[bookmark: _GoBack]Minutes of the Seventy-eighth Meeting of the Ethics Committee on Assisted Reproductive Technology

5 September 2019


Held on 5 September 2019
at Front + Centre, Wellington

	
In Attendance
Iris Reuvecamp		Chairperson		 
Judith Charlton		Member	
Paul Copland 		Member (for the afternoon session)
Michele Stanton		Member
Mike Legge			Member 
Mary Birdsall			Member		
Mania Maniapoto-Ngaia	Member
Angela Ballantyne		Member

Kathleen Logan		ACART member in attendance

Kirsten Forrest		ECART Secretariat
Mark Joyce			ECART Secretariat


		
1. Welcome 
The Chair opened the meeting by welcoming all present including three new members Dr Angela Ballantyne, Mrs Mania Maniapoto Ngaia and Dr Mike Legge, and noting apologies were received from Dr Tepora Emery. 


2. Conflicts of Interest 
Dr Mary Birdsall declares (on an ongoing basis) that she is a shareholder in Fertility Associates and has interests on a professional and a financial basis. 

The Secretariat to circulate a Conflicts of Interest Register for new members to complete and other members to update. 


3. Confirmation of minutes from previous meeting
The minutes from the 4 July 2019 meeting were confirmed.  

4. Application E19/78 for surrogacy involving an assisted reproductive procedure
Michele Stanton opened the discussion for this application. The committee considered this application in relation to the Guidelines on Surrogacy involving an assisted reproductive procedure and the principles of the HART Act 2004.

Issues discussed included:
· This is the intending parents second application to ECART for surrogacy.  The first was approved, treatment was successful, and the couple have a child born of that arrangement. They have remaining embryos and would like a sibling for their child. The birth mother in this application is a new surrogate.    
· There is a genuine medical need for a surrogate as the intending mother has had a hysterectomy. 
· The birth parents have children and consider their family to be complete.  At this stage they have only discussed the intended arrangement with their eldest child but intend to talk to their other children if a pregnancy is established.  
· The birth mother is familiar with fertility treatment processes and has previously been an egg donor.  Her previous pregnancies have been described as relatively straightforward with no postnatal health issues.  Her physician has recommended a pregnancy care plan that includes obstetric care and some additional over-the-counter medicines to reduce the risk to her of developing hypertension and having a baby with a low birth-weight.  
· All parties have had counselling and the sessions have canvassed information sharing, dispute resolution, pregnancy and birth plans, and relinquishment of the baby and covered off the topic of termination of pregnancy.  Both couples understand that the birth mother has the right to make decisions in relation to the pregnancy including decisions about any termination. Both couples have declared that they would make the decision to do so if there is a risk to BM’s health or, if the potential child were found to have a very serious disability that would affect his or her quality of life. 
· The intending parents intend to adopt a child born of this arrangement and have declared in counselling sessions that they would accept any child born including a child born with a disability. 
· The couples have an understanding of what the HART Act allows in relation to pregnancy-related expenses and know that commercial payment is prohibited, and that payment of expenses is limited to certain medical and legal costs set out in the HART Act.   
· ECART expressed some concern in relation to potential risks to the birth mother given her maternal age and her pregnancy and birthing history.  Her pregnancy care will be actively managed however, and the issue has been well addressed in the application reports. 
· At least one of the intending parents needs to be a genetic parent which is the case in this application and surrogacy and must be the best or only opportunity of the intending parents having a child, which is also fulfilled in this application.  
· The birth parents have only had a discussion with their eldest child but not the younger children and ECART noted that it is a significant thing for their mother to be pregnant and carrying a baby for someone else.  There is the risk that this decision could be divisive for the children. While they say they plan to tell the children of intended arrangement if a pregnancy is established, and part of this may be managing the children’s expectations, the Committee noted that the children are of an age where it might expect that they would want to have been engaged at an earlier point in time about the intended arrangement and may have an opinion.  At the same time the decision is still an autonomous reproductive decision by a woman.   

Decision
The Committee agreed to approve this application noting that the birth parents’ eldest child has been told of the intended arrangement while their other children have not.  ECART notes there is evidence that openness and transparency is important for children and recommends that the birth parents might want to consider how they tell their other children about the intended arrangement prior to a pregnancy being established.  

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.  


