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Annual Maternity Report 2016/2017

The MidCentral DHB Maternity Service is committed to He Korowai Oranga Framework and Te
Whare Tapa Whā
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Mihi
Nā te kune te pūpuke
Nā te pūpuke te hihiri
Nā te hihiri te mahara
Nā te mahara te hinengaro
Nā te hinengaro te manako.

From the conception the increase
From the increase the thought
From the thought the remembrance
From the remembrance the consciousness
From the consciousness the desire.

Tangihia I o ō tātou mate tāruru nui e hinga ake nei, e hinga ake.
Tukua rātou kia haere ki te tini mano ki tua o te pae o maumahara
Ko te whakatau noa ake, moe mai ki ngā rua whakakī o ngā kaumātua, ā okioki koutou.
He mātai pō ki a rātou mā te hunga mate, he mātai ao ki a tātou te hunga ora
Tihei mauri ora.
Mihia ngā hoa mahi huhua nāna rātou I whakapeto ngoi kia tau ki uta I tēnei kaupapa nui
whakaharahara. Ka mātātoa, ka whai aroha, ka whai ngākau anō I a rātou. Ahakoa aupiki ranei
auheke te mahi, ērangi I whaihua kia kounga kia hiranga te hoahoa, Kia tūhono e pai ake ai te
atawhai tuatahi te atawhai hapori te atawhai ngaio. He mea āta whakanoho i runga i ngā tikanga
pāpai. Nā konā ka noho haepapa te kaupapa nei I raro I te Rautaki Whakahau Mātuatua. Mokori anō
tātou a Te Pae Hauora o Ruahine o Tararua me ngā hotaka pēnei nei i a Tuia, He Korowai Oranga, Te
Whare tapa whā, Ka Ao, Ka Awatea tae atu ki Te Whānau Ora, hei toko ake I o ō mātou Uara
Mātuatua. Katahi tātou ka aro ki ngā tau ka heke mai. Nō reira ka mihi mutunga kore atu ki tēnā, ki
tēnā o tātou, te kaupapa nei I whakaū, ka taea te kī “Ēhara taku toa, I te toa takitahi, ēngari he toa
takitini”.
We acknowledge all those who have contributed to the growth of this important project. Those who
have been courageous, compassionate and respectful while working through the ups and downs
encountered in trying times. We have achieved positive outcomes, quality and excellence by design
by partnering with people and whānau to support health and wellbeing, based on best practise and
displaying responsibility to the Strategic Imperatives priorities. Within the MDHB the utilisation of
frameworks, such as Tuia the gathering, He Korowai Oranga the embracing, Te Whare tapa whā the
cornerstones, Ka Ao, Ka Awatea the new beginning along with Te Whānau Ora the strengthening of
the family, the foundations of our core values as we head into the future. Our undying gratitude and
acknowledgment to all who have contributed beyond the call of duty to complete this project. I can
only end with this proverb to express the work of many “My strength is not that of a single warrior
but that of many.”
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MidCentral Health Maternity Service Vision and Purpose
We are recognised internationally for providing outstanding, dynamic, collaborative, womancentred care. We provide safe and effective, culturally appropriate care in partnership with the
woman and her family across the generations

5

Acknowledgements
The following people and departments are acknowledged for their contribution to
this report:
Annette Anderson, Lactation Consultant, MDHB
Dr Cheryl Benn, Midwifery Advisor, MDHB
Barb Bradnock, Portfolio Manager, MDHB
Maria Brown, Lactation Consultant, MDHB
Carole Collins, Midwifery Educator, MDHB
Sue Gilmer, Community Midwife, MDHB
Nicholas Glubb, Operations Director, MDHB
Lesley Gummer, Charge Midwife, Horowhenua Primary Birthing Unit, MDHB
Tracy Haddon, Quality Manager, Pae Ora Māori Health Directorate, MDHB
Dr Per Kempe, Obstetric Specialist, MDHB
Catherine Knight, New-born Hearing Screener, MDHB
Dr Sarah Machin, Obstetric Specialist, MDHB
Ian Macmillan, Health Information Analyst, MDHB
Diane Hirst, Charge Midwife, Maternity Ward, MDHB
Fiona McConnon, Acting Charge Midwife, Maternity Ward, MDHB
Amanda Rouse, Maternity Quality and Safety Programme Coordinator, MDHB
Barbara Ruby, Quality and Clinical Risk Coordinator, MDHB
Jessica Sandbrook, Pepi Haumaru/Keeping Baby Safe Programme, MDHB
Fay Selby-Law, Kairarahi – Team Lead Te Ohu Auahi Mutunga (TOAM) Stop Smoking Service
Linda Shannon, Charge Midwife, Dannevirke Community Hospital
Paula Spargo, Midwifery Director, MDHB
Felicity Ware, Māori Consumer, working group and Maternity Service Clinical Governance Group
Jenny Warren, Team Leader Bumps to Babies, Barnados
Karen Whiterod, Clinical Nurse Specialist Perinatal Mental Health, MDHB
Kelly Wylie, Consumer Liaison, MDHB
Renee Smith and whānau for kindly agreeing to have photographs taken for the annual report

6

Introduction
Reflecting on the past twelve months in the Maternity Services of MidCentral District Health Board
(MDHB), there is a strong sense of achievement, from a consumer point of view. Moving from the
upset of a series of sad outcomes for families, into an external review with an ambitious list of
recommendations to address, to the point where we have implemented many of the
recommendations and continue to focus on embedding others. The service has proven its resilience
and commitment to making the experience of care better for women and whānau.
The Maternity Service proudly includes consumers in every step of improvement work and review of
services. In comparison to other areas of the health service, Maternity certainly leads the way with
consumer representation! A newly established Consumer Liaison position has been hugely
successful. I have been a respected member of the team and my perspective has been welcomed
and considered. My skills have been utilised and included in project work. There is the opportunity
for this partnership to extend further into the future, which is an exciting prospect.
MidCentral DHB’s strategic vision includes ‘Health and wellbeing for all, with people and whānau at
the heart of all we do’. This is truly evident with the inclusion of a consumer voice strongly
entrenched within the Maternity Service at MidCentral DHB.
Kelly Wylie
Consumer Liaison, MCH
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During the service maternity review process the Maternity Quality and Safety Programme (MQSP)
has moved from operating in isolation to becoming a key part of the maternity service. However, the
Maternity Quality and Safety Programme must continue to maintain the region wide focus that is
essential for providing a quality service for all women and whānau.
The Maternity Quality and Safety Programme has been fortunate to have had a strong consumer
presence from the outset and it has been heartening to see consumers involved with the service
review work, the formation of the new Maternity Service Clinical Governance Group (MSCGG) and in
the Consumer Liaison role. There have also been significant improvements in the involvement of
Lead Maternity Carer (LMC) midwives and Māori in the form of a Māori consumer and midwives on
the service review steering/working group and the MSCGG, as well as with other projects and
service meetings.
This work will continue through the implementation of the Tuia Framework, which will be a major
focus for the service in the next one to two years.
The MQSP at MidCentral DHB is now on the path to becoming an excelling programme within the
national Maternity Quality and Safety Programme. This can be achieved over the next two to three
years with the commitment and support of the service and DHB Executive Leadership Team.
The past year has been a challenge for everyone in the service with many changes occurring during
the service review work programme, with leadership positions either not filled or staff in ‘acting’
roles and the nationwide challenge with the shortage of midwifery staff. Through this the maternity
staff have risen to the challenge and provided a consistent and quality service.
For many staff and LMCs the most significant change has been the expansion of the Associate
Charge Midwife (ACM) role, which provides clinical midwifery leadership and support after hours.
This has been integral in ensuring safe and quality care is provided at all times and is the envy of
many other maternity services.
The challenge now is to maintain the momentum of change and collaboration following the service
review and adapting to the changes that will occur over the next couple of years with the opening of
the privately owned primary birthing unit, Te Papaioea, and with implementing the Tuia Framework.
Amanda Rouse
MQSP Coordinator
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Maternity Quality and Safety Programme (MQSP) Aim
To enhance safety for women, babies and families/whanau, and for service providers working
together to create the best possible maternity service in which all mothers and babies are the
focus of care, feel safe and have improved outcomes.

PURPOSE OF THE ANNUAL REPORT











To provide information on quality improvement projects at MDHB to women and their
whānau/family and the maternity workforce
Document the progress of work plan deliverables from 2015/16
Describe the work plan for 2017/18 outlining quality improvement projects to improve the
quality of care received by women in the MDHB region
Benchmark against national clinical indicators
Provide feedback to the National Maternity Monitoring Group (NMMG) on their priority
areas
Review the Perinatal and Maternal Morbidity Review Committee’s (PMMRC)
recommendations, specifically addressing any recommendations made to MDHB
Describe trends in the local population and how the maternity service is responding to the
needs of the women and whānau in the MDHB region
Fulfil requirements in reporting as required under section 2 of the MQSP Crown Funding
Agreement (CFA)
Provide a framework for MQSP to progress to excel over the next two years.

NZ MATERNITY STANDARDS
The New Zealand Maternity Standards are a fundamental part of the Quality and Safety Programme
for Maternity Services. The New Zealand Maternity Standards provide guidance for the provision of
equitable, safe and high-quality maternity services throughout New Zealand. The standards underpin
the Primary Maternity Services Notice 2007, Maternity Referral Guidelines, DHB maternity service
specifications, and other high-level guidelines and requirements.
Standard One: Maternity services provide safe, high-quality services that are nationally consistent
and achieve optimal health outcomes for mothers and babies.
 8.2 DHBs report on implementation of findings and recommendations from multidisciplinary meetings.
 8.4 All DHBs produce an annual maternity report.
 8.5 DHBs can demonstrate that consumer representatives are involved in their audit of
maternity services.
 9.1 All DHBs plan, provide and report on appropriate and accessible maternity services to
meet the needs of their population.
 9.2 All DHBs identify and report on groups of women within their population who are
accessing maternity services, and whether they have additional health and social needs.
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Standard Two: Maternity Services ensure a woman-centred approach that acknowledges pregnancy
and childbirth as a normal life stage.
 17.2 All DHBs demonstrate in their annual maternity reports how they have responded to
consumer feedback on whether services are culturally safe and appropriate.
 19.2 The proportion of women accessing continuity of care from a Lead Maternity Carer for
primary maternity care is reported in each DHBs annual maternity report.
Standard Three: All women have access to a nationally consistent, comprehensive range of
maternity services that are funded and provided appropriately to ensure there are no financial
barriers to access for eligible women.
 24.1 All DHBs report on the implementation of the Maternity Referral Guidelines processes
for transfer of clinical responsibility.
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OUR ASPIRATIONS
The Future We Want – Te wawata
The Tuia Framework
Maternity Service Clinical Governance Group
A smokefree future
Mokopuna Ora – a Māori/community led initiative
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The Tuia Framework
The vision is a service that is centred on wahine Māori and their whānau, where wahine Māori feel
welcome, safe and cared for, and able to fully participate in their care. The Tuia Framework is
based on the strengths-based holistic, relational and self-management Māori approach of
Whānau Ora and Te Whare Tapa Wha and the following Māori values:
Whakapapa (genealogy), kotahitanga (togetherness), manaakitanga (caring), mātauranga
(knowledge), whānaungatanga (relationships), kaitiakitanga (guardianship/protection), te reo Māori
(language), and wairuatanga (spirituality).
Te Pae Hauora o Ruāhine o Tararua/MidCentral DHB have committed to the implementation of the
Tuia Framework which was developed as a part of the Regional Women’s Health Service
recommendations in March 2013. The framework was endorsed by both Manawhenua Hauora and
Hauora a Iwi, the respective MDHB and Whanganui DHB Iwi Relationship Boards.
The vision is a service that is centred on wāhine Māori and their whānau, where wāhine Māori feel
welcome, safe and cared for, where tikanga Māori is understood, accepted and practised and where
their whānau are welcome and able to fully participate in their care. Improved maternity services for
Māori are based on key Māori understandings about childbirth, Māori rights to maternal and infant
health, maternity service statutory obligations and MDHB commitment to Māori health.
The framework will actively support maternity services to reduce inequities in maternity outcomes
for Māori, improve cultural responsiveness and “provide safe and effective culturally appropriate
care in partnership with the woman and her family across generations” (MDHB Health Maternity
Service Vision and Purpose Statement). Identified are four areas of focus: develop and embed a
whānau centred approach, embrace the aspirations of the maternity quality and safety programme
and improve responsiveness to wāhine Māori and their whānau:
1. Service policy, planning and delivery, and integration
2. Workforce
3. Whānau self-management
4. Information and facilities.




