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Subsequent Care  

Evidence to Decision Documents (EtDs) 
Features of the Evidence to Decision Document Format 

• We have italicised the repeated sections across all EtDs: the first paragraph of the background section, as well as the Value and Equity 
sections.  

• Where additional material is included within one of the italicised sections with repeated content, it is underlined to indicate this portion is 
new. 

• Each EtD includes a Values section and an Equity section, which contain summaries of information from the respective core documents (see 
Appendices E, F and section 1.2). 

• For 'Desirable' and 'Undesirable' effects, we first interpret where the point estimate lies in relation to the threshold. We then decide how 
certain we are in that effect, considering where the confidence interval lies in relation to the threshold. This is captured in our overall rating 
in the ‘Certainty of Evidence’ section. We are careful not to 'double count' the confidence interval by somehow integrating it in our 
description of the point estimate. 

• For the ‘Balance of Effect’ section, we take into account both certainty and the point estimate. 
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Question 28. 
Should risk factors for adverse long-term outcomes vs. no risk factors for adverse long-term outcomes be used for guiding the management of babies at risk of 
neonatal hypoglycaemia? 

POPULATION: Babies at risk of neonatal hypoglycaemia 

INTERVENTION: risk factors for adverse long-term outcomes 

COMPARISON: no risk factors for adverse long-term outcomes  

MAIN OUTCOMES: - Consideration will be given to the evidence (or lack thereof) for both Māori and non-Māori babies and their whānau.  
Critical for making a decision: 
1. Hypoglycaemia (minimum effect size >=20 per 1000 babies) 
2. Neurodevelopmental impairment (minimum effect size >=10 per 1000 babies) 
3. Admission to special care nursery or neonatal intensive care nursery (minimum effect size >=20 per 1000 babies) 
4. Adverse effects (for neonatal mortality minimum effect size >=1 per 1000 babies) 
5. Fully breastfeeding at hospital discharge (minimum effect size >=20 per 1000 babies) 
Important but not critical: 
1. Separation from the mother for treatment of hypoglycaemia before discharge home (minimum effect size >=20 per 1000 babies) 
2. Hypoglycaemic injury on brain imaging (minimum effect size >=10 per 1000 babies) 
3. Breastmilk feeding exclusively from birth to hospital discharge (minimum effect size >=20 per 1000 babies) 
4. Duration of initial hospital stay (minimum effect size >=0.5 days per baby) 
5. Cost (for whānau >=10 NZD per baby, for health system >=100 NZD per baby) 
Less important for decision making: 
1. Time to blood glucose normalisation after intervention  
2. Receipt of treatment for hypoglycaemia during initial hospital stay 
3. Number of episodes of hypoglycaemia  
4. Severity of hypoglycaemia  
5. Duration of treatment 

SETTING: Any birth settings  

PERSPECTIVE: Clinical recommendation 

BACKGROUND: Low blood glucose concentrations (hypoglycaemia) are common in newborn infants over the first few days after birth, particularly in those with 
recognised risk factors (infants of mothers with diabetes, or born preterm, low or high birthweight). Severe or prolonged hypoglycaemia can lead 
to brain injury, so early detection and treatment is recommended to reduce the risk of later developmental problems.  
It would be useful to know which risk factors are associated with long-term adverse events in babies who develop hypoglycaemia.  
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CONFLICT OF 
INTERESTS: 

DH, JA, JH, JR and LL are authors of cited papers.  

ASSESSMENT 

Desirable Effects 
How substantial are the desirable anticipated effects? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Trivial 
○ Small 
○ Moderate 
○ Large 
○ Varies 
○ Don't know  

No evidence for any critical or important outcomes. 
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  
  

Retrospective observational studies have found 
no associations between neonatal hypoglycaemia 
and a range of risk factors used for screening for 
neonatal hypoglycaemia (e.g., infant of diabetic 
mother (IDM), preterm, small (SGA) or large for 
gestational age (LGA)) (1). However, a negative 
association between insulin treatment for 
maternal gestational diabetes and neonatal 
hypoglycaemia has been identified (2). 
 