5. Application E19/79 for Surrogacy involving an assisted reproductive procedure
Jude Charlton opened the discussion for this application. The committee considered this application in relation to the Guidelines on surrogacy involving an assisted reproductive procedure and the principles of the HART Act 2004.

Issues discussed included:
· The intending mother in this application has had a hysterectomy as part of medical treatment.  She and the intending father have had IVF treatment with donated eggs, from a family member and the intending father’s sperm from which embryos were created that are currently in storage. Having a familial link to the potential child from both sides is important to them.
· The birth parents have children and they consider their family is complete.
· The birth mother in this application is a long-standing and close friend of the intending mother, the two women having known each other since kindergarten days.  They describe having supported each other through life events and it appears that the birth mother has freely made her offer to act as a surrogate as she would like to support the intending parents to start their own family.  
· The medical report for the birth parents notes some important considerations for the birth mother in carrying a pregnancy including advice to deliver the baby by elective caesarean-section.  Her BMI may place her at risk of developing gestational diabetes.  To manage risk, a single embryo transfer is planned along with the recommendation of specialist antenatal care. 
· Implications counselling has canvassed the relationship between the couples, pregnancy and birthing plans, views on termination of pregnancy and the birth mother’s legal right to make decisions in this regard, relinquishment of a child to the intending parents, and the concept of ‘openness’ with the potential child and the birth parents’ and egg donor couple’s existing children.  Both couples have declared intentions to be open about the intended arrangement.  
· There has been discussion and declared intentions between the couples about ongoing contact, day to day care, guardianship and adoption of any child born of this arrangement.  The intending parents would wish to have the baby in their care immediately following the birth and intend to adopt a child born of this arrangement.  They have engaged with Oranga Tamariki who have approved an adoption order in principle. 
· Both couples have sought independent legal advice and understand the legal issues associated with a surrogacy arrangement.  
· The egg donor couple also understand that at birth the birth parents will be the legal parents of the baby and the intending parents will arrange to adopt the baby to have legal parenting rights.  The egg donor also understands that she will be identified as a donor in a separate record on the HART Donor Register and that the child will in future be able to access information about her.  
· The Committee noted an error in the medical report for the intending parents at section 2.10. It states that the birth mother has had one previous caesarean-section delivery when she has had two.  The Committee queried what level of information the intending parents’ physician might have had at the time of the consult and assessment.  The intending parents might not know that the birth mother has had two c-section deliveries. It is not clear to the Committee that the risks of this pregnancy are entirely apparent to the intending parents (they understand she has had one c-section delivery and may require another one), and it would want reassurance of this. 
· The medical report for the birth parents notes the advice given to the birth parents at section 3.6. This includes advice about the need to investigate the birth mother’s c-section scar to make sure that it has healed enough to ensure the lowest risk of pregnancy complications.
· The birth mother has had two previous c-section deliveries and now has 1mm myometrium in her uterus. The challenge for the Committee in assessing the risk to the birth mother and potential child of dehiscence of the uterus is that there is a paucity of research data.   In women who have had previous c-section deliveries, most instances of dehiscence happen during labour, and there are also reports of people who have dehiscence spontaneously during pregnancy.  It appears that the birth mother may have been told that there is the risk of dehiscence, but it is unclear whether the intending parents know about the nature of the risk.   
· The report from the medical specialist for the birth mother states that it does not advise against a pregnancy but that she will need careful assessment and care during a pregnancy.  
· The Committee noted its view that there is a difference between taking a risk to carry one’s own pregnancy versus carrying a pregnancy for someone else; there is a higher threshold to meet in the latter.  While the Committee accepts that there is a paucity of data in relation to the risk, it still has concerns given the nature of the birth mother’s scar. The largest study done focussed on the risks of dehiscence in the third trimester of pregnancy. The risk of a dehiscence resulting in death is rare: in the order of 2 in 1000.   The risk of an emergency caesarean for dehiscence are heightened where the woman has had a previous c-section delivery, is in the third trimester of pregnancy, and is at full dilation.   
· Surgery on the birth mother’s scar may reduce the risk to her and the potential child.  The surgery is challenging and requires a high level of skill.  The Committee is unable to recommend surgery but wishes to note its serious concerns about the level of risk that a further pregnancy would involve for the birth mother and the potential child.  

Decision
The committee agreed to defer this application to note its serious concerns about the birth mother’s c-section scar and to request her referral to a high-risk obstetric team for an assessment of the risk to her and the potential child of dehiscence.  ECART suggests that, in the circumstances, it would be helpful for the intending parents to attend and be involved in that consultation.  ECART also requests the specialist provide a report to ECART that explains and clarifies the risk for the committee. 

