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Ref: H201806300 

Dear 

Response to your request for official information 

133 Molesworth St 
PO Box 5013 
Wellington 6145 
New Zealand 
T +64 4 496 2000 

I refer to your email of 14 September 2018 to the Ministry of Health requesting under the 
Official Information Act 1982 (the Act): 

nall agendas and minutes from the National Maternity Monitoring Group meetings in 
the past year" 

The information we are releasing is itemised in Appendix One with copies of documents 
attached. 

I trust this information fulfils your request. You have the right, under section 28 of the Act, to 
ask the Ombudsman to review any decisions made under this request. 

Yours sincerely 

Service Commissioning 



Appendix One 

Document OIA Decision 
Some information withheld under section 

Agenda Meeting 22 November 2017 9(2)(a) to protect the privacy of natural 
persons 
Some information withheld under sections: 

Agenda Meeting 22 February 2018 

• 9(2)(a) to protect the privacy of 
natural persons. 

• 9(2)(b)(ii) where the making available 
of the information would be likely 
unreasonably prejudice the 
commercial position of the person 
who supplied or who is the subject of 
information 

Some information withheld under sections: 
Agenda Meeting 17 May 2018 

• 9(2)(a) to protect the privacy of 
natural persons. 

• 9(2)(b )(ii) where the making available 
of the information would be likely 
unreasonably prejudice the 
commercial position of the person 
who supplied or who is the subject of 
information 

Some information withheld under sections: 
Agenda Meeting 30 August 2018 

• 9(2)(a) to protect the privacy of 
natural persons. 

• 9(2)(f)(iv) where the information is 
under active consideration. The 
release of this information is likely to 
prejudice the ability of government to 
consider the advice and the wider 
public interest of effective 
government would not be served. 

Confirmed Minutes of Meeting 22 November Released in full 
2017 

Confirmed Minutes of Meeting 22 February Released in full 
2018 

Confirmed Minutes of Meeting 17 May 2018 Released in full 



NATIONAL MATERNITY MONITORING GROUP 

AGENDA 

Meeting 20 on 22 November 2017 

Venue' Room GN7, M;n;stry of Health, 133 Molesworth Street <;}:)r-v 
(On arrival, collect your pre-printed name tag from the reception desk. To access room GN7 you will need~ 

pass through the security gates, turn right and head to the end of the hallway). ~ 
c} NMMG Attendees: Also in Attendance: 

John Tait (Chair) 

Judith McAra-Couper (Vice-Chair) 

Deb Pittam 

Frank Bloomfield 

Anna Gribble, Allen +Clarke ~ 

Carolyn Hooper, Allen + ClerkQ"' ... 

Hannah Stewart, Allen~ l<e 

Kass Jane, Ministry o · ealth 

Jeanine Tamati-Elliffe 

Mary Matagi 

Rachael McEwing 

Rose Swindells 

Leonie McCorm c~nistry of Health 

Laura Wartt ic~inistry of Health 

Sue Tutty 

Bronwen Pelvin (ex-officio) 

Light refreshments available on arrival 

9.30am 

9.30 am 

Meeting begins 

Administratione, 

• Min t s from 31 August 2017 for approval - !Annex 1 
- Re~ster of directorships and roles 

Corresp n<tence & other business 
pdate from Chair's meeting with the DHB Planning & Funding 

managers 

Quarterly update from MMWG - !Annex 2 
Letter from NZMFMN re SGA guideline - IAnnex 3, 

uest - Leonie McCormack, Manager, Kass Jane, Senior Advisor & Laura 
Warwick, Advisor, Child and Family Programmes, Ministry of Health 

Updates from the Ministry of Health 

• DHB MQSP Crown Funding Agreements 

• DHB MQSP Annual Reports 

• Growth Assessment Protocol (GAP) 

• Midwifery Strategic Advisory Group (MSAG) 
Update on midwifery workforce issues 

• Midwifery experience research 

Responsibility to 
lead discussion 

Chair 

Bronwen Pelvin, 
Kass Jane and 
Leonie 
McCormack 
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llam 

12pm 

12.30 pm 

lpm 

2.30 pm 

2.45 pm 

• Maternity Ultrasound Advisory Group Recommendations (MUAG) 

• Hypertension and pre-eclampsia guideline 

• External reviews of DHB maternity services 

• Normal birth workstream 

NMMG's review of DHB MQSP annual reports 

Lunch 

ues - Tracey Vandenberg, Group Manager National Collections and 
Reporting, Ministry of Health 

Chair 

c} 
National Maternity Collection general update and how to support the ~ 
PMMRC's recommendations to update the National Maternity Collection.J"'\ 
~nnex4 ~ · •. w 
Investigative priorities .f~ 

2017 /18 work programme 

a) Maternal mental health ~~' 
b) Place of birth Ct Q 
c) Equity of access '-.. ~ 
d) Workforce V ... 

Connecting Sector Leadership ~ 
e) Connect w ith Government matern·t~or advisory groups to 

support cohesive quality imP. ov~ent advice to the maternit y sector 

f) 

Monitoring Priorities 

g) Review key sector Q orts (PMMRC Annua l Report, Clinica l Indicators 

and MOH RO )~Paper 1 

h) Support rat ifica ion of national maternity cl inical guidelines 

i) Mo ita · plementation of DHBs MQSPs 

Afternoon Tea 

Recommendations for 2018 

Good news stories from MQSP reports? 

Chair 

Chair 

Confirm key points for briefing for Director General Secretariat 
Next Meeting - Date TBC. To align with Parliament House sitting dates. Likely 

early March (Tues, Wed or Thurs). 

4 pm Meeting ends 
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NATIONAL MATERNITY MONITORING GROUP 

22 NOVEMBER 2017 

AGENDA PAPER 1: REPORT ON MATERNITY 2015 

 

 

PURPOSE 

To support development of the NMMG’s advice to the Ministry of Health on its Report on Maternity 

2015. 

KEY FINDINGS 

The Ministry of Health’s Report on Maternity was released by the Ministry in July 2017. The Report 

presents annual health statistics about women giving birth, their pregnancy and child-birth 

experience, and the characteristics of live-born babies born in New Zealand. 

Key findings of the Report of Maternity 2015 

The Executive Summary to the Report notes 12 key findings: 

• the reporting period has produced the lowest birth rate in a decade; 

• there has been a statistically significant decrease in birth rates for younger women, and a 
statistically significant increase in birth rates for older women, especially for women over 
the age of 40 years; 

• women giving birth were predominantly European, aged 25–34 years, residing in more 
deprived neighbourhoods, and had given birth at least once before; 

• most women received primary maternity care from a midwife Lead Maternity Carer, with 
over two-thirds of those who registered with an LMC doing so in their first trimester (which 
is a statist cally significant increase from 2008); 

• approximately 86 percent of women gave birth at a secondary or tertiary maternity facility; 

• home births were more common among Māori and European women; 

• elective caesarean section rates have increased; 

• one in three women had a spontaneous vaginal birth without obstetric intervention in 
labour or birth; 

• 51 percent of live-born babies were male; 

• the average birthweight was 3.41kg, which is similar to the previous year; and the 
proportion of low birthweight babies is 6 percent – substantially the same as over the past 
decade; 

• median gestation at birth was 39 weeks; and 

• most babies were exclusively or fully breastfed at two weeks after birth. 
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Observations from the Report on Maternity Accompanying Tables 

Two matters that are aligned with the NMMG work programme are women who are not known to 

have registered with either an LMC or a DHB prior to delivery of their baby; and equity. The data tables 

associated with the Report on Maternity (RoM), accessed from the Ministry of Health website, have 

been reviewed with these points in mind and are discussed below. 

Women who have not registered with an LMC or DHB prior to delivery 

The 2015 data records that 2418 women who gave birth were not known to be registered with either 

an LMC or a DHB prior to delivery. It should be noted, however, that the RoM reports “these women 

most likely received care from their respective DHB primary maternity services … but some may not 

have received any primary maternity service,” (page 24).1 Parity was also unknown for all but two of 

these women. What is known about them, however, is the following: 

• almost 60 percent lived in quintile 5 neighbourhoods at the time they gave birth (n= 1372); 

• 66 percent are identified as either Māori or Pasifika (n=1412); and 23 percent are either 

European or Other; 

• women who are under the age of 25 or over the age or 40 years are somewhat more likely 

to be unregistered with either an LMC or a DHB than women aged 25 to 39 years: the data 

forms an inverted bell-curve; and 

• the percentage of women where it is unknown if they have registered with either an LMC or 

a DHB has varied from a high of 8.4 percent in 2008 to a low of 4.1 percent in 2015. 

Handover of care 

The RoM only reports handover of care data by referred entity: the woman being referred to a general 

practitioner; and the baby being referred to a Well Child/Tamariki Ora provider. Importantly, these 

data only account for women who have registered with an LMC. Nevertheless, 4.6 percent of these 

women and 2.1 percent of their babies appear to be missing out on these referrals. Further, it is 

unknown and unclear how many of the 2418 women who were not known to have registered with 

either an LMC or DHB are referred to a general practitioner, or how many of their babies are referred 

to a Well Child/Tamariki Ora provider. 

Equity 

The New Zealand Deprivation Index2 (NZDep) is widely used and accepted in New Zealand as an 

indicator of small-area deprivation. The index has been calculated by the University of Otago following 

every census since 1991, and it is based upon nine variables (which have been revised over time).3  

The RoM uses quintiles when examining the maternity data by deprivation. Quintile 5 includes the 20 

percent of the population living in neighbourhoods with the highest deprivation; and quintile 1 

includes the 20 percent of the population living in the least deprived neighbourhoods. On their 

                                                           
1 The RoM also notes that note some DHBs had not yet reported to the National Maternity Collection as at 8 
February 2017, when the data for the RoM was extracted from the National Maternity Collection. 
2 For more information about NZDep, please see http://www.health.govt.nz/publication/nzdep2013-index-
deprivation 
3 NZDep reports the relative deprivation of small geographic areas, often referred to as ‘neighbourhoods’, on a 
scale of one to ten, where one indicates LEAST deprivation and ten indicates MOST deprivation. Importantly, 
NZDep is not reporting deprivation at a household level. However, people living in neighbourhoods of NZDep 9 
or NZDep 10 (often referred to as ‘quintile 5’) are considered to experience the effects of living in a 
neighbourhood that is characterised by relative poverty. 
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website, the Ministry of Health provides additional data: the Accompanying Tables data. This data was 

explored to identify maternity indicators where the experiences of women living in quintile 4 or 5 

neighbourhoods appears to differ to the experience of women living in quintile 1, 2, or 3 

neighbourhoods. 

Deprivation 

Women living in quintile 4 or 5 neighbourhoods accounted for slightly over half of the births recorded 

during 2015. Splitting the data out further, almost a third of newborns (29.8%) started their lives in 

neighbourhoods characterised by the highest deprivation: quintile 5 neighbourhoods – assuming their 

earliest days were spent at the residence of their mother. 

As illustrated in Figure 1, ‘Asian (excluding Indian)’ and ‘European or Other’4 women who gave birth 

in 2015 are comparatively evenly distributed across the five quintiles. However, this is not the case for 

Māori and Pasifika women, who are considerably clustered in Quintile 4 and 5 (shown in Figure 1 in 

dark green and red respectively). The data for Indian women is less extreme than that of Māori or 

Pasifika women, but is also skewed toward higher deprivation. These data do not inc ude women for 

whom residential address is unknown (n=2026). 

Low Birthweight 

More than half the babies born at a low birthweight in 2015 were born to women who reside at a 

Quintile 4 or 5 address (n=1791 Q4 + 5; compared with n=1387 Q1 + 2 + 3). 

Parity 

Whilst most women giving birth in New Zealand in 2015 were having their first or second baby 

(n=41,341); women living in quintile 4 or 5 neighbourhoods account for 69 percent of women giving 

birth to at least their fourth baby (n=4110). These data do not include women for whom parity is 

unknown (n=803). 

                                                           
4 ‘Other’ is principally comprised of Middle Eastern, Latin American or African. In the RoM, ‘Other’ is often, but 
not always, grouped with ‘European’. The RoM notes that aggregated data can be provided in disaggregated 
form upon request. 

Figure 1: Graph based upon an extract from Table 8 of the Report on Maternity 

Additional Tables, showing the percentage of women giving birth in 2015, by 

NZDep quintile as ascertained by mother’s residential address 
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Breastfeeding 

As neighbourhood deprivation increases, so does the transition from breastfeeding to feeding with a 

breastmilk substitute. At two weeks of age, almost 10 percent of babies in quintile 5 neighbourhoods 

were being fed a breastmilk substitute. By comparison, in quintile 1 and 2 neighbourhoods, roughly 5 

percent of two-week old babies were receiving a breastmilk substitute, rising to 5.5 percent in quintile 

3, and 7.3 percent in quintile 4 neighbourhoods. 

Ethnicity 

There has been a steady increase in the number of Indian and Asian women giving birth in 

New Zealand since 2006. Combining the data for these two ethnicities shows that these women 

accounted for almost 16 percent of births in 2015: a proportion that eclipses the proportion of Pasifika 

women giving birth; and almost doubling in number since 2006. The equity implication is that Figure 

1, above, suggests that – for Indian women at least (who account for close to half the comb ned data) 

– there is a tendency toward living in more deprived neighbourhoods. 

On the other hand… 

There are several data where women living in more deprived neighbourhoods have more favourable 

outcomes than their peers living in more affluent neighbourhoods. Women living in quintile 4 or 5 

neighbourhoods are the least likely to experience either emergency or elective caesarean section; 

they are least likely to experience induction, epidural, or episio omy; and they are more likely to give 

birth normally than women living in quintile 1, 2, or 3 neighbourhoods. 
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NMMG Minutes 31 August 2017 Page 1 of 19 

 

 

 

 

NATIONAL MATERNITY MONITORING GROUP 

 

MINUTES 

 
 
 
 

MEETING 19 HELD ON 31 AUGUST 2017 

VENUE: ROOM GC3, MINISTRY OF HEALTH, 133 MOLESWORTH STREET 

 
 

Present:  Also in Attendance: 

NMMG: 

John Tait (Chair)  

Judith McAra-Couper (Vice-Chair)  

Deb Pittam   

Frank Bloomfield  

Jeanine Tamati-Elliffe   

Mary Matagi   

Rachael McEwing  

Sue Tutty   

Bronwen Pelvin (ex-officio)  

Sue Belgrave (ex-officio) 

 Anna Gribble, Allen + Clarke 

Hannah Stewart, Allen + Clarke  

Kayleen Katene, Ministry of Health 

Laura Ross, Ministry of Health  

Leonie McCormack, Ministry of Health 

Peter Jane, Ministry of Health 

Rebecca Le Lievre, Ministry of Health  

Alison Eddy, NZCOM  

Karen Guilliland, NZCOM 

 

Apologies:  

Rose Swindells  
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NMMG Minutes 31 August 2017 Page 2 of 19 

 

 

 

The meeting opened at 9.30 am  

1. MINUTES OF 18 MAY 2017  

The National Maternity Monitoring Group (NMMG) reviewed the minutes from 18 May 2017.  The 

following two changes were noted:  

• Section 8.3. The sentence: ‘The PMMRC would like to investigate these changes by DHB 

but the right data is not currently available’ should read; ‘The PMMRC is looking at 

overall outcomes by DHB to investigate variations in mortality, and the Ministry does 

not currently have data available to support this investigation.’  

• Section 4. The statement; ‘The NMMG supports universal NIPT’ should read; ‘The NMMG 

supports the consultation process the NSU is using to engage with the sector about 

whether NIPT is introduced as universal screening or contingent screening.’  

Once these changes have been made, the minutes will be confirmed.   

2. CORRESPONDENCE AND OTHER BUSINESS    

2.1. Response from New Zealand College of Midwives about Maternal Mental Health 

Survey  

In June, the NMMG wrote to the New Zealand College of Midwives (NZCOM) asking if the College 

would work with the NMMG to undertake a survey of LMCs on non-acute mental health referrals. 

The NZCOM has declined the NMMG’s request due to other survey priorities currently on its work 

programme.  

The NMMG confirmed that mental health is a national issue, not a maternity specific issue 

(although, for some women, existing mental health issues may only be identified when she enters 

midwifery care). The NMMG agreed to focus on national maternal mental health issues including 

encouraging DHBs to take responsibility for managing the issues at a local level.  

The Ministry of Health provided an update on the establishment of a national maternal and infant 

mental health network  which could provide oversite of the relevant guidelines and protocols.  

2.2. Update from Chair’s meeting with the DHB Chief Executives 

The Chair and Bronwen Pelvin provided a short up on the meeting with the DHB Chief Executives, 

noting that their time was limited to a 15-minute slot.  In this time, the Chair briefly discussed the 

NMMG s role and the current midwifery workforce crisis. The Chair of the DHB Chief Executives 

group has invited the NMMG back to the next DHB Chief Executives meeting for a more in-depth 

discussion about the NMMG’s work.  

