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Disclaimer
While every effort is made to ensure the accuracy of the information
contained in this report, MidCentral District Health Board cannot guarantee
this based on the variation and completeness of data supplied.
The Ministry of Health (MoH) Maternity Clinical Indicators are compiled using
a range of sources such as the Lead Maternity Carer (LMC) claim forms,
Department of Internal Affairs, Statistics New Zealand, and the National
Minimum Data Set for hospital inpatient admissions. MoH information will
also include homebirths and private birthing facilities. Data may be ‘cut’ based
on birth location, DHB of domicile of the mother, or DHB of domicile of the
baby, which may differ to the mother depending on what was recorded at the
time of birth. Depending on the measure reported MoH data may also include
all stillbirths/terminations greater than 20 weeks or may only include standard
primiparae. If a segment of data is missing from the Maternity Dataset (MAT),
then the record may be excluded from the data set, denominator or
numerator completely - this is particularly applicable to those women who
may have birthed under the care of the hospital team and therefore did not
have LMC registration data.

MDHB information includes data for those women birthing, and babies born
in MDHB facilities only. The organisation continues to strive for data accuracy
and integrity at each step along the way - from LMC forms, Maternity Clinical
Information System (MCIS), Neonatal Clinical Information System (NCIS),
clinical coding, system configuration, transfer into the Data Warehouse,
maintenance and reporting.
Data should be used with caution, and in consultation with the MDHB
Decision Support team as caveats are applied to each and every figure and
table that may or not be transferrable to the context in which a user may wish
to apply the data. We ask that you gain quality assurance that data is
contextualised accurately when using this information to inform service
improvement or funding decisions.

Where Neonatal Unit (NNU) information is reported this may not be all babies
who have spent time in the unit but only those admitted in or depending on
the measure may only be birth events here, transferred to and discharged
from the unit. The caveats applied to the measure can change the data quite
considerably.
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Foreword
Nau mai e te taonga.

Welcome oh treasure.

I haramai rā koe i te kunenga mai o te tangata. E mau tō ringa ki te kete
tuauri. Ki te kete tuatea. Ki te kete aronui. Hei whakatupu tangaengae mōu.
E te taonga e!

You who have come from the origin of humankind.
Grasp the sacred baskets of knowledge. To help strengthen your growth
Oh treasure! (Traditional greetings to a newborn child)

Koutou mā kua timu i te tai, koutou mā kua rere atu i te Pū-nui-o-te-tonga,
koutou mā kua haere ki tua o Paerau. Moe mai, okioki mai.

Acknowledgement to those who have gone with the outgoing tide to
gathering place of the departed, beyond the veil, rest in your eternal sleep.

Rātou ki a rātou, tātou ngā mataora o rātou ki a tātou Tēnā koutou, tēnā
koutou, tēnā koutou katoa

Left are those who have passed, we are those of the living greetings to you all.

Nei rā te kupu whakataki e mihi ana ki ngā iwi manawhenua o tēnei rohe toitū
te mana, toitū te whenua, tēnā koutou katoa.

Acknowledgement to the tribal authorities of the region the prestige endures,
the land endures greetings to you all.

E ngā mana, e ngā reo, e ngā karangatanga maha huri noa i te Pae Hauora o
Ruahine, o Tararua e rere nei ngā tai o mihi ki a koutou katoa.

To the all of the authorities, voices, and affiliations to you all the flowing tide
of greetings.

Nā runga anō i te ngākau māhaki mātou e tuku atu tēnei pūrongo-ā-tau. Ko
tāna he kohinga kōrero e mātaihia ana ngā mahi o ngā ratonga whakawhānau
pēpi mō tō tātou rohe tau atu rā ki ngā hua e hāngai ana ki te whāngai ū, ā, ka
mutu ko ngā kaupapa huhua hei whakapiki i te kounga kua whakaputaina i te
tau kua pahure nei.

This report summarises the entire MDHB maternity service, both in hospital
and in the community including labour, delivery and neonatal outcomes,
breastfeeding outcomes and various quality initiatives that have occurred.

Kia tau te manaakitanga ā te mea ngaro ki runga ki tēnā ki tēnā o tātou

Let the strength and life force of our ancestors

Mauri ora ki a tātou

Be with each and every one of us
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Section One: Te Uru Pā Harakeke Maternity
1.1 Purpose and Executive Summary
Welcome to the 2020 Annual Maternity Report for the MidCentral District
Health Board (MDHB).
This report details local service delivery, clinical trends, and outcomes.
Achievements and progress of both the service and staff during 2020 are
recognised and celebrated. The maternity service makes a strong
contribution to MDHB’s purpose: “Better health outcomes, better health care
for all”.
The MDHB maternity multidisciplinary workforce is comprised of consumers,
medical, midwifery, nursing, health care assistants, social workers, and clerical
staff. Throughout 2020 the team has worked cohesively to develop,
implement, and evaluate quality work, with the common goal to provide
wāhine-centred care that delivers better outcomes for māmā, pēpi and
whānau.

•

Continued focus on tracking, reviewing, and
improving intrapartum outcomes.

Despite the challenges of 2020, MDHB Maternity Services has continued to
prioritise quality care in all that undertakes. Midwifery workforce and clinical
safety will remain the core focus for 2021. However, the rollout of the
Maternity Clinical Information System (MCIS) Global will also be a key priority
for the service. Planned progression through the Maternity Quality Safety
Programme initiatives in 2021 will be outlined in the 2021-2023 Maternity
Quality Safety Programme plan that will be finalised in early 2021.
Ngā Mihi

Te Uru Pā Harakeke Governance Group

Some key points and achievements in 2020:
•
•
•
•
•
•
•
•
•

The transfer of Te Papaioea Birthing Centre to MDHB management.
COVID-19 preparation, post lockdown reflections, learnings, and ongoing
preparedness.
Meaningful consumer engagement with the service.
Advanced professional development opportunities for all levels of
midwifery and nursing leadership within the service.
Increased focus on midwifery workforce recruitment and retention
strategies, building on the work outlined in the 2018/2019 annual report.
Ongoing increased focus on equity within the maternity service
incorporating training, clinical practice, and environmental focuses.
Maintaining Baby Friendly Hospital Initiative status.
Improving recognition, treatment, and escalation of the deteriorating
maternity patient.
Focused attention on the incidence of obstetric anal sphincter injuries
including improved reporting and staff education.
MidCentral District Health Board – Annual Maternity Report
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1.2 MidCentral District Health Board: Visions, Aims, Values

1.3 Our Strategy

MDHB’s Vision is

Our strategy was refreshed in 2020 and resulted in strengthening our
commitment to Te Tiriti o Waitangi, improving Māori health outcomes
reducing inequities and our locality programme. It has four strategic
imperatives serving as our focus over the next five years to achieve
improvements in the health and wellbeing of people across our communities.

Quality Living- Healthy Lives- Well Communities
We are committed to our purpose of

Better health outcomes, better health care for all
He whakapai ake i te hauora hei orange mō te katoa
Key enablers to our success in achieving our goals as a DHB are our people,
partners, information, stewardship, and innovation. These in turn are
underpinned by our core values:
Kia whai aroha – Compassionate
Being responsive to the needs of the people, whānau and community.
Kia mātātoa - Courageous
Participating with confidence and enjoyment. Speaking up when things are
not right, being assertive, adventurous in search of feedback, open to the
feedback, and willing to try out new things and take measured risks.

We see this as a shared responsibility; our staff, service users and
communities, health and social service partners and providers, need to
commit to these priorities if we are to make a difference to the health and
wellbeing of individuals, whānau and communities. Individually and together
we will:
•
•
•
•

Achieve equity of outcomes across communities
Partner with people whānau and communities to support health and
wellbeing
Connect and transform primary, community, and specialist care
Commit to quality and excellence in everything we do

Kia whai ngākau – Respectful
Doing something to show admiration for another person, showing politeness
or honour to someone or something and to not causing offence. Actively
listening when someone is speaking and showing value for other peoples’
perspectives.
Kia noho haepapa – Accountable
Acknowledging and assuming responsibility for our actions and not blaming
others when things go wrong. Striving for excellence and delivering high
quality care that focuses on the needs of the consumer and whānau.
Understanding the context within which we operate as a publicly funded
organisation and utilising our resources wisely.

MidCentral District Health Board – Annual Maternity Report
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1.4 Our population

1.5 Te Tiriti o Waitangi

MidCentral district’s age profile tends to be similar to the national average,
but with a slightly higher proportion of older people.

Te Tiriti o Waitangi and its articles and principles, as articulated by the Courts
and the Waitangi Tribunal, legislate our commitment to our Iwi partners:

Our district has a high proportion of Māori in comparison to the national
average (21 percent compared to 16.5 percent nationally). It is also a refugee
resettlement area with the number of refugees, particularly in Palmerston
North City, steadily growing.

•
•
•
•
•
•

Our district has a higher proportion of people in the more deprived sections of
the populations. More than 46,000 people or 27 percent of or population are
living in high deprivation (decile 9 or 10).
These statistics are important because people who are experiencing socioeconomic disadvantage, Māori and older people are known to have poorer
health status than other New Zealanders.

MidCentral District Health Board – Annual Maternity Report

Muaūpoko,
Ngāti Kahungunu ki Tāmaki nui a Rua,
Ngāti Kauwhata,
Ngāti Raukawa ki te Tonga,
Rangitāne o Manawatū,
Rangitāne o Tamaki Nui a Rua.

MDHB acknowledges the significance of Te Tiriti o Waitangi as a foundational
document for public policy. Te Tiriti guides MDHB in how it governs and
conducts itself, how true partnership with iwi is demonstrated, how beliefs,
values and tikanga are cherished and how excellence, in all its definitions, is
attained.
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1.6 Tuia Framework
Through MDHB’s commitment to Te Tiriti o Waitangi, fueled by the passion of
the Tuia Working Group members and facilitated by Pae Ora Paiaka Whaiora
Māori Health Directorate, a joint consultation process was undertaken with
areas within Te Uru Pā Harakeke gifted new names. The following names were
allocated to the Maternity Unit and related areas:
Birthing Suite - Hine te Iwaiwa is recognised in her role as the guardian, the
inspiration and protector of all things relating to hapū wāhine and the birthing
of our babies.
In addition, as the guardian of the art of weaving, Hine te Iwaiwa weaves
connection throughout Te Uru Pā Harakeke and unites the cluster spiritually
where walls may separate.
Maternity Ward - Te Aotūroa refers to entering light of day, world, Earth,
nature, enduring world, natural world. Creating a positive nurturing
environment for the child in this new world.
Neonatal Unit - Te Whare Poipoi is taken from the whakatauki: “Poipoi a te
kakano kia puawai”- nurture the seed and it will blossom.
Gynaecology - Te Whare Tangata Māori wāhine were given due respect and
recognition in their place amongst the people, many proverbs written in
history are repeated today to remind us all that without wāhine and land the
people will perish.
In addition to this, the Hei Tiki or Tiki form of taonga originated as a symbol of
virility, fertility and conception and was gifted to Hine te Iwaiwa and worn by
her prior to the conception of her first child.

MidCentral District Health Board – Annual Maternity Report
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Section Two: MidCentral District Health Board
Maternity Service Overview

Te Aotūroa (Maternity Ward) provides 24 hour/seven days a week high risk
antenatal and postnatal care for māmā and pēpi. Māmā and pēpi requiring
additional support are identified and referred to the appropriate service.

Palmerston North Hospital (PNH) is the base hospital for MDHB. The
Women’s health service at Palmerston North Hospital comprises of
Gynaecology and Maternity services.

Te Whare Poipoi (Neonatal Unit) provides specialist care for babies requiring
extra support, born from 28 weeks gestation, and weighing ≥1000g. The
Neonatal Unit (NNU) has 14 cots, consisting of five intensive care cots and
nine special care cots, however, can increase to 17 cots if required.

2.1 Early Pregnancy Services
In June 2020, Te Mana o Wāhine (Women’s Assessment and Surgical Unit)
was reopened. The eight bedded unit is open 24 hours a day; and provides a
safe and private facility, not only for wāhine with gynecological problems but
also for wāhine that are experiencing early pregnancy loss.
Additionally, the Gynaecology Day Unit (GDU) currently operates Monday to
Friday 8am to 4.30pm, with plans to increase the operating hours to become
24 hours a day

2.2 Maternity Services
The maternity service for MDHB is based at PNH, with three primary birthing
units that service the district. There were 2168 births across the rohe in 2020.
The maternity service in Palmerston North Hospital consists of:

As part of the nationwide Neonatal network, babies from out of the district
are also admitted for care, due to the demand on Neonatal cots nationwide.
This reporting year has seen the Neonatal Unit running at close to 100 percent
capacity for the majority of the year (Neonatal Units should ideally run at 85
percent occupancy or less).

2.3 Primary Birthing Units
MDHB has three Primary Birthing Units throughout the region. Labour, birth,
and breastfeeding data for each primary birthing unit are in the ‘Tracking
Outcomes’ section of this report.
•
•
•

Te Papaioea Birthing Centre (Palmerston North)
Te Whare Kōhungahunga (Levin)
Dannevirke Maternity Unit (Tararua District).

Hine te Iwaiwa (Birthing Suite) an eight-bed multi-disciplinary unit, run by a
charge midwife, which is supported by Obstetricians. MDHB is recognised for
strong multidisciplinary collegiality, with combined visions of continuous
improvement and best outcomes for wāhine and pēpi.

Te Papaioea Birthing Centre (TPBC) is the Primary Birthing Unit in Palmerston
North, opened in November 2017 by the Wright Foundation. Following
significant negotiation with the Wright Foundation, MDHB commenced
operationally managing the Birthing Centre on 1 April 2020. This collaboration
is the first of its kind in New Zealand.

Antenatal Day Unit operates from Hine te Iwaiwa five days a week. Wāhine
access this service for pregnancy monitoring and pregnancy related care. This
is a midwifery led service, supported by Obstetric team as required.

