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PURPOSE OF HEALTH REPORT 

To provide you with advice from the Perinatal and Maternal Mortality Review 
Committee on recommendation one made by the Wellington coroner from his 
findings of the inquests into the deaths of Saskia Marama Swagerman-Fugle and 
Cameron Elliot. 

EXECUTIVE SUMMARY 

The Wellington coroner recommended to you that “the New Zealand Maternity 
Services Scheme be the subject of early independent review and that a National 
audit be carried out to establish perinatal morbidity and mortality outcomes for 
women and babies under the Scheme, in both public maternity services and 
independent midwifery practice terms”.  

The Perinatal and Maternal Mortality Review Committee considered this 
recommendation and concluded that an independent review of the New Zealand 
Maternity Services Scheme should not be undertaken until the review of the 
education programmes for pre-registered midwives and the section 88 notices are 
completed, and a National audit is undertaken.  

The Perinatal and Maternal Mortality Review Committee also concluded that 
performing a National audit at this time would be extremely difficult, as there are 
significant gaps in the completeness of clinical data currently available.  A 
comprehensive National audit would require data to be collected on all births as well 
as perinatal deaths.  
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REPORT 

BACKGROUND INFORMATION 

1. The Wellington coroner, Mr G.L. Evans, released his findings of the inquests 
into the deaths of Saskia Marama Swagerman-Fugle and Cameron Elliot on 7 
November 2005. 

2. Mr Evans made three recommendations to you as a result of these inquests: 

i. That the New Zealand Maternity Services Scheme be the subject of early 
independent review and that a National audit be carried out to establish 
perinatal morbidity and mortality outcomes for women and babies under the 
Scheme, in both public maternity services and independent midwifery 
practice terms. 

ii. That effective steps be taken to re-integrate general medical and GP 
obstetrical services with midwifery services under the Scheme, so that all 
women may have the benefit of joint general medical/ midwifery, GP 
obstetrical/ midwifery and specialist obstetrical/midwifery care.  

iii. That the present scheme of midwifery education and training be the subject 
of review in light of the fact that midwives are becoming, increasingly, the 
sole providers of maternity services to women, and are looking after more 
and more high risk patients, with increasing exposure to medical and 
obstetrical complications and emergencies for which they may be 
unprepared and unable immediately to obtain specialist obstetrical 
assistance.    

 
3. You have sought further advice from the Perinatal and Maternal Mortality 

Review Committee regarding recommendation one. 

Perinatal and Maternal Mortality Review Committee  

4. The Perinatal and Maternal Mortality Review Committee (PMMRC) was 
established in June 2005 by the previous Minister of Health to: 

• to review and report to the Minister (or other specified committees) on 
perinatal and maternal deaths, with a view to reducing the numbers of 
perinatal and maternal deaths, and to continuous quality improvement 
through the promotion of quality assurance programmes 

 
• to advise on any other matters related to perinatal and maternal mortality 

that the Minister specifies in any further notice to the committee 
 

• to develop strategic plans and methodologies that are designed to reduce 
morbidity and mortality and that are relevant to the Committee’s functions. 

 

5. The Perinatal and Maternal Mortality Review Committee (PMMRC) discussed 
the coroner’s findings at their meeting on 11 November 2005.   

 2



 

COMMENT 

6. Recommendation one concerns two proposed actions:   

i. an early independent review of the New Zealand Maternity Services 
Scheme be undertaken 

ii. a National audit be carried out to establish perinatal morbidity and mortality 
outcomes for women and babies under the Scheme.  

7. Comment and advice on each action is outlined below. 

Independent review of the New Zealand Maternity Services Scheme 

Section 88  

8. The New Zealand Maternity Services Scheme was last reviewed in 2001.  The 
main outcome of this review was to move all providers onto a single Notice (a 
section 88 Notice).   

9. Section 88 of the New Zealand Public Health and Disability Act 2000 (NZPHDA) 
covers arrangements relating to payments for health and disability services, and 
sets out service specifications and quality requirements for those claiming under 
the Notice.  The date of the current section 88 Maternity Service Notice is July 
2002. 

10. The PMMRC are aware that the Ministry of Health are currently reviewing 
aspects of the Section 88 Notices.  This review is focussing on the quality 
requirements, the business rules and the service specifications. 

Regulatory bodies for midwifery 

11. The Midwifery Council and College of Midwives have significant roles in 
ensuring the quality of maternity services.  The Midwifery Council are 
responsible for the registration and provision of competency based practicing 
certificates for midwives. The College of Midwives are responsible for the 
provision of a peer review and credentialing process. 

12. The Chair of the PMMRC has consulted with the College of Midwives on their 
practice policy relating to the two areas of concern in the coroners findings; 
home birthing for breech presentation and use of vaginal examination during 
labour.  The College of Midwives have confirmed they do not recommend home 
birthing for breech presentation and that they recommend vaginal examination 
during labour, providing there is consent from the woman. 

13. The College of Midwives collects data for a central database from 
approximately 70% of their members. Within this database there were 1400 
homebirths from 01/01/04 until 31/10/05 and only three babies were delivered in 
the breech position. All three infants were in good condition at birth. However, it 
is not possible to know if there have been any problems for the other home 
births conducted by independent midwives that are not submitted to this 
database. We understand that this data is being collected by some midwives 
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but there is no current requirement for it to collected or reported and therefore 
we do not have immediate access to this data. 

14. The Midwifery Council are currently reviewing the criteria for pre-registration 
midwifery education programmes in New Zealand, with a view to developing 
new policy and standards.  The Midwifery Council released a discussion 
document regarding the review in October 2005.  

