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Executive Summary 
Welcome to the 2018/19 Annual Maternity Report for the MidCentral District Health Board.   

This report will outline service delivery, clinical trends and outcomes from within the service, alongside celebrating 
achievements over the last 12 months of the service and individual staff. 

The maternity service makes a strong contribution to the MDHB purpose: “Better health outcomes, better health care for 
all”. 

Our maternity multidisciplinary team including medical, midwifery, lead maternity carers (LMC’s), nursing and consumers 
has worked cohesively to develop, implement and evaluate quality work with a common goal of providing women-
centred care that delivers better outcomes for Māmā, Pēpe and Whānau. 

Some key points and achievements in 2018/19: 
• Improved labour and delivery outcomes continue, as a result of an ongoing project focusing on induction of 

labour (IOL) and labour dystocia management.   

• Our IOL project received the Health Round Table award for maternity 

• Presentations of the IOL project nationally to other DHBs 

• Research from the service was presented by Resident Medical Officers (RMO) at the Royal Australia and New 
Zealand college of obstetrics and gynaecology (RANZCOG) annual scientific meeting (ASM) in Hamilton  

• A new initiative has made it possible for partners to stay overnight with Māmā and Pēpe in the maternity ward 

• Improvements in MDHB’s performance against the maternity clinical indicators 

• A dedicated project focused on antenatal clinic review has commenced which implements three work streams; 
workflow & communication, care pathways and whole of midwifery team  

• Work continues with the Tuia Framework (to provide effective, responsive services to wahine Māori and their 
whānau) with progress towards staff cultural education, bilingual signage planning and interpreting data with 
an ethnicity lens 

• Staff attended Te Reo classes and weaving wānanga 

• Partnership in primary maternity care with LMC’s and the three primary birthing units within the district 

• In response to midwifery workforce shortages a number of recruitment and retention initiatives have been 
developed  

The service is excited to move in to the 2019/2020 year with new and existing quality initiatives underway.  A key focus 
of this work will be the midwifery workforce; not only recruitment and retention but growing the expertise and depth of 
midwifery.  Other projects will focus on: antenatal clinic service optimisation, the implementation of the maternity early 
warning score (MEWS) rollout, the neonatal early warning score (NEWS) rollout; and implementation of the national 
hypertension guideline.  New audits to inform future quality initiatives in to preterm labour and delivery in the DHB are 
also planned for 2019/2020.  

Ngā Mihi 

 

 

 

         

  

Sarah Fenwick 
Operations Executive  
Te Uru Pā Harakeke  

Paula Spargo 
Midwifery Director 
 
 

Emma Le Lievre  
MQSP Coordinator  
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Kua hau mai te rongo he ao hou kei te 
waihangatia e tātou.  Arā, he ao hou e noho 
nei ko te tangata e tino ora ana, ko te hauora 
te tino aronga, ko te whai whakaaro o tētahi 
ki tētahi, ahakoa ko wai, ahakoa nō hea. Heoi 
anō, ka wetewetea ngā ratonga e Te Pae 
Hauora o Ruahine o Tararua hei noho aropū 
ai, kia whai pānga I waenga I ngā ratonga. He 
koanga ngākau ki te whakaatu I te pātuitanga 
hou a Te Uru Pā Harakeke. Nau mai e hika mā 
ki tēnei whakaaro kua marara ki ngā tōpito 
katoa o Te Pae Hauora o Ruahine o Tararua 
whenua. Nei te mihi kau ake o Te Uru Pā 
Harakeke ki ngā kāinga katoa o Te Pae Hauora 
o Ruahine o Tararua. 
 
The word is out there a new world is being 
created. A new world where everyone is very 
healthy and health is the focus, along with 
being thoughtful to each other, regardless of 
who or where we are from. Services within the 
MidCentral District Health Board have been 
formed into clusters to enable more 
cohesiveness between services. We are 
pleased to introduce the new Healthy 
Women, Te Uru Pā Harakeke (Children and 
Youth Cluster). So welcome to this new 
perspective being dispersed to all corners of 
the MidCentral district. This is an 
unconditional greeting from the Healthy 
Women, Children and Youth Cluster (Te Uru 
Pā Harakeke) to all homes of the MidCentral 
district. 
 

Mihi/Foreword    

 

  



 

 

 

 

 

MidCentral DHB  

Visions, Aims Values     

“Together we choose excellence” 

Our strategy for success 

 

 

 

 
    

 

 
  

Strategy  
As a District Health Board, we have summarised our purpose 
as: “Better health outcomes, better health care for all” 
signalling our key role in contributing to the best possible 
health and wellbeing for individuals, whānau and communities. 
In doing this we have agreed upon four values that underpin 
the way we interact and care for each other, our consumers 
and more broadly our communities and partners: 
“Compassionate, Courageous, Respectful and Accountable”. 
Over the next five years we will focus on four strategic 
imperatives that individually and together we will use to 
improve the health and wellbeing of people across our 
communities. We see this as a shared responsibility needing 
commitment from our staff, service users and communities, 
health and social service partners and providers. 
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Maori
20%

Pacifika
3%

Asian
8%

Other 
69%

Maori Pacifika Asian Other

Figure 1: MDHB Population by Ethnicity 

Our District     

 

  

MidCentral District Health Board is 
based in Palmerston North and covers 
an area from the east coast to the west 
coast, and from north of Manawatū 
down to Ōtaki in the south.  

Palmerston North is the largest 
territory. The overall populations of 
these territories are increasing as well 
as the Māori population in these areas. 
Knowing who “our people” are is key 
to delivering timely, appropriate, 
accessible care.  
 

Source: Te Pou o te Whakaaro Nui. (2018). DHB population 

profiles, 2018-2028 
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Our People      
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Ahua Whakakatahi Ratonga Hou –  
Integrated Service Model  
 
 
 
 
 
MidCentral District Health Board has undertaken an 18 month journey of transformational change to firmly 
establish itself as a high performing health system that meets the current and future needs of our 
communities.  Our aim is a more integrated and inclusive health and social system that ensures individuals, 
patients, whānau and communities are at the centre of everything MidCentral does.  Clusters have been 
created around patient and consumer groupings, to focus on integrating and connecting services for these 
groupings within the cluster as well as across clusters.  
  
Uru Pā Harakeke (Healthy Women Children and Youth Cluster) is responsible for planning, funding, 
commissioning and providing services for wāhine, tamariki, rangatahi and whānau across the district.  It 
encompasses maternity, gynaecology, neonatal, paediatric, community child health and youth services in and 
out of hospital settings. 
  
Uru Pā Harakeke has a very clear vision for the future of our district’s population − the first 1000 days lay the 
foundations for lifelong health and wellbeing.  This vision will drive a generational change, believing that social 
determinants of health affect all health needs and outcomes.  The cluster is committed to maintaining 
excellent hospital-based services, embracing patient and whānau-centred care, while co-designing with our 
communities the best access to the most acceptable care as close to home as feasible.  The cluster vision 
recognises that early intervention is fundamental to driving this change and improving long term 
outcomes.  Midwifery and Obstetrics are key in the work to prevent and minimise harm from Adverse 
Childhood Experiences  that are known to have a significant impact on long term outcomes for our tamariki as 
they grow into adulthood. 

 

Ngā Mihi 

 

 

  
Dr Jeff Brown 
Clinical Executive  
Uru Pā Harakeke 

Sarah Fenwick 
Operations Executive  
Uru Pā Harakeke 



 

 

Our Workforce  
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Midwifery Workforce  
2018 was a challenging year for the secondary care 
midwifery workforce.  There has been large staff 
turnover as a significant number of midwives move back 
into the primary sector.  Exit interviews identified some 
themes including: loss of primary birthing experience in 
the secondary environment and increasing acuity in the 
secondary care unit.  Primary units offer different 
clinical workload and one primary unit offers significant 
financial incentives.   