There are 12 rooms in the unit, of which eight are used for labour and birth or
postnatal transfers. In 2020, the community midwifery service relocated their
office space to Te Papaioea Birthing Centre, and the outpatient newborn

MidCentral District Health Board – Annual Maternity Report
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hearing screening clinic now operates one day per week from the Centre.
Wāhine staying at Te Papaioea Birthing Centre have some access to the DHB
lactation consultants.
Te Papaioea Birthing Centre is staffed with midwives and nurses who work
across both primary and secondary sites. Several Registered Nurses are
studying towards Lactation Consultant qualifications.
A significant part of the vision for the operational management of the centre
being transferred to MDHB, was to expand the service to include postnatal
transfers from Palmerston North Hospital (PNH); this was realised in May
2020. Since then numbers of postnatal transfers have steadily increased.
Wāhine are able to have a support person stay with them for the duration of
their stay, an increase from one night only prior to April 2020.
This innovation provides an expansion of the services provided by the Wright
Foundation. The positive impact is evident in both our consumer feedback
and our breastfeeding rates.
Te Whare Kōhungahunga is the name gifted to the Horowhenua Birthing Unit
by local iwi in 2019. Te Whare Kōhungahunga Maternity Unit continues to
provide high-quality maternity care to the māmā, pēpi and whānau of the
Horowhenua district. The unit is situated in Horowhenua Health Centre. The
centre offers a range of services including pregnancy laboratory and
pharmacy services.
A key focus is on holistic care starting from pre-conception to six weeks
postnatal. Māmā, pēpi and whānau are welcomed to the unit for advice and
support in an environment which is culturally responsive. A team of thirteen
experienced midwives provide midwifery care, seven are employed midwives
and six are LMCs. There is a Registered Midwife on duty 24/7. Most midwives
are local to the area, well known to the community and have a wide range of
knowledge relating to challenges that wāhine and whānau may face when
seeking medical care. They can coordinate care accordingly and work closely
with the LMCs to improve communication between wāhine and maternity
MidCentral District Health Board – Annual Maternity Report

providers. Midwives are also aware of community support services and
engage with them when needed.
Pregnancy tests and advice is provided and can help wāhine to engage with an
LMC of her choice. The unit is a hub for maternity services. LMCs see wāhine
antenatally in the unit. This helps wāhine and whānau to become familiar with
the staff and environment, which ultimately gives them more confidence
during birth and the postnatal period. Whānau are always welcomed to
Kōhungahunga Maternity Unit, with double beds provided in two rooms so
that following the birth of pēpi, partners can stay to support māmā and to
bond with pēpi.
LMCs are proactively supported with the aim of reducing the need to travel 51
kilometres to Palmerston North Hospital (PNH). Some wāhine may require
more frequent monitoring, such as close monitoring of blood pressure or
frequent Cardiotocography (CTG) monitoring of the fetal heart rate. The unit
can provide this service supporting both wāhine, whānau and LMCs. Our
specialist obstetric team provides a secondary service at Horowhenua weekly
for wāhine with high-risk pregnancies.
The unit is surrounded by a wonderfully supportive community of wāhine who
provide pēpi with beautifully knitted clothes and much-needed blankets.
Wahakura are received from local weavers which are donated to mothers in
need and support safe sleeping reducing sudden unexplained death in infancy
(SUDI).
Te Whare Kōhungahunga has faced some challenges in 2020 in relation to
short term closures. As part of COVID-19 preparedness the unit was closed
for eight weeks in April/May 2020. The unit closed again for a two-week
period later in 2020 in response to staffing pressures at Palmerston North
Hospital.
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North and Feilding community midwifery teams would combine to make the
MDHB Community Midwifery Service.
•

2.4 Outpatient Maternity Services
Obstetric Antenatal Clinics
The Obstetric Antenatal Clinic provides care to women who require obstetric
input. The medical team work collegially with LMCs and employed community
midwives to ensure women receive seamless care throughout their
pregnancy, while continuing to promote continuity of midwifery care. 2020
saw a review of the Antenatal Clinic location, with a proposal to relocate the
Antenatal Clinic due to the demand for rooms for the GDU.
Outreach obstetric clinics are also held in Feilding, Dannevirke and Levin to
increase engagement and accessibility to remote communities.
The Community Midwifery Service
The Community Midwifery Service provides support for the wider maternity
service at MDHB. In 2019, an audit of Community Midwifery activities was
conducted. The audit enabled conversations around different ways of
working. Many old ideas and some new ideas have emerged from discussions
between the teams and midwifery leadership.
In June 2020, Te Uru Pā-Harakeke “Proposal for Reconfiguration of the
Community Midwifery Teams” was released for consultation. Feedback was
sought from unions, Community Midwifery Service team members, LMC’s and
other stakeholders. Following consideration of the feedback, in July 2020 a
decision was reached with respect to each of the changes proposed:

Relocation

The decision paper confirmed the need to relocate teams to Te Papaioea
Birthing Centre. This occurred as a temporary measure in March 2020 and
was finalised in April.
• Diabetes Midwife
The Diabetes Midwife also works as a part of the community midwifery
service creating a multidisciplinary model of care for wāhine with diabetes.
This midwife preferentially provides care for wāhine with type 1 and type 2
diabetes.
• Diary planning and technology
The decision paper adopted the proposal to introduce an electronic diary
system. This has now been introduced, as well as optimising the use of
(MCIS), with the aim of the service to become paperless by June 2021.
Appropriate hardware has been provided to the team to facilitate this.
• Continuity of Care
A ‘named midwife’ model was adopted for wāhine under the care of the
MDHB community midwifery service. This model will ensure the care wāhine
receive from the community midwifery service will mirror the LMC model of
care as closely as possible.
• Service Quality
A set of care standards have been developed and are now used to ensure care
provided to wāhine at key milestones is consistent while continuing to ensure
individualised care. A robust orientation package has been developed for staff
new to the service or providing casual cover.

• Combine the teams to one roster
Previously, the community midwifery team at MDHB worked across two sites
and had two separate rosters. The decision paper confirmed that Palmerston

MidCentral District Health Board – Annual Maternity Report
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Specialist Perinatal Mental Health Service.
Te Uru Pā Harakeke are committed to improving access to maternal mental
health support for wāhine with mental health and addiction requirements,
which is clearly articulated in the five-year health and wellbeing plan. The
cluster are working to develop an integrated pathway with Te Uru Raühi and
Pae Ora Paiaka Whaiora Māori to ensure enhanced access to services for
wāhine Māori.

This is evident by the increased variation in referral sources. It also shows the
value of the service across different organisations as a way of ensuring interservice communication to optimise care and service coordination. While LMCs
continue to be the primary referrers with 55 percent of all referrals coming
from them, in the last 12 months, Oranga Tamariki (OT) have also started
referring wāhine to the service Figure 2 (Referral source for women referred to
Pāruru Mōwai)

Pāruru Mōwai June 2020 Report.
Pāruru Mōwai is a multidisciplinary forum that facilitates care coordination
and provision for hapū māmā requiring input from multiple
organisations/providers. During the period 1 July 2019 – 30 June 2020 there
was a reduced number of referrals (down to 51 from 82 the previous year),
possibly due to constraints on providers of services during the COVID-19
lockdown period.
Despite referral numbers being down, there has been a significant increase in
complexity of needs for those wāhine referred, requiring greater integration
of services to optimise care and address social, housing, economic and mental
health needs Figure 1 (Pāruru Mōwai Reason for referral)

Pāruru Mōwai receives referrals for a disproportionately high number of
Māori whānau: 63 percent of all wāhine referred to the service identified as
New Zealand Māori, higher than the DHB general population Figure 3
(Ethnicity of Women referred to Pāruru Mōwai in 2020)
There have been appropriate reports of concern for the unborn baby and
newborns with good cooperation between the community and DHB social
workers and the Oranga Tamariki Liaison. Referrals have also been made to
neighboring DHBs with an equivalent forum when wāhine have left the
MidCentral District or have been unable to be contacted by their midwives
over extended periods.

MidCentral District Health Board – Annual Maternity Report
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MDHB Breastfeeding
Lactation consultants (LC) are employed in the Maternity Service seven days a
week. This includes the appointment of a dedicated Baby Friendly Hospital
Initiative (BFHI) Coordinator. This service is available to wāhine as inpatients
at PNH or inpatients at the local Primary Birthing Unit.
2020 highlights - 2020 brought about the completion of the MDHB
Breastfeeding Strategy (2020-2025). This document was the result of
comprehensive work undertaken by a steering group with extensive
stakeholder engagement.
The Breastfeeding Strategy outlines four strategic imperatives:
•
•
•
During the COVID-19 Level 4 Lockdown there were no Pāruru Mōwai
meetings, however the coordinator liaised with LMCs and Social Workers to
provide information for Support Plans. There were 11 new referrals during
the lockdown. Meetings via Zoom were held during COVID-19 Alert Levels 3
and 2.

•

MidCentral region will protect, promote, and support breast feeding for
all
Increase access to breastfeeding support and specialist services
Consistent breast-feeding information is available and provided in
equitable ways
Support all babies to be breastfed as the first optimal and ongoing feeds.

The strategy has a strong focus on reducing inequities and improving
outcomes for at risk communities. The scope of the document extends
beyond the focus of the maternity service into infancy. It additionally lays the
foundation for service planning and implementation for all areas of the
breastfeeding service.
COVID-19 presented unique challenges for the breastfeeding service in 2020.
The service was still able to offer direct support to breastfeeding wāhine while
inpatients in our maternity services. Community breastfeeding supports,
however, were deemed non-essential and were limited to virtual support
only. This resulted in reduced exclusive breast-feeding rates for this period,
which can be viewed in the breastfeeding outcomes section of this report.
Throughout the lockdown period, there was an increase in early discharge
following birth, often straight from Hine te Iwaiwa or within the first 24 hours
from Te Aotūroa. This change meant a reduced window of opportunity for
inpatient Lactation Consultant support. Subsequently, in April 2020 the
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service produced its lowest exclusive breast-feeding (EBF) rate for the year.
This mirrors data from across New Zealand over the same period and is likely
a reflection of challenges faced by whānau, as a result of COVID-19.

The eight ‘missed screenings’ that occurred were due to COVID-19
restrictions. This resulted in the newborn being too old for the NBHS and
received testing through the DHB’s audiology service instead.

Looking forward to 2021 - A review of the tongue tie services in the region will
be completed to ensure equitable services exist that meet the new Ministry of
Health guidelines released earlier this year. This also aligns with the MDHB
Breastfeeding strategy.

Hearing Screening Outreach clinics are held at:

The Newborn Hearing Screening
(NBHS)
This programme at PNH, provides
screening services in the Te Aotūroa and Te Whare Poipoi as well as
outpatient clinics held in the Audiology Department, Monday through to
Friday.

•
•
•

Te Papaioea Birthing Unit
Horowhenua Health Centre, Levin
- Inpatient screening offered Monday - Friday.
Dannevirke Community Hospital
- Monthly
- Inpatient screening offered on clinic days

Options continue to be explored to encourage families who do not or are
unable to attend these clinics. During the National COVID-19 Level 4
lockdown, screening was only available at PNH Te Aotūroa, and Te Whare
Poipoi. No out-patient clinics were run during this time.

In 2020, 93.1 percent of all live births across MDHB region received hearing
screening. Figure 4 (Reason Hearing Screening Not Completed) demonstrates
reasons screening was not completed for those missed.

MidCentral District Health Board – Annual Maternity Report
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Section Three: MidCentral District Health Board
Community Partnerships
3.1 Dannevirke Maternity Unit
The Tararua Health Group (THG) is privately owned by Omni. The Dannevirke
site is a collective of services for both general patients and maternity clients,
as well as a GP practice. The Maternity Service provides LMC caseload care
through the pregnancy continuum and also caters to intrapartum care and
postnatal inpatient care. There are three postnatal beds and one delivery bed
in the facility. Birthing facilities include a birthing pool and a double bed to
facilitate whānau to stay. Dannevirke Community Hospital is BFHI accredited,
due for recertification in 2022
The Dannevirke Maternity Service is fully staffed with six midwives. Two
midwives work each day covering the 24 hours a day on-call midwifery
service. The team work a rotating roster of four days on four days off to cover
their caseloads.

3.2 Barnardos
Barnardos is contracted by MDHB to provide
antenatal classes (Bumps to Babies) and
postnatal education and support classes (Babies
and Beyond). In 2020, Barnardos worked with
just under 400 wāhine and their whānau in either a group or one-to-one
antenatal education programme. 248 of these wāhine also engaged in the
Barnardos postnatal programme. Barnardo’s also conduct a childbirth
education and parenting support classes from Te Papaioea Birthing Centre on
Tuesday and Thursday mornings for post-natal support groups.

Bumps to Babies programme identify as NZ Māori (proportionate with the
Māori birthing population in the MDHB). Around 12 percent of participants
Bumps to Babies participants identified as Asian in the Bumps to Babies
programme. A quarter of these participants were aged under 24 years old.

Babies and Beyond
Eighteen percent of participants in the Babies and Beyond programme
identified as NZ Māori, seven percent in identified as Asian. 4-5 percent of
participants in both programmes identify as Pasifika. Across both
programmes, Asian and Pasifika numbers are believed to be representative of
the first-time parents birthing numbers in the MidCentral district.

Barnardo’s 2020 Achievements
One achievement for 2020 was the roll-out of an online programme when
face to face delivery was unable to be carried out due to national lockdown.
In all instances, programme delivery continued, via Zoom. All pregnant
wāhine through 2020 continued to be able to access timely free antenatal
education and support, despite COVID-19.
Plans for 2021 include further workforce development and further
development of the service’s Māori engagement programme. Providing a
kaupapa Māori approach to pregnancy and parenting has been in planning for
some time to ensure an authentic and appropriate way of doing this. Plans
for 2021 include working with Mokopuna Ora to trial implementation of this
service model.

Bumps to Babies

Bumps to Babies runs as either group classes or a one to one session
depending on the need of the consumer. 23 percent of participants in the
MidCentral District Health Board – Annual Maternity Report
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3.3 Community Birth Services
Community Birth Services (CBS) are contracted to provide free breastfeeding
information and support to wāhine, pēpi and whānau, alongside other health
care providers. The service’s objective is to improve breastfeeding outcomes
across the MidCentral Region.

One hundred and eight of the 490 referrals received were rural wāhine with
18 percent of wāhine seen being Māori, Figure 6 (Ethnicity of wāhine referred
to CBS). The majority of wāhine seen by the service were aged 25-35.

The service includes:
•
•
•
•
•

Experienced lactation consultants
Community based lactation consultant clinics
Peer counsellor support
A senior coordinator offering ongoing support for whānau
A peer development programme to support lactation consultant students
toward qualification.

2020 saw CBS receive its highest number of referral rates since the service
was established in 2015 Figure 5 (Annual Referrals Received by CBS).

COVID-19 posed unique challenges to service provision for CBS, with a shift to
virtual consultations becoming a necessity. Overall, consultations using these
digital platforms worked well during this time and resulted in positive
outcomes for wāhine and their whānau.