15. The discussion document identified what the Council considered were the main 
issues facing New Zealand midwifery in relation to the education of midwives, 
and posed a series of questions relating to these areas.  Responses were due 
by 18 November 2005.  The main issues identified were: 

• The range of subjects and clinical placements 
• The expectations of achievement and assessment for clinical 

skills 
• The length of education programmes. 

 
16. The Midwifery Council have advised they met with you in early December and 

updated you on the progress of this review. They are currently analysing the 
responses from the discussion document and expect to report on the results in 
April 2006. 

17. The PMMRC do not recommend a National review of the New Zealand 
Maternity Services Scheme until: 

i. the initiatives currently underway in reviewing the education programmes for 
pre-registered midwives and the review of the section 88 notices are 
completed. 

ii. a National audit is undertaken. 

National Audit to establish perinatal mortality and morbidity outcomes for 
mothers and babies 

18. Implicit to completing a review of the maternity services scheme would be 
investigating the processes and outcomes of care of all mothers and babies.   

19. A national audit would require collection and review of: basic demographic data, 
clinical data and process data from service delivery. There are currently 
significant gaps in the completeness of clinical data collected on the births and 
deaths of mothers and babies in New Zealand.   

20. Undertaking a thorough national audit at this stage would therefore be labour 
intensive and require significant resources.  An audit at this time would require 
extracting retrospectively clinical information directly from individuals clinical 
case notes, which is impractical. As there are likely to be large omissions in the 
data, the conclusions drawn could be misleading.   
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21. The PMMRC recommend that resources would be better used to develop an 
improved prospective national collection of data on all perinatal and maternal 
deaths and all births that will allow audit and review in the future.   

Existing sources of data  

22. New Zealand does not at present have a centralised perinatal database for all 
babies born in New Zealand.  There are a number of collections, but they vary 
in completeness and quality: 

a) Maternity and Newborn Information System (MNIS) 

The New Zealand Health Information Service (NZHIS) maintain the Maternity 
and Newborn collection, which contains data relating to maternity services 
provided under either section 51 of the Health and Disability Act 1993 
(repealed) or section 88 of the New Zealand Public Health and Disability Act 
2000, inpatient health data from the National Minimum Dataset, and census 
and geographical information from Statistics New Zealand. 

Maternity services are covered by a section 88 notice.  The section 88 notice 
forms provide administrative data and hospital discharge information, however 
if the section 88 form was completed before the baby died or if the birth was at 
home then the data collected is incomplete.  

Quality of data 

Data in the Maternity and Newborn Information System’s primary purpose for 
collection is to provide information for making payments for service. The 
quality of the clinical information is therefore variable and not directed at 
clinical outcomes.  

Information collected on stillbirths is incomplete, as most stillbirths are not 
assigned a National Health Index (NHI) number at birth.   

b) Mortality Collection 

NZHIS also maintains the New Zealand Mortality Collection, which collects 
information on deaths registered in New Zealand from 1988 onwards.  The 
information is collected from Birth, Deaths and Marriages (death registration 
and some stillbirth information), Medical Certificates of Causes of Death and 
Coroners reports. 

There is a delay in the publication of data from NZHIS on perinatal and 
maternal mortality,  For example, the most recent publication of perinatal and 
infant data from NZHIS, Fetal and Infant Deaths 2001, was released in 2005 
and reports on 2001 data. 

c) Other databases 

The College of Midwives collect information voluntarily from 70% of their 
membership.  Various midwife collectives also collect information, such as 
Nga Maia, Mother and Midwives Associated (MAMA) and SAMCAL. 
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All DHB perinatal units in New Zealand have some form of perinatal database, 
with some DHBs using the same software package. The data from each DHB 
is not linked or sent centrally.  Of 16 DHBs who responded to a recent survey 
about perinatal mortality review in their organisation, 10 DHBs maintain 
records of mortality reviews. 

23. To establish a complete picture of maternity and newborn services in New 
Zealand, a national collection of a core set of clinically focussed data on all 
births is recommended.  As many DHBs and Lead Maternity Carers are already 
collecting this information, this is feasible providing reporting is mandatory and 
streamlined. 

Progress towards a national database for perinatal deaths 

24. The PMMRC consider their work would be greatly enhanced by having 
appropriate data from a core collection of information from all births. Their first 
priority however is to establishing a process for national review of perinatal and 
maternal deaths.  

25. There are approximately 600 perinatal deaths and 5 maternal deaths a year in 
New Zealand.  The focus of PMMRC’s activity has in the first instance been on 
perinatal deaths but is hoped to focus on maternal deaths in 2006.  

26. The PMMRC consider the development of a single, consistent and complete 
dataset on perinatal deaths is fundamental to successfully undertaking their 
function and have been working to achieve this.  

27. The PMMRC have drafted two rapid report forms for completion by the Lead 
Maternity Carer (LMC) at the time of a perinatal death.  One form collects in 
depth information on the mother and circumstances throughout the pregnancy, 
while the other collects information on the baby who died.   

28. The PMMRC will be piloting these forms in early 2006, in preparation for the 
commencement of national data collection on 1 July 2006. Accompanying the 
forms will be a guidance document, to ensure information is collected 
consistently using the same data definitions.  

29. This collection, once established, will provide New Zealand with a 
comprehensive source of clinical information on perinatal deaths and will allow 
the PMMRC to review and report to you on these deaths with confidence in the 
evidence base for our conclusions.  

30. With data collection commencing in July 2006, the first report to you on the data 
collected would be expected in 2008.  Resourcing constraints may prevent the 
review being wholly complete at this time.      
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