MDHB secondary maternity service was removed from 
the Ministry of Health (MOH) voluntary bonding scheme 
(VBS) 18 months ago, and this has also discouraged 
graduate midwives from applying for positions with 
MDHB.  Despite these challenges the core midwifery 
team has maintained a high level of quality midwifery 
care ensuring women are at the centre of the care they 
provide.  

Nationally there is a shortage of experienced midwives 
which is impacting the local workforce.  This is 
compounded  by a fall in the number of newly qualified 
midwives joining the workforce.  As a result, MDHB has 
found it necessary to employ Registered Nurses (RN’s) 
on temporary contracts to cover the vacant midwifery 
FTE.  Although this initiative has stabilised staffing 
levels, the resulting shift in the skill mix has created 
challenges.   

A variety of recruitment and retention strategies have 
been undertaken over the last 6-12 months in an 
attempt to address these issues and will continue to be 
a focus of the 2019/2020 MQSP plan.  

Recruitment 
Raising the profile of the MDHB 
Midwifery Service 

A combination of local, national and international 
recruitment advertisements are now in place. The 
Midwifery Director has produced a banner and 
pamphlet promoting Midwifery at MDHB. MDHB 
midwifery has a presence at local employment events 
including the “Sorted Expo” and “Careers in Health”. The 
Midwifery Director, Charge Midwife and Educator meet 
2nd and 3rd year midwifery students to promote the 
MDHB midwifery graduate programme. 

Workforce Plan 

A Nursing and Midwifery Workforce Plan has been 
produced outlining the current local and national 
midwifery workforce position utilising data from the 
central regions’ technical advisory services report 
(2017).  Four strategic priorities underpin the action 
plan for 2019-2021 to ensure a workforce that: 

• is the right size and skill mix;  

• is competent and capable;  

• focuses on people and outcomes; 

• is integrated and connected across the continuum. 

Voluntary Bonding Scheme  

A repeat application for the VBS was submitted to the 
MOH in May 2019 in light of recruitment challenges, on-
going midwifery vacancy rates, staff turnover rates. The 
VBS application was prepared by the Midwifery Director 
and supported by the Operations Executive for Uru Pā 
Harakeke at MDHB and Alison Eddy, CEO of NZCOM.   

Retention  
12-hour shifts 

A 12-hour shift trial was initiated in August 2018 in 
response to staff requests. The trial was successful and 
the number of staff who requested 12- hour shifts has 
grown steadily over the last 11 months. Staff feedback 
is that they enjoy the continuity of care the longer shifts 
provide and also the extra day/s off in the week! The 
service continues to run a composite roster of 8 and 12 
hour shifts to suit staff individual preferences.  

Sole midwife payment 

To acknowledge the extra pressure on employed 
midwives MDHB maternity has implemented a ‘Sole 
Midwife’ payment. Any midwife who is the sole midwife 
on the maternity ward working with a team of nurses is 
entitled to a set payment for every shift this situation 
occurs. Midwives appreciate the acknowledgment by 
management of the extra pressure created by being the 
only midwife on the ward.  As the midwifery numbers 
increase over time the need for this payment will be 
reduced. 
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Specialised Midwifery roles  

Over the last 12-18 months MDHB midwifery has begun 
to offer opportunities for midwives to specialise in 
different areas.  

In mid-2018 two diabetes midwives (0.8 FTE total) were 
appointed as a trial. These midwives have since 
completed post graduate diabetes education. The two 
have become resource midwives for LMC and core staff 
working in the service through staff education and 
informal teaching.  For women, the diabetes midwives 
work alongside the obstetric service providing primary 
midwifery care and education  This extends to the 
postnatal period where there is a large health 
promotion focus aimed at preventing the onset of Type 
II diabetes later in life. 

Plans for 2019/2020 include expanding the role to 
include a case-loading component and providing 
education and change management support to 
implement the newly agreed upon diabetes pathways 
based on the 2014 MOH Gestational Diabetes 
Guidelines.  

Several midwives have undergone Jadelle insertion 
training and are able to offer Jadelle insertion for 
postpartum women prior to discharge  

Antenatal clinic midwives have completed 
immunisation training and are about to commence an 
opportunistic immunisation programme for any 
pregnant women who attend antenatal clinic.   

The role of Clinical Midwife for the maternity clinical 
information system (MCIS) was created in May 2019 to 
ensure a clinical lens is applied to the on-going 
development, testing and training of MCIS.   

A midwifery-led growth assessment programme (GAP) 
has been implemented as a temporary role to help roll 
out the GAP training programme; training for this will 
occur in late 2019.  This role is funded by ACC New 
Zealand.

Potential shared staffing model 

MDHB midwifery are exploring the possibility of a 
shared staffing model with a local privately owned 
birthing unit.  Expressions of interest have been 
received and initial brain storming sessions with 
interested parties have been positive so far. 

Union partnership meetings 

MDHB midwifery management held its first partnership 
meeting with MERAS and staff member representatives 
in June 2019. The meeting is planned to occur six-weekly 
on an on-going basis. Agenda items include: 
recruitment, retention, responsiveness (annual leave, 
rostering), and initiatives/projects of union interest. 

Care Capacity Demand 
Management (CCDM) 
implementation  

A focused programme on TrendCare optimisation and 
training has been in place for the last 12 months. This 
programme will ensure MDHB midwifery will be able to 
achieve 12 months of high-quality data, ensuring 
qualification for CCDM calculations mid 2020 with the 
opportunity to increase staff FTE to match acuity. This 
will be critical for the sustainability of our midwifery 
workforce in the future. 

MDHB research grant  

Midwifery offered research prizes for the first time in 
2019. Nominations were received for midwives who 
have conducted research or quality improvements over 
the previous 12 months. Four midwives were successful 
each being awarded $500 in prize funds from a total 
prize pool of $2000. These awards were announced at 
the celebrations for International Day of the Midwife.  
The aim is that midwives will be encouraged over 
forthcoming years to conduct and publish research 
within their roles as MDHB employed midwives. 

Awardees of the Annual Midwifery Research Prize 

Steph Seymour  
Diabetes audit and the 
development of a HbA1c 
sticker to encourage 
appropriate follow-up of 
women who have 
developed diabetes during 
pregnancy.  

Lisa Davies  
LMC Transfer of Care 
project: Provided  evidence 
of increased acuity as a 
result of increased LMC 
handovers  
 

Kate Elms   
Maternal sepsis case study 
and literature review on 
current models of 
maternity based sepsis 
pathways  
 

Za Vivian  
Foetal movements project 
and the development of the 
new MDHB Movements 
Matter pamphlet.   
 



 

 

 

 

 

Our Services  
Palmerston North Hospital   
 

Maternity Services  
 

• Primary/Secondary Care Maternity Unit 

• Normal Birth 

• Complex Birth 

• Caesarean Birth 

• High Risk Antenatal Clinic 

• Inpatient Antenatal Care 

• Inpatient Postnatal Care 

• Long Acting Reversible Contraceptive service 

• Diabetes Inpatient Services 

• Universal Newborn Hearing Screening Programme 

• Perinatal Mental Health Service 

• Pāruru Mōwai- Multi Agency Forum 

• Orthopaedic Baby Hip Checks 

• Ultrasound 

• Allied Health Services 

•   

Maternity Beds 

• Antenatal Day Unit  

• Gynaecological Day Unit 

• 8 Labour and Birth Rooms 

• 21 Antenatal and Postnatal Beds 

• Pregnancy Loss/SANDS room  
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Obstetric Antenatal Clinic 
The Obstetric Antenatal Clinics work collegially with 
LMCs and employed community midwives to ensure 
women requiring obstetric input receive seamless care 
throughout their pregnancy, while continuing to 
promote continuity of midwifery care.  2019/2020 will 
see a review of this service to identify areas in need of 
strengthening.  The work streams will include: 
Community Antenatal Midwifery Team, Antenatal clinic 
workflow/communications and Antenatal Pathways. 

Community Midwives  
Community midwives are based at Palmerston North 
Hospital and Feilding Integrated Family Health Centre. 
They provide a women-centred approach to care for the 
families of our region.  This service: 

• Provides community midwifery care to all areas 
of the DHB for the first six weeks post birth with 
Feilding servicing as far afield as Rangiwahia in 
the north and Scott's Ferry in the southwest. 