Action point/s: 
Secretariat – Follow up with the secretariat of the DHB Chief Executives 

group to schedule a time for the NMMG to attend their next meeting.  
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3. UPDATES FROM THE MINISTRY OF HEALTH  

Leonie McCormack, Peter Jane and Rebecca Le Lievre (Ministry of Health) joined the meeting.  

3.1. The NMMG Terms of Reference and clarification of role  

In the past three months, the NMMG’s Chair has met with the Ministry twice (including with the 

Director-General of Health and Chief Medical Officer) to discuss the NMMG’s role and terms of 

reference. The Group noted that the NMMG’s terms of reference should define the Group’s role as 

an implementing body and allow it to work more closely with DHBs on maternity-related 

performance issues and support alignment to sector recommendations. The Ministry committed 

to supporting the NMMG to have a stronger role in monitoring DHBs and advised that the NMMG’s 

terms of reference is broad enough to enable the NMMG to take more responsibility for 

monitoring DHBs and supporting the timely implementation of recommendations made.  

The Ministry of Health advised that it has recently formed the Maternal Child and Youth Health 

Leadership Group (MCYHLG), chaired by Andy Simpson. The MCYHLG reports directly to the 

Director-General of Health. The NMMG will now engage directly with the MCYHLG as a 

mechanism to get decisions made faster. The Chairs of the two Groups can meet as required.  

The NMMG and the Ministry discussed that maternity services are often treated as business as 

usual within DHBs; however, external review is a clear indicator that services are at-risk and need 

priority attention outside of BAU management.  

The NMMG and Ministry officials discussed the available tools to support the NMMG to work 

effectively with DHBs. The Ministry’s DHB relationship management team meet regularly with 

DHBs to discuss DHBs’ accountability arrangements, performance, risks and issues. The DHB 

relationship management team may be able to promote the NMMG and its messages to DHBs 

during these meetings.  

The NMMG and Ministry officials discussed the importance of direct relationships between the 

NMMG and DHB Chief Executives and Planning and Funding managers. Part of building this 

relationship will require the NMMG to attend some face to face visits to DHBs and meetings with 

DHB Chief Executives and Planning and Funding managers groups.  

The DHB relationship management team receive copies of DHB reports following external 

reviews. The DHB relationship management team will now share these reports with the NMMG 

when a maternity service has undergone a review and the NMMG will have an opportunity to 

provide comment on the report to the Ministry. If a DHB undergoes an external review of its 

maternity service, the NMMG will write to that DHB 12 months after the report has been released 

to request a progress report. Likewise, the NMMG will also write to DHBs 12 months after a new 

Clinical Guideline has been introduced to check how they’re going with the implementation of 

that guideline. 

Action point/s: 
Secretariat – Write to the five DHBs who have had external maternity 

service reviews to ask for a progress report and write to all other DHBs to 

share the key themes (anonymised) found across the five reviews.  

Secretariat – CC Peter Jane into the NMMG’s regular memo to the Director-

General of Health. 

Secretariat – Update processes to ensure that future letters to DHBs are CC’d 

to that DHB’s relationship manager and if/when DHBs don’t respond to the 
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NMMG’s letters, a follow up teleconference between the DHB, NMMG Chair 

and the Ministry is to be arranged. 

3.2. DHB MQSP Crown Funding Agreements  

The Ministry provided an update on crown funding agreements, noting that it is seeking feedback 

from DHBs on what is working well with the Maternity Quality and Safety Programmes (MQSP) 

and what can be improved (especially in relation to the balance between business as usual 

activities and specific new quality and safety improvement projects). The Ministry is considering 

how it can provide better direction and funding structure to support and encourage a focus on 

quality and safety improvement projects.  

3.3. DHB MQSP Annual Reports and the NMMG Annual Report  

In previous years, DHBs’ MQSP Annual Reports were due to the Ministry on 30 June each year. 

This year, the Ministry extended the due date to 30 September. The NMMG’s own Annual Report 

relies heavily on the information provided in DHB MQSP Annual Reports   

The NMMG and the Ministry agreed to move the NMMG’s work programme and annual report 

timing to follow the calendar year. This means the NMMG’s 2017 Annual Report and work 

programme will cover an 18-month period. The change in timing also means the rotation of the 

Chair and group members will change to align with the calendar year to avoid membership 

changes in the middle of a reporting period. This does not require a change in the NMMG’s Terms 

of Reference.  

John Tait will continue as Chair, and Judith McAra-Couper as Vice-Chair of the NMMG until 31 

December 2018. 

Action point/s: 
Secretariat – Write to DHBs to inform them of the change in timing of the 

NMMG’s Annual Report.   

3.4. National Maternity Record  

The Ministry of Health provided an update on the Maternity Clinical Information System (MCIS) 

noting that: 

• it has been renamed the National Maternity Record (NMR) 

• the Ministry is meeting with NZCOM and the Royal Australian and New Zealand College 

of Obstetricians and Gynaecologists (RANZCOG) in early September to discuss 

information privacy to agree a way forward on how clinical information and reporting 

is shared appropriately 

• Clevermed (the vendor) is visiting in late September to discuss strategic priorities, and 

• the MCIS Steering Group will be reestablished as a new governance group for the 

programme.  
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3.5. Growth Assessment Protocol  

The Ministry advised that the business case for funding Growth Assessment Protocol (GAP) is 

going to the ACC funding board in November.   

3.6. Midwifery Strategic Advisory Group  

The Ministry advised that the Midwifery Strategic Advisory Group (MSAG) continues to meet and 

engage with DHB shared services to seek DHB-level information about the workforce. The MSAG 

is finalising its work programme in September and will share this with the NMMG.  

3.7. Maternity Ultrasound Advisory Group Recommendations  

The Ministry advised that the MCYHLG have discussed the Maternity Ultrasound Advisory 

Group’s (MUAG) recommendations and support all recommendations. A further discussion about 

funding and resourcing for the implementation of the priority recommendations which focus on 

quality standards and guidance will be held in September. The NMMG recommended that the 

Ministry advise the sector that steps towards implementation of the recommendations has begun.  

Action point/s: 
Ministry of Health – Consider what information about implementing the 

MUAG’s recommendations can be released at this stage.  

3.8. Hypertension and pre-eclampsia guidelines  

The Ministry advised that the ‘Diagnosis and treatment of hypertension and pre-eclampsia in 

pregnancy in New Zealand: A clinical practice guideline’ will soon be published on the Ministry’s 

website. The NZCOM agree with the Guideline but have not yet endorsed it as there is concern 

about how implementation will impact the LMC workforce. The guideline will also be sent to 

DHBs with a request that DHBs implement the guidelines locally but ensure that clinical practices 

changes are not a burden on LMCs given that there is no additional funding for LMCs to take on 

any additional work that may be required. The NMMG will write to DHBs in 12 months’ time to 

seek feedback on their progress towards implementing the guideline.  

3.9. Physiological birth workstream  

The Ministry noted that its physiological birth workstream has stalled but that it will remain on 

its work programme as supporting and promoting primary maternity facilities. The NZCOM also 

has a workstream focusing on place of birth. The NMMG discussed that there is a need for 

promotion of or a statement in support of primary units and physiological birth. There is also a 

need for consumers to be educated and then demand physiological birth at home or in primary 

units. The decision for women to have a physiological birth at home or in a primary unit needs to 

be well supported by practitioners and with adequate emergency transfers being readily 

available.   

Action point/s: 
Secretariat – Request that the MCYHLG consider prioritising the Ministry’s 

physiological birth workstream (via the memo to the Director-General of 

Health).  

11

Rele
as

ed
 un

de
r th

e O
ffic

ial
 In

for
mati

on
 Act 

19
82



NMMG Minutes 31 August 2017 Page 6 of 19 

 

 

3.10. Maternal Fetal Medicine  

The Ministry advised that the current New Zealand Maternal Fetal Medicine Network contract 

expires at the end of the year and that it is considering options for the future of this service. 

Leonie McCormack, Peter Jane and Rebecca Le Lievre (Ministry of Health) left the meeting.  

4. 2017/18 WORK PROGRAMME  

The NMMG provided feedback on the draft 2017/18 Work Programme, noting that it should focus 

on national priorities rather than local issues and suggesting that it more explicitly state the 

rationale for priorities and include measurable and specific actions that can be implemented and 

reported on. Priority activities for investigation are:  

• Maternal mental health  

• DHB culture / workforce  

• Place of birth, and 

• Equity of access / early engagement.  

The NMMG’s business as usual activities are: 

• Reviewing key maternity sector reports (including the Report on Maternity and 

Maternity Clinical Indicators)  

• Supporting recommendations from other maternity sector groups  

• Monitoring DHB MQSPs, and 

• Supporting ratification and implementation of national maternity clinical guidelines.   

Action point/s: 
Secretariat –Revise the NMMG’s Work Programme based on feedback from 

the Group and circulate to the NMMG and Ministry for approval.  

5. MATERNITY CO DESIGN 

Laura Ross (Ministry of Health), Karen Guilliland and Alison Eddy, (New Zealand College of 

Midwives) and Laura Ross (Ministry of Health) joined the meeting. 

The Ministry and NZCOM are working collaboratively on a maternity co-design project to develop 

a new funding model for community based midwives. This is not a redesign of the Section 88 

Notice. The project will create a separate contract specifically for community based midwives and 

will be developed so that fees reflect the individuality of care needed by different women (the 

current Section 88 Notice is framed for the needs of one ‘normal’ woman). The Ministry shared 

the three prototypes that are currently being considered. The Maternity Co-Design Group are still 

in the process of gathering information and considering options, final decisions are yet to be 

made.  

Laura Ross (Ministry of Health), Karen Guilliland and Alison Eddy, (New Zealand College of 

Midwives) and Laura Ross (Ministry of Health) left the meeting. 
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6. UPDATE ON THE FETAL ALCOHOL SPECTRUM DISORDER ACTION PLAN  

Kayleen Katene (Ministry of Health) joined the meeting. 

Kayleen gave an update on the Fetal Alcohol Spectrum Disorder (FASD) action plan and its four 

priorities, they are; prevention; early identification; support; and evidence. Prevention and early 

identification are the two priorities that can be best supported by the maternity sector. Kayleen 

provided a handout showing progress made against each action and which organisation is leading 

that action. Kayleen discussed how the FASD action plan works with  the Ministry’s sexual health 

action plan (eg, shared activities like better access to pregnancy tests, long-acting reversible 

contraception and early access to first trimester care).  

An FASD diagnosis cannot be made unless it can be confirmed that the mother consumed alcohol 

while pregnant. The NMMG noted that this information needs to be recorded on both the baby 

and mother’s health records (eg, through the NMR).  

Other activities include a programme to provide support for pregnant and parenting women with 

addiction problems (piloted in Waitemata and now extended to three other regions).  

The funding the FASD action plan has received to date has been for exploration and investigation, 

a budget bid will be prepared for implementation of the action plan which will include setting up 

services in DHBs, this is likely to happen in 2019/20.  

Kayleen Katene (Ministry of Health) left the meeting. 

7. NEXT MEETING  

Wednesday 22 November 2017 

Action point/s: 
Secretariat – Write a summary report to the Director-General of Health, Chai 

Chuah, to advise him of the key points discussed at the meeting.  

Secretariat – Invite the new Minister of Health to the November meeting.  

Meeting Ends – 3.30 pm  

The minutes were confirmed:   

 

 

  

(Chair)  Date 
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R>rv Q) 
NMMG - REGISTER OF DIRECTORSHIPS AND ROLES ~"' 
The purpose of this register is to ensure transparency by identifying NMMG members' other roles an d responsiOi~~ithin organisations that have 

a man date that could al ign, overlap or conflict w ith the NMMG, regardless of whether they ar e Directorships or ot erwise. 

NMMG meml5e~ 

1. Bronwen Pelvin (ex- Minist ry of Health 
officio) 

New Zealand College of M idwives 

2. Deb Pittam Northland DHB 

New Zealand College of Midwives 

ACC 

Waikato Maternity Serv ic~kforce 

3 . Prof Frank Bloomfield 

Manager and Midwifery leader 

President 

New Zealand delegat e, Internat ional Confederation of 
M idwives 

Taskforce looking at measures to reduce neonat al 
encephalopathy in New Zealand 

Member 

Member, Loca l Organising Committee, 2018 Congress 

Professor 

Director 

Consultant Neonatal Paediat rician 

Page 10of 19 
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National Intestinal Failure Service Member of the Clinical Governance Board 

National Pulse Oximetry Screening Programme for Critical Congenital 

Heart Disease Feasibility study 
Chair, Steering Committee 

Perinatal Research Society (USA) Council member 

4.  Jeanine Tamati-Elliffe Māori 4 Kids Inc Committee member / coordinator 

Brainwave Trust Aotearoa Trustee  

Manawa Tītī Ltd Business Director/ Owner  

5. Dr John Tait (Chair)  Royal Australian and New Zealand College of Obstetricians and 

Gynaecologists 
Vice President  

New Zealand Councilor 

New Zealand Representative on AOFOG 

Capital and Coast DHB Chief Medical Officer  

- Private Obstetrician and Gynaecologist 

ACC Taskforce looking at measures to reduce neonatal 
encephalopathy in New Zealand  

Maternal Morbidity Working Group Co-Chair  

Waikato Maternity Services Taskforce Member  

Severe Acute Maternal Morbidity Preventable Review (SAMM) Co-investigator 
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6. Dr Judith McAra- Couper 
(Vice Chair)  

Auckland University of Technology Head of Midwifery School 

New Zealand College of Midwives Member 

Midwifery Council Chair 

7. Mary Matagi  New Zealand College of Midwives Member 

ANIVA Pan-Pacific Nurses Association of New Zealand Member  

8. Rachael McEwing  Christchurch Women's Hospital Specialist obstetric and gynaecology radiologist  

Christchurch Radiologist Group Specialist obstetric and gynaecology radiologist 

National Screening Unit Advisory Group for First Trimester Screening Member 

Royal Australian and New Zealand College of Radiologists Examiner 

9. Rosemary Swindells Capital and Coast District Health Board Consumer Representative on MQSP group 

Birthwise Facilitator  

10. Dr Sue Belgrave (ex-
officio)  

PMMRC Chair 

Waitemata DHB Clinical Director of Obstetrics 

Waitemata DHB Obstetrician and Gynaecologist 

Auckland DHB Obstetrician and Gynaecologist in Ultrasound 
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ACC Taskforce looking at measures to reduce neonatal 
encephalopathy in New Zealand  

Royal College of Obstetricians and Gynaecologists Fellow 

11. Sue Tutty  Royal New Zealand College of General Practitioners Fellow 

Royal New Zealand College of General Practitioners Auckland faculty 

board 
Secretary  

East Tamaki Healthcare General Practitioner  

Maternal Mortality Review Working Group Member  

Counties Manukau DHB GP Liaison  
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NMMG AUGUST 2017 MEETING ACTION POINTS 

Shaded items are completed 

1 

2 

3 

4 

5 

6 

Write a summary report to the Director-General of Health, Chai Chuah, to advise 

him of t he key points discussed at t he meeting. 

Follow up with the secretariat of t he DHB Chief Executives group to schedule a time 31/08/2017 

for t he NMMG to attend their next meeting. 

Write to the five DHBs who have had external maternity service reviews to ask for a 31/08/2017 

progress report and write to all other DH Bs to share the key themes {anonymised) 
found across the five reviews. 

CC Peter Jane into t he NMMG's regular memo to th\ O' ector!Genera l of Healt h. 31/08/2017 

Update processes to ensure that future lett~.:zto DHBs are CC'd to that DHB's 31/08/2017 
relationship manager and if/when DHBs don't respond to the NMMG's letters, a 

follow up teleconference between the qHB, NMMG Chair and the Ministry is to be 

arranged. 

Write to DHBs to inform them of the change in t iming of t he NMMG's Annual 31/08/2017 

Report. 

15/09/2017 Secretariat 

15/09/2017 Secretariat 

15/09/2017 Secretariat 

15/09/2017 Secretariat 

15/09/2017 Secretariat 

15/09/2017 Secretariat 

Rolling action, 

required after every 

NMMG meeting. 

Page 14 of19 
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7 

8 

9 

10 

Consider what information about implementing the MUAG's recommendations can 

be released at this stage. 

Request that the MCYHLG consider prioritising the M inistry's physiological birth 
workstream (via the memo to the Director-General of Hea lth). 

Revise the NMMG's Work Programme based on feedback from the Group and 

circulate to the NMMG and M inistry for approval. 

Invite the new Minister of Health to the November meeting. 

of 

Secretariat 

15/09/2017 Secretariat 

20/10/2017 Secretariat 

Page 15of19 
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CORRESPONDENCE SUMMARY- RECEIVED FROM 19 MAY-31AUGUST2017 

1 Andrew Simpson, Chief Medical 7/06/2017 Thank you for letter regarding the need to stt~ , maternal None. 
Officer, M inistry of Health fetal medicine in New Zealand, and the ~ · 'ng role of the 

maternal fetal medicine network. {)i. 

2 Leona Dann, MMWG Secretariat, 19/06/2017 Requesting that the NMMG su~\ and facilitate the WHO None. 

Health Qua lity & Safety Commission multi-country study of mate~al a , newborn sepsis in New 
Zealand . 

