving current clinical practice, the report itself was hardly
read and professionals were unaware whether the learning points
lead to practice change. However, the fact that professionals
explained that they learned from the perspective of the patient,
may indicate that professionals learned more, perhaps unconsciously, than solely the learning points that were written down in
the report.
The strengths of our study are the multi-disciplinary research
team providing complementary input. In addition, all the patients
that joined an M&MM and the majority of the healthcare
professionals were willing to participate in the interviews. A
limitation of the study is the fact that eight patients and the
majority of the 17 healthcare professionals participated in different
meetings. They might have had a different exposure as to how the
meeting was executed.
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Although this study shows a design that leads to positive
patient experiences in the M&MMs, the challenge to implement
the learning points from the meeting to change clinical practice
remains, and more research is needed in this ﬁeld. [20,53] In
addition, further research is needed whether patient involvement
negatively impacts the learning process and openness of the
discussion in speciﬁc situations/ cases. An important focus for
future development of the meeting needs to concentrate on
providing a safe space for all attendees to have in-depth, honest
discussions and the time to inform and prepare the attendees.
Furthermore, research is needed in other surgical departments
with different types of patients and AEs to understand the
contextual factors related to its execution and further the
development of its design [54].
4.1. Conclusion
Participation of patients in their own M&MM while experiencing trust and safety is possible when there is a stable patient–
doctor relationship, a balanced use of medical and lay language and
a support system provided by the involved healthcare professionals. Patients and the involved healthcare professionals valued
the practical aspects of this M&MM design. Patient participation is
possible when professionals are open to discuss and to learn from
the AE with patients present. In this setting patients feel taken
seriously and gain a better understanding of the course of the AE.
4.2. Practice implications
Both patients and healthcare professionals are positively
surprised about a joint M&MM where AEs are discussed. Involving
patients at the M&MM leads to new insights, better understanding,
and improved processing of the AE. However, it is challenging how
to balance a medically oriented discussion that leads to learning
points, while communicating in comprehensive language. Developing a healthcare innovation with patients’ feedback seems to be
effective in the current setting. Our blueprint of the practical
organization of the meeting may be used in other (surgical)
departments.
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