MidCentral District Health Board – Annual Maternity Report
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3.4 Te Ohu Auahi Mutunga Stop Smoking Services
Te Ohu Auahi Mutunga (TOAM) is a FREE Stop Smoking Service that assists
people to quit smoking. The service covers the MidCentral District and has
staff based in the Manawatū, Tararua and Horowhenua regions. Māori,
Pasifika and Hapū Māmā are the key target group for the service. However,
accessibility is available to the general population. The TOAM Matanga (Quit
coaches) supports clients in the community, at one of their work sites or at
one of the many clinics offered in the Midcentral region. Nicotine
Replacement Therapy (NRT) is offered to clients to assist with quitting at no
cost. The TOAM Matanga use a Whānau Ora based model to assist individuals
and focus on a ‘Healthy Whānau, Healthy Future’ perspective.
COVID-19 posed significant challenges for the service. Despite this, TOAM
engaged 10 hapū māmā throughout 2020. Other successes in 2020 include
ongoing engagement with LMC Midwives throughout the DHB and increased
engagement with birthing facilities.
Looking forward to 2021, TOAM has a Hapū Māmā initiative to be offered in
the MidCentral region. Hapū Māmā who successfully quit will receive a $200
New World voucher

3.5 Mokopuna Ora
Mokopuna Ora was established in October 2016 as a collective of individuals
and organisations located across MidCentral district (Manawatū/
Horowhenua/Ōtaki/Tararua), committed to supporting whānau to achieve
optimal health and wellbeing during pregnancy, birth, and parenting.
Mokopuna Ora teaches whānau how to weave their own wahakura (weaved
safe sleep space) as a way to strengthen cultural identity, promote healthy
infant and maternal behaviours and create a safe sleep space for pēpi.
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Highlights for 2020 include:
In 2020, the Mokopuna Ora Collective contributed to the 2020-2025 MDHB
Breastfeeding strategy and became an integral part of the Breastfeeding
Steering group.
In December 2019 the Mokopuna Ora work programme transferred to the
operational management of Pae Ora Paiaka Whaiora Hauora Māori, which laid
the foundation for increased service coordination in 2020.
Seven digital resources were launched in 2020 to support sharing of
mātauranga Māori (Māori knowledge) in relation to pregnancy, parenting and
wahakura. Forty-four wahakura were made at wahakura wananga.
COVID-19 meant group face to face services with hapū māmā temporarily
stopped, including wānanga. However, Mokopuna Ora responded quickly
before lockdown to address distribution and access to wahakura so that there
were no barriers to whānau having a safe sleep space for pēpi. The team
ensured key midwifery clinics in Palmerston North, Pahiatua and Dannevirke
were stocked with wahakura to distribute via midwives, who were the health
professionals still seeing whānau face to face
Alongside dedicated the Supergrans sewers, Mokopuna Ora also organised
fitted mattresses, sheets and warm blankets for the wahakura that were
woven during the wānanga held just before the alert level 4 lockdown period
and returned these to whānau just in time for the first pēpi born during
lockdown.
Work over this time also included ensuring that those LMC midwives were
educated in the tikanga associated with wahakura.
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3.6 Wānanga Wahakura
Each two-day wānanga aims to include 10 hapū māmā and their partners and
supporting whānau, 10 supporting professionals and 10 weavers and
produces approximately 20 wahakura. Spaces are prioritised for local, Māori
and young hapū māmā close to their due date.
Supporting professionals attending wānanga include midwives, childbirth
educators, lactation consultants, quit smoking coaches, nurses, whānau ora
navigators and obstetricians. Local professionals are prioritised. Three spaces
at each wānanga are filled by MDHB Te Uru Pā Harakeke kaimahi (staff
members).
In the most recently reported 12 months four wahakura wānanga were held
and engaged 117 people creating 44 wahakura.

MidCentral District Health Board – Annual Maternity Report
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Section Four: Workforce
4.1 Midwifery Workforce
Consistent with national trends, MDHB is experiencing a significant midwifery
workforce shortage. Since 2018, there has been significant focus on the
midwifery workforce at MDHB, this work continued into 2020.

LMC midwifery workforce
MDHB is relatively well resourced with LMC midwives. During certain times of
the year (e.g. Christmas/New Year) there are still challenges for some wāhine
to find an available LMC.

Employed midwifery workforce
The core workforce deficit noted in the previous Annual Report escalated in
2020, with recruitment and retention of midwives proving challenging.
Increasing acuity and handover from LMCs, have ultimately impacted the
wellbeing and job satisfaction experienced by core midwives.
MDHB welcomed four midwives to its new graduate programme at the start
of 2020. This number of graduates has been unprecedented compared to
recent years. During 2020, MDHB made improvements to its graduate
programme and continues to work with previous graduates to shape and
improve the program into 2021.

2020 Midwifery Workforce Initiatives - Renewed workforce focus
Towards the end of 2020 it became apparent that MDHB midwives were
struggling with low staffing numbers, increasing clinical acuity with morale
and resilience running low and sick leave high. Te Uru Pā Harakeke Midwifery
and Operational management initiated face to face (zoom enabled) workforce
meetings to ask the employed midwives about their experience, what was
working well and what could be improved. Moving forward a collaborative
approach is being undertaken to ensure a positive workplace environment.
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Te Papaioea Birthing Centre
The inclusion of Te Papaioea Birthing Centre as a MDHB site was anticipated
to act as a retention tool for midwives, by enabling core staff to work across
the full scope of practice, in both primary and secondary sites. This followed
feedback from staff leaving the service that the increasing acuity of wāhine
cared for in PNH had been a contributing factor to their leaving. While this
has not had the impact on retention that the service had hoped for the
inclusion of TPBC continues to be a valuable addition to the service.

Specialised Midwifery Roles
Building on existing specialist midwifery roles in MDHB, a Perinatal Midwife
role was created in 2020. This role focuses on supporting wāhine and whānau
experiencing perinatal loss. This midwife also works alongside staff, both Te
Aotūroa and the Te Mana o Wāhine Unit by providing education and support
to the staff working with wāhine experiencing perinatal loss. Coordinating the
Perinatal and Maternal Mortality Review Committee (PMMRC) reporting,
post-mortem results and Perinatal Case Review meetings is also part of this
role.

Care Capacity Demand Management (CCDM) progress
Following a Trend Care Optimisation project completed in late 2019, a six full
time equivalent (FTE) shortfall in employed midwifery workforce was
demonstrated. This resulted in additional funding allowing recruiting efforts to
grow the workforce as well as recruiting to existing gaps. Due to difficulties
with midwifery recruitment, this FTE has been used temporarily to employ
Registered Nurses into maternity until additional midwives are recruited.
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Voluntary Bonding Scheme (VBS)

•

In January 2020 it was confirmed that MDHB maternity would regain the VBS.
The VBS is a significant recruitment tool and was instrumental in four
midwifery graduates committing to employment with MDHB in January 2020.

•
•

Midwifery Transition/Bridging Course

At the end of 2020 three midwives had been recruited onto the return to
practice programme.

The Midwifery Director and Midwifery Advisor were involved in discussions
with various undergraduate providers in 2020. A local transition or bridging
course for registered nurses to become midwives may significantly increase
the local pipeline of graduates to this region. Potentially, this initiative could
positively impact our recruitment opportunities within the space of two years
from course commencement. The DHB continues to be involved in this work.

Family friendly hours for part timers and casuals
Prior to August 2020 all new staff members were required to work a minimum
of 0.6FTE. This was to ensure staff working in the highly complex and fast
paced secondary care environment were able to keep current with clinical
practice changes, equipment and had a well consolidated response to
emergency management.
MDHB introduced reduced FTE contracts and ‘family friendly’ hours for
midwives in response to staff, Union, and New Zealand College of Midwives
(NZCOM) feedback to help balance working and family commitments. This
was anticipated to increase FTE however has had the opposite effect with a
reduction of overall FTE.

Support for midwives to return to practice
In October 2020 MDHB held an open day for midwives and nurses in the
community that no longer held an Annual Practising Certificate (APC) to
discuss a MDHB support package to facilitate their return to practice. A social
media campaign ran in October/November 2020 to reinforce the messages
from the open day. This return to practice package includes:
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Reimbursement of Midwifery Council fees and costs related to midwives
regaining their APC
Up to 12 weeks supernumerary support
20 hours Professional Support

Improved staff communications
A weekly newsletter was created and distributed by email from mid-2020. The
newsletter highlights staff changes, clinical practice changes, good news,
upcoming education etc. This has been well received by the staff, who have
the opportunity to add their items to the newsletter. Staff (Midwifery and
Nursing) meetings had been discontinued due to lack of attendance. This left
a communications gap in the service. In October 2020, these were reinstated,
with a zoom enabled option which increased access and attendance.

Recruitment of Registered Nurses into Hine te Iwaiwa
Traditionally Hine te Iwaiwa is an area that is staffed by midwives. Given the
national and local midwifery shortage, the retention and recruitment
initiatives already implemented; it became urgent to consider alternate
actions to the ones already offered.
In September 2020, the Midwifery Director and Midwifery Advisor met with
nursing and midwifery unions, councils, and the New Zealand College of
Midwives (NZCOM) to discuss the option of recruiting nurses into Hine te
Iwaiwa and collectively share ideas on recruitment and retention strategies
MDHB may not have considered to date. The meeting attendees could offer
no further suggestions for retention and recruitment additional to what was
already on offer. It was agreed that MDHB was in a difficult position with its
current work force shortage. To this end, brainstorming sessions and a survey
monkey were set up with employed midwives and nurses to gain their
feedback. MDHB also offered a survey monkey to LMCs. Understandably this
was not a palatable option for some midwives, however the majority of
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midwives could understand that this option, whilst not preferred, offered
some form of clinical support and a degree of safety. There was agreement
by the majority of employed midwives at a workforce meeting in November to
proceed with this option (with a robust education package for these RNs),
which will be operationalised in early 2021.
Recruitment of Registered Nurses with advanced emergency management,
resuscitation, and recognition of patient deterioration skills to Hine te Iwaiwa,
could potentially offer some relief to the work force shortage in the short
term. Midwives could be prioritised to antenatal, labour and birth, with nurses
utilised in a supportive role whilst making the most of their skills as a highly
qualified professional working within their own scope of practice.

Risk mitigation
Throughout the past one to two years the MDHB Te Uru Pā Harakeke
leadership team have met with the Chief Executive (CE) to update regularly on
the midwifery workforce risk. The Board have been updated through the
Health and Disability Advisory Committee of the escalating Midwifery
workforce risk and actions to mitigate. There is a robust organisational risk
documented to this effect, with a detailed action plan. The Te Uru Pā
Harakeke leadership team are fully committed to supporting and growing the
midwifery workforce in this region and remain actively engaged with the
clinical leadership team on a daily basis to ensure the safety of wāhine, pēpi
and staff within the maternity service.

4.2 Workforce Education/Professional development
Ongoing professional development and education is a priority of the
maternity service at MDHB for clinical staff of all levels and disciplines.

Midwifery Emergency Skills Refresher
The midwifery emergency skills refresher (MESR) is run nine times a year in
MDHB. Midwives, core and LMCs, are supported to attend to meet their
Midwifery Council requirements. This day also gives attendees an opportunity
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to discuss practice topics with midwives working in other areas of the
maternity system. Topics covered include maternal collapse, newborn
resuscitation, bleeding emergencies, shoulder dystocia, uterine inversion,
cord prolapse and sepsis. 2020’s MESR days have been more focused on
small group work, problem solving, and scenario-based learning, which has
been well received by attendees. 83 midwives attended this day in 2020.
These numbers are down on previous years due to reduced accessibility
throughout the COID-19 lockdown period. As a result, the midwifery council
compulsory education requirements have also been altered this year.

Newborn Life Support (NLS)
This one-day course provides healthcare professionals knowledge and skills
for the management of a newborn resuscitation. The day concentrates on the
importance of assessment, practical airway management, ventilatory support,
circulatory support, and temperature control, following the Resuscitation
Council of New Zealand algorithm. This course is run by paediatric SMOs, the
Paediatric Nurse Educator, and Midwifery Educator, and is open to medical
staff, nurses, and midwives.

Royal Australian New Zealand College of Obstetrics and Gynaecology
(RANZCOG) Fetal Surveillance Education Programme (FSEP)
The RANZCOG FSEP study day is run annually in MDHB, with staff supported
and encouraged to attend study days in neighbouring DHBs if they are unable
to attend the local day. The programme covers physiology of normal and
abnormal Continuous Electronic Fetal Monitoring by cardiotocograph (CTG)
and is followed by an assessment. Midwives (LMC and Core) and doctors of
all levels are supported to attend the course every two years; this includes
heavily subsidising the attendance of LMC midwives to remove cost barriers.
25 staff members attended the face to face FSEP day in December 2020; this
was a rescheduled day after it was cancelled earlier in the year. This year
more staff also engaged in the online version of the course.
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Practical Obstetric Multi-Professional Training (PROMPT) course

format has been well received by staff and eased rostering pressures caused
by the full eight-hour day.

PROMPT is a one-day multi-disciplinary course in management of obstetric
emergencies. Teaching involves a mixture of lectures and simulations where
teamwork, communication and leadership are emphasised. In 2020, local
PROMPT facilitators attended a ‘Train the Trainer’ workshop in Melbourne.
All local PROMPT training and education resources were updated to PROMPT
T3 ANZ. Two PROMPT days were run in 2020, less than in previous years as a
result of staffing and COVID-19 restrictions. These days were attended by 20
practitioners from professions that span the scope of the maternity service.

Throughout 2020, special focus has been put into enhancing the leadership
roles of all senior midwives. One element was attendance at the LEO
programme. This gave staff an opportunity to reflect on and expand their
leadership skills within the service by using the LEO framework. This course is
run over three days with follow up arranged to review changes.

Maternity Shift Coordinator Training

Quality Leadership Programme (QLP) certification

In response to the increasing leadership demands on core midwives and
nurses on the maternity ward a four-hour training package was designed in
2019, alongside face to face education sessions to help support those
midwives feel confident in taking on new leadership opportunities. These
sessions continued in 2020 to ensure all staff were able to attend.

All midwifery staff are encouraged and supported to complete QLP
certification appropriate for their level of experience. Of the 30 permanent
core midwives, 13 are QLP certified in either the confident or leadership
domains with current portfolios. Increasing the number of staff with QLP
certifications remains a goal on the MDHB Maternity Quality Plan.

Midwives were equipped for the shift leader role by covering off various
scenarios focusing on topics such as resource allocation, rising acuity and
reduced staffing, conflict de-escalation and direction and delegation. Time
was also spent discussing and ensuring that Midwives had good
understanding of the relevant policies, procedures, and processes that a Shift
Coordinator can utilise to be successful in their role to ensure a shift will
function well. This training was positively received by staff who reported
feeling more confident in taking on the shift coordinator role.

Specialised Training for Registered Nurses (RN) working on the
Maternity Ward

Breastfeeding Study Day
This study day is run quarterly and addresses advanced breastfeeding
practices, impact of changing medical practice on breastfeeding outcomes,
updating research findings and current breastfeeding initiatives within the
service. To reduce the pressures of this education on the workforce, this
education session has been transformed into four-hour sessions. The new
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Leading an Empowered Organisation (LEO) Programme

To meet the growing demands on the maternity service and as a result of the
nationwide shortage within the midwifery workforce, MDHB has continued to
increase the number of RNs working in the service. In response to the varied
learning needs of these professions, specialised training and education has
been developed by the Midwifery Educator to support them in their role on
the Maternity Ward. In December 2020, the department introduced practical,
scenario-based education days especially targeted at RNs working in the local
Birthing Unit. These were very well received by those RNs that attended and
will continue to run in 2021.

New Graduate Midwifery Programme
MDHB aims to support the transition of new graduates to practice. In 2020,
four new graduate midwives started their midwifery journey in Palmerston
North Hospital. In addition to the national Midwifery First Year of Practice
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programme run by NZCOM, graduates are recruited to the MDHB new
graduate programme. This programme runs for 12 months and aims to assist
the new graduate to demonstrate competent, skilled, and autonomous
midwifery practice across their scope. This starts with an extended
supernumerary period (12 weeks total), customised to the new graduate and
their needs. Graduates are also given specific orientation to the Primary
Birthing Unit.

RANZCOG Integrated Training Programme (ITP)
Palmerston North Hospital is a RANZCOG accredited training unit. In 2020,
the unit had eight to nine RANZCOG trainees working in the service at any one
time. Trainees are supported by one of two training coordinators during their
time at Palmerston North Hospital. During 2020, a number of trainees have
passed their specialty examinations both written and oral and have
contributed significantly to quality initiatives within the service including audit
and research.