3 Karen Guill iland, Chief Execut ive, 10/07/2017 Declining the NMMm guest for the college to work with the None. 
New Zealand College of Midwives NMMG to underrn~ urvey of LMCs about non-acute menta l 

health referrals.(j 

, 
No. To Date Su.nmary Action Required 

1. Chai Chuah, Director-General 

2. Sue Belgrave, Chair, PMMRC 

Summary report to advise him of the key point s discussed at the None. 

maternity sector meeting. 

Supporting the PMMRC's 2017 recommendation relating to the None. 
development of a national interdisciplinary clinical practice 

guideline on the indications and t iming for induction of labour. 

Noting that the NMMG will recommend to the Ministry that the 

next clinical practice guideline to develop should be a national 

Page 16 of 19 
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... 
No. To Date Summary Action Required 

3. Karen Guilliland, Chief Execut ive, 15/06/2017 
New Zealand College of Midwives 

4 . Bronwen Pelvin, Principal Advisor - 15/06/2017 
Maternity, Ministry of Health 

5. Amanda Hinks, Matern ity Service 4/07 /2017 
Development Manager, Counties 

Manukau DHB 

:.1 
clinical practice guideline on induction of labour and that it ~ust> 

also be accompan ied by an implementation plan ~pport 

priority implementation by district health ~~· Also 

recommending that the Ministry of Health ~~~ an audit 
approximately six months' post-imp lement~Q)o determine 
the level of uptake in clinical practice. ( U 

mental health referrals. 

None. 

Requesting that thettvl"n i~try of Hea lth seek confirmation from None. 

the Privacy C~ is_s_ioner that it is acceptable to share 

ultrasound ~e~~ and patient information between health 
professio I~ sihg an electronic platform like Concerto. 

In response to her letter of 28 April 2017 regarding the MUAG's None. 

a@.e on quality frameworks for primary maternity 

ult rasounds. 

Advised that the MUAG's recommendations were submitted to 
the M inistry for consideration in late 2016 and the NMMG have 

encouraged the Ministry to act on the implementation of these 

recommendations in a timely manner. 

Recommendation that the 'Diagnosis and treatment of None. 
hypertension and pre-eclampsia in pregnancy in New Zealand: 

A clinical practice guideline' be ratified. 

Page 17of 19 
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... 
No. To Date Summary Action Required 

6. 

7. 

8. 

All DHB Clinical Directors, M idwifery 4/07 /2017 
Clinical Leaders and professional 

Colleges 

Bronwen Pelvin, Principal Advisor - 4/07 /2017 
Maternity, Ministry of Hea lt h 

Leonie McCormack, Acting Manager, 
Child and Family Programmes, 

M inistry of Health 

6/07/2017 

:.1 
Noting the recent publicat ion of a study support ing the ~ 
tranexamic acid in t he management of p<J.S.tpa~urn 
haemorrhage and that t he current 'Postpartum ~'\~hage 
(PPH) Prevention and Management' gu ide l in~s,.~ e or review 
in 2018. Until the updated gu ideline is avji.....ial>JS, the NMMG 

recommends DHB's consider findings ot A(p~ove study and 
amend local processes or pathway to ensure the use of 

tranexamic acid is included in theom~agement of postpartum 
haemorrhage. 

The NMMG has recei"(_d a etter f rom the MMWG regarding the 

WHO multi-count ryt=W fil,Y of maternal and newborn sepsis. 

Facilitation of a ~~~"'f study like the Global Mat ernal Sepsis 
Study is outt~@e scope of the NMMG's terms of reference; 

however, ~keen to support New Zealand's participation 
in this imp,o ;ant work. The NMMG requests that t he M inist ry 

of Hea tb eonsider how it could facilitate participation. 

tij)POrting the PMMRC's 2017 recommendat ion relating t o the 
evelopment of a national int erdisciplinary cl inical practice 

guideline on the indications and t iming for induction of labour. 

Recommending t hat the next cl inical practice guideline the 

M inistry develops should be a national cl inical practice 

guideline on induction of labour and that it must also be 
accompanied by an implementation plan to support priority 

implement ation by district health boards. Also recommending 

that the M inistry of Health complet e an audit approximat ely six 

None. 

None. 

None. 
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... 
No. To Date Summary Action Required 

:.1 
months' post -implementat ion to determine the level of UP.t aRe. 
in clinical practice. 

*Copies of these letters are included in the Drop box. 
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1 

BRIEFING REPORT NUMBER: MMWG-005 

To: Sue Belgrave, Chair Perinatal and Maternal Mortality Review Committee 

Title: Maternal Morbidity Working Group Report (presented orally) 

From: Dr John Tait and Arawhetu Gray; Co-chairs Maternal Morbidity Working 
Group 

CC: Kiri Rikihana, Acting Group Manager MRCs 

Date: 12 September 2017 

Purpose 

1. This report updates the Perinatal and Maternal Mortality Review Committee (PMMRC) on
the Maternal Morbidity Working Group (MMWG) achievements following the previous
report dated 6 June 2017.

Recommendations 

2. It is recommended that the PMMRC note he progress made by the MMWG.

HQSC contacts

Name: Kiri Rikihana Name: Dr Leona Dann 

Title: Manager, Mortality Review 
Committees 

Title: Maternity Specialist 

Phone: (04) 913 1742 Phone: (04) 913 1741

Mobile: Mobile: 

MMWG co-chairs 
Name: Dr John Tait Name: Arawhetu Gray 

Title: Co-chair MMWG Title: Co-chair MMWG 

Discussion 

Meetings 

3. The scheduled MMWG meeting in June was cancelled by the co-chairs, the number of
papers ready were not as anticipated, nor what MMWG have been accustomed to. This
decision was respective of MMWG clinician time and the co-chairs decision.
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Regional review panels 

4. The Northern panel convened in June and the Midland panel in August. The Southern 
and Central panels will reconvene before the close of the calendar year. 

5. All panels reviewed seven cases, one from each panel was an audit case. The two 
panels reconvening will not have an audit case. 

6. Following spontaneous feedback from a panel member, an email after the panel is 
regularly sent as an opportunity for their feedback. The feedback has been positive “the 
panel was well run”, “on time and efficient chairing” with suggestions for MMWG to 
consider regarding increasing capability for reviewing in the sector.  

7. The Maternity Specialist teleconferences with all the panel chairs in advance of the panel 
and co-chairs the panels. A summarising midwife accompanies her to document the 
findings. 

8. Summarising midwives and the MMWG programme coordinator after each panel for 
debrief. 

9. MMWG will decided at its September meeting to cease reviewing sepsis after the 
December review panel at which point 33 cases will have been reviewed.  

10. It will continue reviewing peripartum hysterectomy and a proportion of the 
hypertension/PET notifications. 

ICU/HDU notifications 
 
11. We have received 453 notifications over the past calendar year since commencement 1 

September 2016. 40 cases have met the criteria for panel review.  

12. It has been noted one of the large tertiary hospitals has worked hard to retrospectively 
provide notifications, we acknowledge the significant effort involved. They have now 
established an internal process to attend to this monthly.  The remaining tertiary facilities 
with high dependency beds continue to investigate their internal process for notifications.  

The woman’s story 
 
13. MMWG commenced offering women the opportunity to share their stories with 

discharges dated March 2017 onwards.  

14. DHB midwifery leaders have been reminded to establish a process to ensure the women 
receive the pamphlets regarding MMWG prior to discharge.  

15. MMWG were updated on the progress of women sharing their stories at their September 
meeting. 

 
Maternal Morbidity Review Toolkit for Maternity Services 
 
16. The MMWG agreed to develop a toolkit for local review of maternal morbidity. The toolkit 

has synergies with the updated Adverse Event policy and support resources.  

17. MMWG provided feedback during the development of the toolkit and confirmed at their 
September meeting that it is ready for testing. Test sites to be considered are DHBs 
where survey responders expressed an interest in working with MMWG. 
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Annual report 
 
18. The MMWG is considering purpose and format of the MMWG’s next annual report to be 

confirmed at the November meeting. 

AMOSS 
 
19. At the March meeting MMWG agreed in principle to continue with AMOSS. However, any 

final decision remains dependent upon AMOSS providing detailed costs. Further 
correspondence has been sent from the Secretariat seeking information, to date there 
has been no confirmation to support budgeting commitments of MMWG. 

Stakeholder engagement 
 
20. The Maternity Specialist continues to actively engage with stakeholders such as 

midwifery leaders. A frequent question to take back to the MMWG has been how the 
DHBs will receive feedback from the review of their cases.  A senior policy analyst will 
complete a paper for the MMWG outlining what the feedback process is for other 
Mortality Review Committees provide. This will be a decision paper for the December 
2017 meeting.  

21. The specialist met with the Senior Advisor – Maternity for the MOH and the programme 
manager for the maternity clinical information system (MCIS). Discussions in regard to 
the potential development of the recognition and response to the deteriorating pregnant 
woman; knowing that the MCIS is requiring a national tool for detecting deterioration 

22. A resource component of the MMWG webpage continues to be developed. The NZCOM 
provided a link to their unexpected outcomes and supports. Other professional colleges 
have also been offered the oppor unity to share via this website. 

Resignation 

23. MMWG has received Mr Jim Green’s resignation from the working group. Mr Green was 
a DHB CEO representative. MMWG has not yet made a decision regarding this vacant 
position. 

Quality improvement opportunities 
 
24. The ultimate goal of the MMWG is realised in workstream 4 of the programme plan. In 

April MMWG agreed to the following improvement opportunities with progress being 
made:  

a) Tool kit developed (as in 14/15 above) to support consistent local maternal morbidity  

b) National audit tool for PPH that aligns with the national PPH guidelines has had 
some early developmental work. MMWG considered this opportunity at their 
September meeting but were unable to further this opportunity due to resource 
commitment for a maternity early warning system. Midwifery leaders, who had requested 
the tool, were to be notified of that MMWG will recommend the MOH review of the PPH 
guideline to include an audit tool. 

c) A literature and environmental scan and a project charter for an early warning 
system for recognising and responding to the deteriorating pregnant woman 
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(supported by SAMM findings, early review findings and sector requests) was tabled 
at the September meeting. MMWG agreed that this would be the focus of quality 
improvement over the next 18 months.  

 
Detailed project plan and evaluation 

25. A senior policy analyst in the MRC secretariat will complete an options paper for the 
MMWG meeting December 2017. This will provide members with options to consider 
regarding evaluation of the entire MMWG programme.  
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New Zealand 
Maternal 
Fetal 
Medicine 
Network 

 
 
10 November 2017 

 

 

Karen Guilliland 

Chief Executive 

New Zealand College of Midwives (INC) 

P O Box 21-106 

Edgeware 

Christchurch 8143 

Email Address: nzcom@nzcom.org.nz 

 

 

Dear Karen, 
 
Thank-you for your letter dated 12th June 2017.  Apologies for the slow response.  I expect you 
are aware that we currently have limited staffing within Maternal Fetal Medicine (MFM) and 
the role of Clinical Director of the New Zealand Maternal Fetal Medicine Network (NZMFMN) 
has reduced by 50% since March this year. 
 
You have highlighted concerns regarding the NZMFMN guideline for the management of 
suspected small for gestational age singleton pregnancies and infants after 34 weeks’ gestation 
(SGA guideline) in terms of the adoption of this guideline by a number of DHBs and the effect on 
the midwifery workforce. 
 
The NZMFMN SGA gu deline was developed in 2013 and updated with new evidence in 2014 by 
the NZMFM network in response to variable practice around the country in terms of 
identification and management of SGA pregnancies, which was resulting in avoidable stillbirths. 
The NZ Guideline was adapted from the RCOG SGA guideline (2013) but was able to include 
more contemporary evidence and was modified to be more applicable to the NZ perspective. 
This gu de ine was developed by the NZMFM network as part of its brief to develop guidelines 
for NZ. 
 
Since the publication in 2013 and update in 2014 we have reviewed the content and feel that 
scientifically the NZMFM SGA guideline is still fit for purpose and incorporates best evidence 
recommendations for mothers and babies. A number of overseas units are also using the 
NZMFMN SGA guideline. 
 
The Ministry of Health process for the development of a National guideline was introduced 
shortly after the production of the NZMFM SGA guideline. We would be happy for the National 
Maternity Monitoring Group to recommend a review of the SGA guideline utilising the Ministry 
of Health funding and processes and would nominate one of our members to be part of the 
review process.  As the SGA guideline has been in use for four years and as such it is embedded 
in a number of organisations, both DHBs and ultrasound practices, the current version of the 
SGA guideline would need to remain in place until such time as an updated version  was agreed 
and available. 
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A detailed audit of SGA management in 2012 (pre SGA guideline) is currently being conducted in a large 
DHB.  This audit highlights that there were no consistent definitions of SGA in use, limited risk selection and 
no management protocols when a SGA fetus was identified.  The evidence in the SGA guideline is 
incorporated in best practice teaching that is utilised in the GAP (Growth Assessment Protocol) teaching.  
Five DHBs have now fully implemented GAP with others likely to follow when National funding is available. 
We were very pleased to note in the 2017 PMMRC report that there has been a reduction in stillbirths 
classified as due to Fetal Growth Restriction which has been attributed to the SGA Guideline, the GAP 
programme and reductions in smoking. Midwives who have attended the GAP education to date have 
provided feedback that the SGA guideline is helpful to guide risk selection at booking and referral and 
management pathways after diagnosis of SGA. 
 
In summary NZMFMN agrees that it is timely to recommend that the SGA guideline goes through the 
Ministry of Health process but note that the current SGA guideline is fit for purpose until a revised version 
is available. 
 
 
Yours sincerely,  
 

       
 

Dr Emma Parry MBBS, MD, FRANZCOG, FRCOG, CMFM   Professor Lesley McCowan CNZM 
Clinical Director  Sub-specialist in Maternal Fetal Medicine 
NZ Maternal Fetal Medicine Network  Department of Obstetrics and Gynaecology 
 Faculty of Medical and Health Science 

 University of Auckland 

 

 

 

 

 

c.c.  Dr Ian Page (Chair of NZ committee of RANZCOG) 

 Dr John Tait (Chair of the National Maternity Monitoring Group) 
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2 October 2017  
 
Dr John Tait 
Chair, 
National Maternity Monitoring Group (NMMG)  
 
Email: john.tait@ccdhb.org.nz  
 
Dear John 

 

National Maternity Collection (MAT) recommendations in the 11th Perinatal and 

Maternal Mortality Review Committee (PMMRC) Annual Report 

 

The PMMRC request the assistance of the NMMG to progress two PMMRC 

recommendations in the PMMRC 11th Annual Report that pertain to the National 

Maternity Collection (MAT) dataset.  

 

It is critical that the following recommendations are progressed to ensure accurate and 

complete data is provided in the MAT data set to allow the PMMRC to explore and 

address inequities and ensure DHBs are providing safe maternity care.  

 

1) The Mortality Review Committees’ Māori Caucus reiterate, ‘As a matter of 

urgency, the Ministry of Health update the National Maternity Collection 

(MAT), including the ethnicity data as identified by the parents in the birth 

registration process.’ (PMMRC recommendation 9th report 2015). 

 

The inclusion of BDM ethnicity data with the MAT dataset would allow the PMMRC 

greater power to explore, understand, and address ethnic inequities, using an ethnicity 

definition akin to the Census definition, consistent with the data collected for perinatal 

deaths, within a health dataset (MAT) which includes a wealth of maternity data. 

 

As noted, this recommendation was first made by the PMMRC in 2015. The PMMRC has 

been advised by the Ministry of Health that it will not be possible to include BDM 

ethnicity data in the MAT dataset this year for the PMMRC 12th report.  
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2) The PMMRC recommend the Ministry of Health:  

a.  urgently require DHBs to provide complete and accurate registration data to 
the MAT dataset (as required of LMCs providing services to pregnant women 
in order to receive funding for those services). Specifically this should include 
women who present for birthing at DHB facilities without previous antenatal 
LMC registration and women who are provided primary maternity care by 
DHB maternity services,  

b.  require that the MAT dataset include complete registration and antenatal 
data on live and stillborn babies from 20 weeks gestation (including 
terminations of pregnancy).  

 

Parity, BMI and smoking data were more often missing from the MAT dataset among 
mothers whose babies died and among mothers receiving their primary maternity care 
from DHB services. Adjusted analyses including these variables could not be progressed in 
the 11th PMMRC report because BMI, smoking, and parity data were not missing at 
random. This means that it was not possible to provide robust adjusted estimates of 
perinatal related mortality risk by DHB or to adjust for parity, BMI, or smoking in 
estimates for ethnicity, age, and socioeconomic status.  

Therefore, it is not possible to reassure women in New Zealand that those DHBs where 
the perinatal mortality, termination of pregnancy, stillbirth and neonatal death rates are 
significantly higher (or lower) than the national average, are providing care which is at the 
standard of the national average. Similarly it cannot be assumed that other DHBs might 
not have higher rates than expected if analyses were able to adjust for (the scarcity of) 
known risk factors. It has been assumed that differences in mortality rates by DHB are 
due to differences in the populations served, e.g. by ethnicity, BMI, socioeconomic status, 
age, smoking, and parity, but this cannot be confirmed without the provision of accurate 
data from these facilities to enable appropriate analyses. 