• Coordinates support services for women with 
many complex pregnancy/social problems. 

• Provides home visits to support rural women. 

• Is preparing for an anticipated increase in 
demand for DHB community midwifery services 
over the summer period as a result of the 
reduction of LMCs available to provide care for 
women over this time. 

• Refers clients to their chosen Tamariki Ora/Well 
Child providers. 

 

Community midwives work alongside a variety of care 

providers to seamlessly deliver antenatal and postnatal 

care to women and their whānau through all stages of 

pregnancy both in the home and in the clinic setting.  This 

is personalised to the woman to break down barriers to 

accessing care during this important time.  

While the number of women cared for by the community 

midwifery team has remained static, the increasing 

complexity of care due to compounding co-morbidities 

of health and increasingly complex social factors has seen 

the role of the community midwife grow and expand 

over recent years.   

In conjunction with the review of the Obstetric Antenatal 

Clinic service the community midwifery service is re-

evaluating workload and priorities to ensure optimal 

service provision for women and their whānau going 

forward in to 2019/2020.  

Neonatal Unit (Level 2A) 
The neonatal unit (NNU) provides specialist nursing care 
for babies needing extra support born from 28 weeks 
gestation and weighing ≥1000g.  The NNU is resourced 
for 14 beds with 17 physical bed spaces.  These beds 
include five intensive care beds and nine special care 
beds.  The DHB’s tertiary care provider is Capital and 
Coast DHB.   

The use of the mobile application Babble continues to 
evolve.  First developed in 2015 it helps orientate parents 
to neonatal care, provides links to external education 
and resources and provides a space to write a 
personalised diary of a family’s neonatal journey.  This 
year it has been included in research conducted by 
Massey University exploring parents’ experiences of the 
neonatal unit and their perspectives of the Babble 
mobile application.  

Figure 2: Monthly Admissions to NNU 2017 and 

2018 

Specialist Perinatal Mental 

Health Service  
The specialist perinatal mental health service (SPMHS) 
covers the MDHB region and comprises a RN and a 
Clinical Nurse Specialist (CNS).  The service delivers 
clinical care/treatment, follow up and support for those 
women who are pregnant and up to 12 months post-
partum with moderate to severe/acute mental health 
needs.  Between July 2018 and June 2019, the service 
saw 81 women.  

Objectives of the SPMHS: 

• Strengthen mother’s ability to gain a settled mental 
health status 

• Provide continuity of care across a range of settings 

• Incorporate partners/whānau/family’s ability to 
support recovery  

• Provide a service that is valued by users 

• Minimise need for crisis respite or hospitalisation 

 

0
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What does the service look like? 

• Clinical Pathway:  Referrals to the services are made 
through the mental health acute care team who 
triage the referrals and forward them to the SPMHS. 

• Packages of care remain accessible for those women 
and whānau requiring respite care, wrap-around 
support for mother, baby and whānau in the home 
plus ability to provide counselling for women that 
meet criteria. 

• Service linkages: the CNS meets with DOM and the 
service works with the following: 

o Pāruru Mōwai  
o Social workers from the WHU and NNU 
o Community agencies  

• Training: Perinatal mental health training for 
student midwives was undertaken during the 2018 – 
2019 period in Paraparumu. Training with LMC and 
core midwives occurs regularly. 

• A perinatal mental health forum is being organised 
in conjunction with Public Health for September 
2019. 

Referrals to the Service  

Due to data collection inaccuracies in the service the 

exact referral numbers to the service are likely to be 

underreported however numbers reported suggest the 

SPMHS received 286 referrals 1st July 2018-30th June 

2019.  Not all women referred to the PMH service are 

seen however referrals that are declined are provided 

with suggestions or recommendations for follow up 

options or agencies from within the primary sector.  Of 

those women who met the criteria for the service 

(moderate to severe mental health issues), 36 were 

antenatal and 45 were postnatal women (Figure 3). 

Pāruru Mōwai 
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.  Since February 2019 the 
forum changed to meet every second week, with LMC 
midwives either attending in person or by phone.  The 
Terms of Reference for Pāruru Mōwai have been 
updated to reflect this change. 
 
Membership: 

• Pāruru Mōwai Co-ordinator  

• MDHB Advisor (Chairperson) 

• Family start 

• Safer families police team 

• Social Workers 

• Maternal Mental Health Worker  

• Paediatric SMO (monthly or less frequently) 

• Obstetric SMO 

• Well Child Provider 

• CM or ACM (including those from primary birth 
centres) 

• NNU Charge Nurse. 
 

Members of the team meet to ensure support needs are 
identified and offered to all families referred with social, 
mental health and other complex needs. The aim is to 
ensure the best possible outcomes during the maternity 
care period (antenatal to six weeks post-partum).. Such 
needs include but are not limited to mental health social, 
cultural and economic needs. 
 
A contact list of similar groups in other DHBs has been 
compiled to ensure transient pregnant women continue 
to receive the support and follow-up they need.  
 
There was one formal complaint during the 2018/19 year 
which was addressed by the chair of Pāruru Mōwai to 
ensure that there was a record of actions having been 
undertaken to ensure “closing of the loop”.  The Annual 
Survey of Referrers was completed in February 
2019.  The issues identified have been discussed and an 
action plan to address the issues has been developed.  
 

Referrals  

Women had multiple reasons for referral.   The numbers 
changed in the 3rd quarter due to the change in the type 
of referral received by Pāruru Mōwai.  The medical cases 
(n=39) were discussed at the High Risk Obstetric Fetal 
Meeting from mid-February 2019. 
 
The last year has shown a decrease in referrals with 82 
referrals being received (previously 150, 97 and 118). 
This year the majority of referrals (n=52) have been for 

205

36

45

Antenatal Postnatal

Figure 3: Referrals Received by SPMHS 
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social (including family violence) and mental health 
reasons. Referrals continue to be received 
predominantly from the LMC midwives and the 
obstetricians in the Antenatal clinic. Most LMCs know the 
resources to access, but continue to refer to ensure all 
practitioners involved in the care of the woman are kept 
updated about the concerns and actions that may be 
needed at birth and postnatally.  

Newborn Hearing Screening  

This service provides screening in the Maternity Ward, 
NNU and in an Outpatient Clinic at Palmerston North 
Hospital.  Screening on the Maternity Ward and in the 
NNU is done most mornings while women and their 
babies are inpatients.  Outpatient clinics run in the 
afternoon. 

Outreach clinics are held at the Horowhenua Health 
Centre and at the Dannevirke Community Hospital.  
Horowhenua clinics occur twice monthly and 
opportunistic inpatient screening also occurs on these 
days to reduce disruption to whānau after discharge 
home.  Levin’s non-attendance rate continues to be 
approximately 25% (down from approximately 30% last 
year), the service continue to explore ways to improve 
this engagement.  Dannevirke clinics are held once per 
month with good success.   

Te Papaioea Birthing Centre advises us weekly of births 
and these babies are booked in outpatient clinics 
depending on their location.  Most babies are screened 
by three weeks of age.  

Overall 94% of livebirths in the DHB are screened by the 
service, 88% are done by one month of age.  The target 
set by the national screening unit is 95% of all babies 
born screened by 1 month of age.  The service is currently 
exploring initiatives to implement over the next year to 
increase our screening rate. 

Hearing screeners along with our audiologists, attend 
quarterly sub-regional meetings with CCDHB and Hutt 
DHB where current issues, trends and best practice are 
discussed.  

The service has one full time and one 0.7FTE hearing 
screener both of whom completed their annual 
competency exam in May 2019 and engage in regular 
monitoring to continually ensure the quality of the 
programme. 