 
In a subgroup analysis of the hPOD trial cohort, 
there was no difference in long-term outcomes 
between IDM and babies with other risk factors. 
However, the higher rate of neurodevelopmental 
impairment found in the overall cohort of 
children with hypoglycaemia, was seen in IDM but 
not in children with other risk factors (3). 
Whether LGA babies whose mothers did not have 
diabetes are at increased risk for neonatal 
hypoglycaemia is contentious, with only half of 
international/state guidelines considering them at 
increased risk sufficient to recommend testing 
(4). In litigation for adverse events due to 
hypoglycaemia, all the babies were either IDM or 
SGA, and none were LGA babies (5). There is no 
evidence that otherwise healthy LGA babies are 
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at increased risk of neurodevelopmental 
impairment due to neonatal hypoglycaemia (6). 

Undesirable Effects 
How substantial are the undesirable anticipated effects? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Trivial 
○ Small 
○ Moderate 
○ Large 
○ Varies 
○ Don't know 

No direct research evidence.  
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

Certainty of evidence 
What is the overall certainty of the evidence of effects? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Very low 
○ Low 
○ Moderate 
○ High 
○ No included studies 

No direct research evidence.  
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

Values 
Is there important uncertainty about or variability in how much people value the main outcomes? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Important uncertainty or 
variability 
○ Possibly important uncertainty or 
variability 
○ Probably no important 
uncertainty or variability 

Excerpts from Values summary document  
Uncertain value, possible variability 

• Hypoglycaemia [critical]  

• Adverse effect [critical] 
High value, no important variability 

• Neurodevelopmental impairment [critical] 
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○ No important uncertainty or 
variability  

• Fully breastfeeding at hospital discharge [critical] 

• Breastfeeding exclusively from birth to hospital discharge [important] 
High value, probably no important variability  

• Admission to special care nursery or neonatal intensive care nursery 
[critical] 

• Separation from the mother for treatment of hypoglycaemia before 
discharge home [important] 

• Duration of initial hospital stay [important] 
Uncertain value and variability  

• Hypoglycaemic injury on brain imaging [important] 

• Cost [important]  

Balance of effects 
Does the balance between desirable and undesirable effects favor the intervention or the comparison? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Favors the comparison 
○ Probably favors the comparison 
○ Does not favor either the 
intervention or the comparison 
○ Probably favors the intervention 
○ Favors the intervention 
○ Varies 
○ Don't know 

Not applicable as no direct research evidence. 
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

Resources required 
How large are the resource requirements (costs)?" 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 
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○ Large costs 
○ Moderate costs 
○ Negligible costs and savings 
○ Moderate savings 
○ Large savings 
○ Varies 
○ Don't know 

Not applicable 
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

Certainty of evidence of required resources 
What is the certainty of the evidence of resource requirements (costs)? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Very low 
○ Low 
○ Moderate 
○ High 
○ No included studies 

Not applicable  
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

Cost effectiveness 
Does the cost-effectiveness of the intervention favor the intervention or the comparison? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Favors the comparison 
○ Probably favors the comparison 
○ Does not favor either the 
intervention or the comparison 
○ Probably favors the intervention 
○ Favors the intervention 
○ Varies 
○ No included studies 

Not applicable  
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

Equity 
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What would be the impact on health equity? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ Reduced 
○ Probably reduced 
○ Probably no impact 
○ Probably increased 
○ Increased 
○ Varies 
○ Don't know  