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.  


6. Application E19/80 for Surrogacy involving an assisted reproductive procedure
Iris Reuvecamp opened the discussion for this application. The committee considered this application in relation to the Guidelines on surrogacy involving an assisted reproductive procedure and the principles of the HART Act 2004.

Issues discussed included: 
· In this application for surrogacy the intending mother is a single woman who has one existing embryo created from fertility treatment with her now ex-partner who appears to be happy for her to use the embryo and to be a single parent in relation to the child, and he appears to be happy to be involved to the extent that she wants him to be in the child’s life.  
· The intended surrogacy is the only option available to her to have a child who is biologically related to her and there is a genuine medical need for a surrogacy arrangement.  The Committee was satisfied with the long-term prognosis for the intending mother and it also noted that testamentary guardianship has been agreed for in the event that she is unable to care for the child. 
· The way in which the intending mother and birth mother met and the length of time they have known each other was considered.  They came into contact via social media and they say they have a good relationship.  
· The birth parents have children from previous relationships and consider their family to be complete. 
· In relation to the birth mother’s health the Committee noted and discussed the strongly worded advice contained in her medical report in relation to her weight.  The literature states that surrogate obesity negatively impacts pregnancy in third party reproduction.  Studies have found that surrogates who have a BMI greater than 35 had a live birth rate of 27 percent in contrast to those with a BMI of less than 35 where the life birth rate was 48 percent.  Essentially, there is a halving of pregnancy live birth rates in women with BMIs greater than 35 in surrogacy pregnancies (in the largest reported study that exists).  
· In addition to the known data on long term health outcomes for children born to severely obese women the Committee noted that the intending mother only has one embryo left and she knows that there is a chance that a successful pregnancy may not occur.  She may wish to consider another surrogate.  

Decision
ECART noted that there is evidence that pregnancy success rates are improved when a woman’s BMI is below 35.  ECART would be happy to approve the application if the birth mother were to have a BMI below 35.   

The committee agreed to defer this application until such time that ECART is advised that the birth mother’s BMI is below 35. 

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s advice.  


7. Application E19/81 for Surrogacy involving an assisted reproductive procedure 

Mike Legge opened the discussion for this application. The committee considered
This application in relation to the Guidelines for Surrogacy involving an assisted reproductive procedure and the principles of the HART Act 2004.

Issues discussed included:
· In this application for surrogacy the intending parents, a same sex couple, are looking to have egg donation and surrogacy; neither have previous paternities.  The parties in this application are friends and have established relationships before entering into this intended surrogacy arrangement. 
· The intending parents’ prior informal surrogacy experience led them to take a more formal approach to surrogacy hence this application before the Committee. 
· Both the birth parents and the egg donor couple have children and they consider their own families to be complete. 
· All parties have had implications counselling and legal advice and they acknowledge the risks associated with the intended arrangement; they have acknowledged that pregnancies do carry risk and where the risks will lie. 
· There has been agreement between the egg donor and the intended parents in relation to testamentary guardianship in the event that the intended parents could not care for a child. 
· Some important considerations for the birth mother and the potential child include the birth mother’s past pregnancy and birthing history.  
· She has been on anti-depressant medication since the birth of her second child.  There is no evidence that the medication causes any foetal abnormalities, however it can cause complications in the third trimester in terms of foetal compromise and perinatal outcomes.  Therefore, there is the issue of whether she could come off the medication during pregnancy through to the birth process and perinatal period. 
· The Committee would need to be reassured that stopping medication wouldn’t have any detrimental effect on her and on any pregnancy outcome.  
· The Committee discussed requesting further information from the birth mother’s GP in relation to how well her condition is managed, and how it will be managed when she is pregnant.  The GP could let the Committee know how well her condition has been managed over recent months or years.  The committee would expect to see that there is a plan in place to monitor her mental health and wellbeing, who is clinically responsible for overseeing the plan, and one that acknowledges a flexible approach to both should management of her mental health need to change at any point.   The Committee noted that any plan would need to look at the clinical picture and note what might be best for the birth mother and the baby in the third trimester.  Specifically, the Committee would like to see a report from a specialist that notes whether there is a plan in place, whether alternative medications have been discussed with her, if she stops or changes her current medication would it be appropriate for the current medication to be recommenced after the pregnancy.
· There is a broader question about the birth mother’s appropriateness as a surrogate generally. While there are risks associated with taking such medications they are usually offset by a woman’s desire to have her own child which is entirely reasonable but the situation differs here in that the surrogate has offered to have a child for another couple and there is no benefit to her.  
· An advantage for the intending parents in this situation is that embryos will be created and during that time any issues for the birth mother can be addressed. Should the intended surrogate not be able to act as a birth mother then the embryos could be used in a separate future application with a new surrogate. 
· There is also a question about the extent to which the intended parents are aware of these issues and how the Committee might go about ensuring that there is a discussion about that.    