Breastfeeding Services  
The Lactation Consultancy service based in PNH supports 
the breastfeeding māmā, her pēpi and whānau as both 
inpatients and outpatients.  The service receives referrals 
from LMCs, Well Child providers, General Practitioners, 
other health practitioners and is also available to women 
to self-refer.  The service operates seven-days a week 
with a Lactation Consultant (LC) available on the 
maternity ward each day. In addition to the presence on 
the maternity ward, the child health service employs a LC 
based in the Neonatal Unit covering children’s ward and 
the child assessment unit. 
 

Baby Friendly Hospital Initiative 
(BFHI) Coordinator   
 
This role was established in 2018 to implement, monitor 
and maintain BFHI with a focus on staff education and 
reporting to the New Zealand Breastfeeding Alliance 
(NZBA).  
 

Community Breastfeeding support 
in the MDHB  

Women in MDHB can access LC services to support their 

breastfeeding goals in a number of ways.  LC services 

available to women as inpatients at PNH can also be 

accessed as outpatients for ongoing support following 

discharge.  In home LC support can be accessed through 

community birth services in the first six weeks following 

birth.  Lactation ‘drop in’ clinics can be accessed by 

women through either CBS or at Te Papaieoea Birthing 

Unit both facilitated by a LC.  La Leche league provide 

ongoing breastfeeding support from trained leaders and 

mother to mother support.  There are also 5 private LC’s 

practicing in the PNH area. 
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Figure 4: 2018 Breastfeeding at Discharge from PNH - by 

Ethnicity (%) 
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Achievements 

Two highlights for 2018 were the Whānau Ora - 
Mokopuna Ora Symposium on the 7 March, held at the 
Highbury Whānau Centre this was followed a Amy Wray 
presented a Breastfeeding Seminar on the 8 March 
hosted at MidCentral.  Amy Wray is a mother, midwife 
and lactation consultant. Amy developed the Māmā 
Aroha Breastfeeding Talk Cards, which are a useful tool 
for health professionals to provide user friendly 
information that is accurate and consistent.  

We have also noticed an increase of women bringing 
colostrum that they have expressed in the antenatal 
period to delivery suite with them, a result of an increase 
in antenatal education across hospital and LMC 
midwifery services 

Challenges in 2017/2018  

There was been a decline in breastfeeding rates over the 
2017/2018 year.  Our overall exclusively breastfeeding 
rate at discharge is 70.1% the lowest of all DHB’s 
throughout the country.   The reasons remain multi-
faceted: 

• The ongoing difficulty in extracting robust accurate 
data from the Maternity Clinical Information 
System. The team are working with data analysts, 
the Ministry of Health and other stakeholders on 
solutions for this.  

• Workforce pressures: The local and national 
shortage of midwives and LC’s. 

• The Midwifery Council of New Zealand no longer 
requires LMC Midwives to undertake breastfeeding 
education as part of the annual practising certificate 
renewal 

• The lack of lactation consultant covers during 
periods of annual leave, results in a service that is 
under resourced. 

 

Quality Initiatives in response to 

challenges  

As a result of these challenges this year a number of 
quality initiatives have been introduced or developed 
upon, specifically a greater focus on multidisciplinary 
staff including an audit reviewing the formula use and 
staff education and updating and refreshing resources in 
the postnatal rooms on maternity ward.  Māmā Aroha 
breastfeeding resource cards were also made available 
to women.  Increased focus has also gone in to:  
• Increased multidisciplinary staff education  

• Online education specific to Māori breastfeeding 
challenges and strategies 

• Increased LC presence on the maternity ward to 
support midwifery and nursing staff in breastfeeding 
assistance 

• Improved MCIS documentation around accuracy of 
classification of breastfeeding at discharge 

 
The Palmerston North Maternity facility will be 
undertaking an external audit in November for BFHI 
reaccreditation. BFHI is a key quality improvement tool 
for DHBs that supports babies, mothers and whānau to 
breastfeed.  
 
Three midwives and eight registered nurses have been 
approved for funding to undertake the training to 
become International Board Certified LC through the 
Midwifery Education & Research Fund. 
 

Preliminary 2019 Infant Feeding Data 
for Palmerston North Hospital 2019 

Figure 5 shows the initial changes in breastfeeding rates 
by ethnicity for the first half of 2019.  There have been 
improvements across all ethnicities with particular 
improvements shown in the exclusive breastfeeding rate 
for Māori women on discharge from the facility.   

.  
 

Figure 5: Changes in Exclusively Breastfeeding Rates (%) 

at Discharge: 2019 to date 
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Primary Birth in MDHB   
Current research into birth location strongly supports the 
use of primary birthing units and homebirth for low risk, 
healthy women.  Giving birth in such settings leads to 
better outcomes for these women when compared to 
birthing in secondary/tertiary units.  Research also shows 
that neonatal outcomes are the same across both 
settings.  
MDHB supports primary birthing in the region and works 
alongside LMC midwives and primary units to ensure that 
primary birthing is an option for women.  Options for 
primary birth in the region are:  

• Homebirth  

• Rural primary birthing units  
o Horowhenua  
o Dannevirke  

• Te Papaioea birthing unit  

Te Papaioea Birthing Centre 
Privately owned by Birthing 

Centre Limited   

Te Papaioea Birthing Centre 
(TPBC) located in Palmerston 
North, opened in November 
2017. The centre has 12 
birthing/postnatal rooms. This 24-hour service is staffed 
by registered midwives. As well as providing a birthing 
option for primary care women in the MDHB region, the 
unit supports other initiatives: 

The Milk Café has been operating for over a year and is 
facilitated by a LC; every Wednesday morning between 
10am and 12 noon women are welcome to drop in for 
peer support and additional advice around breastfeeding 
and motherhood.  All women are welcome regardless of 
their place of birth, and this has proven to be great 
support for breastfeeding women.   
 

Birthing Centre Ltd. is supporting midwives to complete 
their LC training.  Two midwives employed at TPBC are 
enrolled in the training programme.  Having midwives 
with the additional qualification as LC’ will provide 
valuable support for both women and babies accessing 
the facility and the team at TPBC. 
 

In March 2019, TPBC became a provider of Primary 
Options for Acute Care (POAC) offering the adult 
rehydration POAC pathway through Central Primary 
Health Organisation.  Pregnant women requiring 
assessment and treatment for rehydration in pregnancy 
are referred to TPBC, usually by their primary care LMC 
midwife. Following rehydration as a short stay, the 
woman is transferred back to her primary care LMC 
midwife.   

Dannevirke Birthing Unit–
Dannevirke Community Hospital  

The Dannevirke Community Hospital is funded as a Non-
Government Organisation contracted to providing health 
care services in the Tararua area.   
 

Maternity Services  

The funding of maternity services includes the maternity 

unit and the funding of the community  midwifery team 

to provide care to a diverse population of women in the 

area.  Women are seen primarily on site during the 

antenatal period and for those women birthing in 

Dannevirke there is one birthing room equipped with a 

birthing pool.  There are three postnatal rooms for 

women to stay in following the birth of their baby either 

at the unit or following transfer back from PNH.  Ongoing 

Transfer Rate:  
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95

37

Birthed in unit (95)

Intrapartum Transfers (37)

Figure 9:  Horowhenua Birthing Statistics (2018) 

postnatal care is provided in the home by the community 

throughout the Tararua area. 

Outreach obstetric clinics are run fortnightly at the unit.  

This removes geographical barriers for women requiring 

obstetric input throughout their pregnancy.  

The number of pregnant women in the community 
remains constant but the numbers of women birthing 
locally, at the maternity unit, is comparatively low (Figure 
7 and 8).  This is reflective of the number of women 
requiring secondary care input either due to pre-existing 
health conditions or obstetric complications.   
 
Achievements in 2019 include: the consolidation of the 
midwifery team model (four midwives providing 
continuity of care) and BFHI accreditation. This is 
supported with the availability of a LC based in the 
Tararua region.  

 

 Figure 8: Bookings by Ethnicity (2018/2019) 

 

Horowhenua Birthing Unit – 

MDHB 
The Horowhenua birthing unit is situated in Levin, 51km 
from Palmerston North Hospital. The maternity unit 
consists of four rooms, two of which have double beds, 
two have electric single beds and a birthing pool.  The 
unit is a BFHI accredited facility.   