The PMMRC have received the MAT dataset and have considered feedback from the 

DHBs, and conclude that sufficient traction has not been made on this recommendation. 

 

The full report can be accessed at: https://www.hqsc.govt.nz/our-

programmes/mrc/pmmrc/publications-and-resources/publication/2929/    
 

Please feel free to contact me to discuss further.   
 

Yours sincerely, 

 

 

 

 

Dr Sue Belgrave  

Chair, Perinatal and Maternal Mortality Review Committee (PMMRC) 
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NATIONAL MATERNITY MONITORING GROUP 

AGENDA 

Meeting 21 on 22 February 2018 

Venue: Allen+ Clarke, Level 2, The Woolstore, 262 Thorndon Quay, Wellington 

{On arrival, please sign the visitors book) 

NMMG Attendees: 

John Tait (Chair) 

Judith McAra-Couper (Vice-Chair) 

Jeanine Tamati-Elliffe 

Mary Matagi 

Rachael McEw ing 

Rose Swindells 

Sue Tutty 

Also in Attendance: 

Jackie Harrison, Allen+ Clarke 

Guests: 

Bronwen Pelvin (ex-officio) 

Sue Belgrave (ex-officio) Re resentative from DHB Planning & Funding 

• (j!J"'"P (to be confirmed) 

O~ Apologies: 

9.30am 

9.30 am 

lOam 

Deb Pittam 

(2, Frank Bloomfield 

Meeting begins 

Admini t r- tion 
inutes from 22 November 2017 for approval - :4nnex 1 

- Register of directorships and roles 
or espondence & other business 

Letter from Dr Audrey Long, Chair of the Maternal Fetal Medicine 
Governance Board re ongoing crit ica l shortage of Materna l Fetal 

Medicine (MFM) subspecialists dated 30 Jan 18 - ~nnex 2 

• Letter from Chair of PMMRC dated 19 Jan 18 re recommendations 
from the PMMRC 11th Annua l Report- :4nnex 3 

• Letter from NZCOM re GROW Charts dated 24 Nov 17 - :4nnex 4 

• Quarterly update from MMWG - l4nnex 5 

uest - Leonie McCormack, Manager & Laura Warwick, Advisor, Child and 
Family Programmes, M inistry of Health 

Updates from the Ministry of Health 

Responsibility to 
lead discussion 

Chair 

Bronwen Pelvin & 
Leonie 
McCormack 



llam 

11.30 am 

12pm 

12.30 pm 

1.15 pm 

3.00 pm 

3.30 pm 

• DHB MQSP Crown Funding Agreements 

• DHB MQSP Annual Reports 

• Growth Assessment Protocol (GAP) 

• Midwifery Strategic Advisory Group (MSAG) 
Update on midwifery workforce issues 

• Midwifery experience research 

• Maternity Ultrasound Advisory Group Recommendations (MUAG) 

• Hypertension and pre-eclampsia guideline 

- Jo Elvidge, Principal Advisor, Sexual and Reproductive Health, 

Ministry of Health (joining meeting via teleconference) 

Verbal update on progress of Long Acting Removable Contraceptives (LARC). 

Lunch 

ues - Andrew Simpson, Chief Medical Officer, MiQj_st~'Of Health/Chair, 

Maternal Child and Youth Health Leadership G~llii..' 

• Discuss priority areas of NMMG 2017 /18 w rogramme. 

Investigative priorities 

a) Maternal mental he t h 

b) Place of birth~ 
c) Equity of acce~s"' ... 
d) Workforce 

Connecting ec or Leadership 
e) Con e with Government maternity sector advisory groups to 

stipp.Qrt cohesive quality improvement advice to the maternity sector 

f ) ~estigate cu lture of DHBs' workplaces to ensure maternity staff are 

working in safe and supportive environments 

onitoring Priorities 

g) Review key sector reports (PMMRC Annual Report, Clinica l Indicators 

and MOH ROM) - Paper 1 *(embargoed) 

h) Support ratification of national maternity clinical guidelines 

i) Monitor implementation of DHBs MQSPs 

Afternoon Tea 

Confirm key points for briefing for Director General 
Next Meeting- Possible dates -17 or 24 May. 

Meeting ends 

Chair/ 
Andrew Simpson 

Chair 

Secretariat 
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NATIONAL MATERNITY MONITORING GROUP 

 

MINUTES 

 
 
 
 
 
 

MEETING 20 HELD ON 22 NOVEMBER 2017 

VENUE: ROOM GN7, MINISTRY OF HEALTH, 133 MOLESWORTH STREET 

 
 

Present:  Also in Attendance: 

NMMG: 

John Tait (Chair)  

Judith McAra-Couper (Vice-Chair)  

Deb Pittam   

Frank Bloomfield  

Jeanine Tamati-Elliffe   

Mary Matagi   

Rachael McEwing  

Rose Swindells  

Sue Tutty   

Bronwen Pelvin (ex-officio)  

 Anna Gribble, Allen + Clarke 

Carolyn Hooper, Allen + Clarke  

Hannah Stewart, Allen + Clarke  

Esther Lim, Ministry of Health  

Laura Warwick, Ministry of Health  

Leonie McCormack, Ministry of Health 

 

Apologies:  

Sue Belgrave (ex-officio)  
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The meeting opened at 9.30 am  

1. MINUTES OF 31 AUGUST 2017  

The National Maternity Monitoring Group (NMMG) reviewed the minutes from 31 August 2017.  

No changes were made, and the minutes were confirmed.   

The NMMG will invite the Minister of Health and Director-General of Health to its February 2018 

meeting.  

The NMMG will invite the Chief Medical Officer to the NMMG’s May 2018 meeting to discuss the 

the new Maternal Child and Youth Health Leadership Group. 

Action point/s: 
Secretariat – Send formal invites to the Minister of Health and Director-

General of Health to attend the NMMG’s February 2018 meeting (NB the 

meeting date will need to be flexible to suit the Minister’s availability).  

Secretariat – Invite the Chief Medical Officer to the NMMG’s May 2018 

meeting to discuss the Maternal Child and Youth Health Leadership Group.  

2. CORRESPONDENCE AND OTHER BUSINESS    

2.1. Allen + Clarke secretariat team update 

• Carolyn Hooper (Intermediate Associate, Evaluation + Research) was introduced to the 

Group. Carolyn is joining the NMMG secretariat team in the policy role.  

• Hannah advised that she has recently resigned from Allen + Clarke. Allen + Clarke have 

recruited a new person who will fill the NMMG secretariat role from January.  

• Anna Gribble will continue to be involved in the NMMG secretariat team in a quality 

assurance role. 

2.2. Update from Chair’s meeting with the DHB Planning and Funding managers  

John Tait and Bronwen Pelvin presented on behalf of the NMMG at the DHB Planning and Funding 

managers meeting in early November 2017. John and Bronwen provided an overview of the 

NMMG’s role, its current work programme, maternal mental health, the maternity co-design and 

discussed the maternity sector meeting that the NMMG hosted in February 2017.  

The DHB Planning and Funding managers advised that they will pull together a small 

representative sub-group to communicate more regularly with the NMMG. The sub-group will 

take key messages from the NMMG back to the wider DHB Planning and Funding managers group. 

The NMMG intend to have an active relationship with the DHB Planning and Funding managers 

sub-group and will invite a member of that group to the NMMG’s February meeting.    

Action point/s: 
Secretariat – Invite a representative of the DHB Planning and Funding 

managers sub-group to the NMMG’s February meeting.  
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2.3. Quarterly update from Maternal Morbidity Working Group  

The NMMG acknowledged the written update from the Maternal Morbidity Working Group about 

the status of its current work programme.  

2.4. Letter from New Zealand Maternal Fetal Medicine Network re small for 

gestational age babies  

The New Zealand Maternal Fetal Medicine Network (NZMFMN) wrote to the New Zealand College 

of Midwives (NZCOM) with concerns regarding the NZMFMN guideline for the management of 

the small for gestational age (SGA) guideline. This letter was cc’d to the NMMG. The NMMG did 

not receive the NZCOM’s original correspondence to the NZMFMN.  

The Ministry noted that the NZMFMN’s SGA guideline has not gone through the appraisal and 

ratification process and it is not a recognised national guideline. There is some concern in the 

sector about the impact on the workforce if implementation of this guideline is required.  

2.5. Letter from Counties Manukau re Maternity Clinical Indicators  

Counties Manukau DHB have written to the NMMG regarding the Maternity Clinical Indicators. 

The letter will be sent to the Maternity Clinical Indicators Expert Working Group (via the 

Ministry). 

Action point/s: 
Secretariat – Send the letter to the Ministry and advise Counties Manukau 

DHB.  

3. UPDATES FROM THE MINISTRY OF HEALTH  

Leonie McCormack and Laura Warwick (Ministry of Health) joined the meeting.  

3.1. DHB MQSP Crown Funding Agreements  

The Ministry’s MQSP contracts (Crown Funding Agreements) with DHBs are currently all one-

year contracts only. The Ministry would like to make changes to the new contracts. Before making 

significant changes, the Ministry is meeting with all DHBs to discuss what is and is not currently 

working well within their MQSPs. The information from the meetings with DHBs will inform the 

content of the new contracts.  

Judith McAra-Couper has been part of the meetings between the Ministry and DHBs as a 

representative from the NMMG. 

3 2. DHB MQSP Annual Reports 

The Ministry and the NMMG have both recently reviewed the DHB MQSP Annual Reports 

(excluding Waikato, Lakes and Whanganui DHBs which have not yet submitted their reports). 

The Ministry and NMMG are, overall, pleased with DHBs’ demonstration of maturity, 

determination to maintain the MQSPs and the number of initiatives that are directly targeted to 

priority populations.  
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The Group discussed highlights from a few of the MQSP Reports: 

• Tairawhiti and Northland DHBs were commended due to their community engagement 

and relationships between health professional staff/sectors. 

• The MQSP coordinator at Southern DHB has been in place for over a year now and has 

made significant changes to how the Southern MQSP programme is performing.  

• West Coast DHB has separated from Canterbury DHB and is running its own MQSP 

programme successfully.  

The Ministry is committed to continuing the DHB MQSPs to ensure the programmes are not lost 

in business as usual activities.  

Further discussion on the annual reports also occurred later in the meeting. Please see overleaf. 

3.3. Growth Assessment Protocol  

ACC will fund the implementation of the Growth Assessment Protocol (GAP) in DHBs as part of 

the neonatal encephalopathy prevention programme. Funding will include an education/training 

package. Implementation is likely to occur in 2018. GAP implementation will be linked to the 

National Maternity Record (NMR). It is likely that GAP will be funded for three to four years until 

it is embedded and used as business as usual.  

The New Zealand Maternity Clinical Indicators are being reviewed next year. The Ministry expects 

that there will be indicators set specifically to monitor SGA babies and the difference arising from 

the introduction of GAP. 

3.4. Midwifery Strategic Advisory Group 

Health Workforce New Zealand is restructuring its taskforces and advisory groups in 2018. There 

is some uncertainty about what will happen to the Midwifery Strategic Advisory Group (MSAG). 

The current group is due to meet in February 2018.  

3.5. Update on midwifery workforce issues  

The Ministry provided a brief update on issues the midwifery workforce is currently facing. It 

noted that:  

• the maternity co-design work is complete: the Ministry will be meeting soon to 

determine a way forward 

• Health Workforce New Zealand’s predictive model has found that the rate of midwifery 

growth is not meeting current population growth in New Zealand and, as a result, 

midwifery is likely to be added to the skilled migrants list 

• there has been a decline in number of people registering for midwifery school and a 

higher than anticipated drop-out rate in the third year of training, and 

• there is concern around the lack of funding to support students during clinical 

placements.  

3.6. Maternity Ultrasound Advisory Group Recommendations   

The National Screening Unit is developing guidelines for maternity ultrasounds. The Ministry is 

overseeing this work. A timeframe for development is not available at this stage. 
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Equity issues around access to maternity ultrasounds are not yet being investigated. The Ministry 

advised that this requires changes to the Section 88 Notice.    

The NMMG discussed the Ministry’s response to the Maternity Ultrasound Advisory Group’s 

(MUAG) recommendations. The NMMG understands the process that the Ministry is following but 

is disappointed that implementation of the recommendations has been so slow.  

Action point/s: 
Secretariat – Write to the Ministry to express the NMMG’s disappointment 

that implementation of the MUAG’s recommendations has been slow.   

3.7. Hypertension and pre-eclampsia guideline  

The Ministry is finalising the implementation guide for the hypertension and pre-eclampsia 

guideline. The Ministry will be seeking endorsement of the implementation guide from RANZCOG 

and the College of Midwives. The Ministry will engage with DHBs and request that the guideline 

is implemented ad part of DHB’s MQSPs. The Ministry intends to release the guideline and 

implementation guide before the end of 2017.  

Action point/s: 
Secretariat – Write to DHBs six-months after the hypertension and pre-

eclampsia guideline has been released to ask for a report on how they are 

progressing with implementing the guideline.   

3.8. New Zealand Maternal Fetal Medicine Network  

The Ministry is reviewing the funding for the NZMFMN. It may be changed from being funded as 

a clinical network to either a national service or a national improvement project.  

3.9. MQSP teleconference  

The Ministry invited an NMMG member to participate in its monthly teleconference with the DHB 

MQSP coordinators. The NMMG decided that the two consumer members, Rose Swindells and 

Jeanine Tamati-Elliffe, will share this role.  

Action point/s: 
Ministry of Health – Send calendar invites to Rose and Jeanine for the 

monthly teleconference with the DHB MQSP coordinators. 

Leonie McCormack and Laura Warwick (Ministry of Health) left the meeting.  

4  NMMG’S REVIEW OF DHB MQSP ANNUAL REPORTS  

The NMMG discussed in more detail, its review of the DHB MQSP Annual Reports. Its key findings 

are noted below and overleaf.  

• Northland has an innovative smoke free programme and a good staffing leadership 

model. Its report also contains an interesting graphic showing travel times to birthing 

units and base hospitals.  
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• Waitemata’s report included a good mental health flowchart and poster promoting early 

engagement with midwives.  

• Bay of Plenty has improved since its last MQSP annual report. Some issues (such as the 

increase in induction of labour rates) have been identified but not investigated. There 

was no discussion about the changes that have/will be made to attempt to rectify the 

issue. This report could include more detailed review of Maternity Clinical Indicators.  

• Tairawhiti have an innovative online/electronic report.  

• Taranaki has been previously recognized as having an excellent maternal mental health 

pathway; however, there has since been no evaluation or reporting of maternal mental 

health outcomes.  

• MidCentral provided a thorough and well written document. This report also included a 

good document about educating access to maternal mental health issues. There was a 

lack of investigation into issues and proposed changes to remedy issues   

• Wairarapa’s report included an online video tour of maternity unit   

• Hutt Valley has implemented some good initiatives focusing on supporting at risk 

women. There was no continued information on maternal mental health plans. 

• Capital and Coast provided no continued information on maternal mental health plans. 

It did have a good focus on perinatal mortality.  

• Nelson-Marlborough’s cultural initiatives are valued, and it is exciting that new cultural 

community initiatives planned for 2018.  

• West Coast has been doing good work to focus on populations and innovative initiatives 

from identified needs in the population  The use of red and green in reporting statistics 

made it very easy to read/user friendly.  

• Canterbury has presented a very sterile document. The NMMG members are aware of 

great work happening within the DHB but it is not being reported on and the stories are 

not being told through the report.  

• South Canterbury’s report contains lots of detail about areas where they are succeeding 

but quickly skims over areas where there is room for improvement. The traffic light 

graphics were good.  

The NMMG also discussed some areas of room for improvement across many of the reports: 

• There is a lack of discussion / evaluation / audit of past initiatives and the outcomes / 

impact from that work (i.e., the story is not told), and  

• There is a lot of repetition and some very lengthy reports that could be significantly 

condensed.  

The NMMG’s feedback will be shared with the Ministry and a combined letter to DHBs will be 

created to provide feedback from both the Ministry and the NMMG.  The NMMG will also include 

some tips for what makes a good MQSP Report in its own upcoming Annual Report.  

Action point/s: 
Secretariat – Share the NMMG’s reviews of the DHB MQSP Annual Reports 

with the Ministry and provide a brief paragraph about each DHB to be 

included in the combined letters.  
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5. NATIONAL MATERNITY COLLECTION UPDATE 

Esther Lim (Ministry of Health) joined the meeting.  

Esther provided a range of updates to the group about the National Maternity Collection. She 

noted that the National Maternity Collection dataset is scheduled to go into the latest refresh of 

integrated data infrastructure (IDI) (data collection by Statistics New Zealand). The NMR 

(formerly MCIS) team is currently working on three projects:  

1. Undertaking a small controlled trial in early 2018 to give women access to their own 

maternity data (with a national roll-out planned by June 2018) 

2. Reviewing the maternity data collection standards and looking at the national reporting 

of quality of care, and 

3. Looking at all the current data that feeds into the National Maternity Collection and 

developing a strategy that makes reporting on and distributing the data easier.  