Post Graduate Diploma in Obstetrics & Gynaecology
As well as supporting trainees in their journey through the RANZCOG ITP, the
service has supported several House Officers/Senior House Officers to achieve
postgraduate qualifications in obstetrics and gynaecology. These staff
members are supported by both midwifery and obstetric colleagues to
achieve the clinical and academic requirements of their courses. In the last
year these staff members have progressed to training and non-training
Resident Medical Officer (RMO) positions or used this as a foundation to
expand their knowledge based in primary care or other areas of the cluster.
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Section Five: COVID-19

5.1 Impact on labour and birth plans

2020 has brought complex challenges. Despite the disruption and pressure of
COVID-19 the team provided excellence of care to the wāhine and whānau in
our districts.

Eighty māmā indicated their plans relating to support people were impacted
by the limitation of one support person see Figure 7 (COVID-19 Level for those
māmā whose plans were impacted by the limitation to one support person)
shows 67 percent of these wāhine gave birth during level four, where
restrictions were tightest. Eight of these māmā ended up having a home
birth, six of whom indicated they changed to a home birth to be able to have
more support and enable childcare.

As part of the national response to the global pandemic, MDHB with the rest
of New Zealand entered lockdown on 25 March 2020. Wāhine and whānau
were forced to make rapid changes to their birthing and postnatal plans as the
restrictions impacted their ability to have support from those they love both
at birthing facilities and at home. Additionally, creating a sense of uncertainty
of the risks of being in healthcare facilities, this was a particularly challenging
time.
Following the level three and four lockdown it was essential to understand
wāhine’s experience, for service evaluation and planning for any resurgence.
Wāhine were invited to take part in a survey about their experience if they
gave birth and/or received postnatal care during the level four and level three
lockdown periods. 132 wāhine responded to this survey.

COVID-19 Restrictions to MDHB facilities
Level Four: 25 March 202 – 27 April 2020
• One support person from within their “bubble” during labour and birth.
• This person is only able to stay for up to four hours post birth
Level Three 27 April 2020 – 13 May 2020
• One support person from within their bubble during labour and birth
• This person is able to stay through postnatal care
• If in single room this support person was able to stay overnight
• If in a shared room unable to stay overnight but able to visit between
1000hrs and 2000hrs.
• Transfers to Te Papaioea Birthing Centre began from 5 May. The Support
person was able to stay overnight.
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For those who birthed at MDHB facilities there were common themes of:
• struggling with support
• leaving within four hours
• wanting and needing support from family
• not getting the care and support from staff that they would from their
own family and friends.

“I needed my whānau, this was my first and we don’t birth alone or with one
support. Pāpā cannot be the only person, my mum and Nan were needed for
our karakia, guidance, mirimiri” (SIC)
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Nineteen wāhine indicated no impact on their plans. Of these wāhine four
gave birth at home, 11 at Palmerston North Hospital and four at Te Papaioea
Birthing Centre.

choice despite feeling unprepared to go home. Five māmā felt the decision to
go home was mutual as both staff and māmā believed it was the best option.

“Definitely impacted as I believe whānau is hugely important especially for
those first special hours of welcoming your pēpi and as a whānau we were
robbed of this” (SIC)
Twenty-four wāhine indicated their plans around where they would birth
changed. Of the 11 wāhine who home birthed, nine chose to do so due to
limitations of support people, the concern of COVID-19 in the hospital and the
closure of Horowhenua Maternity Unit. Three wāhine changed from PNH to
TPBC, two of these māmā were worried about COVID-19 at the Hospital. All
ten wāhine who changed to PNH indicated complications or risks causing this
rather than a decision made in response to COVID-19.

5.2 Length of stay in MDHB facilities and postnatal care
experience
Figure 8 (impacts on anticipated length of postnatal stays) shows the changes
in anticipated postnatal stay versus actual length of postnatal stay.
For those who indicated there was no impact on their intended length of stay,
most stated their decisions were made based on medical advice for māmā
and pēpi or with confidence for what worked for their whānau.
Of the 47 wāhine who indicated they left earlier due to COVID-19 most felt it
was their own choice. A key reason was wāhine believed they would have
more support at home. Other reasons were to be with family, being worried
about COVID-19 and the number of staff contacted. Eight māmā felt they
were encouraged to leave by staff; staff were encouraging of wāhine to go
home to family. For some wāhine it was disappointment in the level of
support by staff which resulted in them leaving. One māmā felt she had no

MidCentral District Health Board – Annual Maternity Report

For those who stayed longer than they thought they felt encouraged by staff
to stay. The reasons included:
•
•
•

baby being in neonates,
recovering from a caesarean section
there not being many māmā in at the time.
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One māmā stayed as she was worried about her own health and the risk of
ending up back in hospital without baby if she were to discharge.
Ninety-two wāhine responded to an open-ended question, māmā were asked
about how well supported they felt in MDHB facilities. Most responses
described multiple factors contributing to wāhine feeling well supported,
unsupported or a mixture of both. Figure 9 (Key themes of care during
postnatal support at MDHB facilities) shows the most commonly occurring
themes in these responses.
For some māmā the difference in support from one staff member to another
was commented on, resulting in them feeling both supported and
unsupported during their stay.
Forty-seven wāhine indicated they were unhappy with the visiting limitations,
72 percent of these wāhine stayed for longer than 24 hours. Of these māmā
twenty-nine gave birth during level 4, three during level 3 and fifteen did not
specify. Many reasons as to why wāhines were unhappy with the visiting
limitations were noted, for most it was not one reason only but a combination
of these reasons.

Limitations of one visitor to baby in the Neonatal Unit at a time was
commented upon. Māmā mentioned how this impacted the ability for mum
and dad to support each other and such a difficult and lonely time.

5.3 Breastfeeding support at DHB facilities and at home
During COVID-19 restrictions 87 percent of wāhine stated yes, they were
supported to breastfeed. This support sources of this support included
nurses, midwives, and lactation consultants within DHB facilities, as well as
LMCs, Plunket staff, Community Birth Services and Lactation consultants in
the community.
Although there were many sources of support it wasn’t always what wāhine
wanted or needed. The change to a ‘hands off’ approach by staff at MDHB
facilities was mentioned on multiple occasions, for one wāhine this approach
worked. Others stated they didn’t see much value in what breastfeeding
support was available.

“The nurses tried to help me breastfeed but I just couldn't get the hang of it
and they just kept saying we can just give her some expressed colostrum from
the syringe, which was all well and good but I had no idea how to get her to
latch properly when we got home.” (SIC)
Wāhine noted the lack of support as something that would impact their long
term breastfeeding success Two wāhine stated they didn’t feel they were
breastfeeding well enough to be able to leave, but felt they had no choice but
to go home.
Similar struggles were commented on at home, as the desire for face to face
and hands-on support was wanted, but not always available. Nineteen LMCs
were noted for providing breastfeeding support at home. Some wāhine tried
to access local online groups but struggled with the restrictions.
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“I was encouraged to breast feed but when baby couldn’t latch there was not
a lot of help to find a solution. One nurse brought me a breast pump but by the
next shift no one helped me get any milk out. The lactation consultant didn’t
visit me again after day one when there were obvious challenges with latching.
I could not feed my baby due to the inability to latch and the stress/tiredness
hindered my let down and I became unable to hand express.” (SIC)

Of those who were happy, different aspects of care were noted. (Figure 10
common themes for postnatal care at home) shows the common themes of
the comments left. Most wāhine felt positively about the care they received at
home and noted that there were more at home visits than phone/virtual.
There are a small number of comments around the number of visits and time
constraints for face-to-face care due to the COVID-19 restrictions.

“Not being able to access in person visits with lactation consultants was very
difficult and made my breastfeeding journey a lot harder than it needed to
be.” (SIC)

5.5 Impacts on cultural beliefs and need

5.4 Postnatal care at home by Community and LMC midwives

Figure 11 (Were your cultural beliefs/needs met?) reflects the varied
responses to the question asking wāhine if they felt their cultural beliefs were
met.

Wāhine were asked if they were happy with the support, they received both
in person and virtually once they were home Figure 10 (common themes for
postnatal care at home).

Ninety wāhine said yes, they were happy and six said no they were not; of
those who were not happy, the common themes were no in-home visits,
feeling rushed, and the ‘bare minimum’ being covered. Requiring physical
support was also commented on as some wāhine felt they were being a
burden by asking for this.
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For those wāhine whose needs were not met, appropriate support was
identified as a common issue. Reasons for this were religious, cultural, and
wider supports limited during this time, including one instance were the
required support was identified in advance but still not able to be given in any
way.
For some wāhine they simply felt that staff were not very caring, and they
weren’t able to access further support.
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5.6 Perception of Safety
Eighty-five wāhine indicated they felt safe during this time. Three wāhine
noted the difference between feeling unsafe when in hospital but safe at
home. Twenty wāhine indicated this time at home without visitors was good
for bonding within their family unit. There was a sense of safety for whānau
with limited wider contact; however, some homes included essential workers.
More than 10 māmā mentioned the impact of limited access to wider whānau
support and services such as GPs, lactation consultants, and mental health
support
Summary of themes that will inform COVID-19 resurgence planning
•
•
•
•
•
•
•

Allow support person to stay to ensure pēpi and māmā are cared for.
Consider acuity of staff to be able to provide appropriate care for māmā
with limited movement and high pain.
Consider approach to face-to-face breastfeeding support within DHB
facilities.
Reconsider breastfeeding support as an essential service to be provided in
community during levels three and four.
Essential services to include Lactation Consultants, Well child Tamariki
ora/ Plunket, and mental health services for all levels.
Improve access to support people during all levels of lockdown.
Improve access to mental health services and better socialise how to
access these for all māmā.

For those who indicated they did not feel safe, the fear of the unknown was
clear. For some these concerns broadened to the risk for their whānau,
particularly those with health conditions. One māmā chose to change to a
homebirth to avoid the hospital and being in contact with more people. For
those who used DHB facilities the nerves around being there were heightened
due to the large number of staff they came into contact with, the inconsistent
use of personal protective equipment (PPE) and wondering how many other
māmā these staff had been in contact with.
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6.1 Consumer Representation

This feedback provides invaluable insights to our service and an opportunity
for review of our systems and processes. It also informs quality improvement
initiatives and planning.

The consumer voice is an integral component of service planning and review
at MDHB. Consumer representation is also central to the planning and
implementation of the Maternity Quality and Safety Programme. The
Consumer Liaison is involved in the development of policies, guidelines and
consumer information resources developed for information sharing with
whānau. The Consumer Liaison collates and reports on consumer feedback
and assists clinicians to understand the consumer perspective. She provides
the valuable consumer lens to all project and quality work within the service.

Responses to the community feedback survey are received by our Consumer
Liaison. Within the survey there is an option for whānau to indicate whether
they would like an opportunity to further discuss their care with someone. In
all instances this contact is made by the consumer liaison and escalated
accordingly. If ongoing discussions are required, they are arranged by the
consumer liaison to include relevant clinical staff. Appropriate support is
offered for such meetings if required. This process occurs much faster than
traditional feedback loops through the DHB.

Section Six: Consumer

6.2 Maternity Experience Survey
Consumers’ feedback about their experience within the service is achieved
through the maternity experience survey. In 2019, the process for collecting
responses to this survey changed resulting in a substantial increase in the
number of responses the service receives. In 2020, 644 responses to the
maternity experience survey were received. Of the responses received 20.2
percent were Māori and 63 percent New Zealand European see Figure 12
(Ethnicity of wāhine completing survey)
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6.3 Consumer Feedback
A consumer feedback integration team was established during 2020.
Meetings are held monthly with a Consumer Liaison, Charge Midwives,
Midwifery Director and Medical Lead. The processes utilised by our consumer
liaison has enabled collation of the customer feedback which ensures
consistently appearing themes or feedback from the surveys are discussed
and action plans developed as appropriate.
During their stay in te Aotūroa, māmā are asked if they would like to complete
a survey monkey feedback form. Currently we receive around 40 to 60 survey
responses a month Figure 13 (Monthly responses to survey).

Responses in Figures 14 and 15 show where applicable most māmā are happy
or very happy with their experiences.

In 2020 there was a clear drop in survey responses due to the impact had by
COVID-19 lockdown levels three and four.
The influx of responses received in July is directly related to specific feedback
around māmā and whānau experience during COVID-19.
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Knowledge available to wāhine regarding their expected care whilst birthing
and postnatally is generally within a very high standard with consideration
that the questions may have not been applicable. The featuring areas for
improvement are all resulting with “no” responses of less than 10%. Feelings
of inadequate information are most frequently specific to length of stay and
partners staying overnight with resulting response of Mahi Tahi to be
embraced within Maternity consistent with the DHB service to focus on the
“better together’ model. This initiative has been included in the 2021 quality
plan included in this report.

The survey asks consumers how suitable visiting hours are in te Aotūroa
Almost a quarter of respondents expressed some level of dissatisfaction with
visiting hours Figure 17 (Were visiting hours suitable).

When consumers were asked what their preferred visiting hours would be?
Figure 18 Responses resulted in an even distribution across all options given.

Feedback specific to postnatal experiences suggests an overall happy or very
happy response. Most significant response where improvements could occur
are in relation to pain management and actions have been implemented into
the quality plan for 2021 with regards to blister packs and self-administration
of analgesia. Medical rounds have also been modified to provide a less
confronting experience for wāhine and whanau whilst in the postnatal
environment.
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Section Seven: Artwork in this report
The artwork used in this report comprises a series of murals commissioned,
designed, and curated for the Maternity Service in Palmerston North Hospital
by Heneriata Te Whata. In each of the following spaces, the work has been
designed with the specific elements in mind:

Entrance Hallway
•

Main Birthing Entrance
This is the first area that people see at the start of their journey. This area is
designed to be inviting and place emphasis on aspects of healing, support, and
connection:
• Water is representative of purity, healing, and fertility. It is a symbol of
circulation, life, cohesion, and birth. As such, it is an integral part of our
journey as mothers, fathers, brothers, and sisters, and as people.
• Tane Mahuta is represented in the flora and fauna used in this design.
Although he is the separator of Rangi and Papatuanuku he is also our
connection to the natural world.
• Flora and Fauna all the plants used in this design are Rongoa (medicinal).
This creates further recognition and understanding that people are in a
place of healing and support. The plants include harakeke, kowhai,
kawakawa, kohekohe, manaka, horopito, poroporo and calendula.
• Huia creates the connection to the Manawatū and brings in a sense of
kaitiakitanga and guidance.
• Waharua (diamond shapes) – this shape will be seen throughout the
series as a constant motif. It represents the commitment and courage
needed to begin and maintain this journey.
• Koru/kowhai/whai patterns in this design they signify the rippling of the
water and passage of time. Subtle as they are, they are constant and lead
you in and out and onwards.
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•
•