A team of experienced core and LMC midwives works 
together to provide maternity care to women in the area.  
The goal of the service is to support women and their 
family/whānau to remain in the area for as much of their 
pregnancy and childbirth journey.  Weekly obstetric 
clinics mean women can receive specialist care without 
having to travel for the appointments.  This year, the 
addition of a CTG to the unit has further enabled us to 
provide care that women would have previously had to 
travel to PNH for.  

We provide free early pregnancy testing with no 
appointments required to enable early engagement with 
maternity services as well as offer a range of services for 
women during pregnancy and postnatally. 

The local Iwi Muaūpoko has recently gifted the maternity 
unit the name Te whare Kōhungahunga (the house of 
infants.)  They have also named all of the rooms within 
the unit and the Muaūpoko artists have designed each 
sign with their interpretation of the meaning.  This was 
finalised with a blessing will take place on the 4th of July 
2019.  It has been a wonderful journey working with 
Muaūpoko and local agencies to improve the imagery 
within the unit. The unit are hoping to encourage women 
especially Māori and Pacifica women to engage in early 
pregnancy so that we may provide care to ensure a 
healthy outcome for both mother and baby.  Te Kokiri 
weavers supply the unit with weaved ipu whenua 
(special box to bury the placenta in).  

 

Intrapartum 
Transfer Rate: 

 24% 
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Our community 
partnerships 
Barnardos Bumps to Babies   
Barnardos Bumps to Babies celebrated its 1000th 
registration at the end of 2018.  This figure recognises  
participants who have registered and attended 
pregnancy, birth and parenting classes or one-on-
one/block course sessions.   

There has been a significant increase in participation in 
one on one or block course sessions during this 12 month 
period. This is an example of the service reducing 
inequities by providing options for those who don‘t feel 
confident or comfortable attending the typical class 
setting environment.  These one on one sessions are 
delivered at a location of choice for the participants 
including at the teen parent unit, whānau centres, 
libraries, or in the home.   

Māori participation in the service is  consistently 
between 20-24% which is representative of the primip 
birthing rate within MidCentral DHB.   The  well 
established relationship between Mokopuna Ora 
Collective and Bumps to Babies is now seeing a steady 
pathway of wahakura wānanga participants following on 
with the Bumps to Babies programme. 

New to the service in 2019 is the pilot of Babies and 
Beyond – this additional service provides six hours of free 
postnatal education and support to new parents once 
they have had their babies.  Participants who have 
attended Bumps to Babies are invited back to meet up 
again with their same antenatal class group and cover a 
range of topics which support both DHB and Ministry 
priority health areas including breastfeeding, safe 
sleeping and immunisation.  Responsive parenting and 
attachment are covered as well as infant brain 
development.  At the conclusion of the post natal 
sessions most groups have formed a village of support to 
carry on with beyond these sessions.  Referrals into 
additional services such as Family Start can also be made 
where needs may be identified.  This service is a pilot 
which will be formally evaluated by the end of 2019. 

Community Birth Services  
Community Birth Services 
(CBS) has an experienced 
LC team that provides 
free, direct support for 
Mother, Pēpi and Whānau 
experiencing challenges 
with breastfeeding. They 
offer direct in-home 
support for Mother, Pēpi 
and Whānau, 
experiencing challenges 
with breastfeeding.   
Peer Counsellors provide 

ongoing support, building breastfeeding confidence and 
offering advice throughout the breastfeeding journey. As 
breastfeeding champions Peer Counsellors are 
committed to the Baby Friendly Community Initiative. 

Peer to Peer (Kaiāwhina) Support Groups:  Our 
Kaiāwhina provide social networking for breastfeeding 
Mothers, Pēpi and Whānau.  Support groups are offered 
across the region; networking is also on offer through 
social media.  We also provide passionate Kaiawhina 
with training giving them the confidence to provide 
mother to mother breastfeeding supports. 

The Pahiatua Community 

Services Trust  
Established in 1991, the Pahiatua Community Services 
Trust (The Trust) is a one-stop shop that supports Tararua 
community from pregnancy, birth and parenting through 
to the senior years.   The Trust 
has a team of social workers, 
counsellors and educators who 
provide caring support through 
challenging times. 

Maternity services at The Trust 
include providing a space for 
LMC midwives to meet with 
their hapū māmā and whānau 
and hosting the Barnardo’s 
antenatal groups.  Kelly Wylie, 
who is the Service Delivery 
Manager at, is also a qualified 
childbirth educator and their administrator, Jess 
McNicol, is a trained breastfeeding mentor.  Kelly will 
provide individual antenatal education sessions for those 
in the community who are not able to access the 
Barnardo’s groups.  Jess provides breastfeeding support, 
which is supported by the free breast pump loan system.  
Along with parenting and social work support, there’s 
lots of great services available from ‘The Trust’, including 
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regular wahakura wānanga in partnership with the 
Mokopuna Ora collective. 

Rural communities can provide a supportive place to live 
and raise a family, but they can also be isolating places to 
live for some.  For example, the lack of public transport 
makes it difficult for people without their own transport 
(or the resources for extra fuel) to access services in 
Dannevirke or Palmerston North.  Services that are 
available locally or provide home visits are valuable to 
rural communities like Pahiatua and Eketāhuna.  Over 
the past year, The Trust has provided parenting support 
to 39 families and has had 280 contacts for maternity 
services. 

NZCOM – Central Region  

 
The College is the professional organisation and 
recognised ‘voice’ for midwives and student midwives in 
New Zealand across all areas of midwifery care.  The 
college represents more than 90% of all midwives and 
works in partnership with consumer groups to ensure a 
high-quality maternity service throughout NZ.  Standards 
for midwifery practice are set and promoted by the 
college and midwifery education is facilitated by the 
college also.  There are 10 geographic regions of the 
college and in smaller provincial centres there are five 
sub-regions.  MDHB sits within the Central sub-region.    
2019 has been a year of change in the NZCOM central 
sub-region.  Midwives Amanda Douglas and Rebekah 
Matsas took as co-chairs with the first meeting under this 
leadership held in February. 

 

We both come with fresh eyes and old 

ears, so are hoping to inspire more 

participation, in advocating for midwives 

and women.  To date we have exciting events planned 

for our region, with the Joan Donnelly National Forum 

in September 2019, which is hosted by nine midwives 

who work in the community and hospital. We also have 

our Regional AGM in August 2019.  These events keep 

midwives up to date with recent research and what is 

happening locally.  We had a NZCOM scholarship 

awarded to one of our amazing students within our 

region, and have held a session on teaching/advocating 

Vaginal Breech Birth. NZCOM meetings have a lot to 

offer, and we would love all midwives to 

attend.”  - Amanda Douglas NZCOM 

Manawatu Region co-chair (RM) 

 

LMC Midwives  
In the 2018/2019 year there were 42 LMCs actively case-
loading in the MDHB region.  These LMC midwives work 
with midwife partners (mostly in small group practices) 
and are experts in normal (low risk/primary) pregnancy, 
labour and birth. 

LMCs form an important part of the midwifery workforce 
within the MDHB.  The relationship between LMC and 
employed DHB midwives is symbiotic.  LMCs have a 
valuable contribution to make to service development 
and provision. Over the 2018/2019 year we have had 
more LMC representation into maternity quality 
meetings and initiatives than ever. LMCs have been 
involved in the following forums within the secondary 
service: 

• Maternity Services Governance Group 

• Tuia Framework group 

• Service Improvement meeting 

• Maternity guidelines group 

• Case review meetings 

• Perinatal Meetings 

• Midwifery forum 

• Diabetes Pathways meetings 

• Antenatal Clinic project groups 
 
Moving ahead to the 2019/2020 year the service looks 
forward to ongoing engagement with LMC midwives in 
the service both in service provision and planning and 
development.   
 