Parental ethnicity data is now collected on registration of baby’s birth. The health identity team 

has built a process to seek permission from patients to collect new (ethnicity) data and to advise 

them of what the data is being used for. They are also in the process of receiving data from Births, 

Deaths and Marriages to include in the main National Maternity Collection data table.  

The Ministry has investigated data around women who register with a DHB service rather than 

with an LMC midwife. The Ministry has received the requested data from 11 DHBs. A further four 

DHBs have advised that they do not provide care so cannot provide data. Four more are doing 

compliance testing to get the data in a more consisten  matter and one DHB was unable to provide 

data currently.  

It is not possible for the Ministry to collect BMI and smoking/tobacco use data from pregnant 

women who do not register with an LMC or DHB.  

The eight Maternity Clinical Indicators that are based on standard primiparae do not include 

women with a high BMI.   

Action point/s: 
Secretariat – Respond to the PMMRC’s letter about National Maternity 

Collection data recommendations and share information from Esther’s 

presentation about changes the Ministry has made to accommodate the 

recommendations.   

Esther Lim (Ministry of Health) left the meeting.  

6. 2017/18 WORK PROGRAMME  

Investigative priorities  

6.1. Place of birth 

The NMMG is concerned that low risk women are continuing to birth in secondary and tertiary 

units rather than primary birthing units. Low risk women birthing in secondary and tertiary units 

is economically unsustainable and often leads to poorer birth outcomes for those women. Capital 
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and Coast DHB is currently doing a cost benefit analysis around place of birth. The NMMG would 

be interested in reviewing the findings from the analysis when it is available.  

The NMMG discussed the issues that surround induction of labour and elective caesareans (i.e., 

poor birth outcomes and escalating costs). It was also noted that perhaps women should also be 

informed of the risks involved with vaginal birth (i.e., pelvic floor issues and repair options).   

The Ministry noted the work Southern DHB is doing to support the use of its primary units: 

Southern DHB are creating a specific primary maternity system and, to date, have undertaken 

four consultation meetings and have developed a plan for how to proceed.  

The NMMG discussed what its next steps might be to progress the place of birth workstream  The 

NMMG would like the Ministry to convene a national meeting with representatives from across 

the sector. Attendees could include:  

• DHB representatives 

• St John New Zealand 

• Wellington Free Ambulance 

• The Australian and New Zealand College of Anaesthetists 

• The Royal New Zealand College of General Practitioners (including rural GP 

representatives)  

• RANZCOG  

• NZCOM, and  

• the NMMG.  

The NMMG would like to invite the Minister of Health to open the meeting. 

Topics to discuss at the meeting should include: 

• Considering what can be done to promote the advantages for low risk women to birth in 

primary birthing units 

• Consider if an economic analysis is required  

• Emergency transport, and 

• How to support women who chose to birth at home.  

The national meeting should also include time to discuss maternal mental health.   

Action point/s: 
Secretariat – Write to the Ministry’s Maternal Child and Youth Health 

Leadership Group (MCYHLG) to request that it convenes two national 

meetings: one to discuss place of birth and one to discuss maternal mental 

health. Note that the NMMG would be happy to meet with the Ministry to 

discuss the details about who should be invited and what would be discussed.   

6.2. Equity of access 

The NMMG briefly discussed the issues it would like to cover under this workstream. Of most 

importance is equity of access to ultrasounds and contraception.  
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The NMMG would like to hear from Jo Elvidge (Principal Advisor, Sexual and Reproductive Health, 

Ministry of Health) about how the Ministry is progressing with its long-acting reversible 

contraception (LARC) workstream and to consider any new data that may be available regarding 

the use of LARC. The NMMG would like to know how many women have a LARC inserted post-

birth before they are discharged.   The NMMG would like to highlight the work that Northland and 

Counties Manukau DHBs are doing around LARC in its Annual Report.  

Action point/s: 
Secretariat – Invite Jo Elvidge to the February meeting to provide an update 

on how the Ministry is progressing with its LARC workstream and ask what 

data is available regarding the use of LARC around the time of women giving 

birth.  

6.3. Workforce  

The NMMG believes that DHBs should be responsible for their own workplace culture. The 

NMMG’s role is to monitor DHBs’ work in this area. Workplace culture affects staff both leaving 

and entering the workforce and, also, women receiving care.  

The NMMG will share examples of good practice within DHBs through its Annual Report to 

promote how DHBs can support a positive culture within their workplace. Northland and 

Tairawhiti DHBs are doing well in this space and Capital and Coast and Waitemata DHBs have 

focused campaigns for improving workplace conditions for staff.  

The NMMG will also request that DHBs report in their MQSP Annual Reports on what they are 

doing about staff engagement, workplace culture, bullying and the need to be women centered.   

Monitoring Priorities  

6.4. Review key sector reports (PMMRC Annual Report, Clinical Indicators and MOH 

ROM)  

The NMMG discussed the Ministry’s 2015 Report on Maternity. It was noted that women living in 

quintile 4 or 5 neighbourhoods are the least likely to experience either emergency or elective 

caesarean section; they are least likely to experience induction, epidural, or episiotomy; and they 

are more likely to give birth normally than women living in quintile 1, 2, or 3 neighbourhoods. 

The NMMG noted that DHBs are reporting through their MQSP Annual Reports on how they are 

progressing with implementing the recommendations made in the PMMRC’s Annual Report.  

7. 2016/17 ANNUAL REPORT  

The NMMG’s 2016/17 Annual Report covers an 18-month period (1 July 2016 – 31 December 

2017) and will be published in early 2018 (before the NMMG’s February meeting). The NMMG 

discussed possible recommendations to include in its Annual Report. The recommendations will 

include the following themes:  

• Workforce: DHBs need to ensure that workplace culture ensures that staff feel safe and 

supported and that the services are women-centred. The NMMG is aware that staffing is 

a significant issue that significantly impacts on quality and safety. External DHB reviews 

of maternity services have shown that basic staffing for midwifery and medical 
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workforces needs to be reviewed to ensure that it supports a safe and high-quality 

service.  

MQSP Annual Reports: DHBs’ MQSP Annual Reports need to be presented to a high 

standard, include appropriate and effective representation of data, be user-

friendly/consumer focused and ensure that the loops are closed between identifying an 

issue, responding to it and then discussing outcomes.  Reports need to include a clear 

response to NMMG priorities. 

Place of birth: DHBs should support low risk women birthing at primary facilities and 

support women who chose to birth at home. The Ministry should convene a national 

meeting with representatives from across the sector to discuss what can be done to 

support the use of primary birthing facilities.  

• Maternity clinical indicators: DHBs that have high rates of induction of labour and 

caesarean sections for standard primiparae should be investigating why the rates of 

intervention for this group of women are above average.  

• Connecting sector leadership: All DHBs should be working towards implementing 

recommendations made by the PMMRC and MMWG.  

• Equity: Postpartum contraception options (including LARC) should be discussed with 

all post-partum women. Women should be given a range of options, comprehensive 

information about risks and benefits and should have equitable access to the 

contraception on their choice.  

• Maternal mental health: DHBs should evaluate the use and effectiveness of their 

maternal mental health pathways and report on their maternal mental health outcomes 

to determine the impact the maternal mental health pathways have made. Access to 

primary maternal mental health issues should be improved to avoid escalation to acute 

services. The Ministry should convene a national meeting with representatives from 

across the sector to discuss what can be done to support maternal mental health. 

• Ultrasounds: The Ministry of Health should act upon the recommendations of the 

MUAG as soon as possible. The NMMG considers that there is value in establishing a 

multidisciplinary committee to support the timely and effective implementation of 

MUAG’s recommendations, should the Ministry agree with them.   

Action point/s: 
NMMG consumer members – Write a piece to be included in the NMMG’s 

Annual Report about their experiences as consumer members on the NMMG 

and ask friends if they would also be interested in writing a piece about their 

experience in the maternity system.  

Secretariat – Finalise, print and distribute the NMMG’s Annual Report in 

early 2018.  

8. NEXT MEETING  

The date for the next meeting will be set in the new year once the 2018 parliamentary calendar 

is set. It will be in late February or early March 2018. The date will be flexible to suit the Minister’s 

availability.   
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Action point/s: 
Secretariat – Set a date for the NMMG’s next meeting once the 2018 

parliamentary calendar is set and a date has been confirmed with the 

Minister’s office.  

Secretariat – Write a summary report to the Director-General of Health, Chai 

Chuah, to advise him of the key points discussed at the meeting.  

Meeting Ends – 4 pm  

The minutes were confirmed:   

 

 

  

(Chair)  Date 
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NATIONAL MATERNITY MONITORING GROUP 

 

INTERESTS, MATTERS ARISING AND CORRESPONDENCE REGISTER 
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Rele
as

ed
 un

de
r th

e O
ffic

ial
 In

for
mati

on
 Act 

19
82



NMMG Draft Minutes 22 November 2017  Page 13 of 22 

 

NMMG - REGISTER OF DIRECTORSHIPS & ROLES................................................................................................................ ...... .. ........................... 15 

NMMG NOVEMBER 2017 MEETING ACTION POINTS .................................................................................................... ............................................. 18 

CORRESPONDENCE SUMMARY –RECEIVED FROM 1 SEPTEMBER – 22 NOVEMBER 2017 ................... .. ..... ............................................... 21 

CORRESPONDENCE SUMMARY – SENT FROM 1 SEPTEMBER – 22 NOVEMBER 2017 .................... .. .. ......................................................... 21 

 
 
 
 
 
 
 

  

Rele
as

ed
 un

de
r th

e O
ffic

ial
 In

for
mati

on
 Act 

19
82



R>rv Q) 
NMMG - REGISTER OF DIRECTORSHIPS AND ROLES ~"' 
This register ensures transparency by identifying NMMG members' other roles and responsibilities within org~Jons that have a mandate that 
could align, overlap or conflict with the NMMG, regardless of whether they are Directorships or otherwise. \ 

1. Bronwen Pelvin (ex-officio) Ministry of Health 

New Zealand College of Midwives 

2. Deb Pittam Northland DHB 

ACC 

3 . Prof Frank Bloomfield 

Auckland Dist rict Health Board 

Manager and Midwifery leader 

President 

New Zealand delegate, Internat ional Confederation of 
Midwives 

Taskforce looking at measures to reduce neonatal 
encephalopathy in New Zealand 

Member 

Member, Loca l Organising Committee, 2018 Congress 

Professor 

Director 

Consultant Neonatal Paediat rician 
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4. Jeanine Tamat i-Ellif fe 

5. Dr John Tait {Chair) 

National Intest inal Failure Service 

National Pulse Oximetry Screening Programme for Crit ical 

Congenit al Heart Disease Feasibility study 

Perinatal Research Society {USA) 

Maori 4 Kids Inc 

Brainwave Trust Aotearoa 

Manawa Titi' Ltd 

ACC 

~aterna l Morbidity Working Group 

Waikato Mat ernity Services Taskforce 

Chair, si;#"mittee 

ommittee member I coordinator 

Business Director/ Owner 

Vice President 

New Zealand Councilor 

New Zealand Representative on AOFOG 

Chief Medical Officer 

Pr ivat e Obstetrician and Gynaecologist 

Taskforce looking at measures to reduce neonat al 
encephalopathy in New Zealand 

Co-Chair 

Member 
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Severe Acute Maternal Morbidity Preventable Review Co-invest igator 

{SAMM) 

6. Dr Judith McAra-Couper {Vice Auckland University ofTechnology 

Chair) 
New Zealand College of Midwives 

Midwifery Council 

7. Mary Matagi New Zealand College of Midwives 

ANIVA Pan-Pacific Nurses Association ~f ~e 

8. Rachael McEwing 

Member 

Member 

Specialist obstetric and gynaecology rad iologist 

Specialist obstetric and gynaecology radiologist 

Member 

Royal us~~n and New Zealand College of Radiologists Examiner 

9 . Rosemary Swindells Consumer Representative on MQSP group 

Facilitator 

10. Dr Sue Belgrave (ex-otqcl'j~ PMMRC Chair 
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... 
No. NMMG member Name of Organisation Position held / Role 

11. Sue Tutty 

Wartemata DHB 

Waitemata DHB 

Auckland DHB 

ACC 

Royal College of Obst etricians and Gynaecolo ist 

Royal New Zealand College 

Auckland faculty board 

East Tamaki Hea lt hcare 

Obstet r icia 
• 

• 

Obstft~~ and Gynaecologist in Ult rasound 

aslgorce looking at measures to reduce neonat al 
encephalopathy in New Zealand 

Fellow 

Secretary 

General Practit ioner 

Member 

GP Liaison 
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NMMG NOVEMBER 2017 MEETING ACTION POINTS 

Shaded items are completed 

Post-meeting actions 

1 

2 

3 

4 

5 

Write a summary report to the Director-General of Health, Chai Chuah, to advise 22111/17 

him of the key points discussed at the meeting. 

Write to the Ministry to express the NMMG's disappointment t hat implementation 22/11/17 
of the MUAG's recommendations has been so slow. 

Share the NMMG's reviews of the DHB MQSP Annual Reports witllJ he Ministry and 22/11/17 

provide a brief paragraph about each DHB to be included ill the combined letters. 

Forward the letter from Counties Manukau regarding the Maternity Clinical 22/11/17 

Indicators to the M inistry and advise Counties v nukau of this action. 

Write to the M inistry's Maternal Child anl Youth Health Leadership Group 22/11/17 

(MCYHLG) to request that it convenes t wo national meetings with representatives 
from across the sector to discuss place of birth and materna l menta l health. 

8/12/17 Secretariat 

8/12/17 Secretariat 

8/12/17 Secretariat 

8/12/17 Secretariat 

8/12/17 Secretariat 

Complete. 

Complete (provided 

through DG Memo). 

Complete. 

Complete. 

Complete. 
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6 

7 

Respond to the PMMRC's letter about National Maternity Collection data 

recommendations and share information from Esther's presentation about changes 
the Ministry has made to accommodate the recommendations. 

Send calendar invites to Rose and Jeanine for the monthly teleconference with the 

DHB MQSP coordinators. 

Actions relating to the Annual Report 

8 

9 

Write a piece to be included in the NMMG's Annual Report about their exeerie~es 22/11/17 

as consumer members on the NMMG. 

Finalise, print and distribute the NMMG's Annual Report in ear~ 20 8. 22/11/17 

Actions to prepare for upcoming NMMG meetings 

10 

11 

Set a date for the NMMG's next meeting once the 2018 parliamentary calendar is 22/11/17 
set and a date has been confirmed with the Minist er' s office. 

Send formal invites to the Minjs er o Health and Director-General of Hea lth to 22/11/17 
attend the NMMG's Februar~~eeting. Note that the meeting date is flexible 

to suit the Minister's avai~2t:Y~ 

-~ 

8/12/17 

28/02/2018 

Secretariat 

Ministry of 

Health 

Rose 

Jeanine 

Secretariat 

TBC once 2018 Secretariat 

Parliamentary 
calendar is 

ava ilable 

TBC once 2018 Secretariat 
Parliamentary 

calendar is 

available 

Complete. 

Complete. 

Complete. 

Formal invites sent. 
Wait ing response. 
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12 

13 

14 

Invite a representative of the DHB Planning and Funding managers sub-group to the 

NMMG's February meeting. 

Invite Jo Elvidge to the February meeting to provide an update on how the M inistry 22f11/ n 
is progressing with its LARC workstream and ask what data is available regarding th~ 

use of LARC around the t ime of women giving birth. 

Invite t he Chief Medical Officer to the NMMG's May meeting t o d scuss the 22/11/ 17 
Maternal Child and Youth Healt h Leadership Group. 

Long-term work programme actions 

15 Write to DH B's six-months after the hypertension a~~-eclampsia guideline has 22/11/ 17 
been released to ask for a report on how they ar. progressing with implementing 

the guideline. (21 

Secretariat 

TBC once 2018 Secretariat 

Parliamentary 
calendar is 

ava ilable 

TBC once May Secretariat 
2018 meeting 

date set 

End of 2018 Secretariat 

Invitation sent. 

Waiting response. 

Complete. Attending 

22 Feb 17 meeting via 

teleconference. 

Complete. Attending 
22 Feb 17 meeting. 
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CORRESPONDENCE SUMMARY - RECEIVED FROM 1 SEPTEMBER 2017 - 22 NOVEMBER 2017 

1 

2 

3 

4 

5 

Lyn Stark, MQSP Coordinator, 15/11/2017 
Counties Manukau DHB 

Emma Parry & Lesley Mccowan, 10/11/2017 

NZMFMN 

Leona Dann, MMWG Secretariat, 7 /11/2017 
HQSC 

Jane Cumming, RANZCOG 3/10/2017 

Sue Belgrave, PMMRC 2/10/2017 

Email response t o suggest 

that Lyn requests responses 
from the M inistry. 

None. 

None. 

Email response t o suggest 

that Jane requests the 
recommendations from the 

Ministry. 

ational Maternity Collect ion recommendations in the 11th None. 