Decision
[bookmark: _Hlk20217579]The Committee agreed to defer this application to request a report from the birth mother’s GP and/or specialist that addresses:
· a clinical picture of the birth mother’s mental health in recent times and now 
· intended management of her mental health and wellbeing while pregnant
· intended management of her mental health postnatally – for example what ongoing care is considered such as referral to maternal mental health services if needed. 

The Committee also requests that confirmation that the intending parents are included in a discussion in relation to the above is received to reassure it that the intending parents are fully informed, accept any associated risks and consent to the intended arrangement in this knowledge.  

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.  


8. Application E19/82 for Embryo Donation for reproductive purposes
Paul Copland opened the discussion for this application. The committee considered this application in relation to the Guidelines for Embryo Donation for Reproductive Purposes and the principles of the HART Act 2004.

Issues discussed included:
· The recipient couple were born offshore but have been in New Zealand for some years and plan to remain here.  
· The donor couple have remaining embryos created for their own IVF treatment that they wish to donate.  They have two children who were born from the embryos created and they consider their family is complete. 
· The donor man has a mild form of a condition that has resulted in him being infertile.  The couple had genetic testing some 15 years ago and prior to the creation of the embryos, and the genetic counselling report submitted with this application is based on that testing.  
· The donor male does have a CFTR mutation, but it is not the classical CFTR mutation which would develop into cystic fibrosis. The question arises in relation to his CFTR mutation and the impact of modifier gene(s) on the outcomes of his CFTR mutation. CFTR mutations are uncommon in this country but mutations in different parts of the CFTR gene do occur (about 1 in 30000) giving milder forms of the disease. 
· The Committee queried possible changes in testing for the condition in the years since the donor couple were tested and given that the embryos are intended to be implanted now.  It appears the question of whether they should have updated testing has been posed and the answer given that this is not needed. 
· ECART's concerns related to updating the information given the significant developments in genetic technology and knowledge in relation to CFTR mutations and modifier genes in this disease. 
· Current testing may be able to identify more genes than previously known including the modifier gene. If this is known, a more accurate description of the risk could be given to the recipient couple.   
· It appears that the donor couple’s children do not have the classical condition functionally.
· The Committee acknowledged that the recipient couple appeared willing to use the embryos regardless of the outcome of any updated genetic test.   
· The recipients need embryo donation as the recipient partner is infertile.   They have rejected the use of donor sperm on religious grounds and on cultural grounds. They have indicated that the loss of a genetic link was significant to them, but they have come to terms with this.  
· They have received counselling in relation to the genetic concerns about the embryos.   They accept the embryos because of their views that they constitute persons and they would not discriminate against persons. 
· Although the donor couple’s children have met the recipient couple, they haven’t been told about the intended donation nor that they were themselves created with the help of IVF treatment.  Arguably, the children are more related to the embryos than their parents are, and they seem to be old enough both to have been told about their own origins and the intended arrangement.  The donor couple have declared however that they intend to tell the children they were created with the help of IVF if the donation goes ahead.  
· The ACART ethical framework includes consideration of the rights of children to be heard and for their perspectives to be considered.  In this case the existing children’s potential full siblings are intended for donation and it would be helpful to listen to their perspectives.  Given they are a lot older than the potential children, they won’t necessarily end up having a relationship with the potential children.  
· The guidelines note the requirement to check that each party has received counselling in line with fertility standards including any children of the parties. ECART discussed when ECART would say that a conversation must be had with the children - it doesn’t generally cross that line.  
· ECART discussed whether there is a need for a genetic test to be sought – would it make a substantive difference that would change the risk profile to such an extent that ECART would say that the recipient couple weren’t fully informed or that it made the embryos not suitable for donation.  
· It was noted that it seemed likely that the clinical geneticist would have considered whether it was worth doing the test and it looks like they have decided that this is not required. The Committee contacted the clinic physician who had asked the geneticists to see the couple to answer the question of whether they should seek updated testing.  The physician confirmed that the geneticist did not think it necessary for the couple to get updated testing because the geneticist could estimate the risk of the chance of a baby having the condition as 0.25% and it would not be modified if there was updated testing.  The risk that she has quoted in her letter is the most risk there would be even if they tested positive with the updated test. 
· Concern about the ambiguity around the modifier was noted.  There is a possibility that the CFTR is not the mutant gene and there are other possibilities.
· It is likely that it would not be possible to do PGD testing on the stored embryos even if a carrier gene is identified – it was queried again what is the clinical utility of doing the test.
· The challenge with this couple is that they have sought advice from experts, and this is the advice before ECART.  It was acknowledged that experts can sometimes make mistakes, and ECART also has experts on the Committee who can provide advice.
· The Committee noted that there was no mention of the potential child looking different from the recipients, but the Committee agreed not to pursue this as it assumes that this has been discussed.  The couples have also met each other and the donor couple’s existing children.  They say they are clear that they want to be open with the child about his or her conception story and they have also declared intentions to have some contact with the existing children.  