 

 

    

 

 

Quality 
  

The Maternity Quality 
and Safety Programme  
The New Zealand maternity quality and safety 
programme (MQSP) is a national programme which 
establishes and builds upon maternity quality 
improvement activities both nationally and at local DHB 
level.  At a national level the programme consists of 
specific tools to guide provision of maternity services 
included in New Zealand maternity standards and the 
New Zealand Maternity clinical indicators.  Locally the 
standards and clinical indicators underpin the 
programme ensuring ongoing systematic review by a 
multidisciplinary team that works together to identify 
ways to optimise services and care, and implement such 
improvements.   

The Maternity Standards 
The maternity standards are a fundamental part of the 
Quality and Safety Programme for Maternity Services.  
The NZ Maternity Standards provide guidance for the 
provision of equitable, safe and high-quality maternity 
services throughout NZ.  They consist of three high-level 

strategic statements to guide the planning, funding, 
provision and monitoring of maternity services by the 
Ministry of Health, DHB service providers and other 
practitioners.  The standards underpin the Primary 
Maternity Services Notice, 2007, Maternity Referral 
Guidelines, DHB maternity service specifications, and 
other high-level guidelines and requirements.  

Standard 1: 

Maternity services provide safe, high quality services that 
are nationally consistent and achieve optimal health 
outcomes for mothers and babies 

Standard 2: 

Maternity services ensure a woman-centred approach 
that acknowledges pregnancy and childbirth as a normal 
life stage  

Standard 3: 

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 
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Maternity Clinical Indictors 

Table 1: New Zealand Maternity Clinical Indicators by DHB of Residence 2017 

Data in this table has been taken from the 2017 NZ Maternity Clinical Indicators 
report released by the Ministry of Health.  MDHB has further broken down the data 
to enable the service to work towards equity across all ethnicities- this is explored 
in the Our Data section of this report.  

MDHB 
2016 
(%) 

MDHB 
2017 
(%) 

All DHBs 
in 2017 
(%) 

How do 
we look 

1. Registration with a lead maternity carer in the first trimester  
Comment: The early engagement of women is something that MDHB takes 
very seriously and is continuing to work towards further increasing the 
number of women engaging in LMC care in their first trimester.  Further 
detail on current initiatives is outlined later in the report. 

75.1 76.3 72.3 
✓ 

2. Spontaneous vaginal births among standard primiparae 
Comment: This data shows a very static number, consistent with the current 
national.  Quality initiatives introduced since 2018 have had promising 
results, improving our SVD rate. These are outlined in the Our Data section of 
this report.   

64.6 65.9 65.1 
✓ 

3. Instrumental vaginal births among standard primiparae 
Comment: The MDHB instrumental rate has fallen- below both the national 
average and the previous MDHB rate.  

17.2 14.3 16.3 
✓ 

4. Caesarean section births among standard primiparae 
Comment: Our labour and birth quality initiatives outlined in the Our Data 
section of this report (discussed above) outline our plan to reduce our CS rate 
across all birthing populations. 

16.8 18.9 17.6 
✗ 

5. Inductions of labour among standard primiparae 
Comment: While our induction of labour rate is below the national average 
and down compared to MDHB data from last year, ongoing review and 
improvement of our induction of labour policy aims to keep this number low. 

10.2 5.8 7.6 
✓ 

6. Standard primiparae giving birth with intact lower genital tract 
Comment: The rate for intact lower genital tract is above the national 
average and an increase on the 2016 MDHB rate.  

28.7 31.6 27.7 
✓ 

7. Standard primiparae giving birth vaginally and undergoing episiotomy 
without mention of third- or fourth-degree tear 
Comment:  There has been a reduction in the rate of episiotomies performed 
across these 12 months, however we are still above the national average.  
The overall reduction is promising as there was a steady increase 2013-2016.  
However, this will continue to be monitored.  

30.8 27.1 24.5 
✓ 

8. Standard primiparae giving birth vaginally sustaining a third- or fourth-
degree tear and not undergoing an episiotomy  
Comment: This is an increase on the 2016 MDHB rate but remains below the 
national average; this will be monitored in future reports.  

3 4.1 4.4 
✓ 

9. Standard primiparae giving birth vaginally undergoing episiotomy and 
sustaining a third or fourth degree tear 
Comment: There has been a significant decrease in this statistic with an 
improvement not only on 2016 MDHB rates but also falling below the 
national average.  This is particularly positive as reducing perineal trauma 
was a focus in this year’s MQSP plan.  

4.6 0.8 1.7 
✓ 

10. Women undergoing a caesarean section under general anaesthetic 
Comment: The MDHB rate has remained steady (9.4-9.6%) between 2014-
2016.  This year the MDHB rate has fallen below this rate for the first time 
and is below the national average.  

9.4 7.4 8.2 
✓ 
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11. Women giving birth by caesarean section and undergoing blood transfusion 
during the birth admission 
Comment: This is an increase on the 2016 MDHB rate but remains below the 
national average.  Currently there are no plans to audit this as the rate is 
below the national average.  

2.0 2.5 3.1  

12. Women giving birth vaginally and undergoing blood transfusion during the 
birth admission 
Comment:  The MDHB rate is below the national average and below the 2016 
MDHB rate. 

2.0 1.2 2.2 
✓ 

13. Diagnosis of eclampsia during birth admission n=5 N=1 N=17  

14. Women having perinatum hysterectomy  n=2 N=0 N=29  

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

n=0 N=0 N=11  

Clinical indicators 13-15 are all events that trigger a maternal case review and each case is extensively reviewed by a 
multidisciplinary team.  This process and its findings are discussed on page 38of the report.  

16. Maternal tobacco use during the postnatal period (2 weeks after birth). 
Comment: This is an decrease on the 2016 MDHB rate but remains above the 
national average.  TOAM initiatives the smoking cessation efforts in the DHB 
are outlined here.  

18.2 15.2 10.5 
✗ 

17. Premature births (babies) born under 37 weeks gestation 
Comment:  MDHB rate has fallen slightly however remains above the 
national average.  Preventing preterm birth is an initiative included in the 
2019/2020 plan. 

9.7 9.3 7.5 
✗ 

18. Small babies at term (37-42 weeks gestation) 
Comment: The 2017 MDHB rate is comparable with the national average and 
the 2016 MDHB rate.  

2.3 2.2 2.9 
✓ 

19. Small babies at term born at 40-42 weeks gestation 
Comment: This data shows a significant reduction in the MDHB rate between 
2016 and 2017 – now well below the national average.  This reduction 
coincides with the introduction of mandatory customised growth chart 
training for all midwifery and obstetric staff and the integration of the system 
on MCIS.  

34.1 23.8 31.9 
✓ 

20. Babies born at 37+ weeks gestation requiring respiratory support  
Comment: The 2017 MDHB rate remains consistent and below the national 
average.  
 

1.4 1.5 2.0 
✓ 
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MQSP Programme in 

MDHB 
The MQSP at MDHB has a coordinator which is a senior 
midwifery role.  The MQSP is overseen through the 
Maternity Clinical Governance Group- members of this 
group are listed in the table below.   

The membership and terms of reference are currently 
under review due to governance changes resulting from 

the service moving into Uru Pā Harakeke.  In 2019/2020 

this group will change to the women’s health quality 
group.  

Table 2: Members of the Maternity 
Clinical Governance Group 
 
Clinical Director (Medical lead-O&G) 

Director of Midwifery (Chair) 

Midwifery Advisor  

Charge Midwife  

Service Manager  

Quality and Risk Coordinator  

MQSP Coordinator  

Primary birthing unit representation 

Nominated/Elected Members  

Obstetric Representative  

LMC Representation x 2 

Consumer Representative 

Māori Consumer Representative  

Members as required 

Anaesthetic Lead for Obstetrics 

Neonatal Lead for Maternity 

Neonatal Charge Nurse 

Endocrinology and Diabetes Lead 

Radiology Lead 

Maternal Mental Health Lead 

Orthopaedic Lead 

Theatre Lead for Obstetrics  

Emergency Department Lead 

General Practice Teams 

Invited Guests/Stakeholders  

Maternity Guidelines Group 

(MGG) 
Since August 2017 the MGG has overseen the 
development and reviewing of policies and guidelines in 
the maternity service.  After an initial fortnightly meeting 
schedule to establish the induction of labour policy, 
labour dystocia guideline and establish a work plan for 
reviewing the remainder of the maternity 
policies/guidelines the group continued to meet 
monthly.  In April 2019 the previous MQSP coordinator 
left MDHB and a replacement was not hired until the end 
of June.  Going forward to 2019/20 the guidelines group 
aims to continue to update and review current guidelines 
and policies in the service.  