MMRC Annual Report 
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CORRESPONDENCE SUMMARY- SENT FROM 1 SEPTEMBER 2017 - 22 NOVEMBER 2017 

... 
1. Chai Chuah, Director-General 11/10/2017 

2. MQSP Coordinators at Counties 11/10/2017 

Manukau DHB, M id-Central DHB, 
Whanganui DHB, South Canterbury 
DHB & Waikato DHB 

3. MQSP Coordinators at all other 11/10/2017 

DHBs. 

*Copies of these letters are included in the Drop box. 

Summa.ry report to ad~ise him of the key point~ diJ.C~ ~d at the 
maternity sector meeting. ~V 

Requesting a detailed progress repo~ ow each DHB is 

tracking towards implementation J>'f~h'e recommendations 

made in that DH B's external rttW\' 
Shared diagram of findings fro~fftefive DHB external reviews. 

Update about NMMG An ua Report timing. 

Action Required 

None. 

None. 

None. 
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INTEGRITY                                      RESPECT                                      INNOVATION                                     EFFECTIVENESS 

30 January 2018 
 
 
Pam Hewlett 
Chair Maternal Fetal Medicine Governance Board 
Email: <Pam.Hewlett@middlemore.co.nz> 
 
 
Dear Pam, 
 
I am writing to you in your role as Chairperson of the Maternal Fetal Medicine Governance Board, on behalf 
of the Maternal Fetal Medicine team in Auckland DHB. We would like to highlight the ongoing critical 
shortage of Maternal Fetal Medicine (MFM) subspecialists across New Zealand.  We do have a small 
pipeline of New Zealand trained subspecialists that will help to bolster the service in years to come, but at 
present we depend on recruitment of sub-specialists who are overseas trained.  There have been 
considerable difficulties in recruitment, in part related to the NZ Medical Council regulations around IELTs 
scores.  We have written to Mr Andrew Connolly, the CEO of the New Zealand Medical Council, regarding 
this. 
 
The shortage of MFM subspecialists in ADHB has been ongoing since February 2017 and is not likely to be 
resolved in the near future.  We are also aware that both Wellington and Christchurch are facing critical 
shortages and this impacts across the country.  This is taking a toll on the remaining MFM sub-specialists in 
New Zealand who are endeavouring to maintain an excellent service under increasing pressure. We would 
like information about the planned infrastructure for supporting New Zealand MFM services. This is 
particularly pertinent now as the New Zealand Maternal Fetal Medicine Network (NZMFMN) contract has 
ended, hence our request to understand the pathway going forward. 
 
We request that our concerns are also shared with the Minister for Health, and the appropriate Ministry 
Officials.  We have copied this letter to the Chair of the New Zealand Committee of RANZCOG and to the 
Chair of the National Matern ty Monitoring Group. We look forward to your response. 
 
 
Yours sincerely 
 

 
Dr Audrey Long 
Clinical Lead and MFM sub-specialist 
National Women’s Health 
Auckland City Hospital 
On behalf of and including: 
Professor Lesley McCowan MFM subspecialist and Head of Academic Department of Obstetrics and 
Gynaecology, University of Auckland 
Dr Monique Stein MFM Subspecialist 
Dr Katie Groom MFM Subspecialist and Senior Lecturer University of Auckland 
Dr Janet Crofts MFM Subspecialist 

\... 

 
NATIONAL WOMEN’S HEALTH 

 
Phone: 09 307 4949 
Address: Level 10 Support Building 
 Auckland City Hospital 
Postal Address:  Private Bag 92-024 
 Victoria Street West 
 Auckland 1142 
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INTEGRITY                                      RESPECT                                      INNOVATION                                     EFFECTIVENESS 
 

 
 
 
 
c.c. Dr Margaret Wilsher Chief Medical Officer ADHB (MWilsher@adhb.govt.nz) 
c.c. John Tait (Chair) NMMG (maternity@moh.govt.nz) 
c.c. Dr Celia Devenish (Chair) NZ committee RANZCOG (ranzcog@ranzcog.org.nz) 
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19 January 2018 
 
John Tait 
Chair 
National Maternity Monitoring Group 
Wellington 
 
john.tait@ccdhb.org.nz 
 
Tēnā koe John 
 
Recommendations from the Perinatal and Maternal Mortality Review Committee (PMMRC) Eleventh 
Report 
 
The PMMRC is in the process of completing its Twelfth Annual Report. Last year we asked for your 
feedback on a new recommendation, we would now like to hear from you as to how you think this is 
developing.  
 
Recommendation:  

 
The PMMRC supports the development of a national interdisciplinary clinical practice 
guideline on the indications and timing for induction of labour, to guide clinicians to offer 
induction when appropriate (i.e. where evidence shows that benefit to mother and/or 
baby outweighs risk) and to avoid induction when not appropriate. 

 
Justification:  
 
In 2015 there was an increase in perinatal related mortality risk from 41 weeks compared to the lower 
rates of recent years. The risk in 2015 (3.19/per 1000 ongoing pregnancies) was the same as the risk in 
2008 (3.15) and higher than the rates in any year from 2009-2014.  
 
Review of the 17 stillbirths in 2015 from 41 weeks without congenital abnormality, against the Auckland 
Consensus Guideline on Induction of Labour (Wise et al 2014), and against best practice for antenatal 
assessment in women with risk factors, found the care provided did not follow the guideline and/or best 
practice in 6. This related to best practice to perform serial growth scans following antepartum 
haemorrhage; best practice for obstetric review and/or to perform serial growth scans for BMI >35; and 
to offer induction of labour for increased risk. 
 
Evidence:  
 
A clinical practice guideline on the induction of labour is ideally based on high quality research and 
formulates guidance on the indications, timing, and methods of induction; provides guidance on the 
balance of risk and benefit to the mother and/or baby where there is increased risk of perinatal mortality; 

Rele
as

ed
 un

de
r th

e O
ffic

ial
 In

for
mati

on
 Act 

19
82



 

and provides guidance on enhanced maternal and fetal surveillance where this is an alternative to 
induction of labour or where a mother declines the offer of induction of labour.   
 
In 2014 the Auckland DHBs collaborated to publish a consensus guideline on induction of labour which 
could be operationalized as local guidelines by individual DHBs within the region taking into account local 
characteristics and resources (Wise 2014). This guideline document was used by the PMMRC to audit 
stillbirths from 41 weeks in 2015. It is timely to update this interdisciplinary guideline incorporating up to 
date evidence. 
 
We would appreciate your feedback by 27 April. Please don’t hesitate to contact me if you wish to discuss 
this recommendation, or have any questions, ; I am happy to call you next week to discuss   

Nāku noa 

 

 

Dr Sue Belgrave  

Chair 

Perinatal and Maternal Mortality Review Committee 

 
 

s 9(2)(a)

Rele
as

ed
 un

de
r th

e O
ffic

ial
 In

for
mati

on
 Act 

19
82



24 November 2017 

Feedback from: New Zealand College of Midwives 
PO Box 21-106 
Edgeware 
Christchurch 8143 
Phone (03) 377 2732 

The New Zealand College of Midwives is the professional organisation for midwife~ers are employed and 

self-employed and collectively represent 90% of the practising midwives i~hf"GQ.\i1.~h~re are around 2,900 

midwives who hold an Annual Practising Certificate (APC). These mid~'Plov1ae maternity care to on average 

60,000 women and babies each year. New Zealand has a unique a~~ient maternity service model which 

centres care around the needs of the woman and her bab~ lt~~es women with the opportunity to have 

continuity of care from a chosen maternity carer (known ~LladMaternity Carer or LMC) throughout 

pregnancy and for up to 6 weeks after the birth of l~jf: ~d 92% of women choose a midwife to be their 

LMC. Primary maternity services provided byf--M~idvJives are integrated within the wider primary care and 

maternity services of their region or locality. ~~lege offers information, education and advice to women, 

midwives, district health boards, health ~ocial service agencies and the Ministry of Health regarding 

midwifery and maternity issues. ~interface with a multitude of other health professionals and agencies to 

support women to achieve th~timum outcome for their pregnancies, health and well-being. 

~ 

376 Manchester Street, PO Box 21-106 Edgeware, Christchurch 8143 
Telephone: 03 377 2732, Facsimile: 03 377 5662, Email Address: nzcom@nzcom.org.nz 



@ NEW ZEALAND COLLEGE OF MIDWIVES {INC) 

24 November 2017 

Dr Ian Page 
Chair of NZ Committee of RANZCOG 

Dear Ian, 

Concerns regarding the GAP NZ education package required to enable the use fGROW 
charts 

Gestation Related Optimal Weight (GROW) software is a licensed programm...e b~e Perinatal 
Institute, a private UK organisation. GROW charts are increasingly recom~Oncfed for use in 
clinical practice by midwives and obstetric doctors as a tool to screen for, a improve detection of, 
small for gestational age (SGA) and fetal growth restriction (FGR). Tf:l€1_goa is to improve 
outcomes including reducing stillbirth by instigating appropriate invesiigations and management 
when SGA or FGR are detected, such as planning timing of b·rt~onitoring women more closely 
during labour and undertaking additional observations in the e~ly)ieonatal period. In order to be 
licenced to use GROW charts midwives are required to ~rrlPteTu the Perinatal lnstitute's Growth 
Assessment Protocol for New Zealand (GAP NZ) educatio~ither as a self-directed online 
package, a webinar or DHB face-to-face workshops. The facility to generate GROW charts is 
included in the MMPO Midwifery Information Syste~a community midwifery clinical IT system. 

The College is concerned about several aspect of fhe current documents and education in place 
to detect antenatal SGA and FGR. 

1.0 There are now four separate documents influencing midwifery practice around the issue of 
SGA in New Zealand, and their recommendations are inconsistent. 

1.1 The Guidelines for &~ sultation with Obstetric and Related Medical Services (Referral 
Guidelines) (Min!itry of Health 2012) is the only one of these that is nationally 
mandated f'{ll wt~ an agreed Ministry of Health development process. 

1.2 The Ne~.Zealand Maternal Fetal Medicine Network Guideline for the Management of 
Susp_ec e(J Small for Gestational Age Singleton Pregnancies After 34 Weeks Gestation 
(~Z~FM SGA guideline, 2013) was developed without input from the midwifery 
grofession but makes recommendations for all women's antenatal care, including that 

fJ!:>~ided by midwives, as well as recommendations for monitoring and referral. The 
r.-. ~allege has previously written to the Ministry of Health noting our concerns about the 

~,J proliferation of guidelines within maternity which have not been developed by multi-
~ V disciplinary consensus. 

e} 1.3 The Growth Assessment Protocol for New Zealand (GAP NZ) is the Perinatal lnstitute's 
education for New Zealand practitioners who wish to use GROW customised growth 
charts (GROW charts). 

1.4 The GAP NZ education references both the NZMFMN SGA guideline and the UK Royal 
College of Obstetricians and Gynaecologists' (2014) Green Top Guideline No. 31: The 
Investigation and Management of the Small-for-Gestational-Age Fetus (RCOG SGA 
guideline). However, the protocol and algorithm for monitoring are based on the RCOG 
SGA guideline, which does not align with the NZMFMN recommendations. 
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2.0 Currently in New Zealand midwives are recommended, and in some DHBs required, to 
implement and use GROW charts, which means that the GAP NZ education is likely to be 
undertaken by most of the profession. We have some specific concerns about the content of 
this education package. 

2.1 The education messaging is framed as a protocol that must be followed. The College 
national office has received calls from midwives with concerns about liability if they do 
not follow the GAP NZ recommendations of screening women with certain risk factors n . 
with serial growth scans. ~ V 

2.2 The recommendations for who is at risk and therefore who 'requires' serial ultraSOlJ[l~ 
scans have been taken from the UK NHS 'care bundle' and from the RCOG Greerftop 
guideline. There are several issues with this: ~ 

2.2.1 These recommendations for ultrasound monitoring are in excess of~? New 
Zealand practice recommendations (Referral guidelines). ~ 

2.2.2 The serial growth scan frequency is also in excess of that re~~nded by the 
NZ MFM guideline. ~ V 

2.2.3 The gestation to commence serial scans is earlier tt;:_rQfat is recommended in 
the NZ MFM guideline. ''-

2.2.4 Together this results in more serial growth ca 'Sdered by midwives than what 
specialists may order for women with mu~g~er risk factors. 

2.2.5 If following the GAP NZ protocol , m~ive will start ordering serial growth scans 
as a screening tool for women '-"'h~ot otherwise qualify for referral to 
specialist services eg. smoking~§\.~O years old and drug misuse (a primary 
referral within the Referral ~~es). 

2.2.6 The GAP protocol meil~ t midwives may also order serial growth scans in the 
community for women~do qualify for referral to a specialist e.g. previous 
SGA, BMI <!35. 

0 
2.2. 7 The cost oft~'! \ cans will come from the Section 88 budget which is already 

overspent Jpr· Ultrasound scans. It was not envisaged that Section 88 would have 
a budge;_tj~ultrasound scans for screening women who have risk factors for 
SGA. !'Uection 88 primary maternity services notice specifies the approved 
cl.i~ I 1 dications for which midwives can refer a woman for an ultrasound scan. 
I~e only include ultrasound assessment if SGA is clinically suspected and do 
~include ultrasound screening or monitoring for the indications outlined in 2.2.4 

)..,, and 2.2.5 above. The codes that can be used by midwives to refer for ultrasound 
U fetal growth assessment are: r.-0 • UD: Uterus not equal to dates: If discrepancy> 4 weeks, or discrepancy in 

~J amniotic fluid. ,.,'J:j • GR: Suspected growth abnormality (IUGR or macrosomia): Clinical suspicion 
'-V of abnormal growth of foetus (IUGR or macrosomia) or abnormal volume of 
r>~ amniotic fluid. 

/)__V • GF: Suspected growth abnormality (IUGR or macrosomia) follow up: To 
'~ assess growth trend (2 weeks after GR scan). 

We are not aware of any resource planning or increased funding being made 
available for an increased rate of community or hospital ultrasound scans that 
the GAP NZ protocol requires. Compounding this issue is that New Zealand is 
currently very short of ultrasonographers. This same problem was identified by 
NHS England for the UK context in its Care Bundle document (O'Connor 
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3.0 

4.0 

2016, p. 18): ' This element [the use of the algorithm to plan serial growth 
scans] is likely to require increased numbers of ultrasound scans in units not 
currently following the RCOG guidance on serial ultrasound for high risk 
pregnancies. This will require capacity building in the ultrasonography 
workforce. Current ultrasound scanning policies vary between obstetric units, 
primarily because of resource issues.' 

2.2.8 Increasing the proportion of women referred for serial growth scans will have n . 
unintended consequences. These are likely to include increased stress for °"""' V 
women, increased expense for women, increased time required of midwives to("\..-U 
refer and follow up, and the potential for unnecessary interventions and harm "'J 
from false positive scan results for SGA. 

2.3 The GAP NZ education is prescriptive whereas the NZMFMN guideline allow~~ 
individualised planning and clinical judgement, which is what we expect o u~o~ous 
midwives and informed women. 

2.4 The GAP NZ education does not take account of the New Zeal<\nd.;m~ of midwifery 
care which includes continuity of care from a known midwife. ~ V 

2.5 In order to complete the GAP NZ education and gain a~e i~ to enable the use of 
the GROW chart programme, the participant must achi e \ 00% in each of two 
quizzes. The quizzes reinforce some recommendation Hi t are problematic in the New 
Zealand context. If the participant answers one oY10 questions incorrectly, she has 
to repeat the whole quiz again. ~ 

Both the GAP NZ education and the NZMFMN ~~u1deline state that abnormal serum 
analytes detected from maternal serum scrE4efii~re a potential risk factor for SGA and 
FGR. The National Screening Unit has rec~1~~{Cl6vised that serum analytes are no longer to 
be reported as 'high risk' unless there i ~~reased risk of aneuploidy, which is what the 
first trimester combined screening is qfe~ to detect. Therefore, midwives will not be alerted 
if serum analytes fall outside the cr range. 

The following table illustrates tb'- 'one size fits all' approach to ultrasound screening for SGA 
for multiple risk factors in hi(~~ NZ education package, compared with the more nuanced 
approach of the NZMFM GA guideline. 

GROW/GAP 
Education 

NZ MFM guideline Recommendations 

Previous SGA baby 

Gij onic 
~ypertension 

Renal Impairment 
Anti-phospholipid 
syndrome 

.li.ef~rowth scans 
~~umbil ical artery 
['):oppler every 2-3 
Weeks from 26-28 
weeks 

Serial growth scans 
and umbilical artery 
Doppler every 2-3 
weeks from 26-28 
weeks 

Previous SGA baby These 
women have a threefold 
increase in risk of SGA. 

Underlying Medical 
Conditions 
(e.g. moderate to severe 
chronic hypertension, renal 
disease, autoimmune 
disease, anti-phospholipid 
syndrome, moderate to 
severe cardiac disease) 

Monthly growth scans should be 
planned. The gestation at which growth 
scans are started should be 
individualised, depending on the 
gestation of delivery of the previously 
affected infant e.g. if a previous SGA 
infant was born preterm, monthly scans 
should be planned from 24 weeks; if 
born at tenn, plan monthly scans from 
32 weeks. 