Are there groups or settings that might be disadvantaged in relation to the 
problem or intervention of interest?  
There is little published literature and therefore it is unclear if there are any 
groups or settings that might be disadvantaged in relation to the problem or 
intervention of interest. 
Are there plausible reasons for anticipating differences in the relative 
effectiveness of the intervention for disadvantaged groups or settings? 
There is little published literature. It is unlikely that the effectiveness of 
interventions would differ for disadvantaged groups or settings. However, 
within Aotearoa New Zealand, social determinants of health (e.g., colonisation, 
racism, income, education, employment and housing) are likely to have an 
impact on the implementation, and therefore the effectiveness, of interventions. 
Are there different baseline conditions across groups or settings that affect 
the absolute effectiveness of the intervention for the importance of the 
problem for disadvantaged groups or settings? 
Māori babies (190/530, 35.8%) are more likely to be at risk of hypoglycaemia 
than New Zealand Europeans (660/2529, 26.1%) (8). However, in the Sugar 
Babies study of 514 babies at risk of neonatal hypoglycaemia in Aotearoa New 
Zealand, the proportion of babies who developed hypoglycaemia was similar in 
Māori babies (79/150, 53%) to that in the whole cohort (260/514, 51%) (9). 
Pacific babies (282/693, 40.7%) are more likely to be at risk of hypoglycaemia 
than New Zealand Europeans (660/2529, 26.1%) (8). 
In the Sugar Babies study of 514 babies at risk of neonatal hypoglycaemia in 
Aotearoa New Zealand, the number of Pacific babies was very small, but the 
proportion who developed hypoglycaemia was similar to that in the whole 
cohort (6/16, 38% vs 260/514, 51%) (9). 
Asian babies (660/2068, 31.9%) are more likely to be at risk of hypoglycaemia 
than New Zealand Europeans (660/2529, 26.1%) (8). 
Are there important considerations that people implementing the intervention 
should consider in order to ensure that inequities are reduced, if possible, and 
that they are not increased?  
Consideration for Māori  
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In the Whānau Experience study (10), participants expressed appreciation for 
the inclusion of karakia and tikanga before certain interventions. 
Māori are more likely to experience interpersonal, institutional, and structural 
racism, which requires intentional action on addressing racism within these 
three levels of racism (11, 12, 13). 
Additionally, a systematic literature review by Graham et al. (14) provides a 
summary of 20 years of data from Whānau Māori experiences in the public 
health and/or hospital system. A key barrier included perception of racism or 
discrimination amongst whānau Māori. For instance, perceiving healthcare 
professionals to be uninterested in their health and wellbeing. Whānau Māori 
had good experiences when engaging with Māori healthcare providers when 
they provided whanaungatanga and were “just so welcoming” (14). 
Consideration for Pacific 
Some Pacific women interviewed in the Whānau Experience study reported 
difficulties with accessing the hospital due to cost, transportation and limited 
availability with work (10). 
Other considerations 
The Ministry of Health identify four priority groups for maternity care. These are 
Māori, Pacific, younger women (<25 years) and women with disabilities (7). 
Most pregnancy, hospital and well child care is free for Aotearoa New Zealand 
citizens and other eligible women, but accessing these services may incur costs 
that are challenging for families with limited resources. In addition, there may 
be a charge if families use some private or specialist services. In the 2014 
Maternity Consumer Survey (7), 71% of women reported that they had paid for 
at least one pregnancy-related service. Māori, Pacific and younger women were 
less likely to have paid for services.  

Acceptability 
Is the intervention acceptable to key stakeholders? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ No 
○ Probably no 
○ Probably yes 
○ Yes 
○ Varies 

Not applicable 
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  
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○ Don't know  

Feasibility 
Is the intervention feasible to implement? 

JUDGEMENT RESEARCH EVIDENCE ADDITIONAL CONSIDERATIONS 

○ No 
○ Probably no 
○ Probably yes 
○ Yes 
○ Varies 
○ Don't know  

Not applicable  
 
Considerations for Māori 
No additional data available 
Considerations for Pacific 
No additional data available  

  

SUMMARY OF JUDGEMENTS 
 JUDGEMENT 

DESIRABLE EFFECTS Trivial Small Moderate Large  Varies Don't know 

UNDESIRABLE EFFECTS Trivial Small Moderate Large  Varies Don't know 

CERTAINTY OF EVIDENCE Very low Low Moderate High   No included studies 

VALUES 
Important uncertainty 
or variability 

Possibly important 
uncertainty or 
variability 

Probably no important 
uncertainty or 
variability 

No important 
uncertainty or 
variability 

   

BALANCE OF EFFECTS Favors the comparison 
Probably favors the 
comparison 

Does not favor either 
the intervention or the 
comparison 

Probably favors the 
intervention 

Favors the intervention Varies Don't know 

RESOURCES REQUIRED Large costs Moderate costs 
Negligible costs and 
savings 

Moderate savings Large savings Varies Don't know 

CERTAINTY OF EVIDENCE OF 
REQUIRED RESOURCES 

Very low Low Moderate High   No included studies 

COST EFFECTIVENESS Favors the comparison 
Probably favors the 
comparison 

Does not favor either 
the intervention or the 
comparison 

Probably favors the 
intervention 

Favors the intervention Varies No included studies 

EQUITY Reduced Probably reduced Probably no impact Probably increased Increased Varies Don't know 

ACCEPTABILITY No Probably no Probably yes Yes  Varies Don't know 
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 JUDGEMENT 

FEASIBILITY No Probably no Probably yes Yes  Varies Don't know 

TYPE OF RECOMMENDATION 

Strong recommendation against the 
intervention 

Conditional recommendation against the 
intervention 

Conditional recommendation for either 
the intervention or the comparison 

Conditional recommendation for the 
intervention 

Strong recommendation for the 
intervention 

○  ○  ○  ○  ○  
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