Table 3: Members of the MGG 
Ex Officio 

MQSP Coordinator (Chair) 

Midwifery Director 

CM/ACM 

Consumer Liaison 

Nominated 

NZCOM representative (LMC) 

LMC representatives x2  

O&G SMO and RMO  

Core Midwife 

To attend as required 

Anaesthetist 

Pae Ora 

Paediatrician 

Pharmacist 

Diabetes/Endocrinology 

Nursing representative 

Lactation consultant 
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MQSP Plans 
✓ Completed  → Ongoing  TBC = To Be Commenced 

Table 4: Updated 2018/2019 MQSP Plan 
Project Objectives and Planned work to be undertaken  Outcome 

Measure/Timeframe 
Status Comments  Include in 

19/20?  

Local Project: 
Workforce 

Offer flexible shift options e.g.12-hour shifts  
Evaluate trial of 12-hour shifts at 3-month mark 

Increased the 
midwifery headcount 
2018/2019 

✓ 
Completed Trial successful. 12 hours shifts now BAU as part of an 8/12 
hour composite roster 
no significant benefit in increased headcount 

 

 Support staff to complete the complex care 
postgraduate certificate and with other 
postgraduate study.  Promotion of 
NZCOM/Health workforce New Zealand funding 

Staff members 
completed Certificate 
in complex care  → 

Unfortunately, due to personal reasons, both staff members enrolled in 
this course had to withdraw. Will continue to support this process and 
explore a local option of complex care training also ✓ 

Development of diabetes midwifery roles 
Prepare business case to formalise roles. 
Work towards permanent roles 

 

→ 
Roles not developed enough to apply for permanent CMS status due to 
workforce challenges.. At one year mark temporary contracts renewed. 
Aiming to build caseloads and develop the role further to enable 
application for CMS status May 2020 

✓ 
Promotion of core midwifery with 
undergraduate midwifery schools 
Midwifery Director/Educator to visit 
undergraduate campuses 

 

✓ 
Achieved. Midwifery Director, CM and Educator have met with 2nd and 3rd 
year students on campus in 2019. 
Our midwifery team has also been represented at “Get Sorted” career 
expo and “Careers in Health” day for high school students 

 
Bi-monthly meetings between MDHB Maternity 
Service and Otago undergraduate tutors 

 
✓ 

Occurring and meetings will be ongoing  
 

Recruitment: advertise locally, nationally and 
internationally 
Develop a recruitment brochure 

 

✓ 
Recruitment brochure developed January 2019. Banner advertising MCH 
midwifery also produced and in use. We have rolling local advertisement, 
national ads in SEEK for Wellington & Auckland and active international 
recruiting occurring 

 
Apply for Voluntary Bonding Scheme 
Negotiate the application process 
 

 

 

✓ 
New application made to MOH by Midwifery Director May 19 and 
endorsed by CEO of NZCOM however MDHB has developed an equitable 
bonding scheme for new graduate midwives in the meantime  ✓ 

Build a business case to support increasing 
baseline FTE for core midwifery 

Trendcare 
Actualization 100% → 

CCDM project progresses. Trendcare optimisation has brought 
compliance rates from 35% to 100% over the last 6-12 months. Further ✓ 
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work on benchmarks and IRR training will ensure we qualify to enter FTE 
calculations by August 2019 

Workforce reflects cultural demographics of 
MDHB region 
To be addressed via the Tuia Framework 

 

→ 

Currently undergraduate pipeline is insufficient and many Māori 
midwifery students are struggling to complete their training. 
The Tuia framework group hopes that by working to create a more 
culturally responsive work environment any Māori midwives available will 
choose our DHB over others for this reason 

✓ 

Explore option of supporting RNs to bridge to 
Bachelor of Midwifery 

 
→ 

6 RNs have submitted transcripts to Victoria undergraduate course 
starting 2020. MCH could support two applicants per year  ✓ 

 

National 
projects: 
More varied 
early 
engagement 
options. 

Review and update the 5 in 10 campaign 
Update the 5:10 promotional material, work 
with primary care in the promotion of early 
registration. 
 
 
 

New poster/leaflets 
developed 
2018/19 

→ 

Posters under development  
Engagement with local GP practices to optimise women’s early 
engagement with GPs in pregnancy.  
Increased awareness of ‘findyourmidwife’ website in GP circles. Not 
achieved due to workforce pressures and MQSP resignation. Reset 
timeframe in 2020 plan  
 

✓ 

Access to 
primary 
mental health 
services 

Review and update the “Specialist Perinatal 
Mental Health Service Referrer’s Guide” 
Socialise Guide with LMCs, core maternity staff 
and primary care 

 

✗ 

Not achieved due to workforce pressures and MQSP resignation. Reset 
timeframe in 2020 plan 
 

 

✓ 

 

PMMRC: 
Reduce 
preterm birth 
and neonatal 
mortality. 

Conduct an audit of preterm birth, 
corticosteroid administration and referral to 
tertiary centres at MDHB 
Form a cluster wide working group to conduct 
the audit. 

Audits completed. 
Identify areas for 
improvement 
2018/19 

TBC 
 
 
 

Application for summer medical student to complete the audit made July 
2019. Audit would be done over summer 2019/20 

✓ 

MMWG: 
Implement 
the Sepsis 
6+2. 

 

Establish an MDT working group  
Included in MDT teaching/education. 
Establish 6+2 bundle kits. 
Establish sepsis pathways across primary and 
secondary services. 
to MSCGG to develop the pathway, education 
package and bundles for Sepsis 6+2 

Sepsis 6+2 
operationalised 
 

✗ 

Following the  Health Quality and Safety commission mandating the 
national MEWS rollout by May 2020 this work has been prioritised over 
sepsis 6. Local MEWS meetings  began in July 2019.  MEWS is in 2020 
plan.   
  

✗ 

 

 



 

 29 

Table 5: MQSP Plan 2019-2020 Where to from here? 

National Local PMMRC MMWG  

Title Objectives Outcome measures Target Date  

MEWS (including 
sepsis 6+2) 

• Implement national MEWS programme to the DHB • Programme successfully implemented 

• Staff training completed  
 

May 2020 

Antenatal 
clinic/Community 
Midwifery project  

• Optimise service provision  • Complete review of services  

• Identify area(s) of change required  

• Plan and implement changes to services  

December 2019 

5:10 early 
engagement  

• Increase early engagement options  
 

• Engage with GP practices throughout the area 

• Develop and promote early engagement posters and flyers  

• Explore possibility of social media campaign   

July 2020 

Workforce • Increase FTE allocated to maternity services • Continue CCDM work- FTE increased  August 2020 

• Develop diabetes midwife role into Clinical 
Midwifery Specialist role 

• Continue to develop role of diabetes midwives  

• Apply for CMS role  

May 2020 

• Grow midwifery workforce • Continue engagement with undergraduate MW providers  

• Continue to raise profile of MDHB midwifery through national and 
international online campaigns 

Ongoing 
through 
2019/2020 

• Increase number of staff engaging in postgraduate 
training  

• Support staff interested in completing complex care course  

• Promote postgraduate funding options to staff (through NZCOM) 

July 2020 

• Develop three-year new graduate career pathway  • Pathway created for second and third year of midwifery career pathways  January 2020 

Reduce preterm 
birth and 
neonatal 
mortality. 

• Perform audit  

• Application for medical student at Otago for 
summer audit  

• Audit completed  

• Areas of action identified   

April 2020 
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Breastfeeding  • Improve exclusive breastfeeding rates on 
discharge from facility  

• Continue to promote role of BFHI coordinator – BFHI recertification due in 
November 2019.  