The Tuia Framework will guide cultural responsiveness of maternity services. The aim
is to improve the health of wāhine Māori and their whānau by equitable access to
high quality clinical services, delivered through a strengths-based model of care that
incorporates Māori approaches and supports whānau wellbeing. The Tuia
framework implementation requires investment and resourcing to ensure
sustainability. There must be co-narration with design in the implementation phase.
The task of leading the implementation of the Tuia Framework will be one of the
priorities of the newly formed Maternity Service Clinical Governance Group (MSCGG).
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Future Governance
During the implementation of the maternity review programme the maintenance of the MQSP was
overseen by the MQSP Locality Group, which continued to meet monthly until the MSCGG was
formed.
In April 2017 a second self-audit of the MQSP was completed with the maternity service determining
that the programme would remain in the ‘Established’ tier with a view to becoming an ‘Excelling’
DHB in the next 2-3 years. A work programme to achieve this includes the implementation of
PMMRC and NMMG recommendations as well as the New Zealand Maternity Standards. This will be
overseen by the (MSCGG).
The MSCGG has been developed by the review working group with many of the members remaining
on the MSCGG to provide continuity, with the plan to call for nominations to non-ex-officio positions
after one year.
Membership of the MCGG includes senior clinicians (Midwifery & Medical), LMCs, MQSP
Coordinator, Consumer Liaison, Māori advisor and three consumers (1 Māori). (See Appendix for a
full list of members).
The governance group will also ensure the transition to business as usual for completion of the
transfer of care action plan, Maternal Foetal Medicine improvements, screening for congenital hip
dysplasia, and implementation of the Gestational Diabetes in Pregnancy guidelines.
The implementation of the Tuia Framework will be a key focus for the governance group for its first
year. It will ensure the development of culturally responsive maternity services. The Māori consumer
and midwifery expertise that has guided the steering and working groups through the project phase
will be retained as members of the governance group, with crucial input for this work.
The Maternity Quality & Safety Programme (MQSP) is now led by the Women’s Health Service. The
MQSP Coordinator now reports within the WHU and the position was made a permanent role in
June 2017. MQSP will be governed by the wider maternity Clinical Governance Group.

The Maternity Service Clinical Governance Group with the Pae Ora Māori Health Directorate who performed
a Mihi whakatau for the first MSCGG meeting.
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MidCentral DHB would like a Smokefree future for all babies and whānau

In the MDHB region smoking cessation services for Māori and non-Māori are coordinated by Te Ohu
Auahi Mutunga (TOAM) and are available to everyone who wishes to quit smoking. TOAM uses
kaupapa Māori practices with pregnant women and whānau and offers a variety of opportunities to
support smokers to quit:





Face to face assessment and treatment
The provision of a midwifery specialist Matanga role based at He Puna Hauora
Group based withdrawal treatment
General practice and community based clinics.

For pregnant women and whānau/families
The Good 2 Grow Partnership Project – this project includes:
 The Public Health Service (Smokefree health promoter)
 Central PHO members – Pasifika Maternal Health, General Practice Liaison & Health Targets
Coordinator
 Primary care – Pepi Haumaru (Keeping Baby Safe Coordinators)
 TOAM - Kairarahi & Matanga midwife.

A Good2Grow meeting
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Initiatives this project has been involved with:





Mokopuna Ora and weaving wananga
Te Ara Whānau Ora training
Smokerlyzers for use by midwives, the maternity service and the Emergency Dept.
The provision of stickers for midwives and health professionals as reminders to refer to
TOAM
 System level measures for pregnant women
 Working with Broadway Radiology to develop a direct pathway to TOAM for pregnant
women who smoke.

Future developments:
 TOAM are about to launch a new incentivised quit smoking project for pregnant women.
o Each pregnant woman who commits to joining our programme will receive a packet
of nappies on enrolment and commitment to a target quit date (TQD) with a
subsequent packet each week for four weeks if smokefree.
o Māori women will also be offered wahakura and non-Māori a pepi pod.
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See the charts below for the MDHB smoking statistics for 2016
Smoking statistics MidCentral DHB Quarter 1 – 3 – 2016 Data from Midwifery & Maternity
Providers Organisation (MMPO)

Non-Māori smoking statistics MDHB 2016
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Māori smoking statistics MDHB 2016
96%
75%

34%
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cessation
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The data shows that Māori women are given similar rates of quit smoking advice and offers of
smoking cessation support, with similar numbers accepting support, yet the prevalence of smoking
remains double the rate of non-Māori.
It is hoped that the incentivised scheme will assist in reducing the number of Māori women who
smoke and by offering whānau support to stop smoking with the Matanga Hapu Whānau at He Puna
Hauora, more whānau will quit smoking too.
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Mokopuna Ora - A Māori/community led initiative
Mokopuna ora is a collaboration of organisations and individuals in the
Manawatū Horowhenua areas who are passionate about supporting
whānau in their journey to bringing new life into this world and
creating pathways to wellbeing. Mokopuna ora is community driven
and Māori led.
The name “Mokopuna ora: Engaging whānau and community in the
wellbeing māmā and pēpi” can be broken down into individual elements that highlight the key goals
of this initiative.



Mokopuna means grandchild(ren) or someone who is a reflection of their ancestors.
Ora refers to life and being healthy and well, and has been used together with whānau (birth
or extended family) to describe to achieving health and wellbeing.

Together, Mokopuna Ora refers to a holistic collective approach to supporting the wellbeing of
future generations (from conception). Engaging whānau and communities as a collective, supports
the context in which individual change occurs. The weaving element emphasises the similarities
between harakeke (native plant) and rāranga (weaving), and the care and development of a pēpi.
The process of weaving a wahakura (woven flax Moses basket) embodies similar knowledge and
practices associated with pregnancy, childbirth and parenting. Hauora of māmā and pēpi refers to
the particular maternal and infant health practices important to ensuring healthy and connected
mothers and babies such as: childbirth education, maternity care, parenting support, breastfeeding,
smoking cessation, safe sleeping, drug, alcohol and violence free homes, maternal mental health,
nutrition and exercise, healthy homes and oral health.

Progress to date
Whakawhetu (national Māori SUDI programme) held a community hui at the Palmerston North City
Library in October 2016 where interest was expressed by a range of weavers and health
professionals in establishing a wahakura programme in Manawatu.
A network of individuals and relevant maternal, infant and Māori health and social services was
established late 2016/early 2017. This network includes Pepi Haumaru Keeping baby safe
programme MidCentral DHB, Maternity Quality and Safety Programme MidCentral DHB, Pae Ora
Māori health directorate MidCentral DHB, Barnardos Bumps to Babies Pregnancy and Parenting
Information and Education services, Plunket – Community Services and Parenting Education, Te
Aroha Noa Community services, He Puna Hauora Māori health provider, Te Ohu Auahi Matanga quit
smoking service, Community Birth Services, Te Waka Huia family violence prevention coordinator,
Māori midwives and weavers.
Two Mokopuna Ora pilot celebration days were organised with the help of a Health Promotion
Agency Smokefree Communities’ Grant, and held at Te Aroha Noa Community Services in February
and March 2017 to introduce the kaupapa to the Highbury community to gain feedback and interest.
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A promotion at the Children’s Day at Monrad Park and Toiora Health and Holistic Well-Being Expo in
Feilding was also undertaken to connect with whānau and the wider community. A Facebook page
Mokopuna ora (https://www.facebook.com/healthandwellbeingmamaandpepi/), and email address
(mokopunaora@gmail.com) have been created to support communication and promotion of the
kaupapa.

Ipu whenua made at the Mokopuna Ora Celebration days at Te Aroha Noa Community Services

A three day wahakura weaving wananga was held at Mana Tamariki at the end of May 2017 to
develop the capacity of local weavers to teach and weave the waikawa style from local weaver Jenny
Firmin (nō Whanganui). A best practice guideline and quality assurance tool were piloted which both
focused on ensuring the completion of each wahakura as a safe place for pepi to sleep. A network of
local weavers is currently being developed. Two hapū māmā and many health professionals also
attended, learning about the significance of harakeke, weaving and wahakura and the associated
health promotion messages such as safe sleeping, smokefree environments and breastfeeding.
Twenty-two wahakura were also produced to ensure safe sleep for pēpi and pathways to wellbeing
for the whānau.

Wahakura as a model for whānau ora
Wahakura are unique lovingly hand-woven sleep spaces for pepi made out of harakeke and using the
tradition of rāranga. The wahakura is the first kaupapa Māori solution to providing a culturally
appropriate safe-sleeping device to reduce Sudden Unexpected Death in Infancy (SUDI). Wahakura
also support co-sleeping, promote bonding and breastfeeding, and allow for parents to be
responsive to their pēpi during the first few weeks of life.
Local weaver Jenny Firmin (rāranga teacher, nō Whanganui) has developed a method to teach the
waikawa style of weaving wahakura with non-weavers, particularly whānau who are expecting a
pepi. Teaching whānau how to make their own wahakura will empower whānau to create their own
pathways to whānau ora. Jenny recalls the quote “give a man a fish and you feed him for a day,
teach a man to fish and you feed him for a lifetime”. She believes that teaching whānau how to
weave rather than do it for them creates further opportunities for whānau to think about how they
are preparing to welcome their new pepi into the world while producing a wahakura that is unique
and reflects the aspirations of the whānau.
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Weavers making a wahakura

The understandings and tikanga (cultural practices) associated with harakeke; weaving and
wahakura have many similarities with pregnancy, birth and raising tamariki. For example,
Hineteiwaiwa is the goddess of both weaving and childbirth. The harakeke plant is made up of a fan
with a rito (pepi) in the centre, surrounded by the awhi or mātua rau (parent leaf) and then the
kaumātua rau (grandparent leaves). The rito and mātua rau are always nurtured and never
harvested as they ensure the future survival and wellbeing of the plant.
The karakia or ritual incantations associated with harvesting and acknowledging the gift of the
harakeke strengthen spirituality through connecting with atua (deities) and relating to the taiao
(environment).
Harakeke is native to Aotearoa and has many uses. It is a rongoā (traditional medicine) with
therapeutic healing properties. The use of harakeke promotes natural, local, sustainable products
and fibres for the mother and baby. This is similar to waiū or breastmilk which is a natural and
sustainable source of sustenance for baby and encourages bonding with the mother.
Preparing harakeke for weaving has some tapu associated with it which ensures certain tikanga are
observed. These include ensuring a smoke, drug, alcohol and violence free environment, healthy kai
and wai Māori. The leftover flax cut-offs should be returned to pā harakeke to provide sustenance to
the harakeke and support regrowth. Similarly, the whenua (placenta) is returned to the land (from
which the baby comes) to strengthen tūrangawaewae (connection and sense of belonging).
Rāranga is a Māori art practice and connects us to Hineteiwaiwa the goddess of weaving and
childbirth. Weaving develops Māori knowledge and language and strengthens Māori cultural
identity. Some aspects of weaving are relevant to pregnancy and wellbeing. For example, kaupapa or
papa is the foundation for a woven object and is similar to the foundation for wellbeing. Kaupapa is
the foundation upon which whakapapa (genealogy) connect us to our spiritual beginnings of
Ranginui and Papatūānuku, our tīpuna (ancestors), our whānau and to our future mokopuna
(grandchildren). The ara or line of weaving or weft is similar to creating a pathway to wellbeing.
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A wahakura ready to be given to a whānau
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OUR PEOPLE / OUR REGION
Our Region – He oranga tangata, he oranga taia - Our health, Our district
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MidCentral DHB Population Demographics
Statistics for women of birthing age, MDHB women aged 15-44 years
These tables represent all women of birthing age in the MidCentral DHB Region. Over the next 20
years these groups of women will increase from:
 19% to 32% of the total population for Māori women
 3.75% to 5.4% of the total population for Pasifika women
 8.5% to 13% of the total population for Asian women.

Females aged 15-44 years – Census 2013 counts
Locality

Total (all
ethnicities)
4818
18294
2823
4674
1248
31857

Māori

Pacific

Asian

Other

Manawatu
843
78
117
4248
PN City
3078
774
2256
13719
Tararua
744
51
78
2220
Horowhenua
1341
264
207
3504
Otaki ward
405*
60*
69*
837
Total
6111
1197
2727
24528
* These numbers may be slightly out because not all data was available (for each of the Census Area Units that make up
the Otaki ward of the MDHB area) due to small numbers (data withheld by Stats NZ to maintain confidentiality).
Note: The totals for Māori, Pacific, Asian and Other do not add up to the total for all ethnicities because people can belong
to more than one ethnic group.