•

•
•

Harakeke represents whānau. The rito (shoot) is the child. It is protected
by the awhi rito (parents). The outside leaves represent the tupuna
(grandparents and ancestors) as the outside leaves die down, they feed
the centre. In this way, our parents, grandparents, and tupuna feed,
protect and support us as we grow. In addition to this, the nurses,
midwives, doctors and indeed all medical persons support us as we move
through our pregnancy, birth and into the future. The harakeke also
represents the art of weaving and the making of wahakura that support
our children.
Koru/fern representative of new life, growth, strength, and peace
Hine te Iwaiwa -Hine te Iwaiwa is the atua of childbirth and te whare pora
(weaving and female arts). In this capacity she is a guide and supportive
figure. The ebb and flow of wāhine throughout life is also guided by the
phases of the moon which is linked to Hine te Iwaiwa.
Wahura as mentioned above, the waharua is a constant shape throughout
the mural series. Just as it takes courage and commitment to have
children it takes the same amount of courage and commitment to bring
these new lives in to the world. The placement and size of the shape is
indicative of the huge role those at the hospital play making this blessing a
reality.
Kereru are peaceful messengers that create a sense of peace, purpose,
and familiarity.
Breath The breath/message of life being spread on the wings of the
kereru. Hine te Iwaiwa is sending the message that a new life is on the
way.
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Elevator Foyer

Heneriata Te Whata

Bringing the outside in, this design incorporates the wairua of healing with
that of whānau ngatanga and mana. The central idea is to create a place
where tangata can rest and adjust
• Plants continuation of the Rongoa and interconnection within the
hospital. Creates a sense of place and recognition
• Kokako Taonga and Kaitiaki. They are treasures that need protecting and
supporting, just like our tamariki and whānau
• Koru placed on the bird it is representative of our journey of growth and
knowledge

Ko Tautoro te maunga Ko Kereru te Awa
Ko Ngātokimatawhaorua tōku waka Ko Rāhiri
te Tangata
Ko Taataau Tūpari Te Whata rāua ko Ākinihi
Tamehana Te Whata ōku tūpuna Ko
Heneriata Te Whata e tuhi atu nei.
An artist through and through, Heneriata Te
Whata, has been honing her skills as a
muralist, illustrator, and designer for the past
several years. Originally interested in
veterinary medicine, Heneriata blended her
anatomical background with a flair for the
creative, bringing about a unique and quizzical marriage of her two passions.
From painting her bedroom walls, sketching the local wildlife and clipping
patterns into her horses she has had the opportunity to participate in
exhibitions and festivals, as well as work alongside other great artists.
She graduated with a degree in Creative Media and her ambition and creative
zeal has grown exponentially. Heneriata has a true passion for all things
creative and is constantly searching for new challenges and avenues to feed
that passion. With this, she utilizes her unique style and colour palettes to give
stories a voice whilst exploring depth of movement and composition. She
strives to create artwork that expresses her individual style while encouraging
community growth, empowerment, and awareness.
Tihei Wa mauri ora
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Section Eight: Quality in Maternity
8.1 The Maternity Quality and Safety Programme
The New Zealand (NZ) Maternity Quality and Safety Programme (MQSP) is a
national programme which establishes and expands maternity quality
improvement activities, both nationally and at local DHB level. At a national
level, the programme consists of specific tools to guide provision of maternity
services included in the New Zealand Maternity standards and the New
Zealand Maternity Clinical Indicators. Locally, the standards and clinical
indicators underpin the programme ensuring ongoing systematic review by a
multidisciplinary team that works together to identify ways to optimise
services and care and implement such improvements.

Maternity Standards
The Maternity Standards are a fundamental part of the MQSP. The NZ
Maternity Standards provide guidance for the provision of equitable, safe, and
high-quality maternity services throughout NZ. They consist of three highlevel strategic statements to guide the planning, funding, provision, and
monitoring of maternity services by the Ministry of Health, DHB service
providers and other practitioners. The standards underpin the Primary
Maternity Services Notice, 2007, Maternity Referral Guidelines, DHB
maternity service specifications, and other high-level guidelines and
requirements.
Standard 1 - Maternity services provide safe, high quality services that are
nationally consistent and achieve optimal health outcomes for mothers and
babies
Standard 2 - Maternity services ensure a wāhine-centred approach that
acknowledges pregnancy and childbirth as a normal life stage
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Standard 3 - All wāhine 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 wāhine.

8.2 Implementation of MQSP in MDHB, a review of the 20192020 plan
The following is a summary of progress for the projects that comprised the
2019/20 plan. The full 2019/20 MQSP plan can be found in Appendix 1: MQSP
Plan 2019/20.

Implement Maternity Early Warning Score
In November 2019, the national Maternity Early Warning Score (MEWS) chart
was introduced to PNH, ahead of the planned 2020 roll out date.
The project implementation group included representatives from many areas
of the hospital including: Intensive Care, Anaesthetics, Emergency
Department, Hospital Coordination Unit, and others.
MDHB chose to roll out MEWS hospital wide rather than a limited rollout to
maternity only. Education sessions were conducted with key staff groups
including Educators, Charge Nurses, and various department groups. A
hospital wide ‘screen saver’ and posters were displayed for the seven days
prior to MEWS ‘go live’.
The first two weeks of implementation was supported by the Midwifery
Educator ‘floor walking’ all areas of the hospital to ensure MEWS was being
utilised for all maternity patients and educating any staff who had missed the
initial education. A similar approach was taken with maternity staff. Due to
high staff turnover in maternity there have been ongoing issues with MEWS
compliance and a MEWS refresh has was completed by the Midwifery
Educator late in 2020.
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Originally MEWS rollout was going to aligned with the introduction of the
Sepsis 6 bundle, however in the interest of getting MEWS introduced as soon
as possible they were again separated with a target roll out of Sepsis 6+2
planned for 2021.

Sepsis 6+2
The May 2020 target to introduce the sepsis bundle was delayed due to the
disruptions to the service caused by COVID-19. The sepsis bundle roll-out is
now underway. Education of staff began in December 2020, with bundles
introduced to clinical spaces early 2021. Roll out of community education and
interface with primary care practitioners will occur later in 2021.

Antenatal clinic (ANC) / Community Midwifery project
The work reconfiguring the ANC and community midwifery service has been
ongoing through 2019/20. As outlined earlier in the report, the decision
paper outlining the reconfiguration of the community midwifery service was
released in July 2020. Decisions regarding the obstetric ANC have been more
complex and a decision paper was released in November 2020, with
implementation of the final decision expected to take place in 2021.

5:10 Early Engagement Programme
Work to increase early engagement with maternity providers began in 2020
by targeting education facilities in an attempt to reach wāhine under 20 as a
high-risk population.
In March 2020, during tertiary education settings ‘O-week’ events were
planned for the two local tertiary education facilities. These would then be
followed by events at secondary schools. The aim of these events was to
share information about early pregnancy care, where and how to engage in
care. Unfortunately, due to COVID-19 restrictions, only one event was
completed: an event at Massey University.
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One hundred and fifty students were engaged at the Massey event. All
students were given an information pack with early pregnancy information,
pregnancy tests and condoms. Each participant was asked the question: ‘did
you know you can contact a midwife for all early pregnancy care without
needing to see a GP for free?
Of the 150 participants, 113 (75.3 percent) were female and 36 (24 percent)
were male. One person identified as non-binary. An overwhelming majority
of people did not know that early pregnancy care could be accessed through a
midwife and that this service was free (75 percent). This was consistent
between females (74 percent) and males (78 percent).
This highlights the need for targeted information sharing in such settings
particularly around early pregnancy engagement. The level of engagement at
this initial event was encouraging and engaging with education facilities will
continue to be a key strategy going forward.

Midwifery workforce
The Midwifery workforce was a local project in the 2019-2020 MQSP
workplan. Details of quality work undertaken in regard to the midwifery
workforce shortage are outlined in the Workforce section of this report.
Midwifery workforce will continue to be the local initiative in the MDHB in the
2021-2023 workplan.

Reduce Preterm Birth and Neonatal Mortality
In the summer of 2019/2020, the department was joined by an Otago Medical
Student who conducted a comprehensive audit of preterm births at MDHB in
2018. The audit was completed in February 2019 and planning and
implementation of quality initiatives as a result of the audit were delayed as a
result of COVID-19 and therefore will be a key component of the 2021-2023
MQSP plan.
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Baby Friendly Hospital Initiative (BFHI)
The Women’s Health and Neonatal services retained our BFHI Accreditation
following a re-accreditation in November 2019.
In 2020 the MDHB breastfeeding strategy (2020-2025) was completed, a
significant piece of work that will lay the foundation for breastfeeding quality
initiatives going forward.
The report noted the following achievements:
•
•
•
•
•
•

The extending of Lactation Consultant availability over the weekends to
give seven day a week cover.
The number of Registered Nurses that have undertaken to become
Lactation Consultants,
The provision of Aroha Breastfeeding cards, and
The provision of expressing kits for women at high risk of birthing early.
Allowing partners to stay overnight was also seen a as positive support for
new Māmā’s.
The Together project is also seen as a project to promote the keeping
together of the Māmā and pēpi by ensuring these potential admissions to
the Neonatal Unit are identified early and appropriate measures taken,
including warmth strategies and early feeding.

The collaboration with private providers to progress a donor milk bank in the
district is an exciting initiative which sees this being run out of the Te Papaioea
site with assistance from the Wright Foundation and a donation of a
pasteurizer from a local business.

Sphincter Tears Audit
An increasing rate of sphincter tears was identified by the labour and birth
audit in 2020. This triggered a formal review of practice within the MDHB
Maternity Unit. The review involved an in-depth analysis of each event.
Improved reporting of sphincter tears has also been a focus for 2020. This has
resulted in an apparent increase in sphincter tears, however in actuality this
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apparent increase is related to more accurate reporting rather than a
deterioration in clinical practice. The current action plan includes rollout of
education to maternity care providers, ongoing auditing, and quarterly
reporting to the Serious Adverse Events Committee. This work will continue
into 2021 and the prevalence of sphincter tears will continue to be monitored.
Additionally, two multidisciplinary education days were executed with
excellent attendance and engagement.

2nd Stage LSCS Audit
Due to COVID-19 disruptions this audit project was not completed. This will
be included in the 2021-2023 quality plan.

8.3 Other Quality Initiatives
Term Admission to NNU Audit
In 2020, term neonatal admissions were reviewed, with a retrospective audit
(May 2019 – April 2020) undertaken on all babies who were admitted to the
neonatal unit with a primary diagnosis of hypoglycaemia or hypothermia, with
no other complicating factors.
Once infants where the mother had a diabetic risk factor were excluded, 36
events were identified. The largest cohort by weight (41 percent) was
between 2500-3000gm.
On evaluating the management of these infants, we were able to create a
series of recommendations. These recommendations have been transposed
into an action plan with the aim of decreasing neonatal admissions, ensuring
mothers and infants can stay together. The actions will focus on keeping
babies warm in the initial transition period, re-educating staff to the high-risk
hypoglycaemia protocol, introducing the Newborn Early Warning Score
(NEWS) and promoting the development of a breast milk bank. This project
will be a focus for 2021.
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8.4 MQSP Planning for the future
Following the confirmed funding for the MQSP until 2023, a three-year
workplan for the MQSP in MDHB has been developed and awaiting MoH
approval.

Figure 21 (Was the episode avoidable?) summarises the conclusion drawn
about whether the case was avoidable. Of the 16 cases, 11 were classified as
either avoidable or potentially avoidable. Four cases were concluded not
avoidable, however the review process found that improvements in processes
would have lessened the severity of the outcome.

Case Review - Maternal Morbidity

This case review aims to identify ways to improve systems and processes to
reduce maternal and neonatal morbidity. In 2020 the MDHB maternal case
review process was streamlined to follow that which is outlined the Health
Quality Safety Commission.
The multidisciplinary team meets regularly to review cases have meet the
criteria. During 2020 16 cases were reviewed Figure 20 (Maternal Case Review
Episodes).
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Contributing factors identified through case review process:
•
•
•

Delay in informing SMO of postpartum haemorrhage
Poor skill mix Birthing Suite contributed to one event.
Recommended referrals to ANC when indicated not occurring, resulting in
optimal care and monitoring of pregnancy not being implemented

Actions resulting from case reviews implemented in 2020:
•
•
•
•
•
•
•
•
•

The Clinical Lead Obstetrics has followed up with O&G Registrars
regarding importance of informing Senior Medical Officer (SMO) of PPH
Ongoing focus ensuring Birthing Suite is prioritised with adequate skill mix
In cases of wāhine not being referred to Ante Natal Clinic (who should
have been), individual follow-up with referring practitioners has occurred.
Medical discharge summaries are now being completed by Obstetric team
for wāhine under Unit care.
CTG stickers are now on all machines reminding of requirement for
patient details and maternal HR for each trace.
Drug alert stickers for labelling of syringes containing oxytocin now
available on Hine te Iwaiwa.
A discrepancy was identified in the escalation pathway for abnormal fetal
lactate measurements between MCIS and hospital guideline. The
guideline has been changed to eliminate this discrepancy.
Maternity/Obstetric patients in the intensive care unit now to be listed on
Birthing Suite board so appropriate care can be allocated and provided.
Consensus reached regarding accurate times for operating theatre
transfers, procedures, births cell phone time rather than wall clock time
to be utilised.

•

Integration of CTG traces to MCIS clinical will eliminate lost CTG traces
(occurred in 2 events). Business case approved for CTGs to be integrated
into MCIS global at MDHB

Case Review – Perinatal and Maternal Mortality Review Committee
(PMMRC)
An increase in perinatal cases in 2020 saw the DHB rise from 14 in 2019 to 18
in 2020 Figure 22 (Number of perinatal cases in MDHB by gestational age).
Local increases in perinatal cases during the COVID-19 lockdown period in
MDH mirrored national data trends. The largest increase by gestation occur
in the 20-27-week group with 13 cases in 2020 (up from eight in 2019).

Actions identified yet to be implemented:
•
•
•

Hypertension Guideline requires updating to reflect national document
(document completed, awaiting implementation).
VTE scoring audit.
Induction of labour policy requiring updating to clarify ambiguities and
align with National Guideline – (in progress)
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Of the three cases 36-41 weeks gestational age, two of these were related to
SAC 1 events, neither of the cases at this gestational age in 2019 were rated
such.

8.5 Growth Assessment Programme (GAP) in MDHB
The aim of the Saving Babies Lives in New Zealand project is to ensure the
robust implementation of the GAP programme in all DHBs across New
Zealand. The GAP programme aims to reduce stillbirth rates by increased
detection of small for gestational age (SGA) babies and is based on three main
elements:
•
•
•

Training and accreditation of all staff involved in clinical care.
Adoption of evidence-based protocols and guidelines.
Rolling audit and benchmarking of performance.

In 2019, MDHB appointed a dedicated GAP midwife (an ACC funded position)
as the Clinical Lead for the programme. This has included monitoring
outcomes and education of staff. Since August 2019, 133 midwives, medical
staff and nurses have attended education around the use of gestation related
optimal weight charts and customised birthweight centiles.
The rate of Small for Gestational Age (SGA) babies born in MDHB remains
consistent with the national average Figure 24 (Prevalence of SGA at birth %).

In November 2020, a new process was adopted which entailed an action plan
being completed after each PMMRC meeting. This would enable actions to be
logged to a key person and for progress against actions to be tracked.
Actions initiated from PMMRC meetings this year include:
•
•

Development of an escalation policy is underway enabling staff to
escalate concerns to a senior/alternative clinician for advice/assistance.
A letter was written to GP’s reaffirming the importance of conducting
pregnancy tests before the insertion of intrauterine devices.
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Antenatal referral rates have increased since the implementation of the
programme. There was a small decrease in the rate of referrals during the
period that included the COVID-19 lockdown (quarter April to June). This is
likely to be a result of the changes in access to formal scanning and perhaps
altered delivery of routine antenatal care, especially to those wāhine without
risk factors. The detection of SGA has also improved over the last 12 months
and is now consistent with the national average Figure 25 (Rate of babies born
SGA detected antenatally).