These women need a plan for monthly 
scans with more frequent scans if 
suboptimal growth is suspected. Again, 
gestation at initiation should be 
individualised according to the degree 
of risk. 
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Smoker (esp. >10 
per day) 

BMI 35+ 

PAPP-A <0.2 MoM 

Multiple 
pregnancies 

PET 
Unexplained APH 

Serial growth scans 
and umbilical artery 
Doppler every 2-3 
weeks from 26-28 
weeks 

Serial growth scans 
and umbilical artery 
Doppler every 2-3 
weeks from 26-28 
weeks 

Serial growth scans 
and umbilical artery 
Doppler every 2-3 
weeks from 26-28 
weeks 

Smokers 
Women who continue to 
smoke in pregnancy have a 
twofold increase in risk of 
SGA whereas those who 
become smoke-free by 15 
weeks have no increase in 
risk compared with non
smokers. Most SGA infants 
born to smokers are born at 
term. 

Obese Women 
The cut-off BMI at which 
fundal height measurement 
is less reliable is difficult to 
prescribe as it depends on 
distribution of fat and 
maternal height. 

Abnormal serum an'a~~ 
First trimester ane~oi~ 
screening includ~ 
measurement ol' 1 -A 
and hCG. ~o~a levels of 
these ~~a~ es in particular 
low Pf>P~- } is associated 
wt~reased risks of SGA 
~d P1J3eclampsia. The 
Natio1ial Screening Unit 
identifies and reports these 

bnormal results (PAPP-A 
<0.2 MoM. hCG >5 MoM . 
Multiple pregnancies 

Late pregnancy risk 
factors-hypertension and 
antepartum haemorrhage 
A recent publication from 
Auckland has identified late 
pregnancy risk factors for 
infants who are SGA by 
customised birthweight 
centiles including: 
• gestational hypertension 

adjusted odds ratio 
(aOR) 1.46 (1.21-1.75), 

• preeclampsia aOR 2.94 
(2.49-3.48), 

• preeclampsia 
superimposed on chronic 
hypertension aOR 4.49 
(2.94-6.88), 

• abruption aOR 2.57 
(1. 74-3.78), 

• APH of unknown origin 
aOR 1.71 1.45-2.00 

At a minimum, a growth scan should be 
considered at approximately 36 weeks 
of gestation. More frequent scans 
should be considered if there are 
additional risk factors for SGA. 

As a guide, a plan for growth scan(s) 
usually should be recommended witb 
BMI of>35. 

At National Women's Hospit~~<;Wlt 
research has suggestefst~se 
women (BMI >30) also h v~5% 
increased risk of having a SGA baby 
after adjustment toffe~ounding factors 
such as chronicjly~ension. This 
means thal~~lute risk of SGA in 
a woman w'itl ~'complicated obesity is 
about 15,fo)Q"t>ese women should 
ther~!eriVconsidered for a scan at 
apP.I.o~"'ately 36-37 weeks'. More 
tti~t scans should be considered if 
e~ are additional risk factors for 

s A. 

Serial growth scans in the third 
trimester should be considered. 

NB. Serum analytes are no longer 
reported as abnormal in NZ if the risk 
for aneuploidy is <1 :300. 

Monthly scans are recommended for di
chorionic di-amniotic twin pregnancies, 
and fortnightly scans for mono
chorionic di-amniotic twins 
Women identified with these risk factors 
should be considered for serial scans if 
the pregnancy is continuing after the 
complication is diagnosed. 
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Maternal age >40 
Drug misuse (not 
specified) 
Previous stillbirth 
Diabetes with 
vascular disease 
Large fibroids 

Fetal echogenlc 
bowel 

Serial growth scans These are not mentioned in 
and umbilical artery the NZMFMN guideline 
Doppler every 2-3 
weeks from 26-28 
weeks 

Serial growth scans These are not mentioned in 
and umbilical artery the NZMFMN guideline 
Doppler every 2-3 
weeks from 26-28 
weeks 

In summary, the College is gravely concerned that the GAP NZ education is promulgating 
recommendations for ultrasound scan screening for fetal growth based on the UK RCOG"8GA 
guideline, and these are in excess of current New Zealand practice recommendation~Referral 
Guidelines) and the NZMFMN SGA guideline. The GAP NZ recommendations require ~wives to 
refer women for ultrasound scans that are outside the Section 88 criteria for mid~tfecy referral. 
These additional scans would further overload the ultrasound scan capacity u?ditthe Section 88 
notice and budget. Any education needs to have consistent messages whifh s\4pj')ort the context of 
maternity care in New Zealand rather than add further confusion . 

Additionally, the NZMFMN SGA guideline has not been developed bY'fll ltidisciplinary consensus 
and yet is being promoted as a nationally mandated guideline. De~1le a letter of 10 November 
from Dr Parry and Professor Mccowan stating the current SGA~ideline is "fit for purpose until a 
revised version is available", the inconsistencies between t~e <foct1ments examined raises concern 
about this reassurance. 

We bring these discrepancies and their accompanyi~~ixed messages to your attention and 
request that the RANZCOG, the NMMG and the Mi 1IW .. address these with the Perinatal Institute. 

Yours sincerely, 

Karen Guilliland 
Chief Executive 

. . 
• n Q"' Oo-sb 

cc: Dr John Ta~air of the National Maternity Monitoring Group 

Bro we~elvin , Principal Advisor. Maternity services at Ministry of Health 
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BRIEFING REPORT NUMBER: MMWG-006 

To: Sue Belgrave, Chair Perinatal and Maternal Mortality Review Committee 

Title: Maternal Morbidity Working Group Report (presented orally) 

From: Dr John Tait and Arawhetu Gray; Co-chairs Maternal Morbidity Working 
Group 

CC: Kiri Rikihana, Group Manager MRCs  

Date: 16 January 2018 
 
Purpose 
 
1. This report updates the Perinatal and Maternal Mortality Review Committee (PMMRC) on 

the Maternal Morbidity Working Group (MMWG) achievements following the previous 
report dated 12 September 2017.  

Recommendations 
 
2. It is recommended that the PMMRC note he progress made by the MMWG. 

HQSC contacts 

Name: Kiri Rikihana Name: Dr Leona Dann 

Title: Manager, Mortality Review 
Committees 

Title: Maternity Specialist 

Phone:  (04) 913 1742 Phone: (04) 913 1741 

Mobile:  Mobile:   
 
MMWG co-chairs 
Name: Dr John Tait Name: Arawhetu Gray 

Title: Co-chair MMWG Title: Co-chair MMWG 
 
 
Discussion 
 
Meetings 
 
3. The MMWG met in September and November 2017. In the November meeting the group 

considered the frequency of meetings and agreed to reduce the meetings from four to 
three for 2018, conserving budget resource. The group agreed that work would continue 
between meetings via electronic means.   

s 9(2)(a) s 9(2)(a)
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Regional review panels 

4. The Southern panel convened in September. This panel was challenging as the four of 
the seven cases were traumatic. The consumer member was debriefed by the Maternity 
Specialist over the phone and all panel members were offered access to supervision 
should they require it.  

5. The Central panel convened in November. It was a large panel as three representatives 
from the State of Victoria Maternal Morbidity team were present (agent status for the 
week).  

6. The last two panels were also challenging to convene in order to have multidiscipline 
teams. In order to achieve this we needed to fly members in from other areas. The 
November panel had clinicians who had agreed to attend then notifying us of 
withdrawing, one within 48 hours of the panel. On these occasions the Maternity 
Specialist was able to liaise with the DHB to support release from clinical time. 

7. The Maternity Specialist teleconferences with all the panel chairs in advance of the panel 
and co-chairs the panels. A summarising midwife accompanies her to document the 
findings. 

8. Summarising midwives and the MMWG programme coordinator meet after each panel for 
debrief. 

9. All sepsis reviews are now completed, a total of 33 cases were reviewed. The audit case 
which was reviewed on several occasions has been removed from the total to have 32 
cases for reporting. 

10. In 2018, review panels will continue to review cases of peripartum hysterectomy and will 
also begin to review a selection of the hypertension/PET notifications. 

ICU/HDU notifications 
 
11. Due to late notifications being eceived, the number of total notifications has changed 

since the last update. For the period 1 September 2016–31 August 2017 we received 516 
notifications, for 469 women.  

The woman’s story 
 
12. The MMWG were updated on the progress of women sharing their stories at their 

September meeting. 

13. It was noted that women were committed to sharing their stories, however many women 
had time constraints, which impacted their ability to share their stories. 

14. The MMWG reviewed the process of gathering women’s stories and agreed that women 
contacted should be offered the opportunity to share their story via telephone. The story 
would be recorded and then transcribed. This was an option in the process but had not 
been offered as forthrightly. 

15. Since implementing the new process in October 2017, two women have shared their 
story with the Maternity Specialist, over the phone.   

16. In December, a woman who experienced a peripartum hysterectomy contacted the 
Maternity Specialist to share her story. This case was not for review as the woman was 
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not admitted to ICU/HDU, and therefore is not within the scope of the MMWG.  Instead, 
we offered the woman the opportunity to share her story and for it to be made available to 
the Partners in Care team at the Commission. The maternity specialist received her story 
over email and forwarded for inclusion in the Partners in Care consumer stories.  

 
Maternal Morbidity Review Toolkit for Maternity Services 
 
17. MMWG provided feedback during the development of the toolkit and confirmed at their 

September meeting that it is ready for testing. 

18. Test sites were considered where survey responders expressed an interest in working 
with MMWG. Seven DHBs were offered, and accepted, the toolkit to test. Two were 
tertiary and five secondary care sites.  

19. The two tertiary sites withdrew their testing. One of the tertiary services uses a similar 
local review process to the toolkit, and provided feedback based on their experience. The 
other tertiary site was unable to test the toolkit due to insufficient resource. 

20. Of the five secondary care sites, one was not supported by the wider organisation to test 
the toolkit. Conversation between the Director of Nursing (no Director of Midwifery) and 
the Maternity Specialist was encouraging but to date testing has not been confirmed.  

21. To encourage collaboration and provide access to support, the test sites were connected 
digitally through the use of the loomio platform.  We had imaged that the test sites would 
engage with each other through the platform and that the Maternity Specialist and 
Programme Coordinator would be able to provide support. To date this has not been 
utilised as we had imagined despite putting up discussion points. 

Maternity early warning system 
 
22. The clinical leads for the Maternity Early Warning system have been confirmed (Matthew 

Drake, Anaesthetist and Craig Skidmore, Obstetrician). The Maternity Specialist will fulfil 
the role of midwifery lead along with midwifery advice from Fiona Coffey, a midwife 
recommended by NZCOM  

23. A workshop was convened in December with 71 attendees representing key maternity 
stakeholders. The aim of the day was to introduce the sector to the concept of a system 
approach wider than the development of a vital signs chart alone (inclusion of 
governance, response, escalation, evaluation/measure and education) and to reach 
consensus on 

a) the type of track & trigger tool best suited for NZ maternity services 

b) parameters indicating deterioration for maternity inpatients 

24. The afternoon was an un-conference session. All attendees have received a certificate of 
attendance and a link to a survey monkey for feedback. The presentations from the 
maternity early warning system workshop and the un-conferencing sessions will be made 
available on the website by the end of July 2018. 

25. The clinical leads and the Deteriorating Patient Specialist met in January 2018 to develop 
the first draft of a vital signs tool.  
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Annual report 
 
26. The MMWG considered the purpose and format of the next annual report to enable the 

first draft to be written. 

27. Feedback has been received on the first draft and it will be forwarded to PMMRC for 
comment at the February meeting.  

28. A contract with Uniservices is pending in order to enable publication within the PMMRC 
12th report.  

AMOSS 
 
29. At the December meeting the MMWG considered the re-quote by AMOSS for the portal 

development at . The MMWG agreed this was not feasible and suggested asking 
AMOSS to consider an option for the original one off cost. If this is declined, the 
MMWG suggests that no further action is taken.  

30. The collaborative relationship between PMMRC and AMOSS is still desirable by all 
parties and remains in place. There will be ongoing discussions about the particular 
financial support that may be required for specific studies  

Sharing information 
 
31. In July members of the Victorian (Australia) state wide project focusing on maternal 

morbidity contacted the secretariat acknowledging the work in New Zealand and 
enquiring if they could visit.  

32. The MMWG agreed to provide agency status to three members of the team and for them 
to attend the MMWG meeting in November where they presented their process of 
maternal morbidity review.   

33. The visitors also attended the Central region review panel. 

34. The Maternity Specialist arranged hosts for two site visits at Hutt Valley and Capital and 
Coast DHB.  

35. The visitors provided an abundance of shared resources for MMWG and the opportunity 
for visitors to attend their meetings. In the State of Victoria, they have external panels but 
with attendance of clinicians involved with cases and reporting back to individual 
institutions particularly rural/smaller ones.   

Stakeholder engagement 
 
36. The Maternity Specialist continues to actively engage with stakeholders such as 

midwifery leaders and clinical directors. 

37. The Maternity Specialist and Deteriorating Patient Senior Portfolio Manager met with a 
team at the Ministry of Health regarding the national maternity record and the maternity 
early warning system. 

38. Regular contact with the secretariat of National Maternity Monitoring Group (NMMG) has 
been maintained through email and letter correspondence and a face-to-face meeting in 

s 9(2)(b)

s 9(2)
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October 2017. The last correspondence was a letter from MMWG updating on two key 
projects that the MMWG are working on and seeking their support for future monitoring 
post MMWG tenure.  

39. Two abstracts were sent to the international forum on quality and safety in health care in 
Amsterdam. Both abstracts were accepted for poster presentations in May 2018:  

a) maternal morbidity reviews within a unique model of maternity care 

b) women’s experience, shared as stories, influences national maternal morbidity 
review 

 
Detailed project plan and evaluation 

40. The MMWG considered the evaluation that is required before the completion of MMWG’s 
tenure June 2019.  

41. The members agreed to the proposed evaluation approach, which is an evaluation that 
utilises the final agreed measures, and incorporates a mix of on-line surveys and 
individual consultations and interviews. 
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NATIONAL MATERNITY MONITORING GROUP 

2017-18 WORK PROGRAMME 
 

BACKGROUND  

The National Maternity Monitoring Group (the NMMG) provides strategic advice to the Ministry 

of Health on priorities for improvement to the maternity system and the implementation of the 

New Zealand Maternity Standards.  

This document outlines the NMMG’s work programme for an 18-month period: July 2017 – 

December 2018. To deliver this work programme, we expect to meet quarterly (August, 

November, February and May). 

 

STRATEGIC CONTEXT  

The NMMG’s work is guided by the priorities set out in the New Zealand Health Strategy1, the 

accompanying Roadmap of Actions2, the New Zealand Maternity Standards and the Maternity 

Quality Initiative (MQI).   

The New Zealand Maternity Standards3 consist of three high-level strategic statements to guide 

the planning, funding, provision and monitoring of maternity services: 

1. Standard 1: Maternity services provide safe, high-quality services that are nationally 

consistent and achieve optimal health outcomes for mothers and babies. 

2. Standard 2: Maternity services ensure a woman-centred approach that acknowledges 

pregnancy and childbirth as a normal life stage. 

3. Standard 3: All women have access to a nationally consistent, comprehensive range of 

maternity services that are funded and provided appropriately to ensure there are no 

financial barriers to access for eligible women. 

The MQI, refocused in 2015, contains four key priorities: 

1. Strengthening maternity services including more timely access and more equitable access 

to community-based primary maternity care and services 

2. Better support for women and families that need it most, including better health and social 

support for young mothers and for maternal mental health and support for improving 

health literacy among vulnerable populations 

3. Embedding maternity quality and safety including further support for local clinical 

leadership and review, and meeting the Ministry’s obligations under the New Zealand 

Maternity Standards, and 

4. Improving integration of maternity and child health services including improving 

transitions between health services through improved communication, coordination and 

use of information technology. 

                                                             

1 Minister of Health. 2016. New Zealand Health Strategy. Wellington: Ministry of Health. 
2 Minister of Health. 2016. New Zealand Health Strategy: Roadmap of actions 2016. Wellington: Ministry of Health. 
3 Ministry of Health. 2011. New Zealand Maternity Standards. Wellington: Ministry of Health. 
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SUMMARY  

Our work programme for 2017-18 aligns to the priorities set out in the New Zealand Health Strategy and Roadmap of Actions as well as continuing previous 

workstreams where further work is required.  A summary of our work programme is provided below. 
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INVESTIGATIVE PRIORITIES 

There are four investigative priorities for 2017-18: 

1. Maternal mental health 

2- Place of birth 

3. Workforce, and 

4. Equity of access. 

Maternal mental health 

Why? 