Population Projections (2013 base)

Females aged 15-44 years – MidCentral DHB
Year
2013 (base)
2017
2027
2037

Total (all
ethnicities)
33170
33740
34620
33170

Māori

Pacific

Asian

Other

7260
7710
9320
10920

1030
1140
1410
1820

3050
3340
3720
4310

21830
21540
20190
16120

Data sources: Stats NZ

Over the next 20 years the total population of women aged 15-44 years will remain the same,
however there will be increases in the number of Māori, Pasifika and Asian women whilst the other
ethnicities are predicted to decrease.
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MidCentral DHB Population Demographics
The birth rate in the MidCentral region is gradually increasing.

2014

2015

2016

1776 births

1942 births

1979 births

The chart below displays the ethnicities of women birthing at Palmerston North Hospital and the
Horowhenua Primary Birthing Unit (HPBU) in 2016. Whilst Māori women make up 20% of the
population birthing in Palmerston North and Horowhenua, they make up 59% of all the births in the
HPBU. The new Charge Midwife at the HPBU is engaging with the local Māori community to enhance
the provision of culturally appropriate care in the unit.

Ethnicity- MCIS data Palmerston North & Horowhenua births 2016
NZ European

Other European

NZ Maori

Pacific Island

Chinese

South East Asian

Other Asian

Indian

MELAA

Blank/don't know

2%

1%

3%

3%

2% 4%

3%
20%

6%

56%
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Mode of birth - Palmerston North Hospital and
Horowhenua primary birthing unit 2015 & 2016
(MCIS data)
1500
1000
500
0
Vaginal birth

Instrumental birth
2015

Caesarean birth

2016

The mode of birth has remained consistent at Palmerston North Hospital and the HPBU, with the
spontaneous vaginal birth rate of 62%, compared with the New Zealand average of 65.2% in 2015.
The number of instrumental births (ventouse & forceps) has decreased slightly with a slight increase
in the caesarean section rate to 30%, which is higher than the New Zealand average of 25.5% in 2015
(Report on Maternity 2015, Ministry of Health 2017).
Elective (Planned) Caesarean sections before 37
weeks gestation 2015 & 2016
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The National Maternity Monitoring Group has requested that DHBs comment on the number and
trends of pre-term (before 37 completed week’s gestation) Caesarean sections. Due to the transition
to the Maternity Clinical Information System (MCIS) in 2014, MDHB has only data for 2015 and 2016
available at this time. It must also be noted that the integrity of this data cannot be 100%
guaranteed. Therefore, it is difficult to comment on the trends of pre-term caesarean sections,
however term caesarean sections do show a more even trend towards occurring closer to term
(37+weeks), with the majority performed at 38-39 weeks gestation. Nationally there has been an
increase in elective caesarean sections from 10.1% in 2006 to 11.8% in 2015 with MDHB numbers
similar to the national average.
In February 2017 a Swedish obstetric specialist commenced employment at MDHB. He has a keen
interest in data and statistical analysis and is currently compiling an audit of all births in 2016 using
the Robson Classification; one area that he is keen to examine further is the number of inductions of
labour and emergency caesarean sections conducted at MDHB. This will be recorded in the 2017/18
report.
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Elective (planned) Caesarean sections at term 2015 &
2016
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The following charts have been compiled using Ministry of Health (MoH) data which is for 2015 and
preceding years. The ethnicity chart below shows the ethnicity of women who normally reside in the
MDHB region. Over a third of women are Māori, which has remained consistent over the past five
years. This is higher than the NZ average of 24.9%. The number of New Zealand European/European
women birthing is gradually declining with slight increases in the number of Pasifika and Asian
birthing in the region.
Ethncity - DHB of residence Ministry of Health data
- MDHB births 2015
NZ European
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Pacific Island
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50%
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Ethnicity trends for women birthing in the MDHB
region 2012-2015
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The age of women birthing in the MDHB region is different from national trends, apart from the
births in the age range of <20 which is declining similarly to the national average. The number of
women over the age of 40 birthing has shown a gradually decline locally whereas there has been a
15% increase nationwide. MDHB appears to have more women birthing in the 25-35 birth range,
whereas the increase nationally has been in the over 35 age group. The fact that the region has two
tertiary education facilities and lower than average house prices may account for the younger birth
range.
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800
600

2012

400

2013

200

2014

0
<20

20-24 25-29 30-34 35-39

40+

2015

Age of women giving birth

Deprivation
Deprivation quintiles are based on the characteristics of the neighbourhood in which a woman or
baby resides. They range from 1 (least deprived) to 5 (most deprived).
Birth rate by deprivation quintile 2012-2015 MDHB
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The MDHB region saw a slight decline in 2015 in the number of women and babies living in the most
deprived neighbourhoods, however this is still significantly higher than the 2012 figure. The majority
of women birthing in the region continue to live in the most deprived areas; in 2014 and 2015
between 64-75% of all women birthing lived in the two most deprived quintiles.

Māori women birthing in MDHB – 2015 Maternity data Ministry of Health
In 2015 the birth rate for Māori nationwide was the highest (as well as Pacific Island). Māori women
continue to have a higher rate of home births. Māori women alongside Pacific and Indian women are
more likely to live in the most deprived neighbourhoods. However, there have been some
improvements in clinical indicators, for example Māori women are now:
 Less likely to smoke – the number of Māori women smoking at two weeks postnatal is now
32%, a drop from 39% in 2012
 More likely to register with an LMC after the first trimester (12 weeks) – in 2010 50% of
Māori women registered with an LMC after the first trimester this has now dropped to 40%
in 2015
 More likely to have a spontaneous vaginal birth (68%)
 More likely to live in Palmerston North (76%).
Place of birth - Māori women MDHB region
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He kura te tangata – achieve equity of outcomes across communities

Provision of Long Acting Reversible Contraception (LARC)
Primary care service
MDHB is working alongside the Central Primary Health Organisation (CPHO) to restructure its sexual
and reproductive health contract, which has been in place since the early 1990s. This service has
struggled to reach its targets within the allocated funding.
To support this service to reach its potential, the DHB is advocating a mixed model which will involve
bulk funding of the majority of the larger Integrated Family Health Centres (IFHC) to manage their
sexual and reproductive health services, as well as continuing with the existing contracts for smaller
general practice (GP) teams.
A streamlining of some of the local contracts will enable the development of a local LARC service for
the district, particularly focused on low income women.
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Secondary care service – midwifery led
LARC use is increasing both nationally and globally, particularly in the immediate post-natal period.
LARCs are internationally recognised as providing highly effective, safe and long-term contraception.
MidCentral DHB is developing a midwifery and nursing-led service to respond to a perceived lack of
access for post-natal women to LARCs within the DHB. This service will be highly accessible and
provided to all women in the immediate postnatal period during their hospital stay as well as a
nursing led clinic in the community. It may be particularly useful for women with high risk medical
or social concerns. Currently this service is being developed in consultation with LMCs and
consumers to be rolled out in early 2018.
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Our Workforce – Te Ohu Mahi
Our staff
Leadership
Safe staffing
Palmerston North Hospital staff
Focus on midwives working at MDHB
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Our Staff

Director of Midwifery – Paula Spargo
In July the Maternity Service was very pleased to welcome Paula Spargo into the role of Director of
Midwifery. Paula’s midwifery practice includes working as a LMC, core midwife, Associate Charge Midwife
then more recently as the Charge Nurse of the Neonatal Unit at Palmerston North Hospital. She brings
extensive clinical leadership and change management experience to the role.
“My new role means I have professional oversight of every midwife here, which is around 40 to 50 staff. It’s
about offering collegial support to LMC’s and having input into the maternity quality and safety programme
and the oversight of the midwifery education programme.
“My family support networks are here and it’s a great place to raise a family. Provincial hospitals like
Palmerston North have a heart that the big hospitals don’t. There is the opportunity to develop solid
collegial relationships and for midwifery to work in partnership with women, her whānau and our medical
and LMC colleagues to provide safe, effective, culturally appropriate women centred care. We want to
ensure that midwifery retains a real identity within the organisation,” she said.
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Director of Midwifery Paula Spargo with Child Health
Staff and Pae Ora Māori Health Directorate at her mihi
whakatau.

Acting Clinical Director – Dr Steven Grant
I have worked at MidCentral Health as a Senior Medical Officer for the last fourteen years. During
this time, I have had the honour of working with a great group of Consultants and Midwives. Our
focus on creating an environment where quality and safety are paramount, along with an increasing
consumer voice will enable us to provide safe, effective and culturally appropriate care. Looking to
the future, it is my hope that we can continue the great work of the last couple of years in the
Obstetric service. I look forward to the day when we can one day truly say that our unit is recognised
internationally for providing outstanding woman-centred care.

Charge Midwives (CM) and Associate Charge Midwives (ACM)
The day to day clinical management of the maternity service at Palmerston North Hospital and at the
Horowhenua Primary Birthing Unit is led by Charge Midwives, with support from ACM’s after hours
and at weekends at Palmerston North Hospital.
In late 2015 and early 2016 the ACM role was extended to include the provision of clinical midwifery
leadership on night duty as well as afternoon shifts and weekends. This was in response to the
events which led to the maternity service review. The development of the team of ACM’s has been
one of the success stories over the past year and was led by the previous Charge Midwife.
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All hospital staff and LMCs appreciate the support the role provides for them and the service in
ensuring quality care is provided to all women and whānau/families, as well as clinical support to
staff. Since this role has been extended there have not been any reported adverse events in the
maternity service at Palmerston North Hospital.
The maternity service at Palmerston North Hospital has five permanent specialists and two locums
on long term contracts. To further support clinical leadership and provide quality care there is an
obstetric specialist on call for Delivery Suite only Monday to Friday, 9am to 5pm. This has ensured
that clinical support is available to the registrars on call and for LMC midwifery consultations. Again,
this role is seen as fundamental to providing quality care to all women.

Safe staffing – maternity health professionals working together
This work was part of the maternity review implementation project. Four communications
workshops were held throughout the year, with the last one being held in March 2017. The
workshop was attended by 26 participants from consumers to specialist obstetricians with the aim
to socialise the clinical pathways developed to support the transfer of care.
The pathways were used as a basis for discussions around the practicalities involved in making
decisions regarding the transfer of care and ensuring that communication between health
professionals is solid. This included a focus on:
 The development of a revised referral form, with clearer information regarding the reason
for referral and the on-going role of the LMC when clinical responsibility is transferred to
secondary care antenatally
 Documentation of the secondary care management plan, and communication to the LMC
and woman
 Clarity of responsibility for the ordering and follow up of ultrasound scans and blood
tests/investigations related to the condition that is the reason for transfer of clinical
responsibility
 Information regarding the role and function of the LMC for Registrars and House Officers
 Developing a process to address problems with transfer of care arrangements if they arise.
The workshop also highlighted the importance of communication between doctors and midwives
regarding the plan of care and clinical responsibility and consistency of the language used. This was
the key take home message for participants and will underpin the on-going work.
To support staff working within Palmerston North Hospital the following have been developed or are
in the process of being developed or updated:
o
o

Associate Charge Midwife, LMC and Registered Medical Officer (RMO) handbooks
Orientation process/handbook for all staff.

In July 2016 a two-day team building workshop was held for all senior staff and for the staff working
in the antenatal and gynaecology clinic. The aim was to consolidate relationships, have a greater
understanding of the team’s strengths and to develop their vision statement.
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Providing culturally safe care and proactively increase the Māori workforce within
the service
This will be addressed as the Tuia Framework is implemented. The initial focus is to provide more
Treaty of Waitangi study days so that staff who have not attended, have the opportunity do so. Once
this has been completed further cultural competence education will be offered.
The Maternity Service will work closely with the MDHB Pae Ora Māori Health Directorate whilst
implementing the Tuia Framework and undertaking workforce planning and development.