8.6 Tūngia Te Ururua
On 27 October 2020 Te Uru Pā Harakeke announced that the initiation of
phase two of the primary birthing services review.
Pae Ora Paiaka Whairoa kindly gifted the name Tūngia te Ururua to the
project to use. This is the first line of a whakataukī and is related to the phase
of planting a new pā harakeke, where the land is cleared by burning away the
overgrowth to prepare the space for new planting and the potential of new
beginnings.
The purpose of Tūngia te Ururua is to undertake engagement with key
stakeholders and consumers within the communities of Tararua, Horowhenua
and Ōtaki to find out how MDHB can best serve the needs of wāhine and
whānau in these communities when it comes to providing care for their pēpi
during the first 1000 days (from conception to two years of age).
Key stakeholders in the local communities were given an opportunity to
review and feedback on the Tūngia te Ururua project brief (attached for you
to read) and the Steering Group Terms of Reference. The first version of these
documents was signed off in December 2020.

Funding for the GAP midwife role ends in June 2021. MDHB await notification
as to whether national funding will be extended post June 2021.
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As well as preparing these documents, there has been considerable work
done by an external Engagement Manager. The information gathered from
various groups will be utilised in reviewing the current provision of services,
and in developing models of care for each area to optimise future service
provision to meet the needs of wāhine, pēpi and whānau during the first 1000
days of a child’s life.
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Section Nine: Clinical Indicators 2018
The New Zealand Maternity Clinical Indicators present comparative maternity interventions and outcomes data across a set of 20 indicators for pregnant wāhine and
their babies by maternity facility and district health board region. This is the tenth year in the New Zealand Maternity Clinical Indicators series, with a focus on
wāhine giving birth and babies born in the 2018 calendar year.
Table 1 shows the rates in MDHB for the entire population along with comparison columns containing the national rate for the same indicator and one containing
MDHB rate for the 2017 calendar year.
Subsequent tables show the indicators as they relate to individual ethnicities. The same comparisons (against 2018 national data and 2017 MDHB rates) are made in
these tables. For some indicators, once they are broken down to individual ethnicities, the denominator for each indicator too small to draw conclusions based on
these numbers alone.
Points included in quality plan from Maternity Clinical Indicators
• Continue to monitor sphincter tears and develop targeted education and quality initiatives
• Audit of caesarean sections under general anaesthetic, with specific focus on disparities that exist between ethnicities.
• An audit of blood transfusions during and following caesarean section required
• Continue integration of Growth Assessment Protocol (GAP) programme in MDHB to improve detection of SGA and Fetal Growth Assessment (FGA) babies
• Multidisciplinary review of findings from the Term Baby admission to neonatal unit audit required with action plan to be developed. This will occur as a part
of the Term Baby Project encompassing the implementation of Neonatal Observation Chart (NOC) and Newborn Early Warning System (NEWS) in the DHB
• Smoking Cessation provider engagement required for joint quality initiative focusing on reducing maternal tobacco intake

Table 1 New Zealand Maternity Clinical Indicators by DHB of Residence 2018

1
2
3
4
5
6

Registration with a lead maternity carer in the first trimester
Spontaneous vaginal births among standard primiparae
Instrumental vaginal births among standard primiparae
Caesarean section births among standard primiparae:
Inductions of labour among standard primiparae
Standard primiparae giving birth with intact lower genital tract
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MDHB
2017 (%)
76.3
65.9
14.4
19
5.8
30.9

MDHB 2018
(%)
76.7
71.7
14.2
12.9
6.3
44.8

All DHBs 2018
(%)
72.7
64.7
17
17.2
7.8
26.5

How do
we look
✓
✓
✓
✓
✓
✓
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Standard primiparae giving birth vaginally and undergoing episiotomy without mention of thirdor fourth-degree tear

7

Comment: Ongoing work addressing rates of sphincter tears in the DHB required in the quality
plan
Standard primiparae giving birth vaginally sustaining a third- or fourth-degree tear and not
undergoing an episiotomy
Standard primiparae giving birth vaginally undergoing episiotomy and sustaining a third- or
fourth-degree tear
Wāhine undergoing a caesarean section under general anesthetic

8
9
10

11

12

Comment: Audit of caesarean sections under general anesthetic will be included in the 2021
quality plan with specific focus disparities that exist between ethnicities.
Wāhine giving birth by caesarean section and undergoing blood transfusion during the birth
admission
Comment: Audit of blood transfusions during and following caesarean section will be included in
the 2021 quality plan
Wāhine giving birth vaginally and undergoing blood transfusion during the birth admission
Comment: 2018 MDHB increase compared to last year. Now consistent with national average

13

Diagnosis of eclampsia during birth admission

14

Wāhine having peripartum hysterectomy

15

Wāhine admitted to ICU (intensive care unit) and requiring over 24 hours of mechanical
ventilation any time during the pregnancy or postnatal period

MDHB
2017 (%)

MDHB
2018 (%)

All DHBs 2018
(%)

How do
we look

27.2

22.4

24.6

✗

4.2

4.0

4.5

✓

0.8

1.1

2.1

✓

7.5

10.3

8.5

✗

2.4

3.8

3.0

✗

1.2

2.2

2.1

✓

0.05
n=1
0.0
n=0
0.0
n=0

0
n=0
0.0
n=0
0.0
n=0

0.03
n=20
0.06
n=36
0.03
n=11

Clinical indicators 13-15 are all events that trigger a maternal case review and each case is extensively reviewed by a multidisciplinary team
Maternal tobacco use during the postnatal period (2 weeks after birth).
16

Comment: The improvement on the MDHB rate year on year is encouraging. MDHB’s rate still
remains much higher than the general population. Smoking Cessation provider engagement is
required for joint quality initiative focusing on reducing maternal tobacco intake
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15.2

13.8

9.4

✗
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MDHB
2017 (%)

MDHB
2018 (%)

All DHBs 2018
(%)

How do
we look

Premature births (babies) born under 37 weeks gestation
17

Comment: This data shows an improvement on 2017 data. MDHB’s rates in 2018 were much
more closely aligned with the national average. The 2018 preterm labour audit gives further
insight to the preterm birth rate in MDHB during 2018
Small babies at term (37-42 weeks gestation)

9.3

7.9

7.5

✗

18

Comment: Implementation of the GAP programme in MDHB in 2019 has resulted in closer
monitoring and audit of SGA/IUGR babies.
Small babies at term born at 40-42 weeks gestation

2.2

3.4

3.1

✗

19

Comment: Implementation of the GAP programme in MDHB in 2019 has resulted in closer
monitoring and audit of SGA/IUGR babies
Babies born at 37+ weeks gestation requiring respiratory support
Comment: Term admission to NNU audit conducted in 2020 included all babies admitted to
NNU. Findings to be reviewed by a multidisciplinary team

23.8

35.8

29.9

✗

1.5

2.0

2.1

-

20
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Section Ten: Tracking outcomes in MDHB
This section contains locally collected data for 2020. While clinical indicators
provide MDHB the opportunity to monitor outcomes and make comparisons
to national outcomes and outcomes in other DHB’s the delay in the release of
this data means quality initiatives can take time to implement. Locally
collected data, while not providing the same ability to compare to national
outcomes gives the DHB the opportunity to track outcomes month to month
and react with quality initiatives faster The data presented in this section has
been collated throughout the year as part of various ongoing auditing
processes. This data will include breastfeeding outcomes and labour and birth
data for all MDHB managed units.

This is the third consecutive year there has been an increase in this statistic.
Breastfeeding rates dropped in April 2020. This coincided with the COVID-19
Level 4 national lockdown period. During this time face to face breastfeeding
support in the community was not considered an essential service by the
Ministry of Health. New Zealand Māori EBF rate at discharge for 2020 was
69.21 percent, compared to 70.36 percent in 2019 Figure 27 (EBF rate at
discharge from PNH Wāhine Māori (%) 2018-2020).

10.1 Breast feeding outcomes
Breastfeeding rates for Palmerston North Hospital
The exclusively breastfeeding (EBF) rate for wāhine at discharge from PNH in
2020 was 70.63 percent Figure 26 (Annual EBF rate at discharge from PNH)
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Breastfeeding rates at Te Papaioea Birthing Centre
Following MDHB management of Te Papaioea Birthing Centre (TPBC) in April
2020 the facility has been also been utilised as a postnatal stay facility for
Wāhine who have birthed at Palmerston North Hospital. While strict clinical
criteria for postnatal transfer remain, there were initial concerns that the
introduction of wāhine with more complex needs would impact the EBF rate
at discharge from the facility.

This is a testament to the extensive work put in by midwifery and nursing staff
and the increased availability of lactation consultants to Wāhine admitted to
TPBC. Figure 29 (EBF rate at discharge from TPBC Wāhine Maori (%) 20182020) also demonstrates there has been no reduction in the rate of EBF at
discharge for wāhine Māori.

Figure 28 (EBF rate at discharge from TPBC (%) 2019 & 2020) and Figure 29
(EBF rate at discharge from TPBC wāhine Maori (%) 2018-2020) demonstrate
that the Exclusively Breast Fed (EBF) rate of Wāhine who birth at this facility
has not been impacted at the point of discharge.
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10.2 Labour and Birth Outcomes
Continuous Labour and Birth Audit
The Data represented in this section is extracted from the MDHB continuous
labour and birth audit. This audit collects data of all labours and births and
informs future quality initiatives while facilitating critical review and analysis
of current practices and initiatives already implemented. A complete list of
the variables collected for the audit are listed in Table 2 (labour and birth
audit variables).
The Robson 10 Group Classification System was endorsed by the World Health
Organisation (WHO) in 2015 as a method of categorising labour and birth
outcomes to enable meaningful comparisons and monitoring of outcomes.
The classification system was adopted in MDHB in 2017 and has been the tool
with which the ongoing labour and birth audit data has been reviewed.
The audit commenced in 2017, with retrospective data collection of 2016
data. This was followed by the ongoing prospective audit of outcomes. The
collection of data for women birthing outside the hospital has not been fully
complete between 2017 and 2019. Women birthing outside PNH should all
belong to groups 1 or 3. DHB wide comparisons for these groups are between
2016 and 2020.
The benefits of using the Robson Classification to analyse events and
outcomes in labour and birth is that the groups are the same over time and
regardless of the location in the world. We can therefore analyse the
outcomes within our own DHB over time and compare to international data
available, which has been an important part of the quality improvements
made during the last years. Other New Zealand DHB’s have started to collect
data in Robson groups and we are looking forward to being able to make
comparisons nationally within NZ in the future.
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Table 2: Labour and birth audit variables
Mothers NHI
Age
Mothers Primary Ethnicity
Baby DOB
Shift- AM/PM/N
Baby NHI
Smoking Status
BMI
Place of first admission
Location of Birth
Transfer to Hospital
Nullip/Multip
Previous CS (Y/N)
Gestation (weeks)
Robson Group
IOL (Y/N)
IOL method
ARM (Y/N)
Bishops Score
Number of misoprostol doses until established labour
Number of misoprostol doses until birth
Oxytocin in labour
Epidural (Y/N)
Length of Labour
Outcome and method of birth
Instrument type
CS category
Anesthetic used for CS
First or second stage CS
Perineal Tear
Episiotomy (Y/N)
Apgar scores
pH UA
Total blood loss
Birth weight
Birth weight centile*
Admission to NNU <24
Other Comments
*Inclusion of birthweight centile only began in 2020. Retrospective collection of
birthweight centile is also underway

Page 48 of 73

Comparing outcomes between ethnicities
The adoption of the Robson 10 Group Classification system (see classification
for Caesarean Section) in MDHB means breaking down groups to assess for
differences between ethnicities is difficult as the group sizes become too
small for meaningful comparison. Effort has been made to make comparisons
between the two largest ethnicity groups in the population:
New Zealand Māori and New Zealand European. However meaningful
comparisons to wāhine of Indian, Pasifika and other ethnic descent is not
feasible.
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10.3 Te Papaioea Birthing Unit
In April 2020 MDHB commenced operationally managing Te Papaioea Birthing
Centre (TPBC), a previously privately owned and operated birthing centre.
MDHB only has complete data of births at TPBC from April 2020 when MDHB
commenced operational management.
In total 282 wāhine birthed at TPBC in 2020 in comparison to 318 in 2019 and
310 in 2018. From April to December 2020, the time during which the DHB
has managed TPBC, 22.3 percent of women were transferred to PNH in
labour, compared to 17.2 percent in the previous reporting period. Another
9.0 percent were transferred post-partum. There was a significant difference
between nulliparous women in group 1, who had a transfer rate of 46.3
percent in labour and 13.0 percent post-partum, and multiparous women in
group 3, who had a transfer rate of 6.1 percent in labour and 6.1 percent
post-partum. The most common reasons for intra-partum transfer were
labour dystocia and pain relief, while the most common reason for postpartum transfer was that the baby needed neonatal care. It is worth noting
that previous to MDHB taking on management of TPBC once a wāhine
transferred from TPBC to Palmerston North Hospital (PNH) they could not
return to TPBC and women who started their labour at PNH could not transfer
to TPBC after birthing. Post-partum transfer from PNH to TPBC is now
available and postnatal only stay is a new service available to wāhine birthing
in the district, as previously postnatal only transfers were only available to
privately paying consumers. An audit of intrapartum transfers to PNH will be
included in the 2021-2023 MQSP plan as a part of the Primary Birth project.
It is obvious that with a small denominator, the variation from month to
month will be large and it would be unwise to draw any conclusions from
comparing changes from one month to another. It is also hard to argue that
there is an increasing trend. The small difference between a total intrapartum
transfer rate of 17.2 percent in the last annual report and 22.3 percent in the
year from April 2020 to December 2020 could very well be explained by a
different ratio of women. Unfortunately, MDHB don’t have complete data for
all women starting their labour at TPBC before April 2020 and are therefore
unable to analyse this. It will be interesting to continue to follow both transfer
MidCentral District Health Board – Annual Maternity Report

rates and other interventions and outcomes for all
women in the DHB and based on where women start their labour.
An audit of intrapartum transfers to PNH will be included in the 2021-2023
MQSP plan as a part of the Primary Birth project.

10.4 Te Whare Kōhungahunga
Fall in birthing numbers for Te Whare Kōhungahunga are partly attributable to
the closure of the unit in 2020, however does not account for general trend of
falling birthing numbers Figure 31 (Wāhine birthing in Te Whare
Kōhungahunga). This is more likely a result of the well documented increase
in acuity in the birthing population seen throughout the country. Promoting
the use of primary birthing units is a component of the three-year MQSP plan
and targeted project work will be undertaken in this area

Page 50 of 73

10.5 Dannevirke Maternity Unit
Dannevirke maternity service booked 155 wāhine throughout the year 2020,
of those wāhine 38 birthed in Dannevirke community hospital Figure 32
(Yearly booking and births in Dannevirke maternity service).

