
www.hqsc.govt.nz/our-programmes/mrc/pmmrc/ 
maternal-morbidity-and-mortality-information/mmwg

Review through  
MMR

•  Case summarised. 
Include input from woman, 

whānau and clinicians
•  Check content

Chair prepares updates of MMR 
findings and recommendations 

for governance meeting
Communication plan:

•  Include woman  
and clinicians

•  Education sessions

Maternity clinical governance
•  Evaluation

•  Changes sustained

Maternity clinical governance:
•  Endorse recommendations

•  Develop and monitor action plans
•  Collate themes

•  Follow-up

•  Maternal 
event

•  Trigger and  
triage

SAC 1 & 2 or on Always 
Report and Review list?

Adverse events 
brief (parts A and B) to 
Health Quality & Safety 

Commission

Maternal morbidity review

•  Explain the process
•  Ask for their narrative
•  Check draft findings
•  Share final findings  

and recommendations

Consider sharing  
findings and lessons:
Regional or national  

Health Quality & Safety  
Commission

•  Maternal morbidity review 
team receives summary prior  

to meeting
•  Prepare case to present

Adverse events reporting 
process

Meeting: Apply review tools.
Should it have been SAC 1/2? If 
yes refer to DHB adverse events 

process
Completed documents 

confirmed by MMR team as 
accurate within 2 weeks

•  Feedback 
considered

•  Final document 
completed
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espect for those immediately involved
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Woman, family, 
whānau 

Maternity, 
clinicians
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