Midwives working at MDHB

My midwifery story...
After having my fourth baby, my LMC at the time suggested a career change to midwifery might be a
consideration.
When my youngest turned three years old I began my midwifery journey through AUT in Auckland.
Being Māori I wanted to learn more about traditional Māori practices and how they are incorporated
into midwifery. In my last year of study, I went home to Gisborne and worked with a group of Māori
midwives and saw this in action, including speaking Te Reo Māori, teaching women how to make
muka ties/wahakura, using greenstone and mussel shell to cut the umbilical cord, and the use of
karakia and many other traditional practices. This highlighted how these things can complement and
enrich the midwifery experience for the women and whānau and also the midwife.
Upon graduating I started working as a core hospital midwife at Middlemore Hospital, Auckland.
During my time there, I worked in the birthing suite, maternity ward and as a community midwife in
Mangere.
I loved the experience and the chance to work with a range of women, families and cultures with
diverse backgrounds. However, Auckland's traffic woes and overall busy environment caused my
husband and I to reassess the needs of our growing family.
The opportunity to work as a hospital midwife in Palmerston North presented, and we felt it was our
time to relocate. We have now settled and are enjoying the mighty Manawatu landscape and
lifestyle.
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After living in Tanzania for a year I decided to become a midwife when I realised how important
access to quality healthcare is especially for women and babies. I was also influenced by my mother
and grandmother who are midwives. I trained and initially worked in Auckland and particularly loved
working in South Auckland where the diversity and vitality of the community as well as the thriving
midwifery profession supported me in the development of my midwifery skills. While there we
developed a Quality and Safety resource which aimed to improve diets and respond to the high
incidence of iron deficiency for pregnant women.
My partner and I moved to Palmerston North last year to enjoy the change in lifestyle that is on offer
here in the mighty Manawatu. I continue to follow my passion project through my master’s thesis
which is investigating the prevalence of malnutrition and food insecurity among pregnant women in
South Auckland.
As a core midwife a normal shift can include anything from an emergency transfer to Wellington to
working with a woman and her family on their normal birth and breastfeeding journey. I normally
work eight-hour night shifts and most enjoy supporting mothers and dads in caring for their precious
new-borns.
Our midwifery profession faces many challenges and opportunities in the future. I see our most
important mission as working to better support women and families and continue to ensure access
to high quality care for everyone.

Lead Maternity Carer (LMC) Midwives

There are approximately 40 LMC community midwives in the MDHB region, this number fluctuates
as midwives change their practice area between LMC midwifery in the community and core
midwifery, either at Palmerston North Hospital or primary birthing units within the region.
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Our Services MDHB ki te Hōhipera me te Hapori
MDHB Services in the Hospital and Community
Palmerston North Hospital
Primary birthing units in the region
Hospital Lactation Consultancy Service
Universal new-born hearing screening programme
Perinatal Mental Health Service
Pāruru Mōwai- multi agency forum
Pepi Haumaru/Keeping Baby Safe Programme
Child birth education – Barnardos
Diabetes in pregnancy
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Palmerston North Hospital
The maternity service at Palmerston North Hospital provides a secondary care service for women
and babies who experience complications through pregnancy and birth that need additional services
involving specialists. Palmerston North Hospital also provides birthing rooms and postnatal care for
women with uncomplicated pregnancies and births, who choose to birth at a secondary care facility.
Secondary maternity services provide routine and urgent specialist consultations, planned and
emergency caesarean sections, assisted births and all treatments required in an emergency. As well
as providing allied health (e.g. physiotherapists,) services and support from lactation consultants for
women and babies who need extra support with breastfeeding.
Services provided at Palmerston North Hospital
Antenatal Clinic – for women requiring specialist support and referrals for consultation from LMCs
The antenatal clinic is located on the second floor of the hospital and is near the Maternity Ward.
The following services are provided:




Specialist clinics running Monday to Friday
Complex pregnancy clinic on Tuesdays - input is provided by various health professionals
such as doctors, diabetic nurses and dieticians
Midwife-led clinic.

You will be seen by a nurse/midwife and a doctor during your visit. You are welcome to bring a
support person along with you to your appointments. LMCs are welcome to attend the appointment
with you, please discuss this with your LMC to see if their caseload/availability allows them to offer
this support.
The antenatal clinic moved to the second floor in February 2017 and is adjacent to the Maternity
Ward.
Feedback on the new clinic arrangements has been positive overall with the dedicated waiting area
and separation from gynaecology clinics welcomed. Suggestions have been made to improve the
signage for women and their whānau/families. The Consumer Liaison has supported women in
providing feedback and clarified the improvements that are necessary.
The medical personnel have provided preliminary information regarding useful improvements that
can be made to make the most of the space freed up in the downstairs gynaecology clinics. This
includes ensuring appropriate waiting and clinical space for women with early pregnancy loss.
A consumer, LMC and staff survey is underway to collect feedback on the changes made to the clinic
and the ADU.
The establishment of a clinic on the second floor has allowed midwifery input into the antenatal
clinic to be strengthened. In addition, the maternity ward midwifery leadership will have the
professional and operational oversight of antenatal clinic midwives.
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Antenatal Day Unit (ADU)
This service runs alongside the Antenatal Clinic and provides a more detailed service for women with
complex pregnancies that require frequent monitoring, as well as post-dates assessments for
women who have prolonged pregnancies past 41 weeks. The ADU runs five days per week, led by a
midwife and registrar (experienced doctor training to be a specialist in maternity and gynaecology).
Gyneacology and Gynaecology Day Assessment Unit (GDAU)
These clinics are located on the ground floor of the hospital; the GDAU provides support for women
less than 18 weeks pregnant e.g. women with severe nausea and vomiting in pregnancy or possible
miscarriages.
Delivery Suite
The delivery suite at Palmerston North Hospital is situated on the first floor. There are eight birthing
rooms, five of which have spa baths for using during labour and birth, as well as ensuite facilities.
The other three have an ensuite shower and toilet.
Maternity Ward
The maternity ward is situated on the second floor and has 14 single rooms (some with shared
ensuite facilities) and five double rooms which cater for two mothers and babies; these too have
shared ensuite facilities. The ward has a day room and a beverage bay for drinks and light snacks.
During the week there are daily doctors’ ward rounds for women/babies under secondary/hospital
care, new-born hearing screening checks and lactation consultant support. There is a daily (Monday
to Friday) breastfeeding talk held in the day room (room 5) of the Maternity Ward at 11 am, the talk
is led by one of the hospital lactation consultants. Please bring along your baby, partner/husband or
support person to the talk.
Community Midwives
There are community midwives based at Palmerston North Hospital and the Feilding Integrated
Family Health Centre. They provide midwifery care for women and babies who need specialist
maternity support with midwifery care at some antenatal clinics at the hospital and a postnatal
service.
Anaesthetics and Operating Theatre
If necessary, a referral to a specialist anaesthetist can be made by your LMC or the hospital clinic.
Please note that MDHB does not provide an anaesthetist dedicated to the birthing suite, therefore
there may be delays in the insertion of an epidural if the anaesthetist is occupied in the operating
theatre.
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Neonatal Unit and Paediatrics

The Neonatal Unit (NNU) is on the second floor of the hospital and is next door to the Birthing Suite.
The NNU provides specialist nursing and Paediatric (Children’s Specialist) care for babies born after
28 weeks or weighing 1000g and above who need extra support. The NNU is resourced for 14 beds
with 17 physical bed spaces. This comprises five Intensive Care beds and nine level 2 beds. Babies
can receive intensive care including short term ventilation, long term CPAP/Humidified High flow
and long lines for Total Parental Nutrition (TPN). There is a 24 hour on call consultant paediatrician
and 24-hour on-site paediatric registrar Babies born before the 28th week of pregnancy or requiring
surgery and long term breathing support require specialist complex care and support provided at a
Tertiary Hospital (regional hospital providing a wider range of specialist care and services.
Babies born in the MDHB region are usually transferred to Wellington Neonatal Intensive Care Unit
(NICU). Occasionally mothers/babies are transferred to other tertiary hospitals in New Zealand if the
Wellington NNU is full.
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Staff at the MDHB NNU have developed an app called Babble to support parents with babies in
neonatal units, this can be downloaded from:
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The Lactation Consultancy Service operates under the MidCentral DHB Women’s and Child Health
Service. The service is designed to assist women to achieve their breastfeeding goals by supporting the
breastfeeding mother and baby.
The Lactation Consultancy Service operates a Lactation Clinic onsite Monday to Friday, receiving referrals
from women, LMC’s, Well Child providers, General Practitioners and other health practitioners.

MDHB Lactation Consultancy
Service
The role includes the:
•

Provision of Lactation Consultant Service to clients of MidCentral Health and local independent
providers

•

Provision of expert advice to other healthcare professionals

•

Ongoing development and implementation/maintenance of BFHI

•

Provision of staff education to all levels within the maternity and NNU in Palmerston North and at
the Horowhenua primary birthing unit.
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Breastfeeding data MidCentral Region 2016 –New Zealand Breastfeeding Alliance

Generally, there has been a decline in breastfeeding rates over the last year. The reasons remain
multi-faceted, not least that some services are struggling to provide robust data from the newly
introduced MCIS system. We are working with the Ministry of Health and other stakeholders on
solutions for this.
Ethnicity data show there is a continuing trend for Asian, Indian and Pasifika peoples to fall below
the 75% exclusive breastfeeding criteria on discharge from a maternity facility. The national data
clearly show that Māori women do achieve high rates of exclusive breastfeeding prior to leaving a
maternity facility, but this rate drops off dramatically once at home. A compounding factor could
also be that this group leave the birthing facility earlier, therefore giving a false high for exclusive
breastfeeding at discharge.
Exclusive Breastfeeding Trends by Facility Type, 2016
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Compiled Breastfeeding Data for Horowhenua Maternity Unit, 2009 - 2016
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Compiled Breastfeeding Data for Tararua Health Group, 2008 - 2016
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The Lactation Consultant Service at Palmerston North Hospital is currently under review, following
the retirement of two Lactation Consultants. A restructure has been proposed and a consultation
document has been circulated for feedback.
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DATA EXRACTED FOR JULY 2016 – JUNE 2017- MDHB-(Taken from NBHS quarterly reports)
LIVE BIRTHS
Offered screening
Declined screening
Screening completed
Did not attend (DNA) and lost contacts
Follow
Referred from screening to Audiology
Hearing loss diagnosed at Audiology

2107
2024
7
1940
123 = 2.5 per week
12
31
5

Why screen babies for hearing loss?
The first six months of a baby’s life is a critical period for learning to hear and speak. The lack of
exposure to language during this critical period, such as through a hearing loss, can affect a child’s
development, communication skills, educational and career achievement. The early detection of
hearing loss, and the initiation of early medical and educational interventions, has been
demonstrated to significantly improve long-term communication skills and cognitive ability for
children with hearing loss and their families and whānau.
Participation in the UNHSEIP is strongly recommended by the Ministry of Health.
The MDHB service provides screening in the Maternity Ward and the Neonatal Unit at Palmerston
North Hospital, as well as Outpatient Clinics held in the Audiology Department.
Outreach clinics are held at the Horowhenua Health Centre, Levin, and the Dannevirke Community
Hospital.

MDHB New-born Hearing Screening Update 2016-2017
 Quarterly Stakeholder meetings are held, with a good representation of all interested
parties involved in the New-born Hearing Screening Programme.
 A desktop audit of New-born Hearing Screening was conducted at all NZ DHBs towards the
end of 2016. The MDHB hearing screening service has received the evaluation of the audit
and has commenced work on the recommendations.
 Babies that are referred by the screening programme for audiology appointments have a
minimal waiting time. The age criteria for an audiology assessment are being at least one
month old (gestationally).
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 The two clinics/month at the Horowhenua Health Centre have been continued, with the
flexibility of adding an extra one per month if necessary. Parents and babies living in Foxton
and Shannon have the option of attending there or at our Palmerston North clinic.
 The Dannevirke clinic has been operating for 15 months with very high attendance rates.
 The MDHB Hearing Screening Programme has commenced discussions with the owners of
the privately owned primary birthing centre in Palmerston North. Currently the plan is to
offer the parents birthing there an outpatient appointment at Palmerston North Hospital.
 A new text messaging service has become available to our Audiology Department to enable
us to confirm appointments, which we are hoping will contribute towards less DNAs.
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Perinatal Mental Health Service
The perinatal mental health service is a community based mobile specialist service that provides:
 Specialist assessment and diagnosis of mother and infant mental health
 Specialist treatment, care and support (including attention) of the mother and infant
relationship
 Consultation, liaison and advisory function to other service providers regarding the
wellbeing of mothers and infants
 Shared care and joint planning with other health, social services and agencies in the care
of the mother and infant
With the MOH’s campaign to enhance acute responsiveness for mothers and infants the service
provides:
 The ability to respond to the needs of mothers and infants experiencing acute
deterioration of their mental health status during pregnancy or within the first 12 months
post-partum
 A greater intensity and frequency of treatment and support than could have otherwise be
provided by perinatal mental health services
 Packages of care to enable women to regain a settled mental state, to strengthen their
own ability to maintain their safety, and to address the needs of their infant/children.
Packages of Care
Packages of care remain accessible for those women, whānau/families requiring respite care, wrap
around support for mother and baby, whānau/family in the home, plus the ability to provide
counselling for women that meet the criteria.
Service Linkages
The perinatal Clinical Nurse Specialist (CNS) and Community Psychiatric Nurse (CPN) continue to
attend the Pāruru Mōwai multi-disciplinary/multi-agency forums. The CNS is also an active
participant in the MQSP.