10.7 Palmerston North Hospital
In 2020 there were 1654 babies born in PNH. Since the opening of TPBC the
number of wāhine birthing in PNH has remained constant Figure 34 (Number
of births in PNH 2016-2020)

These numbers are consistent with those in last three years. 77 percent of
the wāhine booked with the Dannevirke maternity service required Obstetric
referral as per the referral guidelines. The intrapartum transfer rate from
Dannevirke community hospital is eight percent.

10.6 Home Birth in 2020
There has been much discussion about the impact of COVID-19 on labour and
birth plans, particularly regarding place of birth. Figure 33 (Number of
homebirths recorded by quarter 2020) shows a significant increase in the
number of homebirths in MDHB starting in the second quarter of 2020,
coinciding with the national lockdown period.
MidCentral District Health Board – Annual Maternity Report
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10.8 Group 1
Group 1 consists of nulliparous women with a cephalic presentation in
spontaneous labour at over 37 weeks gestation.
Group one contains many primary birthing wāhine. In MDHB primary ‘group
one’ Wāhine may choose to birth at home, in a Primary Birthing Unit or at
PNH. Since the opening of TPBC in November 2017 the number of primary
birthing wāhine choosing to birth in PNH has fallen Figure 35 (Number of
group 1 births in PNH 2016-2020).

audit of second stage caesarean sections and a
review of the management of second stage dystocia is planned for 2021.
Improved labour and birth outcomes can be seen across both New Zealand
European Figure 36 (Group 1 mode of delivery NZ European) and New Zealand
Māori populations Figure 37 (Group 1 mode of delivery NZ Māori).

During the years 2017-2019 there was inconsistent data collection from
primary birthing units therefore the most accurate points of comparison is
2016 (before the opening of TPBC) and 2020. The data in this section will
compare DHB-wide outcomes for group one in 2016 and 2020.
Between 2016 and 2020 there has been improvement in vaginal birth rate
increasing from 61.2 percent to 69.1 percent. These improvements have
coincided with the opening of the primary birthing unit in the area and the
introduction of a streamlined labour dystocia management guideline in PNH.
Although overall rates of caesarean sections have fallen from 21.5 percent in
2016 to 15.6 percent in 2020, the rate of caesarean sections occurring in the
second stage of labour has increased from 5.4 percent to 8.1 percent. An
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10.9 Group 1 outcomes by place of first intrapartum
admission
To better understand the state of primary birth in MDHB, outcomes for
Robson Group 1 have also been examined in relation to place of first
intrapartum admission Figure 38 (Group 1 mode of delivery of place of first
intrapartum admission) and Figure 39 (Group 1 intrapartum outcomes by
place of first intrapartum admission).

This has only become possible due to the improved data collection from
primary birthing units in 2020. In 2020, 50.7 percent of women in Group 1
who were primarily admitted in labour to a primary unit, were transferred to
Delivery Suite in labour and birthed at Palmerston North Hospital.
Figure 38 (Group 1 mode of delivery of place of first intrapartum admission)
demonstrates the vaginal birth rates for women who are primarily admitted in
labour to the two MDHB managed birthing units are higher than that in PNH.
Instrumental delivery rates for those wāhine first admitted to Horowhenua in
labour is highest (20 percent), however the caesarean section rate in this
group is the lowest (6.7 percent). The difference between caesarean section
rates in women admitted to PNH and TPBC is smaller (18 percent and 13.4
percent respectively). Similarly, interventions including, oxytocin and epidural
are less common in wāhine whose primary admission location is a primary
birthing unit.
The conclusion we draw from these outcomes is that if we are going to be
able to improve outcomes in labour and birth in our community, we will need
to use a multidisciplinary approach with a focus on wāhine, pēpi and whanau.
Since 50 percent of the low-risk nulliparous women who plan to birth in a
primary unit eventually end up on Delivery Suite, this approach needs to
include the primary birthing units.
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10.10 Group 2
Group 2 of the Robson classification includes all other nulliparous women with
a cephalic presentation above 37 weeks gestation either in induced labour
(Group 2A) or who had a caesarean section before labour (Group 2B).
Outcomes for Group 2A have been the primary focus of labour and birth
initiatives in Palmerston North Hospital in the last five years. The high rate of
caesarean section deliveries in Group 2A identified by the retrospective audit
of 2016 outcomes highlighted the need for such initiatives.
Since then, the fall in caesarean section rate in this group has not only the
short-term benefit of avoiding these caesarean sections, the DHB is now
seeing a fall in the number of wāhine returning in subsequent pregnancies
having had a previous caesarean section.
The number of wāhine in Group 2A has significantly increased in the last year.
This is consistent with the increased number of births taking place in PNH
Figure 40 (Number of women in Group 2A 2016-2020).
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In 2018 there was a dramatic fall in caesarean section rates (and subsequent
increase in vaginal birth rates) for group 2A following the introduction of a
new induction of labour protocol including the use of low-dose oral
Misoprostol solution.
This has been followed by smaller increases in the caesarean section rate in
2019 and 2020. Overall, the caesarean section rate for Group 2A remains
much lower than the 2016 rate (45.5 percent in 2016 and 29.9 percent in
2020). Other improvements include reduced rates of oxytocin, ARM, and
epidural in Group 2A. A significant increase in caesarean sections occurring in
the second stage of labour is also present in Group 2A and further highlights
the need for further investigation into this.
The increase in caesarean section rates in the last two years for Group 2A
varies between New Zealand European and New Zealand Māori populations.
The increase in caesarean section rates in New Zealand Māori is higher Figure
41 (Group 2A Mode of Delivery NZ European and Figure 42 Group 2A Mode of
Delivery NZ Māori).
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10.11 Group 3
Group 3 of the Robson groups is multiparous with a cephalic presentation in
spontaneous labour at greater than 37-week gestation
Group 3 excludes wāhine with a previous caesarean section.
Wāhine in Robson Group 3 often have the option of birthing in primary
birthing locations. As with Group 1, reliably comparable data for this group
only exists in 2016 and 2020.
Since the opening of TPBC in November 2017 the number of primary birthing
Wāhine choosing to birth in PNH has fallen Figure 43 (Number of Group 3A
births in PNH 2016-2020).
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Mode of delivery outcomes for group three Wāhine birthing in PNH are
outlined in Figure 44 (Group 3 Mode of delivery all births at PNH). This shows
a small increase (95.4 to 96.2 percent) in the normal birth rate between 2016
and 2020.

10.12 Comparing Group 3 outcomes for
ethnicities

Figure 45 (Group 3 Intrapartum outcomes 2016 and 2020) shows that this was
associated with an increase in all intrapartum interventions over the same
time.
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10.13 Group 4
Group 4 includes multiparous women with a cephalic presentation at greater
than 37 weeks gestation who are either in induced labour (4A) or having a
caesarean section before labour (4B).

Despite the increase in the number of wāhine being induced in Group 4A the
mode of delivery data continues to improve Figure 49 (Group 4A Mode of
Delivery).

There has been an increase in the number of Wāhine in Group 4A in the last
year, although this does not bring the number back up to 2016 rates Figure 48
(Group 4A Total Deliveries)

Of note, the cesarean section rate in this group has fallen from 18.2 percent in
2016 to 2.2 percent in 2020 (the normal birth rate has increased from 77.8
percent to 95.6 percent). This is a considerable improvement in outcomes for
these wāhine

The initial drop in the number of Wāhine in Group 4A was attributed to the
change in Induction of Labour criteria with the introduction of a new
Induction of Labour policy. This policy is due for renew in 2021 and a review
of criteria for induction and compliance with the 2019 National Guideline will
be included in this review to learn more about the reasons behind the
increase in this group.
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Other Intrapartum interventions for Group 4A are detailed in Figure 50 (Group
4A Intrapartum Outcomes) where reductions in the use of ARM and oxytocin.
There is an increase in the prevalence of sphincter tears which has already
been identified as a necessary piece of work in the DHB, started in 2020 and
will continue in to 2021.
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Similar improvements are seen across both New Zealand European Figure 51
(Group 4A Mode of Delivery NZ European) and New Zealand Māori Figure 52
(Group 4A Mode of Delivery NZ Māori) populations.
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10.14 Group 5
Group 5 includes all women with a previous caesarean section greater than 37
weeks gestation either in spontaneous labour (5A) induced labour (5B) or
having a caesarean section before labour (5C).

Improvements in mode of delivery can be seen
across both New Zealand Māori and New Zealand European populations
Figure 54 (Group 5 Mode of Delivery NZ European) and Figure 55 (Group 5
Mode of Delivery NZ Māori).

For the first time since the targeted labour and birth quality initiatives began
in 2017, the number of wāhine in Group 5 has fallen Figure 53 (Group 5
Number of deliveries in MDHB). This is a significant achievement and was a
goal of the labour and delivery quality initiatives.
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New Zealand Māori have a vaginal delivery rate of 40.6 percent in 2020 (up
from 23.2 percent in 2016) and a CS rate of 59.2 percent (down from 75
percent in 2016).
Furthermore, the rate of wāhine in Group 5 that labour spontaneously (and
are therefore in group 5A) is increasing Figure 56 (Percentage of Group 5 in
spontaneous labour).

10.15 Group 5A
Group 5A is wāhine who have had a previous caesarean section and entered
labour spontaneously. The steady increase in this group has now plateaued.
Increases in this group had previously been attributed to good antenatal
counselling positive attitudes towards vaginal birth after caesarean section
(VBAC).
The plateau in these numbers is likely a result of the reduced number of
wāhine in Group 5 rather than a change in this practice. As the percentage of
Group 5 wāhine that labour spontaneously (Group 5A) has increased from
30.3 percent in 2016 to 40 percent in 2020 Figure 57 (Group 5A Total
Deliveries).

There are improvements demonstrated in the vaginal birth rate in Group 5A
(increasing from 50.8 percent in 2016 to 60.8 percent in 2020). However, this
has come with the reduction of instrumental deliveries in the Group (17.2
percent in 2016 to 5 percent in 2020) not at the expense of the caesarean
section rate. In 2020 we have seen a slight increase in the rates of caesarean
sections in this Group when compared to 2016, but a drop when compared to
2019. As in other groups, the second stage caesarean section rate has
increased in this group also (7.5 percent in 2020).
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Appendix One: MQSP Plan 2019 – 2020
National Local PMMRC MMWG
Title
MEWS (including sepsis 6+2)

Objectives
• Implement national MEWS
programme to the DHB

ANC/Community Midwifery project

•

Optimise service provision

5:10 early engagement

•

Increase early engagement
options

Workforce

•

Increase FTE allocated to
maternity services
Develop diabetes midwife role
into Clinical Midwifery Specialist
role
Grow midwifery workforce
Increase number of staff engaging
in postgraduate training
Develop three-year new graduate
career pathway

•
•
•
•
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Outcome measures
• Programme successfully
implemented
• Staff training completed
• Complete review of services
• Identify area(s) of change required
• Plan and implement changes to
services
• Engage with GP practices
throughout the area
• Develop and promote early
engagement posters and flyers
• Explore possibility of social media
campaign
• Continue CCDM work- FTE
increased
• Continue to develop role of
diabetes midwives
• Apply for CMS role
• Continue engagement with
undergraduate MW providers
• Continue to raise profile of MDHB
midwifery through national and
international online campaigns
• Support staff interested in
completing complex care course
• Promote postgraduate funding
options to staff (through NZCOM)
• Pathway created for second and
third year of midwifery career
pathways

Target Date
May 2020

December 2019

July 2020

August 2020
May 2020
Ongoing through 2019/2020

July 2020

January 2020
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Title
Reduce preterm birth and neonatal
mortality.

Objectives
• Perform audit
• Application for medical student at
Otago for summer audit

Outcome measures
• Audit completed
• Areas of action identified

Target Date
April 2020

Breastfeeding

•

•

Ongoing through 2019/2020

Improve exclusive breastfeeding
rates on discharge from facility

•
•
Sphincter tear and 2nd stage LSCS rate
audit

•

Audit of sphincter tears and
second stage caesarean sections
in Robson group 1 and 2A
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•

Continue to promote role of BFHI
coordinator – BFHI recertification
due in November 2019.
Encourage promotion of
breastfeeding across all
community services
Prioritise breastfeeding outcomes
in internal working groups
Completion of Audit by end of
2019 with plan for ongoing quality
initiatives in 2020

December 2019
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Appendix Two: Review of clinical indicators by ethnicity
Table 4: New Zealand Maternity Clinical Indicators by DHB of Residence 2018 New Zealand Māori
MDHB
2017 (%)
Māori
1
Registration with a lead maternity carer in the first trimester
64.2
Comment: New Zealand Māori are significantly less likely than the rest of the
population to register with an LMC in the first trimester of pregnancy in MDHB.
Targeted work is required to alter this and will be ongoing in the 2021-2023 MQSP
plan.
2
Spontaneous vaginal births among standard primiparae
71.6
3

Instrumental vaginal births among standard primiparae

13.6

4

Caesarean section births among standard primiparae

13.6

5

Inductions of labour among standard primiparae

6.8

6

Standard primiparae giving birth with intact lower genital tract

36.8

7

Standard primiparae giving birth vaginally and undergoing episiotomy without
mention of third- or fourth-degree tear
Standard primiparae giving birth vaginally sustaining a third- or fourth-degree tear
and not undergoing an episiotomy
Standard primiparae giving birth vaginally undergoing episiotomy and sustaining a
third or fourth degree tear
Wāhine undergoing a caesarean section under general anesthetic
Comment: Audit of caesarean sections under general anesthetic will be included in
the 2021 quality plan with specific focus disparities that exist between ethnicities
Wāhine giving birth by caesarean section and undergoing blood transfusion during
the birth admission
Wāhine giving birth vaginally and undergoing blood transfusion during the birth
admission

19.7

8
9
10
11
12
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3.9
0
8.1
4.0
0.9

MDHB
2018
(%) Māori
63.8
459/720

MDHB 2018
(%)
All Wāhine
76.7

All DHB’s
Māori

How do
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59.7

✗

73.2
71/97
12.4
12/97
13.4
13/97
3.1
3/97
59.5
50/84
11.9
10/84
3.6
3/84
0
0/84
14.3
20/140

71.7

77.0

-

14.2

11.0

-

12.9

11.0

-

6.3

6.4

✓

44.8

40.2

✓

22.4

13.1

✓

4.0

4.4

-

1.1

0.7

✓

10.3

12.8

✗

3.6
5/140
1.8

3.8

4.7

-

2.2

1.9
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13
14
15

MDHB
2017 (%)
Māori

MDHB
2018
(%) Māori

MDHB 2018
(%)
All Wāhine

All DHB’s
Māori

29.2

25.7
172/669

13.8

25.0

✗

10.8

8.9
71/799
3.9
28/726
39.3
11/28

7.9

8.1

✓

3.4

3.5

-

35.8

30.3

✗

2.1
15/728

2.0

2.4

-

17

Diagnosis of eclampsia during birth admission
Wāhine having peripartum hysterectomy
Wāhine admitted to ICU (intensive care unit) and requiring over 24 hours of
mechanical ventilation any time during the pregnancy or postnatal period
Maternal tobacco use during the postnatal period (2 weeks after birth).
Comment: This data highlights a stark overrepresentation of New Zealand Māori in
smoking statistics.
Premature births (babies) born under 37 weeks gestation

18

Small babies at term (37-42 weeks gestation)