Women need access to appropriate mental health services during pregnancy a1 gost-partum. 
Women with existing mental health issues are at risk of escalation duri g e.:pregnancy and 
postnatal period. For some women, access to and provision of menta1f1Xlill services during 
and after pregnancy is essential to their safety and the wellbeing of thei liaOies. In the eleventh 
Perinatal and Maternal Morbidity Review Committee (PMMRC) r o~ the PMMRC noted that 
the suicide "continues to be the leadin9 sin9/e cause of maternf;,'1!11 in New Zealand". Women 
remain vulnerable to poorer mental health outcomes (in · ucijpg post-natal depression and 
suicide) up to one-year post-partum. Maori women ~~~r-represented in the number of 
maternal suicides and experience an increased risl~,f su~itle. New Zealand's rate of maternal 
suicide is seven times higher than of the United Ki gcto.,m. Improving access to primary mental 
health services as well as ensuring that servic: a~available for serious and acute episodic 
mental illness is an important way to supR@~'07 mothers to build wellbeing and live healthy 
lives for themselves, their babies and th~, f~ily /whanau. 

In2017/18, wewill: U'"' 
• 

• 
• 

• 

work with the PMMRC t~prove awareness of the importance of supporting women's 
mental health for~ne-year post-partum and champion the establishment of the 
permanent Suicide MtJrtality Review Committee 

champion th~blishment of the Perinatal and Infant Mental Health Network, and 

monito!fI{BBs"to determine if there are capacity issues that affect access to primary and 
secon~mental health care in DHBs 

main in awareness of the Ministry of Health work programme 2017-2018 and link 
e;to ny emerging work on maternal mental health. 

Approximately ten percent of New Zealand women birth at primary maternity facilities, with 
many of these maternity units located in rural areas. Rates of birth at primary facilities are 
decreasing: the number of women birthing at primary birthing units declined from 15.1 percent 
(2006) to 9.9 percent (2015). Evidence shows that, for a healthy woman and baby with no 
complications and low risk, birthing at primary birthing units is a safe and can result in fewer 
interventions (eg, the National Institute for Health and Care Excellence, 2014). 



The NMMG supports strengthening primary maternity services including timely, equitable access 
to community-based primary maternity care. In 2017 /18, we will: 

• encourage the Ministry of Health to promote physiological birth and to better 
understand women's preferences about place of birth, and 

• explore influencers on women's preferences regarding place of birth. location of n . 
primary birthing facilities, staffing levels, and use/occupancy rates, access to primary °"" V 
maternity facilities in rural and remote areas, the integration of primary birthing!"'\ii. "V 
facilities into DHB management and quality frameworks. data gaps (for example, i -~ J 
labour and post-natal transfer rates between type of facility, number of LMCs working in 
remote and rural primary birthing facilities, etc.), and the guidance DHBs re'i!"1~ to 
maintain and manage primary birthing units within the MQSP framework. ~V 

Workforce ~ 
Why? ~ 
There are concerns that inadequacies in maternity staffing may u~~e ability to always 
deliver high-quality maternity services both at a community leveka~m secondary and tertiary 
facilities. External reviews of D HBs identified staffing is jl_ ft~al success factor but most 
reviews made recommendations about reviewing staffinKf~better consider the acuity and 
complexity of birthing women. To address concerns a o ~ttnidwifery staffing, the Ministry of 
Health has established the Midwifery Strategic Advi50fY Group to provide advice to the Ministry 
on a sustainable midwifery workforce. • fN, 

In2017/18, wewill: 1G~U 
• engage with the Midwifery UStr:al{~ Advisory Group to support delivery of its work 

programme (as required) 

• engage with the Minis~1Health on the working groups for the National Maternity 
Record, and remai~~a on workforce-led discussions 

Equity of Access e, \ 
Why? ~o-
The NMMG i c ncerned about equity issues that some consumers may face when trying to 
reach hif -guality, timely maternity services. This includes (but is not limited to) access to 
materi}-1:: u trasounds, first trimester care, maternal mental health services and long-acting 
reversible contraception (LARC). 

~~eventh PMMRC report highlights the need to focus on outcomes for Maori mothers and 
'-. ~ :F.fants, as the inequity between Maori and non-Maori continues. There is a significantly higher, 
r>~ almost double. maternal mortality ratio among Maori mothers than New Zealand European 

/)__V mothers. Maori women are over-represented among maternal suicides and the loss of babies to 
'~ very preterm labour. The PMMRC note that the main contributory factors amongst these deaths 

continue to be barriers to access and/or engagement with care. 

In 2017 /18: we will: 

• monitor improvements in DHBs' efforts to engage with and ensure equity of access to 
services for ALL consumers (particularly Maori, Pasifika. Asian, Middle Eastern. Latin 
American and African women, women with disabilities and young women). 



• 

• 

investigate equity of access to LARC by requesting and reviewing information from 
DHBs about availability and funding of LARC, exploring and promoting examples of 
good practice where DHBs ensure equity of access to LARC for all consumers, including 
groups of women with poorer maternity outcomes and monitoring the Ministry's 
progress towards introducing postnatal contraception is on its future work programme 

m aintain awareness of the Ministry of Health work programme and link into any 0..-.~ 
emerging work on equity of access to maternity services. Cb-U 

CONNECTING SECTOR LEADERSHIP 

Connect with government maternity sector advisory groups to suppo 

cohesive quality improvement advice to the maternity sector 

Why? 

A range of groups provide advice to government agencies on maternity is}uj: . This includes the 
PMMRC and its subcommittees, the Neonatal Encephalopathy (NE) Ta8K4L~ee, and the Maternity 
Strateg~c Advi:ory Gr~up (MSAG). :o improve maternity seeices~ . decision-ma.kers and 
matermty service providers need consistent and coherent reconny-e)li:lations and advice on the 
relative priority of implementation. The NMMG is well-place t o.€onnect between and support 
coordination of groups with responsibilities for provia ing maternity advice and service 
providers like lead maternity carers. DHBs, consumer: ~ an<hprofessional colleges . 

• In 2017-18, the NMMG will provide strategic le~ e:Eship to the maternity sector, to drive and 
create change and improve maternity outl~~e will: 

• work with the Ministry's Mat~n~~Tuld and Youth Health Leadership Group to progress 

• 

• 

• 

the Ministry's consideratio of ny maternity advisory groups' recommendations 
(includ~ng supporting i '> imp ementation of all recommendations made by the 
Matermty Ultrasoun~d~ry Group) 

m eet with DHB chre~-xecutives at least annually to strengthen visibility of maternity 
services with DH executive leadership teams 

monitor ~(~HBs respond to recommendations made by the PMMRC and its 
subcom!l1i~:es, the Neonatal Encephalopathy Taskforce and MSAG within Maternity 
Qual~l\P Safety Programmes (MQSPs) 

r ~ive regular updates on work programmes and recommendations made (if any) from 
~MMRC, the MSAG and the NE Taskforce 

en courage government maternity advisory groups to coordinate information requests 
to DHBs and professional colleges, and 

consider, in collaboration with other groups, if a maternity target is appropriate, and if 
so, what the target( s) could be. 

Investigate culture of DHBs workplaces to ensure maternity staff are working 

in safe and supportive environments 

I Why? 



A common theme from the five external reviews of DHBs' maternity/women's health services 
was that DHBs should be providing a positive and supportive working environment for 
maternity staff that is free from blame, bullying and harassment Positive, just cultures are likely 
to improve retention and recruitment rates for staff. 

In2017/18, wewill: n . 
• request and review information from DHBs to about what processes (not policies) they~ 'b V 

have in a place to manage bullying and harassment, what positive steps they have in ~J 
place to create better working environments, how many complaints have been made in 
the last year and if the DHB does regular staff surveys or exit surveys, and ~ 

~ • share our findings with DHB executive leadership teams as appropriate . 

MONITORING ACTIVITIES 

Review key sector reports 

Why? 

Reviewing key maternity sector publications is one of thee_MMG's responsibilities under its 
terms of reference. This includes reviewing publications lik~e Ministry of Health's Report on 
Maternity and each New Zealand Maternity Clinical I di' at0rs report. both of which provide 
data about mothers and babies' outcomes in our mat~nity;system. Reviewing and commenting 
on these publications supports independent ov;rsigh~f the performance of the New Zealand 
maternity sector and enables the timely id~nti[J£~on of areas for further action. 

The NMMG will continue to monitor key s~~~ublications . In 2017 /18, we will: 

• review the 2016 New Zeala"Qaternity Clinical Indicators and the 2015 Report on 
Maternity to: (lJ_ 
- consider the p ff&~ance of the maternity system overall 

share our fi~'figs with and seek advice from each DHB on any identified 
significa<'-il:ld consistent variations from the national average and the DHBs' 
res po es.t! these (including where D HBs are performing well), and 

a vise the Ministry of Health, DHBs and other government maternity sector 
aCl~sory groups on national and local priorities for action 

• evi w the PMMRC's annual report, provide advice to the Ministry about any notable 
0 n aings or recommendations (NB also see the maternal mental health investigative g priority). 

-~xpect DHBs to also review these reports and consider how presented data applies to the 
~~~~es provided in their areas. We would like DHBs to use their MQSP annual reports to describe «:--<lJ how they respond to any recommendations made in these key sector reports. 

Monitor the implementation of DHBs' Maternity Quality and Safety 

Programmes 

I Why? 



Each DHB produces an annual report describing maternity service delivery and work to 
improve maternity services in its area. Under its terms of r eference, the NMMG reviews these 
r eports to develop its understanding of how DHBs are identifying and responding to challenges 
in maternity and how they are responding to recommendations by key sector advisory groups. 
Occasionally, external reviews of maternity and/or women's health services are completed. 
Together. these two groups of reports provide rich information to support the NMMG's n . 
monitoring role by describing service delivery and potential areas for further improvement. ~ V 

The NMMG will continue to support the Ministry of Health to monitor the implementation Rf"?) 
DHBs' MQSPs. In 2017 / 18, we will: . ' 

• review each DHB's MQSP 2016 and 2017 Annual Report to determine how each DHB: 

• 

articulated its priorities for maternity services and its progress toward lliese 

responded to recommendations made by key maternity sector ad' · sory groups 

published its report online 'i;:::. Q 
implemented changes to align processes and procedu~to the hypertension 
guideline released by the Ministry of Health ~ 
monitored rates of women diagnosed with eclamJl~ Cfuring birth admission and, 
if an increase was identified, investigated pos~ ·01~easons for the rise4, and 

- undertaken continued efforts to ensur~~1~cfive caesareans are not completed 
prior to 39 weeks gestation. ~' 

engage with DHB management and lead'~Hip teams to discuss DHBs' maternity service 
performance by: • (j 

concentra ting our monit--ariQg efforts on "establishing" DHBs to support 
advancement to more con ected and integrated local MQSPs (West Coast and 
Southern DHBs ), includ1 · g-visiting both DHBs. and 

encouraging "e ta lishing" and "excelling" DHBs to further embed existing 
programmes ·nt~ long-term, organisation-wide quality frameworks while 
retaining stffong clinical leadership and management support, and 

suppo ~the Ministry to review the DHB MQSP Crown Funding Agreements and 
im l~ t any changes if required. 

• review aRy external reviews of DHB maternity and women's health services to 
d'ete~ne key themes, sha re findings with DHBs and other key sector stakeholders, and 

o >itor the DHB's implementation plan to address recommendations made in an 
~xternalreview 

g monitor how Counties Manukau, MidCentral/ Whanganui, Waikato and South 
Canterbury D HBs have responded to and implemented the recommendations set in their 
external reviews. 

4 Eclampsia is a serious condition that is largely preventable through the detection and effective 
ma nagement of pre-eclampsia. Rates of eclampsia at birth admission have increased since 2010. It is 
important for DHBs to identify a nd investigate the reasons for eclampsia at birth admission. 



Support ratification of national maternity clinical guidelines 

Why? 

National maternity clinical guidelines ar e a key component of the maternity sector. They set 
standards based on the latest clinical evidence or best practice and enable consistency in n . 
clinical maternity practice nationally. Once these have been developed, it is important that they °"" V 
are implemented in DHBs so that best practice is consistently delivered in our materni:._ r\..-U 
services. f"'l ~J 

~ 

In 2017 / 18, we expect to ensure that national evidence-informed clinical guidance is ap~~Jsed 

and ratified using the AGREE II Instrument and algorithm. We will: V 
• consider draft material fo r ratification as national guidelines (as required) ,~ 
• write to DHBs requesting information about how they have implement~e 'Diagnosis 

• 

and treatment of hypertension and pre-eclampsia in pregnancy in ~,~a/and: A clinical 
practice guideline', and ~ 

champion the development of a guideline on the indu~-h. '°1'-labour (as per the 
PMMRC's 2017 recommendation to develop a national cli:ni~l~ractice interdisciplinary 
on the indications and timing of induction oflabourJ . Q 
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NATIONAL MATERNITY MONITORING GROUP 

22 February 2018 

AGENDA PAPER 1: New Zealand Maternity Clinical Indicators data Oj'()ri, 

1. PURPOSE ~" 
To identify trends in the New Zea land Maternity Clinical Indicator data (2009-2016) by DKB U 
2. STANDARD PRIMIPARAE 

Eight of the indicators relate to standard primiparae. The 2016 New Ze a 

Indicators Report notes the following about the composit ion of-the standa Cl 

• Approximately 15 percent of women giving birth in New Zealani:I af e categorised as standard 
primiparae. The percentage varyies by DHB, ~anging r ~ .6% for both North land and 

Tairawhit i DHBs, to 16.8% for Auckland DHB . 

• 
• 

• Of those w ho give birth at home, 1-2.8% meet the definit ion for standard primiparae; while 
15.4% of women birthing in mat m it faEilities meet the standard primiparae definit ion . 

3. 

e New Zea land Maternit y Clinical Indicators data by DHB for 2009 to 

2016 inclusive. The graRhs an be used to consider trends in DHB performance for each indicator (i.e. 

w hether rates are stabl i creasing, or decreasing). For each indicator w e also include cumulative 

data ('New Zeala d' ) fo each year since the inception of the indicator (some commenced in 2009, 

report . s have implemented a significant range of quality improvement init iatives and a lag 

bet~.J.P the implementation of init iatives and improvements in maternity outcomes is expected in 
tfle · st few years' post-implementation. Substantial change (including culture change and evidence-

~ ased improvements to clinical practice) can take t ime to produce results. 

(2, In 2016 the Expert Working Group REMOVED one indicator from the Maternity Clinica l Indicators: BMI 
over 35 - formerly Cl 17. Thus, care should be taken if comparisons are made w ith versions of this 

document developed in previous years, because the Clinical Indicators will not align by number from 

Cl 17 onwards. 

1 NB: AS AT 26 JANUARY 2018, THE 2016 DATA IN THIS REPORT IS EMBARGOED. TREAT ACCORDINGLY. 



Indicator 1: Registration with an LMC1 
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Indicator 1 
Percentage of women who register with a Lead Maternity Carer in the first trimester of their 

pregnancy among all registered women, by DHB of domicile 

• These data suggest that Waitemata, W J ato, Bay of Plenty, Tairawhiti, MidCentral, Whanganui, Capital and Coast, Hutt Valley, Wairarapa, Canterbury, 
South Canterbury, and Souther HBs are a lso likely to achieve 80% by 2019. Hawke's Bay is on the cusp. 

• Northland, Auckland, Countie -Manukau, and Lakes DHBs appear unlikely to achieve the interim target without making considerable changes to the 
approaches used throught'io t e 2016 reporting period. 

qy 
1 The clustered bar charts in ~i(cfocument use black to highlight t he most recent data. 
2 NB• AS AT <?--"VY'2018, THE 2016 DATA IN THIS REPORT IS EMBARGOED. TREAT ACCORDINGLY. 



Table 1: If DHBs continue with their current approaches, how many years (from 2016) it will it take for each DHB to reach the interim and 

actual BPS targets?2 

DHB Years to Years to achieving 
achieving BPS Target 
interim target (90% by 2021) 
(80% by 2019) 

Northland 6 years 9 years 

Waitemata 2 6 

Auckland 7 14 

Counties-Manukau 11 15 

Waikato 1.5 5 

Lakes 7 10 

Bay of Plenty 2.5 9 

Tairawhiti 3 

Hawke'sBay 3.5 7 

Taranaki 0 4 

Mid Central 3 tO 

Whanganui 2.5 5 

Capital and Coast 2 5 

Hutt Valley 3 5.5 

Wairarapa 1.5 3 

Nelson-Marlborough 0 4 .5 

West Coast 0 4 

Canterbury 12 

2 

Southern 12 

In Table 1, green stiading indicates that it is likely the DHB will achieve the interim and/or actual target by the planned 
date(s). Oran r_fa8ing indicates that the DHB is close to meeting the target. The absence of shading indicates that it 
appears u~l'{that the DHB will meet the planned dates without a change in approach. 

It sh~noted that the data used for this exercise is from the 2016 reporting year: changes in approach introduced 
aft ~16 will not be reflected in Table 1. 

«::0 __ _ 
2 To develop Table 1, fo r each DHB we used Excel to graph the fou r years of data. We then applied a linear trendline 
to the data, and used the in-bult forecast ing capabili ty to estimate the year in which it was likely that the interim target 
(80%) and the actual target (90%) would be achieved. This ASSUMES that the current trajectory remains stable . An 
example can be seen (for all New Zealand) on the fo llowing page. 

3 NB: AS AT 26 JANUARY 2018, THE 2016 DATA IN THIS REPORT IS EMBARGOED. TREAT ACCORDINGLY. 