Following the maternity service review meetings have been held to strengthen the linkage between
mental health and the Maternity Service.
The Perinatal Mental Health Service continues to link with community agencies such as Family Start,
Blue Couch Consultancy and AcRoss Social Services.
Training
Perinatal mental health training for midwives has been undertaken during the 2016-2017 period and
was an integral part of the midwifery education programme provided by MDHB. The CNS in
conjunction with the midwifery educator provided three, three-hour training sessions at the
compulsory midwifery training days in 2016. Training has also been provided to the child birth
educators and student midwives.
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Pāruru Mōwai Multi-Agency Forum
Calm haven for mothers and babies

Pāruru Mōwai was established in 2015 to strengthen families by providing a forum to advise and
support health practitioners caring for women and babies with health and/or social conditions. The
forum meets weekly with LMC community midwives either attending in person or by phone.
Membership








Pāruru Mōwai co-ordinator
MDHB Midwifery Advisor (Chairperson)
Family Start
Safer families police team
Social workers
Maternal mental health workers
Paediatric specialist (monthly)

Changes in 2016/17





New members have been welcomed to the forum – MDHB community midwives & the
Family Start team leader
Service evaluation as part of the maternity service review
A SharePoint site has been developed to share information with key staff, e.g. Obstetricians,
Paediatricians and Associate Charge Midwives
Forum members are responding to feedback and are developing plans to allow for more
medical involvement.

Reason for Referral
The following table shows why women were referred to Pāruru Mōwai. Many women had multiple
reasons for referral.
Medical – women
Medical – baby
Social
Family violence
Mental health issues

27
35
22
19
31
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Ethnicity of Women referred to Pāruru Mōwai
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The majority of women referred to Pāruru Mōwai are European, referred by their LMC or hospital
staff and reside in Palmerston North or Feilding.
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Pepi Haumaru/Keeping Baby Safe Programme 2017
Highlights of the Year

•

Working collaboratively with community
organisations and individuals to promote
hauora.

•

Initiating the Mama Aroha Reference Card into
the Maternity Ward.

•

Toi Ora Expo, Children’s Day and Safe.

The Pepi Haumaru programme promotes health for pepi in our community. An important aspect is
to ensure that health messages and promotion activity are effectively coordinated. Within our DHB
there are fantastic health professionals who are providing services to pregnant women and parents
with infants. The Pepi Haumaru programme seeks to ensure that all services are providing
consistent information to parents and that they actively inform and empower whānau to protect
their babies.
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Over the past year we have developed a framework to provide Wahakura to whānau in our region.
A collective called Mokopuna Ora has emerged, which is driven by passionate members who want all
whānau to have access to culturally appropriate safe sleep support.
Mokopuna Ora consists of members from MDHB, Iwi/ Māori providers and independent individuals.
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Child Birth Education

Barnardos Bumps to Babies has now celebrated its first year as the Pregnancy and Parenting
Information and Education Service provider for MidCentral DHB.
Pregnancy, birth and early parenting classes have successfully been run in Palmerston North,
Feilding, Levin, Otaki, Dannevirke and Pahiatua.
In both Feilding and Palmerston North, classes are held in the Integrated Health Care facilities, with
the link between Maternity and primary health working well.
In addition to standard six-week (12 hours) or weekend classes, one on one sessions are held with
women and whānau who may not feel comfortable/be able to access the classes.
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Barnados has a team of five qualified Childbirth Educators who include Jenny Warren as Team
Leader, Nicky Warren as Administrator, Anna Morris (Nga Puhi), Lisa Palatchie and Natasha
Apperley. The team undertakes ongoing professional development to remain current and consistent
with core MidCentral DHB priority health messages and has also completed both Kaupapa Māori and
Engaging with Pasifika professional development.

Facilitating out of Freyberg Teen Parent Unit, Waiopehu Teen Parent Unit and He Ngakau Noa at Te
Aroha Noa, Barnados continues to reach the younger population who benefit from one on one or
small group education and support.

Barnados child birth educators
Highlights in the first year have been:




Working with Te Kete Hauora O Rangitane in Dannevirke to provide P and P modules to their
Haputanga Ropu
Delivering the first set of classes at Linton Army Camp for Armed Forces Personnel,
recognising and supporting some of the unique challenges which they face
Co-facilitating with a Social Worker the Mellow Bumps programme to a group of women
who presented with a variety of social, emotional and health needs.

The work with Te Kete Hauora O Rangitane and the Mellow Bumps programme involved working
with women who said they would otherwise not have accessed antenatal education.
As a follow-up to the Bumps to Babies classes, participants are invited back for an informal coffee
group which is hosted by their Childbirth Educator once all the babies in that group are born. These
are warmly received.
The information component of the Bumps to Babies service is delivered based on the unique needs
of each community within the MidCentral district and has seen us partner with like organisations
such as SuperGrans in Levin, Community Birth Services in Feilding and Pahiatua Community Services
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Trust in Pahiatua. At these locations, pregnancy tests are available free of charge as well as
connecting with a midwife, registering for our classes and a range of early pregnancy information
and support options. Child birth educators operate a “hot desk” so that members of the community
can access them on certain days of the week
The Bumps to Babies team supports community maternity initiatives such as “Birthing in the
Horowhenua – a Community Approach” and the Mokopuna Ora pilot which took place in Palmerston
North. Three of our Childbirth Educators are Pepi pod distributors so can access these for whānau as
a need is identified. They also provide distribution support for other maternity or health
professionals working with whānau.
Courses are evaluated for completion, demographic uptake and satisfaction. Some participant
comments are below:
“We really enjoyed the classes. XXXX was very helpful and definitely tried to make sure everyone
understood.”
“This class was very helpful – as a first-time father to be; it helped both me and my partner.”
“XXXX was a great instructor. She was really good at being non-judgmental, non-pushy etc. She was
very non-bias. Made us feel comfortable to ask any questions.”
“XXXX was great – great confidence builder, covered all the important bits but didn’t make it feel
alarming.”
“I really enjoyed Bumps to Babies! I learnt heaps and XXXX did an amazing job! Thank you!”
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Diabetes in Pregnancy – Obstetric Clinics at Palmerston North Hospital

The work completed on the establishment of a model of care for women with Gestational Diabetes
Mellitus (GDM) allows for this model of care to be progressed over coming months, led by the
maternity service. As previously reported the role of a speciality midwife is central to this model, as
a liaison with the woman and her LMC. The focus for this work is the development of greater
capability through training within the midwifery workforce to support this model of care. This work
is expected to be completed by December 2017.

Focus on Education - Diabetes in Pregnancy study day
In March, MDHB held the first Diabetes in Pregnancy study day, organised by the midwives working
in the High-Risk Diabetes clinic. Speakers presenting ranged from Specialist doctors to pharmacists
and Sports Manawatu. Topics covered included:
 Screening, Diagnosis and Management of Gestational Diabetes in New Zealand: A clinical
practice guideline
 Foetal and maternal wellbeing
 Dietary advice
 Medications used and new research
 Neonatal hypoglycaemia
 Green prescriptions
 Preparing for birth – antenatal expressing of colostrum
 Care of the woman with diabetes in labour and postnatal.
The organisers received positive feedback and suggestions with another study day planned for later
in 2017.
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Diabetes in Pregnancy
During 2016 and 2017 the following initiatives were conducted to strengthen the diabetes service at MDHB:
 Community pharmacies – advice regarding the writing of prescriptions to reduce costs for women
 Sports Manawatu – Green prescriptions
 Midwives working in the diabetes clinic visited Auckland/Waitemata DHB to learn how the woman
centred clinics operated there
 A diabetes study day was organised by the midwives working in clinic, it was well received and will be
repeated later in 2017.

The diabetes clinic operates weekly and is supported by an Obstetric & Diabetes Specialist, Diabetes Clinical
Nurse Specialists (CNS), dieticians and clinic midwives.
Below are some graphs that display the data from these clinics – Since 2009 there has been a steady rise in the
number of women attending the High-Risk clinic, with a sharp rise in the number of women diagnosed with GDM.
However, the number of babies admitted to the NNU has shown a slight decrease.
The number of women attending the clinic with Type 1 Diabetes has remained fairly constant, with a sharp rise in
the number of women diagnosed with Type 2 Diabetes since 2014/15. The number of women having a Caesarean
Section has remained steady and the induction of labour for GDM in 2016 has seen an increase in inductions of
labour at term.

verage high risk clinic size

Average number of women attending the High Risk
Clinic
15
10
5
0

Median

Year

Number of women

Number of women seen with Gestational Diabetes
at High Risk Clinic
100
50
0

Median

Year

57

Percentage

Percentage of babies admitted to NNU - mother seen at
high risk clinic
60
50
40
30
20
10
0

median

Year

Number of women

Number of women seen with Type 1 Diabetes at High
Risk Clinic
15
10
5
Median
0

Year

Number of women

Number of women seen with Type 2 Diabetes at High
Risk Clinic
14
12
10
8
6
4
2
0

Median

Year

58

Percentage of women who delivered via either
emergency or elective c.section who were seen at high
risk clinic
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Future of the service
The Women’s Health Unit plan to complete the implementation of the Ministry of Health guideline
for gestational diabetes over the next twelve months. The Maternity Service is working with the
Endocrine and Diabetes service to collaboratively co-design an alternative model for managing the
diabetes care of pregnant women. We have a particular interest in models that are women centred
and support continued LMC involvement in women’s care.
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The primary birthing unit at the Horowhenua Health Centre is a fantastic facility suitable for healthy
mothers to birth as well as ideal for a postnatal stay following a hospital birth. The unit had 98 births (July
2016-June 2017) and is staffed by:
A part-time Charge Midwife
6 staff midwives
8 LMC community midwives.
As well as being used to provide pregnancy and birth care by local LMC midwives and a GP, which includes
providing pregnancy tests, the unit has an open door policy for pregnancy and breastfeeding support and
advice.
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Trends in Births at the Horowhenua Birthing Unit
Horowhenua Births
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Work is currently being undertaken to promote the unit within the local
community and with Māori women and whānau
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The primary birthing unit at Dannevirke Community Hospital is a fantastic facility suitable for healthy
mothers to birth as well as ideal for a postnatal stay following a hospital birth. The unit has had 36 births
in the past year and is staffed by:
4 full time midwives
1 Administrator.
The midwifery team based at the hospital provide antenatal, labour and postnatal care for women in
Dannevirke and rural Tararua communities. This is an invaluable service for rural women. Below are
photos of the whānau/family room, birthing room with pool and postnatal room. A new permanent pool
will be installed soon.
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Birthing Statistics Dannevirke Community
Hospital July 2016 - June 2017
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Please note that some of the transfers in labour are for women already planning to birth at
Palmerston North Hospital
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Kia kounga, kia hiranga te hoahoa – Achieve quality and excellence by design

Our Projects
A Culture of Excellence
Our projects:







Wool for warmth
Mama Aroha breastfeeding reference card
Perinatal maternal mental health – referrer’s guide and Edinburgh postnatal
depression score pads
Specialist perinatal mental health workshop
Call the midwife – Don’t text fridge magnets
Foetal movements – parent information brochure.

Quality & Outcomes:






Maternal case review
Perinatal case review
Together – Keeping mothers’ and babies’ together, term baby project
New-born metabolic screening transit times
Professional development/education.
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Wool for Warmth, fleece for fun promotion August 2016
To support the promotion of the use of wool instead of fleece for new-born babies, the MQSP
funded the supply of a woollen blanket to all babies born in the region during a four-week period in
August/September2016.
The promotion was well received by parents/whānau as well as staff who enjoyed wrapping newborns in warm blankets.
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Mama Aroha Breastfeeding Reference Card
This fantastic resource is being given to all new mothers’ in the MidCentral region to support
breastfeeding, safe sleeping and smoking cessation.
Maternity staff and LMCs have been supported to use the cards with women/whānau as a visual
guide to support the discussion/conversation on these topics.