1.8

19

Small babies at term born at 40-42 weeks gestation
Comment: Implementation of the GAP programme in MDHB in 2019 has resulted in
closer monitoring and audit of SGA/IUGR babies
Babies born at 37+ weeks gestation requiring respiratory support

30.8

16

20
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Table 5: New Zealand Maternity Clinical Indicators by DHB of Residence 2018 Pacific
MDHB
2017 (%)
Pacific
1

3

Registration with a lead maternity carer in the first trimester
Comment: This data shows that the rate of wāhine of Pacific descent registering with an LMC in
the first trimester in MDHB (63.2%) is much higher than the national average (46.7%) however is
not as high as the general population in MDHB (76.7%)
Spontaneous vaginal births among standard primiparae
Comment: The total number of standard primiparae of Pacific descent in MDHB is 12. This
makes comparisons and the tracking of themes difficult.
Instrumental vaginal births among standard primiparae

4

Caesarean section births among standard primiparae

5

Inductions of labour among standard primiparae

6

Standard primiparae giving birth with intact lower genital tract

7

Standard primiparae giving birth vaginally and undergoing episiotomy without mention of thirdor fourth-degree tear
Standard primiparae giving birth vaginally sustaining a third- or fourth-degree tear and not
undergoing an episiotomy
Comment:
Standard primiparae giving birth vaginally undergoing episiotomy and sustaining a third or
fourth degree tear
Wāhine undergoing a caesarean section under general anesthetic
Comment: Audit of caesarean sections under general anesthetic will be included in the 2021
quality plan with specific focus disparities that exist between ethnicities
Wāhine giving birth by caesarean section and undergoing blood transfusion during the birth
admission
Comment: Absolute rise in number is 2

2

8
9
10
11
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MDHB
2018
(%)
Pacific
63.2
(60/95)

MDHB
2018
(%)
All Wāhine
76.7

All
DHB’s
Pacific
46.7

✓

61.1
11/18

75
9/12

71.7

68.9

-

16.7
3/18
22.2
4/18
11.1
2/18
28.6
4/14
42.9
6/14
7.1
1/14

8.3
1/12
16.7
2/12
0
0/12
30
3/10
10
1/10
10
1/10

14.2

11.9

-

12.9

18.0

-

6.3

7.8

-

44.8

20.8

-

22.4

20.3

✓

4.0

5.3

-

0
0/14
0
0/32

0
0/10
21.7
5/23

1.1

1.3

-

10.3

11.1

✗

3.1
(1/32)

13.0
3/23

3.8

4.3

-

64
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12

Wāhine giving birth vaginally and undergoing blood transfusion during the birth admission

13
14
15

Diagnosis of eclampsia during birth admission
Wāhine having peripartum hysterectomy
Wāhine admitted to ICU (intensive care unit) and requiring over 24 hours of mechanical
ventilation any time during the pregnancy or postnatal period
Maternal tobacco use during the postnatal period (2 weeks after birth).
Comment: Tobacco use has remained consistently low in this population.
Premature births (babies) born under 37 weeks gestation
Comment:
Small babies at term (37-42 weeks gestation)
Comment:
Small babies at term born at 40-42 weeks gestation
Comment:
Babies born at 37+ weeks gestation requiring respiratory support
Comment:

16
17
18
19
20
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MDHB
2017 (%)
Pacific

MDHB
2018
(%)
Pacific

MDHB
2018
(%)
All Wāhine

All
DHB’s
Pacific

How
do we
look

4.2
3/71

5.3
4.75

2.2

3.3

-

3.0
(3/99)
6.1
7/115
0.9
12/108
0
0/1
0
0/108

3.4
3/88
3.0
3/101
1
(1/96)
100
1/1
2.1
2/96

13.8

6.0

✓

7.9

7.2

3.4

2.1

-

35.8

29.2

-

2.0

2.7

-

Page 66 of 73

Table 6: New Zealand Maternity Clinical Indicators by DHB of Residence 2018 Indian

1
2

3
4
5
6
7
8
9
10
11

Registration with a lead maternity carer in the first trimester
Comment:
Spontaneous vaginal births among standard primiparae
Comment: The total number of standard primiparae of Pacific descent in MDHB is 12. This
means small changes in the absolute numbers result in large changes when reported as a
percentage
Actual change in numbers = 1
Instrumental vaginal births among standard primiparae
Comment: Actual increase = 4
Caesarean section births among standard primiparae
Comment: Actual decrease=1
Inductions of labour among standard primiparae
Comment: Actual change: 2
Standard primiparae giving birth with intact lower genital tract
Comment: No change
Standard primiparae giving birth vaginally and undergoing episiotomy without mention of
third- or fourth-degree tear
Comment:
Standard primiparae giving birth vaginally sustaining a third- or fourth-degree tear and not
undergoing an episiotomy
Comment:
Standard primiparae giving birth vaginally undergoing episiotomy and sustaining a third or
fourth degree tear
Comment:
Wāhine undergoing a caesarean section under general anesthetic
Comment:
Wāhine giving birth by caesarean section and undergoing blood transfusion during the birth
admission
Comment: Actual increase = 1
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MDHB
2017 (%)
Indian

MDHB
2018
(%) Indian

MDHB
2018
(%)
All Wāhine
76.7

All
DHB’s
Indian

86.7

86
74/86
33.3
4/12

74.4

✓

71.7

48.1

-

14.2

26.5

-

12.9

23.6

-

6.3

12.4

-

44.8

10.9

-

42.9
3/7

50
6/12
16.7
2/12
8.3
1/12
0
0/10
40
4/10

22.4

411

-

14.3
1/7

30
3/10

4.0

6.9

-

0

0
0/10

1.1

6.4

-

7.1
2/28
0

8
2/25
4
1/25

10.3

6.8

-

3.8

2.3

-

50
(5/10)

20
2/10
30
3/10
30
310
0
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12
13
14
15
16
17
18
19
20

Wāhine giving birth vaginally and undergoing blood transfusion during the birth admission
Comment: Actual increase = 2
Diagnosis of eclampsia during birth admission
Wāhine having peripartum hysterectomy
Wāhine admitted to ICU (intensive care unit) and requiring over 24 hours of mechanical
ventilation any time during the pregnancy or postnatal period
Maternal tobacco use during the postnatal period (2 weeks after birth).
Comment:
Premature births (babies) born under 37 weeks gestation
Comment: Static rate. Actual change = 1
Small babies at term (37-42 weeks gestation)
Comment: Implementation of the GAP programme in MDHB in 2019 has resulted in closer
monitoring and audit of SGA/IUGR babies
Small babies at term born at 40-42 weeks gestation
Comment:
Babies born at 37+ weeks gestation requiring respiratory support
Comment: Static rate. Actual increase = 1
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MDHB
2017 (%)
Indian

MDHB
2018
(%) Indian

MDHB
2018
(%)
All Wāhine
2.2

All
DHB’s
Indian

0

3.0
2/66

0

How
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3.2

-

0

13.8

0.38

✓

10.3
7/68
3.3
2/61

6.3
6/95
8.0
7/88

7.9

7.5

-

3.4

7.3

✗

50
1/2
3.3
2/61

42.9
3/7
3.4
3/8

35.8

29.4

-

2.0

2.7

-
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Table 7: New Zealand Maternity Clinical Indicators by DHB of Residence 2018 European and other
MDHB 2017
(%)
1

Registration with a lead maternity carer in the first trimester

85.8

2

Spontaneous vaginal births among standard primiparae

66.3

3

Instrumental vaginal births among standard primiparae

16

4

Caesarean section births among standard primiparae

17.6

5

Inductions of labour among standard primiparae

3.7

6

Standard primiparae giving birth with intact lower genital tract

31.2

7
8
9
10
11
12
13
14
15

Standard primiparae giving birth vaginally and undergoing episiotomy without
mention of third- or fourth-degree tear
Standard primiparae giving birth vaginally sustaining a third- or fourth-degree
tear and not undergoing an episiotomy
Standard primiparae giving birth vaginally undergoing episiotomy and sustaining
a third or fourth degree tear
Wāhine undergoing a caesarean section under general anesthetic
Comment: This discrepancy in outcome when compared to the outcomes of
other ethnicities in this indicator reinforces the importance of the planned audit:
Wāhine giving birth by caesarean section and undergoing blood transfusion
during the birth admission
Wāhine giving birth vaginally and undergoing blood transfusion during the birth
admission
Diagnosis of eclampsia during birth admission
Wāhine having peripartum hysterectomy
Wāhine admitted to ICU (intensive care unit) and requiring over 24 hours of
mechanical ventilation any time during the pregnancy or postnatal period
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26.6
3.9
1.3
5.8
2.2
1.4

MDHB 2018
(%)
85.3
812/1069
73.6
120/136
12.9
21.163
11.7
19/163
9.2
15/136
45.1
65/144
26.4
38/144
2.8
4/144
1.4
2/144
7.6
19/249
2.8
7/249
2.2
19/852

MDHB 2018
(%)
All Wāhine

All DHB’s

76.7

83.1

✓

71.7

64.3

✓

14.2

17.6

✓

6.3

7.8

✓

6.3

7.8

✓

22.4

23.7

4.0

3.9

4.0

3.9

1.1

1.5

10.3

7.1

✓

3.8

2.1

-

2.2

1.6

-
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MDHB 2017
(%)
16

Maternal tobacco use during the postnatal period (2 weeks after birth).

9.8

17

Premature births (babies) born under 37 weeks gestation

8.9

18
19
20

Small babies at term (37-42 weeks gestation)
Comment: Implementation of the GAP programme in MDHB in 2019 has
resulted in closer monitoring and audit of SGA/IUGR babies
Small babies at term born at 40-42 weeks gestation
Comment: Implementation of the GAP programme in MDHB in 2019 has
resulted in closer monitoring and audit of SGA/IUGR babies:
Babies born at 37+ weeks gestation requiring respiratory support
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MDHB 2018
(%)
9.4
69/1021
8.0
83/1032

MDHB 2018
(%)
All Wāhine

All DHB’s

13.8

5.5

-

7.9

7.2

-

How do
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2.3

2.3
22/942

3.4

2.2

-

19.0

36.4
8/22

35.8

31.8

✗

1.8

1.7
16/945

2.0

2.0

-
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Appendix Three: MQSP Plan 2021 – 2023
Title
MEWS

Objectives
• Audit implemented MEWS programme

Outcome measures
• Programme compliance

Target Date
June 2022

SEPSIS 6 + 2

•

Implement National Sepsis 6+2 bundle

•
•

December 2021

ANC/Community
Midwifery project

•

continue implementation of identified
changes required

•
•

Create processes to
improve ADU to a new
format with dedicated
staffing and midwifery
initiatives

•

•

Workforce – continued
action from 2019-2020
plan

•
•

Develop framework of care for a pregnancy
assessment and monitoring
Develop a min-project plan to ensure
transition smooth
Develop new guideline for referral to ADU
Create a process for efficiency in care
provision and multidisciplinary review
Increase FTE allocated to maternity services
Grow midwifery workforce

Programme successfully implemented
Efficient recognition and management of sepsis
within optimal time frames as stated in the bundle
midwifery led women centered care model
Multidisciplinary input as per referral guidelines
efficiency of both midwifery and obstetric clinics
Improved service for women with a holistic woman
centred approach utilising multidisciplinary input
efficiently

Continue CCDM work- FTE increased
Support Midwifery training via tertiary institution
for transition as local Registered Nurses
commencing 2022
Support staff interested in completing complex
care course
Promote postgraduate funding options to staff
(through NZCOM)
24/7 clinical leadership presence with leadership
development opportunity
Staff advise they feel better professionally and
emotionally enabled by wellness promotion
Staff able to report improved culture and morale
and renewed Midwifery passion

August 2021

•
•
•

•

Increase number of staff engaging in
postgraduate training

•
•
•
•

•

Leadership restructure

•

•

Professional supervision programme for all
staff
Culture and teamwork professional support
package

•

•
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•

December 2021

December 2021

February 2022
onward
Ongoing through
2020/2023
April 2021

April 2021
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Title
Growth Assessment
Protocol programme
(GAP)
Term baby admission

Objectives
• Continue integration of GAP programme to
improve detection of SGA
•
•

BFHI accreditation and
certified lactation
consultants

•
•

Outcome measures
• Improved recognition of risk leading to neonatal
complications related to SGA

Continuous audit and case review of term
•
NNU admissions without previously
determined risk factors
Implement dual cord fetal blood sampling to
provide assessable data
Encouragement and support for staff to
•
train and certify as Lactation Consultants
Improve exclusive breastfeeding rates on
discharge from facility
•

Reduction of admission of term babies in the
absence of risk factors being admitted to NNU and
therefore keeping Māmā and pēpi together

ongoing

More RN’s will be LC trained resulting in additional
afterhours consultation supplementary to the
daytime service
Continuous BFHI data improvements and ongoing
certification
Audit results will show decreased incidence of
OASI and appropriate management when OASI
occur

In compliance
with BFHI 20202025 plan

Practice improvement to
reduce incidence of OASI
with recognition and
treatment of OASI with
follow-up care provided

•
•
•

Reporting as per national recommendations
Appropriate repair and referral
Education to assist in techniques to reduce
incidence and increase avoidance

•

Primary Birth Project

•

Audit of birthing location choices for
primary care
Optimise primary birthing locations as
choice for women without risk factors
Optimise secondary facility for secondary
referred care of pregnancy and labour
Audit of caesarean section incidents during
second stage of labour

•

Increased rates of primary birthing in Primary
Birthing units and at home

•

Audit of caesarean section under general
anaesthetic

•

Completion of audit by 2022 with plan for ongoing
quality initiatives including labour management
review
Completion of audit by 2022 with plan for ongoing
quality initiatives including labour management
review

•
•
Caesarean section in
second stage

•

Caesarean section under
general anaesthetic

•
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Target Date
ongoing

ongoing

December 2022

December 2022
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Title
Blood transfusions post
caesarean section

Objectives
• Audit of blood transfusions required for
women who have birthed via caesarean
section
Smoking cessation
• Improvement of smoking cessation
screening compliance and activation of
supports
Hypertension guideline
• Policy completion in keeping with national
with medication pathways
guidelines
• Pre-packaged medications for
administration via pharmacy
• Administration via pre-programmed pumps
Venous
• Continue to monitor and implement
Thromboembolism (VTE)
improvement activities for VTE screening ,
treatment and patient educational
requirements
Induction of labour
• Review three-year policy and update in
review and updates
keeping with evidence
• Continuous auditing
• Consumer response and feedback for
improved experience
FSEP
• Continuous improvement on CTG
interpretation and relative to quality labour
management

Outcome measures
• Completion of audit by 2022 with plan for ongoing
quality initiatives

Target Date
December 2022

•

Improvement in referrals supporting smoking
cessation

ongoing

•

Improvement in efficiency of hypertension
management in pregnancy

July 2021

•

MDHB VTE screening, treatment and patient
educational requirements are met

ongoing

•
•

Continuous outcome improvement
Consumer experience satisfaction

June 2021

•

ongoing

•

All midwives and obstetric staff to attend biannual
face to face FSEP via RANZCOG
Alternate years online training and assessment

CTG in Badgernet

•
•

Badgernet Global “go live” expected June 2021
Subsequent rollout of CTG project to follow Global

November 2021

•

Approval of business case obtained to fund
CTG recording directly into Badgernet global
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