Decision
The Committee agreed to approve the application with the recommendation that the donor couple consider being retested as possible changes in technology may influence the outcomes from the results. The Committee would feel more comfortable if the donor couple had the tests and, along with the recipient couple, were fully informed of the potential risks of a child being born with the condition before going ahead with the intended donation.  


Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.  



9. E19/83 for Surrogacy involving an assisted reproductive procedure
Mary Birdsall opened the discussion for this application.  The committee considered this application in relation to the Guidelines for Surrogacy involving an assisted reproductive procedure and the principles of the HART Act 2004.

Issues discussed included:
· The intending mother in this application was born with a significant congenital disorder and she has had multiple surgeries. A few years ago when the intending parents were seeking advice about risks of pregnancy, and while deciding which pathway they would take the intending mother became pregnant spontaneously.  Her pregnancy was straightforward, and she had some complications after pregnancy that were managed risks, but all specialists involved in her care recommended that for any future pregnancy surrogacy is the safest option.  The Committee was satisfied that surrogacy is the best option for the intending mother.  A letter from her specialist that is supportive of the intended surrogacy arrangement is included in this application.
· IM and IP will need to have an IVF cycle to create embryos.  The intending mother is on a medication that would mean she needs careful management to make this collection safe.  She has received advice about how this would be done and a report from a specialist is included.  The risk appears to be manageable and the intending parents are happy to take the risk on board. 
· The birth parents have two children and have completed their family and the birth mothers’ stated pregnancy and birthing history for these two pregnancies is uneventful.  No significant health issues are stated.     
· They understand the risks associated with pregnancy and birth.  A single embryo transfer is planned. 
· All parties share long-standing relationships spanning decades and the women and their families socialise regularly.  The birth parents stated that they made the offer for the birth mother to act as a surrogate as they were aware that the intending parents would not ever ask them as they wouldn’t want people to feel obliged. 
· Pregnancy plans are in place in terms of care, who will be present at the birth, breastfeeding advice and in-depth discussion around terminations and all are agreed about decision-making in relation to that.
· Appointment of a testamentary guardian has been discussed in the event that the intending parents are not able to care for the potential child and their existing child.  The intending parents are able to cover the costs of life insurance for the birth mother while she is pregnant. 
· There are great support systems in place for all and while the existing children are too young to be involved in counselling the plan is to inform all children in future at an age-appropriate time. 
· All parties have received appropriate legal advice. The intending parents have started the adoption process through Oranga Tamariki.  


Decision
The Committee agreed to approve this application.  

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.  



10. Application E15/77 response for extension of approval for creation and use of embryos, for reproductive purposes, from donated eggs and donated sperm
The committee considered this request in relation to the Guidelines on the Creation and use of embryos, for reproductive purposes, from donated eggs and donated sperm and the principles of the HART Act 2004.

Issues discussed included:
· ECART asked for an obstetric physician’s review which has been provided. ECART had no concerns in relation to the information provided and agreed to approve this application.  

Decision
The Committee agreed to approve this request.

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.