Baby (still to be named) Amanda Rouse and Frances Wilkin

The initiative has been a collaboration between the Safe Sleep/Pepi Haumaru Coordinator, Jess
Sandbrook; Maternity Quality and Safety Programme Coordinator, Amanda Rouse; and Associate
Charge Midwife of the Palmerston North Hospital Maternity Ward, Fiona McConnon.
Together they have adapted the Mama Aroha talk cards designed by midwife and lactation
consultant, Amy Wray, into a reference card for parents to take home. The cards are designed to
support and promote breastfeeding, safe sleeping and being smoke and alcohol free, and have been
approved by the Ministry of Health.
The cards have been distributed to all Lead Maternity Carers, hospital nursing and midwifery staff
and Well Child Tamariki Ora nurses, who all have copies available. They will be able to discuss these
cards with families and help them familiarise themselves with what is important to help their babies
thrive.
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All women admitted to the maternity unit following their birth will receive cards on admission, as
well as women in the MDHB rural primary birthing units, and those having home births.

Call the Midwife – Don’t Text

The Maternity Quality and Safety Programme supplied LMCs in the region with the ‘Don’t text, call
me’ fridge magnets developed by the Midwifery Council of New Zealand.
The aim is to improve the quality of care and ensure that women phone their midwife for urgent
consults.
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Perinatal Maternal Mental Health Referrers Guide and Edinburgh Postnatal
Depression Score Pads
The MQSP Locality group worked in collaboration to produce an easy to use referrer’s guide for all
maternity staff, LMCs and GP’s to use as well as supplying LMCs with EPDS pads as it was
acknowledged that the burden of printing the EPDS should not fall on LMCs.
The referrer’s guide and EPNS pads were launched at the Specialist Perinatal Mental Health
Workshop.
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Specialist Perinatal Mental Health Workshop December 2016
This workshop was held in conjunction with the Regional Specialist Perinatal Mental Health team
based in Wellington, the local Perinatal Maternal Mental Health team and the Maternity Quality and
Safety Programme. Topics discussed included:





Perinatal mental health screening and monitoring
Substance abuse in the perinatal period
Birth trauma and PTSD
Medication in pregnancy and breastfeeding.

The workshop was attended by a wide range of health professionals and concluded with a
presentation on medication during breastfeeding and pregnancy at the perinatal case review
meeting.
Feedback on the workshop
“I will be able to take some of the suggestions/knowledge shared into practice and hopefully enable
women/families to have a healthier experience-mental health wise!”
“More confident to ask questions about a traumatic birth and have some ideas about how to frame
questions.”
“Enhanced knowledge around using conversation to further explore/go deeper than the answers.
Having those difficult conversations and establishing good relationships with mothers.”
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Improvement Advisor programme – Ko Awatea
As part of the maternity service review one of the newly appointed Associate Charge Midwives
(ACM), Za Vivian, was nominated to attend the improvement advisor programme at Ko Awatea.
This is a nine-month action learning programme that is designed specifically for those health
professionals who have the aptitude for turning vision into action and are looking for an opportunity
to take their improvement skills and knowledge to the next level.
Za worked with the maternity service consumer representatives, the MQSP Coordinator, Pae Ora,
LMC and core midwives in developing the leaflet and would like to thank everyone for their
contributions.
The mum in the photo on the front page is a local mama who birthed at Palmerston North Hospital
this year and we would also like to thank her for kindly agreeing to pose for us.
Za chose the topic of women monitoring their baby’s movements and developed a parent
information leaflet, with plans to produce a poster in the near future, see below:

ACM Za and MQSP Coordinator Amanda Rouse with the
Movements Matter leaflets.
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Maternal Case Reviews
We have established a team of clinicians to undertake this process. We have a developing process
and are waiting the finalising of our revised Case Review Terms of Reference.

Our multi-discipline team
Sarah Machin – Senior Medical Officer
Roz Newman – Acting Charge Midwife, Delivery Suite
Trish Cleland – Lead Maternity Carer, Midwife
Jen Green – Core Midwife, Case Review Coordinator
Catherine Eckersley/Alison Davies – Anaesthetist
Barb Ruby – Quality and Risk Coordinator

We have reviewed 47 cases which met criteria for review.
40

Maternal Case Reviews 2016/17
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(Note – some cases meet more than one criteria for review)
The Maternal Case Review team have started inviting practitioners to come along and participate
and provide feedback which has been valuable to enable a more inclusive reflection.
Reviews have provided opportunities to improve systems and practice such as:



Improved lines of communication in emergencies
Improved systems with the use of MCIS and documentation.

We have also taken opportunities to provide positive feedback to staff and LMCs.

Next Steps
In the next year we will be further developing our processes to enable the reviewing of cases with
neonatal APGAR <7.

71

Perinatal Case Review

Perinatal Case
Review

Education &
audits

•The midwife educator orgnaises the montly multi-disciplinary PCR meetings where recent cases are presented by
clinicians for discussion and feedback. There are usually 10-11 meetings/year.
•When appropriate guest speakers such as Dr Jane Zucollo, Pathologist, are invited to attend the meetings.

•Some months there are no perinatal cases to present; this provides an opportunity for staff to share audits and
educational updates, as well as invite guest speakers.
•Some guest speakers in 2016/17 have been: Dr Rob Weir discussing influenza and whooping cough immunisation
in pregnancy; a representative from St Johns to discuss the changes to inhalational pain relief offered in
ambulances; and Professor Lesley McCowan discussing her research on maternal sleep position and stillbirth.

•The cases discussed often develop into interesing and robust discussions between the health professionals
attending the meeting.

Discussion

Perinatal Loss in 2016 compared with 2015

Ethnicity of mothers experiencing
perinatal loss 2016
NZ European

NZ Māori
7%7%
36%

50%

Indian

Asian
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Diagnosis of cause of death
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Comment
There was a total of 18 perinatal deaths in 2015, with the number dropping to 14 in 2016.
Due to the small numbers involved it is not possible to state that there has been a statistical reduction, however
in 2016 there were no perinatal deaths due to adverse events in labour.
This has been a significant change following the review and the development of the ACM role on all shifts on
Delivery Suite which has provided senior clinical midwifery leadership and support.
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Education and professional development 2016/17

Four PROMPT courses held in 2016 and
attended by Obstetric doctors, midwives
and anaesthetists.

Six courses held in 2016 with a number of
midwives, nurses and doctors attending

All MDHB staff who work in Delivery Suite are required to participate in the
RANZCOG foetal surveillance education programme, either through the
attendance of study days or the online course.

Midwifery Emergency Skills
Seven study days held in 2016, with one at
Horowhenua primary birthing unit.
133 midwives attended

The biannual NZCOM conference was held in
August 2016 with a combination of core, LMC,
new graduate midwives and consumers
attending.
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Improvements to New-born Metabolic Screening transit times
The New-born Metabolic Screening Programme screens for rare but potentially serious disorders
such as phenylketonuria (PKU), cystic fibrosis, and congenital hypothyroidism.

A blood sample is taken from your baby’s heel at or as soon as possible after 48 hours of age (the
‘heel prick’ or ‘Guthrie’ test). If a disorder is found, early treatment can prevent permanent damage
or death. Because some of these conditions can cause problems for baby at an early age it is
important that the samples are taken on time and reach LabPlus by four days.
The transit time standard is that 95% of blood spot cards reach the laboratory in four days or less.
Throughout 2016 the numbers of completed samples that reached the laboratory were below the
85% achieved for the same time period in 2015. DHB and regional processes were being examined
by the MQSP Coordinator when MidCentral DHB was offered the chance to be one of the first DHBs
to change to using a courier service instead of Fast Post.
This offer was accepted and a change management process was commenced with support from the
Quality & Risk Coordinator responsible for Women’s Health.
This was achieved by completing a Plan, Do, Study, Act (PDSA) Cycle; see below for the first PDSA
cycle.

•Introduction of
courier service for
the transit of
specimens.

•What does the data
show? Was the
prediction
confirmed?

•Carry out a baseline
test to provide us
with data to see if
• there is a
•
change

Plan

Do

Study

Act
• What is our plan?
Adopt, adapt,
abandon this change.
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The MQSP and Quality & Risk Coordinator worked with the Maternity Ward Clerk and Acting Charge
Midwife in planning and implementing this change. Involving the Ward Clerk was seen as
instrumental in moving the process forward.
Plan
The group worked through the process of taking a sample, allowing it to dry and posting to the
laboratory. It was then decided to audit 10 samples to check how long this process took and to see if
there were any problems that the group was not aware of. At this point it was thought that there
was a delay because the hospital used another postal service other than NZ Post, which caused a
delay in the sample reaching a Fast Post mailbox.
Do
Audit results
The group was surprised to discover that the average time that a sample was taken was 64 hours
(should be taken at close to 48 hours of age). Following this audit it was decided to update the
education of all nursing and midwifery staff who worked on the Maternity Ward by requiring all staff
to complete the National Screening Unit online education programme.
Study
The courier service commenced in May 2017.We then repeated the baseline audit and found that
the average time that a sample was taken was 52 hours, which was a great improvement. Of the
nine samples taken in the repeat audit, eight reached the laboratory within the standard transit time
of four days. One sample was taken on a Friday and didn’t reach Lab Plus until the following
Tuesday. Unfortunately, samples taken late on Fridays will continue to be difficult in terms of
meeting timeframes.
For the April to June 2017 quarter MDHB had improved the transit times by 12% compared with
the same quarter in 2016.
Act
The transit times will continue to be monitored by the MQSP Coordinator each quarter to ensure
that the trend continues to improve.
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Systematic approach to quality improvement – closing the loop
As part of the service review regular newsletters were sent to all staff and stakeholders, as well as
being available on the MDHB website. The plan is to amalgamate the newsletter into one newsletter
for staff, LMCs and stakeholders.
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Service improvement meetings
The Service Improvement Meeting (SIM) is held monthly with a wide variety of health professionals
attending; the Consumer Liaison has recently commenced attending these meetings as part of her
new role. The terms of reference for this meeting are currently under review so that this meeting
aligns well with the new Maternity Clinical Governance structure. Over the past year the SIM has
processed the following:
 Endorsed the integration of the Auckland Consensus Guideline on Induction of Labour at
MDHB
 Updated staff on the MQSP
 Presentations on the 2015 Maternity Clinical Indicators
 Discussed changes to the method of induction of labour.

Maternity Service Review - The Quality and Outcomes workstream
This workstream had 18 initiatives, all of which have been completed.
The “Mastering Open Disclosure” workshops took place on 29th and 30th March 2017. Feedback was
positive, with staff commenting on how the session provided a helpful approach and tools to use
when discussing unexpected outcomes with patients and families.
The maternity service is now using the newly adopted Quality Module in Riskman to record, monitor
and report on progress with quality and service improvement initiatives.
Strengthening our links with the Maternal Foetal Medicine Service at Capital & Coast DHB is
underway to ensure there is appropriate formality in our access to subspecialty consultation and
advice for the antenatal care of women with complex needs.
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Clinical Indicators and Audits
Medication Audit
New Zealand Maternity Clinical indicators 2015
MidCentral Maternity Clinical Indicators for 2015
MidCentral DHB Maternity Statistics Dashboard 2016
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New Zealand Maternity Clinical Indicators 2015
The New Zealand Maternity Clinical Indicators show key maternity outcomes for each DHB
region and maternity facility.
The purpose of the New Zealand Maternity Clinical Indicators is to:






Highlight areas where quality and safety could be improved at a national level
Support quality improvement by helping DHBs to identify focus areas for local clinical review
of maternity services
Provide a broader picture of maternity outcomes in New Zealand than that obtainable from
maternal and perinatal mortality data alone
Provide standardised (benchmarked) data allowing DHBs to evaluate their maternity services
over time and against the national average
Improve national consistency and quality in maternity data reporting.

The standard used for the New Zealand maternity clinical guidelines is that of the standard
primiparae, who is:





A woman aged between 20-34 years
Pregnant for the first time
Pregnant with one baby and that baby is head down
Healthy and has not experienced any pregnancy or birthing complications or interventions.

Intervention and complication rates for such women should be low and consistent across hospitals
and DHBs.
Approximately 15% of women giving birth in New Zealand are considered to be standard primiparae.
These women are a sub-set of the general maternity population and so are not representative of
birthing women in New Zealand.
The chart below shows MidCentral DHBs 2015 Maternity Clinical Indicators compared with the rest
of New Zealand and Hawke’s Bay DHB. Hawke’s Bay DHB have a similar birthing population).
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MidCentral DHB Maternity DHB Clinical Indicators 2009-2015

Focus on MidCentral Maternity Clinical Indicators 2015
The 2015 New Zealand Maternity Clinical Indicators were published by the Ministry of Health in
December 2016 and were discussed at the first Service Improvement meeting of 2017, with a
presentation from the MQSP Coordinator.
Indicator 1 – Registration with an LMC in the first trimester of pregnancy
MDHB commenced the “5 things to do in the first 10 weeks of pregnancy” promotion in 2013.
The overall registration with an LMC in the first trimester of pregnancy has improved from 65.5% in
2009 to 73.4% in 2015. However, this improvement is not equitable across all ethnicities; see the
charts below for early registration for Māori and Pasifika women.
As part of the 2017/18 MQSP project plan the promotion will be renewed to focus on improving
early registration with an LMC for Māori, Pasifika and young women.
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This will also align the State Services Commission’s Better Public Services: A Good Start to Life
targets. http://www.ssc.govt.nz/bps-good-start-to-life

Why is early registration with an LMC important?
The Better Public Services target is to have 90% of all pregnant women registered with a LMC in the first trimester
of pregnancy by 2021.
Early and continued regular engagement with a Lead Maternity Carer (usually a midwife) is associated with
normal healthy births and better pregnancy outcomes.
Having a Lead Maternity Carer helps set up children for a good start in life. Lead Maternity Carers also connect
mother and child with other core health services, such as general practice, immunisation, Well Child Tamariki Ora,
and oral health services. They connect families to other social services that may be needed.

Clinical indicator 1 – Registration with an LMC
In the first 12 weeks of pregnancy – Māori women
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60% of Māori women register with an LMC in the first trimester of pregnancy, compared to 73.4%
for all women in the MDHB region. This figure is lower for Pasifika women, with only 50% registering
with an LMC in the first trimester of pregnancy.
Clinical indicator 1 – Registration with an LMC
In the first 12 weeks of pregnancy – Pasifika women

Clinical indicator 2 standard primiparae who have a
spontaneous vaginal birth – all women

Type of birth
The rate of spontaneous vaginal births for the standard primiparae is similar to the overall
spontaneous vaginal birth rate in New Zealand (2015 Report on Maternity), of 65.2%. This rate has
remained steady whilst the caesarean section rate for the standard primiparae remains steady at
17.9%, with the overall caesarean section rate at MDHB in 2016 at 30% (see MidCentral DHB
Maternity Statistics Dashboard 2016), with 11% elective (planned) caesarean births and 19%
emergency (unplanned) births.
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Induction of Labour
The induction of labour rate has continued to increase over the past few years at MDHB. This has
been discussed at the Service Improvement meetings and has resulted in the agreement of adopting
the Auckland Consensus Guideline on Induction of Labour.
The maternity service has been fortunate to employ an Obstetric specialist from Sweden who has
challenged the induction of labour and caesarean section rates and is keen to implement changes
that were adopted at his local hospital in Sweden. With the assistance of a Registrar he is in the
process of completing an audit of all the births at Palmerston North Hospital in 2016 using the
Robson Group criteria.
MDHB has a higher rate of induction of labour than the NZ average – 27.3% compared to 23.8%,
with 8.2% in the Standard Primiparae group (8.2% in MDHB vs. 5.7% in NZ).
Whilst compiling the local audit we have learnt that the caesarean section rate in induced labour is
high in comparison to other units outside NZ with the rate at MDHB being 45% for induced
nulliparous women at term. This has been compared with a similar unit in Scandinavia, which has a
caesarean rate of 17.5% in the same group.
The maternity service at MDHB is addressing these issues with the introduction of a new local
guideline for indications for induction of labour which we hope will reduce our rate of inductions.
We are also looking at introducing new methods for IOL, like low-dose oral Misoprostol.

Clinical Indicator 5 – Standard primiparae who undergo an induction of labour
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Clinical Indicator 8 – Standard primiparae sustaining a 3rd or 4th degree
perineal tear and no episiotomy

The rate of 3rd and 4th degree tears fluctuates at MDHB; the rate for standard primiparae in 2015 was
5.5% compared with 4.4% in New Zealand. The overall rate at MDHB was 3% which compares
favourably with the overall rate in Australia (5.2%).
There is a planned care of the pelvic floor and perineum workshop for August 2017, which is a
collaboration between the MQSP Coordinator, Gynaecology/Urology Clinical Nurse Specialist and
Obstetric specialist. The aim is to update the participants’ knowledge on the care of the bladder, pelvic
floor and perineum during pregnancy, birth and postnatal period.
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Clinical Indicator 13 – Diagnosis of eclampsia at birth admission 2015 for all women. Comparison
of all DHBs in New Zealand

All DHBs have been asked by the National Maternity Monitoring Group (NMMG) to report on the
incidence of eclampsia at birth admission (eclampsia is the term used for fitting/seizures due to high
blood pressure in pregnancy). The concern from the NMMG is that the incidence of eclampsia during
birth admissions has increased to 26 out of 58,945 women in 2015 from 18 out of 59,212 in 2013
and 18 out of 59,196 in 2014. The question is, are there any local reasons found for this increase or
have there been any changes to local guidelines?
From 2009 to 2015 there have not been any cases of intrapartum (during labour) eclampsia at
MDHB recorded in the New Zealand Maternity Clinical Indicators. However, local data from 2016
shows four cases of intrapartum eclampsia last year. Although none have been reported in 2017,
however cases of eclamptic seizures have been added to the maternity outcomes review process in
late 2016. Therefore, any emerging trends will be monitored.
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MidCentral DHB Maternity Statistics Dashboard 2016
This data is compiled monthly with quarterly reports distributed to senior doctors, midwives and
consumers. The statistics are discussed at the monthly Service Improvement meetings. This data is
compiled manually by the MQSP Coordinator as a means of collecting accurate maternity data whilst
the data entry and analytic challenges with MCIS are resolved. The data in the table below has been
compared with clinical indicators in Australia and England as well as national New Zealand
indicators.
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Kia tuhona e pai ake ai te atawhai tuatahi, te atawhai hapori, te atawhai
ngaio – Partner with people and whānau to support health and wellbeing
Consumer Voice
Maternity Experience Survey
Consumer Engagement
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Consumer Voice
Consumer Liaison – Maternity Services – Kelly Wylie
The past 12 months have been focussed on improving our services for women, babies and their
whānau, particularly at our base hospital in Palmerston North. This improvement work began as
part of the Maternity Services Review and was addressed by the Steering Group and Working Group
(of which I was a Consumer Representative member) that were established to implement the
recommendations made by the external review team.
A ‘win’ from the review was the establishment of a permanent 0.4FTE Consumer Liaison role, to
which I was appointed in February 2017. The goal for the Consumer Liaison role is to strengthen the
interface between the hospital-based Maternity Service and women and whānau across the
MidCentral region.
With a background as a Maternity Services Consumer Representative for the NZ College of Midwives
and MidCentral Health alongside my work as a Childbirth Educator in the Tararua community where
I live, I have been able to build on my existing networks to form a group of maternity focused
consumer representatives from across the region. This group includes membership from local
Childbirth Educators, Young Parent Social Workers, MQSP Consumer Representatives, advocates for
immigrant communities and Māori and Pasifika perspectives. This group was established with face
to face meetings, followed by a closed Facebook Group, where information between the hospital
and community can be shared most effectively. The group shares information about the events
happening in our localities, which has led to us attending each other’s events. Most recently, this
ensured that MidCentral DHB had a presence at the community-hosted Big Latch event. Working
alongside our community providers is a step in the right direction for women and whānau in our
region.
We began to strengthen the Survey as part of the Working Group (Consumer Work Stream) in 2016.
Over the past 12 months, there have been 306 surveys returned from the 1,949 women who gave
birth in the MidCentral region - this equates to 16%. A key priority for the Consumer Liaison role
was to improve the Maternity Experience Survey response rate, with a wider representation of our
community which can contribute to service improvement in a meaningful way. With an updated set
of questions, the survey is now available as a Survey Monkey tool and has been set up on two iPads
so that women can complete this easily, as part of their discharge process. With a more streamlined
approach, we hope to see an overall increase in return rate over the next year.
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Kelly Wylie, Consumer Liaison (holding baby), showing a new mum how to use the Survey Monkey tool

I am a member of the Maternity Quality and Safety Locality Group and the newly formed Maternity
Services Clinical Governance Group. I attend the Service Improvement meeting and have been
included on the interview panels for the Clinical Director, Obs/Gynae Consultant and Directory of
Midwifery roles, to date. It is a pleasure to contribute to the improvement of written material,
policies and service improvement strategies.
From a Consumer perspective, there have been steady improvements to how services have
organised themselves over the past year, with plans in place for more success in the year ahead.
Most importantly, a permanent Consumer Liaison role can contribute to ensuring the focus remains
with women, their babies and whānau, at the centre of the care we provide at MidCentral DHB.
Maternity experience survey feedback
306 surveys returned for 2016, 16% of total women who birthed at MidCentral. 175
Pakeha/European, 58 Māori, 44 Other (19 Asian, 2 Pasifika, 22 other).
Q1. When thinking about my care I was...

5%

5%

Very dissatisfied
Dissatisfied
29%

61%

Neutral
Satisfied
Very satisfied

90% women are “Very satisfied or satisfied “with their overall care.
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Q2. How long did you stay after birth?

6%
16%

Within 12 hours
12-24 hours

47%

24-48 hours
More than 48 hours

31%

78% of women stay more than 24 hours in hospital. 93% report their stay with “Just Right”.
Q5. Ethnicity

7%1%

NZ European

8%

Maori
Other

21%
63%

Asian
Pasifika

22.99 Māori babies born per 1000 births in 2016 nationally.
15.4% population Māori nationally 2016.

Q8. If a lactation consultant was involved in your care,
were you satisfied with the advice and assistance
provided?

6%
Yes
40%

54%

Not Applicable
No
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Consumer Engagement
The consumer liaison position has been established with the position filled and making excellent
progress in connecting with women and families, both accessing our maternity service and through
seeking feedback in the wider community. Her presence on the maternity unit provides
opportunities for active engagement with staff and participation in improvement activities. The
following are examples of work underway:
 Closed Facebook Group – “Bridging the Gap – MidCentral Maternity”. This page will provide
a secure communication between community stakeholders and the Consumer Liaison role.
 Preliminary work is being undertaken over the development of an “app” to help inform and
support navigation through maternity services. The approach is intended to be collaborative
for MDHB with other stakeholders in the maternity sector. Examples could include
Barnardos, Community Birth Services, and other DHB contract holders for maternity
services.
 The Maternity Experience Survey has been approved in its final draft, and is ready for
printing. This document will also be used to set up an on-going “Survey Monkey’ electronic
surveys, which will be made available to consumers via the website and (once established)
the maternity app.
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Kia mahi tahi me te tangata, me te whānau hei tautoko I te Hauora me te
orange – Connect and transform primary, community and specialist care
Key Stakeholder engagement
Information and facilities
Maternity Clinical Information System (MCIS)
Facilities
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Key Stakeholder Engagement
Meetings with the services that have an interface with maternity continue now as business as usual.
These meetings are chaired by the Women’s Health Service Manager, and are generally well
attended.
The Maternity service has improved its engagement and collaboration with LMC midwives on
projects groups such as the Together Project which has three LMC midwives in the group and the
newly formed guidelines group.
Open disclosure
The open disclosure workshops were held in March 2017 with participation from LMCs, maternity
staff and clinicians from other healthcare specialities.
Transfer of care pathways
These have been discussed at the communications workshops and in small working groups. These
pathways include:
 Multiple pregnancies
 Intra Uterine Growth Restriction
 Women with BMI>35.
Further work and collaboration is required to finalise the pathways.

Implementation of the Hip Check recommendations
Implementation of the hip check recommendations is being progressed, with a developmental
approach being taken in the delivery of hip checks for new-borns. The Maternity Service will develop
an education package to refresh core midwives and LMCs who may require a refresher course in
performing a hip check. Once undertaken, midwife-led screening will be incorporated into the
overall approach, inclusive of specialist orthopaedic assessments where appropriate. This work will
be undertaken overseen by the MSCGG.
In the interim the Orthopaedic service will continue to provide hip checks, with a view that once the
capability has been developed in the midwifery workforce early morning hip checks round by
orthopaedic surgeons will not be essential, freeing up orthopaedic SMO time. Access to
orthopaedics speciality clinics for those babies who have a positive hip check will need to be
sustained through on-going collaboration between Maternity and the Orthopaedic Service.
Diabetes Service
Progress continues to be made on the development of a model of care for woman with Gestational
Diabetes, led by the maternity service. This would allow the Diabetes Service to focus on women
with pre-existing diabetes who require more input throughout their pregnancy.
On-going engagement with the Diabetes and Endocrinology Service will be required to support
implementation.
This proposed model of care would see strengthening of Gestational Diabetes Mellitus (GDM)
management within the service providing education and support for the woman, her
partner/support person, whānau, LMC and clinicians, building on the collaborative work undertaken
over the past year.
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The role of a speciality midwife is central to this model, as a liaison with the woman and her LMC.
However, this role and reporting lines remains under negotiation with the Diabetes Service
Benefits for the woman include:



Improved coordination and liaison with the woman and the LMC of the woman’s Antenatal
Clinic (ANC)
A reduction in follow up hospital visits.