11. [bookmark: _Hlk20227725]Application E19/03 - response for the Creation of Embryos, for Reproductive Purposes, from Donated Eggs and Donated Sperm
The committee considered this application in relation to the Guidelines on the Creation of Embryos, for Reproductive Purposes, from Donated Eggs and Donated Sperm and the principles of the HART Act 2004.

Issues discussed included:
· Because the recipient woman in this application has a condition that results in her being infertile and she is also single a challenge is presented in terms of the biological link policy as she cannot apply for a surrogacy arrangement under the ACART guidelines as they are currently written.  Therefore, if she would like a child, she is required to carry a pregnancy herself.  This puts the recipient woman at risk as she has a serious health condition that strongly contraindicates pregnancy.  
· The syndrome that the recipient woman has carries a very high risk of aortic dissection and this is aggravated during pregnancy.  Statistics available to the Committee noted the chance of this happening during pregnancy as 1 in 50 comparable to a 1 in 10,000 chance of maternal death during pregnancy.     
· The recipient woman’s medical history includes a bilateral vertebral artery dissection following manipulation.  The Committee was concerned about the risks to her due to this history and the history of people with Turners.  ECART requested a report from a vascular specialist and received a report from a vascular registrar that recommended a connective tissue test.  The Committee asked to see the results of the recommended test.  A standard blood test result from a general practitioner has been provided that has tested for anchor group which is related to autoimmune issues with vasculature, and antinuclear antibodies which again are related; it was noted that the aforementioned test for connective tissue disorders but are not specifically connective tissue disorder tests.  
· It was noted that connective tissue disorder tests are nebulous, and the Committee discussed what it might therefore specifically ask for.  It was noted that researchers in Portland, Oregon appear to have identified at least one gene associated with pathology of the aorta.  They think the risk is higher if there is one copy of this particular gene. The aortic issues don’t happen in all women with the syndrome and it would be helpful to be able to identify women who are at higher risk.   
· The Committee felt very worried about the risk of significantly negative outcomes given her history and vasculature issues.  
· It was noted that even if a specific test was provided, assuming it came back okay, that the Committee isn’t feeling comfortable approving the application.  The Committee noted that the risk to the recipient woman and the potential child of seriously poor outcomes and death is high.  It had asked for the test outcomes as it would decline the application should the woman have a connective tissue disorder.  The Committee wished to clarify the risk.
· The Committee discussed going back to the clinic to say that what it was expecting was what the vascular registrar had suggested.  The Committee is trying to get a handle on the integrity of the recipient woman’s vasculature, and it hoped they would provide a test that might give it further insight. It might be that this is not possible and ECART as a Committee will then need to decide whether a 2% maternal mortality rate is acceptable.  The recipient woman might be higher again given that she has had a vascular accident. 
Decision
[bookmark: _Hlk20227386]The Committee agreed to write back to the clinic to outline what its expectation was in relation to the connective tissue disorder tests it asked to see, and to note that the reason it asked for the results is that it is concerned about the risk involved.  What ECART would expect is reassurance around the vascular risk but what it is really concerned about is the overall risk to the recipient woman and potential child, and it may well be that ECART declines the application on this ground.

ECART notes that the interim ACART guidelines are due to come into force this year and the recipient woman may wish to consider the option of a surrogate, which ECART views as the best option for the recipient woman. 

Actions
Secretariat to draft a letter from the Chair to the clinic informing the medical director of the committee’s decision.


Correspondence

Provider query about when to submit an application:
A query from a fertility provider in relation to a previously approved surrogacy application in which treatment was successful and a child born and adopted by the intending parents.  The birth mother has offered to act as a surrogate once again for the intending parents who have accepted her offer.  The birth mother’s obstetrician has advised of support for the intended arrangement but would confirm support following a medical assessment for the birth mother in April 2020.  

The current approval expires in May 2020 and the provider has asked what ECART would require from them in terms of updates and whether a request for an extension to approval could be submitted before the end of the year.  

ECART noted that while some of the information from the previous application could be reused, it would need to be updated.  ECART would need to see updated information about the change in circumstances, including the health of the baby, what happened during the pregnancy, and the well-being of the surrogate.  It would also expect updated counselling reports and would prefer that the counselling is done in person.  ECART noted that an appointment could be made with an obstetrician a couple of months prior to April 2020, but that it would need to see this advice before making a decision about the application.  

Meeting close
Confirmation of 7 November 2019 meeting date in Wellington.
Confirmation of ECART member in attendance at next ACART meeting. 
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