Information and facilities
Feedback on the new clinic arrangements has been positive overall with dedicated waiting area and
separation from gynaecology clinics welcomed. We have received feedback from women that
signage to the new clinics could be improved and we are undertaking an end to end process to
ensure that it is simple to find your way to the clinic from entering the hospital. In addition options
have been identified to improve signage for visitors to the adjacent maternity ward. Our Consumer
Liaison has supported women in providing feedback and clarified the improvements that are
necessary. This work is underway and will form part of the Tuia Framework programme, providing
bi-lingual signage.
The medical staff have provided preliminary information regarding useful improvements that can be
made to make the most of the space freed up in the downstairs gynaecology clinics. This includes
ensuring appropriate waiting and clinical space for women with early pregnancy loss. These changes
will be more easily achieved with the significant space freed up by the relocation of antenatal clinics.
The establishment of antenatal clinics on the second floor has allowed midwifery input into the
antenatal clinic to be strengthened. In addition, the maternity ward midwifery leadership will have
the professional and operational oversight of antenatal clinic midwives.

Maternity Clinical Information System (MCIS)
The local improvement work for the Maternity Clinical Information System (MCIS) continues with
structured training available for maternity staff and Lead Maternity Carers (LMCs). This is aimed at
supporting clinicians in the consistent use of the system and ensuring familiarity with the
improvements to the system being brought about by the periodic release of improvements to the
system nationally.
The Operations Director, Specialist Services, has joined the Ministry led national MCIS governance
group, in response to our feedback over the challenges with MCIS implementation. There is also LMC
and consumer representation on this group from our district.
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Future Projects Planned
The Future We Want – Te wawata

 ISBAR
 Projects planned
o Postnatal App
o Iron – Eat well, live well
o Care of the perineum
o Active birth room
o Pregnancy loss, SANDS
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Identify Situation Background Assessment Recommendation - ISBAR
A plan has been developed for the use of ISBAR (Identify, Situation, Background, Assessment and
Recommendation) in maternity services. The ISBAR communication framework is used to create a
structured and standardised communication format between health care workers. It is particularly
useful for reporting changes in a patient's status and/or deterioration between health care services
or shifts. This approach is also being used in Child Health, so it will be useful to support the transfer
of care from maternity to the neonatal unit. The plan is for roll out in October 2017.

Postnatal App
This is very much in the planning stages; however the MQSP Coordinator and Consumer Liaison are
collaborating on a proposal for a postnatal App for parents to use during the first couple of weeks of
parenthood. This will include:






Care of baby in the first few days – swaddling, cord and nappy care etc
Transition to parenthood – coping with a crying baby and lack of sleep
Care of mum in the first few days – perineal care, wound care, pain relief etc
Map of the hospital and how to find the Birthing Suite
What to bring into hospital and what to expect.

Renovation to the SANDS room and Pregnancy Loss Project
In response to a family’s request to fund raise in order to make improvements to the SANDS room,
the maternity service is working closely with the local SANDS group to upgrade the SANDS room.
There are some structural changes planned which are currently being considered, once these
changes have been approved work and fundraising can commence.
There is also a project planned to coincide with the renovation. This arose from the service review
and a family’s request that the stillbirth policies and guidelines be better socialised through the
service.
The MDHB procedure documents, forms, parent information leaflets and supporting pregnancy loss
folders have been reviewed by the MQSP Coordinator and all have been deemed in need of updating
and streamlining.
The aim of the project is:




To produce a guideline and framework to support all health professionals providing care to
bereaved women and families following pregnancy loss. This support will be provided by
guidelines that have suggestions on how to improve communication to enable empathetic
and non-judgmental care as well as making the process of documentation more
straightforward and easier to manage.
To be mindful of the families who are most likely to experience pregnancy loss, for example
Māori, Pasifika and Indian families and develop guidelines appropriate for them.

Once this has been completed they would like to provide the room with a name and have an official
naming ceremony. This would align well with this project which could incorporate the name and any
themes emanating from the name into the guideline, paper work and supporting documentation.
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Eat Well, Be Well
Iron intake resource for midwives and maternity health professionals

This fantastic resource was developed by one of
the MDHB midwives when she was working in
Auckland.
The Maternity Quality and Safety Programme
governance group at Counties Manakau has
kindly given MDHB permission to use the
resource and the accompanying guideline.
The guideline is being localised and once that
has been completed the resource will be printed
and given to LMC midwives, other maternity
health professionals in the region and for use at
Palmerston North Hospital.
The maternity service at MDHB is also working
with the Primary Options for Acute Care (POAC)
group to incorporate the guidelines into a map
of medicine and to provide a service for the
administration of iron transfusions in a primary
setting, which will mean that women will no
longer have to travel to the hospital for iron
transfusions.
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MQSP Project Plan 2017 to 2018
Project

Governance agenda –
action group heading

Progress to date

Risk

Mitigation

Work to be completed

Develop an annual report action
group

Annual Report

Presentation to WHU
leadership team, with
suggested membership

Lack of time or
poor uptake

Group to be
accountable to
the MCGG with
regular reports

Establish membership, aims,
reporting streams and
timeframe
To be formed by end of
September 2017

Plan on the reports required at
service improvement &
governance level

Ethnicity at booking

Data & audit group

Maternal information

Agreement to go ahead with
forming the group – table at
next MCGG meeting
Ethnicity recorded on MCIS,
but how accurate?
2017 PMMRC
recommendation – DHBs to
provide complete & accurate
registration data to the MAT
dataset – ethnicity, smoking
status, BMI & parity

Lack of time or
poor uptake

Group to be
accountable to
the MCGG with
regular reports




Liaise with other
MCIS groups



Access to care & reducing
barriers and inequities

Tuia Framework –
equitable
access to care

Early registration with LMC,
5:10 promotion

Not reaching
targets

Work closely
with local
consumer &

TI to complete a
retrospective audit
Smoking added to
audit spread sheet
for maternity
statistics from
August 2017
Improve data input
into MCIS
Analyse our
population and plan
care accordingly –
work with data
information dept.,
MOH and quality &
risk

Form an action group
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Engagement with priority
consumers, strategies and
examples

Gestational Diabetes guideline

stakeholder
groups

Has improved overall but 60%
first trimester registration for
Māori and 50% for Pasifika
Better Public Services Result
2: Healthy mothers and
babies target: 80% of pregnant
women registering
with LMC in the 1st
trimester by 2019
 90% of pregnant
women registering
with LMC in the 1st
trimester by 2021
With equitable rates for all
population groups

Priority groups:
 Māori
 Pasifika
 Teens
 Rural

Consumer feedback &
response

Tuia Framework -Service
planning and delivery

Development and
employment of consumer
liaison role, commenced in
February 2017
Currently strengthening links
within the sector and with
priority consumer groups
Updating ways for consumers
to provide feedback e.g.
closed Facebook page
Considerable work over the
past 2 years on improving links
in primary care
 Community
pharmacies
 Green prescriptions
 Dieticians at PHO

Add to DHB
annual plan

Work with local
groups/consumers/Red Cross
& Pae Ora/Pasifika maternal
& child health – focus groups
Work with TOAM smoking
cessation & SUDI
Early pregnancy pathway –
with Midwifery Advisor, to
chase up
Explore better ways to
operate clinics for rural
women i.e. virtual clinics

Consumer liaison
has resigned

Concise
orientation &
handover

Finding a
replacement &
maintaining links
and progress to
date

Continued
resistance from
the diabetes
team to discuss
plans for a

Update service delivery to
improve the connection of
the service with priority
consumers
Implementation of the Tuia
Framework

Open
communication
with the
diabetes service
and
recommencing

Strengthening the
relationship between
maternity & diabetes teams
Implement GDM guideline,
plus update existing
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Promoting normal birthActive birth room

Service planning &
delivery, improving
consumer experience

Pelvic floor and care of the
perineum workshop held in
August 2017 – with good
feedback

Reducing perineal traumaPromoting change of position,
warm compress, undirected
pushing, slow and calm birth
Audit




Data & audit group
First trimester screening
Perinatal folate
Prevention of preterm
birth & management of
preterm labour- 2015
maternity clinical
indicators show high
number of preterm birth
at MDHB

Maternal mental health

Ongoing discussions with the
diabetes team with challenges
to that service with regards to
staffing & resourcing
Three midwives spent time at
Waitemata DHB to learn about
the diabetes service there
Guideline and consumer
information either in draft or
in planning stages
Proposal submitted
Midwifery director supportive

Tuia Framework –
equitable
access to care

specialist
diabetes midwife

stakeholder
meetings

guidelines and management
of pre-existing diabetes

Lack of
interest/concerns
regarding
potential risks

Presentations
planned for
obstetric &
midwifery staff
in October 2017
Utilise feedback
& positive
suggestions
from the
workshop

Presentations
Purchase of equipment
Decoration of the room
Completion of supporting
guideline

Lack of interest

SMO with data experience had
commenced an audit of 2016
births

Perinatal mental health study
day December 2016, in
conjunction with Regional

Posters and educational
material for staff

Form an audit and data
group to coordinate and
allocate audits and assist
with data analysis and
preparation for the annual
report
Review data- audit
Audit uptake of folate} TI

Maintaining
contact

Ensure quarterly
input to service

Audit preterm birth at MDHB
– bigger project, partner with
Child Health
Improve family violence
screening & staff
education/training
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PMMRC 2017 Māori
maternal suicide
Improved awareness &
responsiveness to the
increased risk for Māori
women
MDT guidelines –
primary and secondary
care
Communication &
cooperation
Comprehensive risk
assessment

Specialist team from Capital
Coast
Distribution of Edinburgh
Postnatal Depression Score
pads to LMCs and WHU staff
Referrer’s Guide developed to
support the screening of
women for anxiety/depression

National Maternity
Monitoring Group

Progress to date

NMMG Report 2016
People powered – DHB
MQSP’s supported by at
least two consumer
members
 Closer to home – access
to , provision of and use
of rural & primary
birthing units
 Data reflecting
occupancy, use, staffing
levels and transfer rates
 Integration of primary
maternity facilities into
MDHB management &
quality frameworks

Annual Report



improvement
meetings

Further workshop planned
for 2018
Carla Sargent – Voice for
Parents, PTDS workshops for
health professionals

Risk

mitigation

Work to be completed

Regular MSCGG meetings

In progress and part of TOR
Maternity Clinical Governance
Group (MCGG)

Primary birthing options
available for Palmerston North
women in late 2017 –

Maintain good working
relationship and progress so
far

Closure of the
Manawatu Gorge
Road

Open
communication

Establish a shared data
reporting system

Consider ways to improve
communication using
technology

Primary birthing units
represented on the MSCGG,
rotating position
Lack of interest
Guideline review group

Robust discussion at a recent
perinatal case review meeting

Succinct
meetings, with

To establish a MDT guideline
group
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committed
membership,
quick decision
making at MCGG
level.

regarding local data &
interventions in labour



Access to anti-D –
comprehensive
guidelines to ensure
that women receive the
appropriate dose and
consumer information

Group to be
accountable to
the MCGG with
regular reports

Audit the administration of
Anti-D and use of Kleihauer
result for informing the
correct does to be
administered

MQSP – plan and timeframe
to progress from established to
excelling – 3 years
MQSP contract now sits within
the WHU and more visible and
beginning to embed into the
service. As well as having a
region wide ‘lens’ across the
maternity sector as a whole
MQSP Coordinator employed
0.8ft permanent role June
2017

Definitions MSCGG – Maternity Service Clinical Governance Group

Ensuring MQSP
money spent on
quality
improvement in
maternity
Becoming too
service driven
and losing the
region wide
scope of MQSP

Review guideline – update to
align with NZ Blood
guideline.
Socialise changes

Bi-monthly
reports from
MQSP
coordinator &
Accounting
MQSP spending
accountable to
the MSCGG with
quarterly
accounts
updates

Excelling tier reviewed, if all
of the PMMRC/NMMG
recommendations are
implemented then work
almost complete, apart from
•Permanent coordinator
•Funding for QI projects
•Regional collaboration –
this could be improved with
the employment of a
Director of Midwifery and
linkage to midwifery leaders
in other DHBs
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Appendix 1 – Referrers Guide Leaflet
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Appendix 2 – Movements Matter Leaflet