• Encourage promotion of breastfeeding across all community services  

• Prioritise breastfeeding outcomes in internal working groups  
 

Ongoing 
through 
2019/2020 

Sphincter tear 
and 2nd stage 
LSCS rate audit 

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

• Completion of Audit by end of 2019 with plan for ongoing quality initiatives 
in 2020  

December 2019 
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 Our Feedback 
Consumers’ feedback on their experience within the 
service is central to the development of future quality.  In 
2019 we changed the process to obtaining this feedback 
from women who have been inpatients in the maternity 
ward to maximise the number of women that complete 
the survey.  In the new process, an iPad is taken to the 
bedside of the woman on the day of discharge by the 
ward clerk who talks the woman through completing the 
survey on the device.  This process was previously 
completed by the RM/RN looking after the patient on the 
day of discharge.  The new process has resulted in a 
substantial increase in the completion rate of the survey, 
and will help inform future quality projects in the service 
as we are able to more accurately identify themes and 
patterns that come out of consumers’ feedback. 

Other feedback processes still exist – ‘Tell Us What You 
Think” pamphlets are widely distributed throughout the 
hospital and on the ward and delivery suite.   

Figure 10: Number of Women Completing the 

Survey 

 

Consumer Survey Results 
The lack of consumer engagement with the survey 
throughout the year has made interpreting the results 
difficult. Figure 11 and figure 12 show the age and 
ethnicity of the women completing the survey.  These 
figures show that NZ European Women are over 
represented in the survey responses.  Similarly, young 
women are underrepresented in survey responses.  The 
change in how feedback is being collected in the service 
will increase the representation of these groups in future 
months. 

Figure 11: Age of Women Completing Survey (%) 

 

Figure 12: Ethnicity of Women Completing Survey 

July 18 - June 19 (%) 
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Themes From the Survey  
While it is difficult to identify more subtle themes and 
conclusions from the survey before we were able to 
achieve peak engagement in early 2019, there was one 
theme that did stand out: the lack of facilities for 
partners to stay in PNH postnatally. 

 In response to this a new Partners Staying initiative, 
underpinned by a new local policy, was introduced in 
June 2019.  While it is too early to accurately assess the 
impact of this initiative, Figure 13 shows a preliminary 
shift in the trend of this feedback already occurring  This 
is likely due to the increased awareness of the issue in 
the build up to the introduction of the policy.  

Consumer Representation 
Since its conception, the MQSP in MDHB has had 
consumer representatives sit in on various groups.  These 
have existed both within and outside the service.  Since 
2017 the Consumer Liaison role has formalised the 
consumer presence within the service and provided 
continuity to the consumer voice.  The Consumer Liaison 
is involved in the development of consumer information 
resources and pamphlets developed by other specialities 
that will be used within the service.  The liaison sits on 
the following groups/projects:  

• Maternity Service Improvement  

• Maternity Quality Group (formally known as 
the Maternity Clinical Governance Group) 

• Maternity Guidelines Group  

• Tuia Framework  

• Improving Security  

 

 

Tēna Koutou Kātoa,  

Ko Hapai Selby-Law tōku ingoa. 

He uri au nō Ngati Raukawa ki te tonga.  

I am the Consumer Liaison for Uru Pā 

Harakeke with a focus on maternity and 

gynaecology services. In my role I aim to 

support māmā and their whānau in receiving 

the best care available during this incredible 

time of life. This is an exciting time to be a part 

of a changing environment that is putting 

women and their needs at the centre.  

“He tapu te tinana ō te wāhine, nō te mea ko 

ia te whare tangata”.  

Women should be treasured as they are the 

bearers of human life.  

0 20 40 60 80 100 120

2018/2019

2017/2018

Very Unhappy Unhappy Neutral

Happy Very Happy N/A

Figure 13: Were visiting hours suitable for you to get the 

support you needed from whānau/family to care for your new 

pēpi/baby? (%) 
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“My pregnancy was a pretty terrifying 
time for me I had severe morning 
sickness throughout and had just moved 
2.5 hours away from everyone but the 
father of my daughter. I’d had a rough 
time with midwives and ended up under 
the community team. I was super excited 
to have a baby and become a mum but I 
had some real fears that I wasn't cut out 
for it and that my anxiety and depression 
would get the better of me. The three 
[hospital community] midwives that I 
had were AMAZING they were so 
supportive kind and compassionate and 
really listened to what I had to say and 
no question was stupid. 
  
When my baby and I returned home they 
knew I was nervous, it had not been an 
easy birth and I was equal parts elated 
and petrified of being at home with this 
tiny person relying solely on me. The 
midwives came out every single day for 
almost a month to check in on me and 
baby and to make sure I was doing okay. 
I have always suffered from depression 
and anxiety and was so afraid of sinking 
into a black hole I couldn't come back 
from. They supported not only my 
daughter but also my mental health and 
wellbeing. They checked in to make sure 
I was okay. They always asked after how 
I was coping and made sure that I felt 
supported and reinforced the fact I could 
do this, that I was doing the best by my 
daughter. I always felt as though I could 
tell them anything and that there was no 
judgement, they just wanted to be there 
to help. They were always available for 
me and I never felt judged or stupid with 
any of the 1000 stupid questions I would 
bother them with. I honestly believe 
their support and guidance is what got 
me through those first 6 weeks. Knowing 
I had them in my corner made adjusting 
to life as a mother that little bit easier.”  
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Maternity Quality 
Initiatives in MDHB  
Bladder care 

In June 2019 a quality initiative was established to 
enhance staff understanding of perinatal bladder care.  
The education package was completed by 100% of 
midwives and nurses working on the maternity ward and 
was made available on the maternity portal for LMC’s to 
access.  The package focused on the physiology of 
bladder function and highlighted universal screening and 
recording of bladder function during inpatient stays.  
Posters and information were also put around staff areas 
and in patient areas.   Follow up assessments to assess 
ongoing understanding and auditing will be implemented 
next by the end of 2019. 

Partners staying 
In response to a growing body of feedback from women 
and their whānau, extensive work has been put into 
developing a policy that enables women to have a 
support person stay overnight on the maternity ward.  
The goal of this policy is to allow for extra 
emotional/physical support to new mothers and 
promote a family/whānau friendly environment by 
allowing a support person to spend baby’s first night with 
them in the maternity ward.  To facilitate this the service 
has invested in a number of new bed chairs available to 
the support person.  This has been in place since June 
2019, and feedback from women and their families/ 
whānau will be collected to allow this service to continue 
to evolve with initial results from the patient feedback. 

Early engagement 
In response to PMMRC reports highlighting the lack of 
early engagement in maternity care, especially for high 
risk women, MDHB has begun to develop an early 
pregnancy engagement initiative.  This has involved 
working with local GP practices, especially those that 
provide free or low-cost care to those women who are 
identified to be from areas of high deprivation.  The 
initiative has included education with GP and nurse 
practitioners about essential first trimester screening 

and education that can occur before registration with an 
LMC.  The initiative will provide support and information 
for GPs to help women find and engage in care with an 
LMC and how to identify an LMC most suitable for their 
pregnancy journey.  Ongoing work in this area is planned 
in the form of public awareness projects and ongoing 
education and interaction with GPs; and growing and 
enhancing the GP/LMC interface to provide continuity 
across care providers. 

Active management of 
labour/continuous audit 
A number of changes to the management of labour and 
birth occurred in early 2018.  The introduction of oral 
misoprostol for IOL, evidence based IOL criteria and a 
change in approach to management of labour and labour 
dystocia have resulted in a noticeable improvement in 
the delivery statistics of the unit.  This was implemented 
alongside the commencement of a continuous audit of 
labour and birth data.  These initiatives have continued 
to be a large focus of the unit throughout the last 12 
months and the latest data and review of outcomes can 
be found in the section of this report exploring Our Data. 

Maternity Matters 
The Maternity Matters monthly newsletter continues to 
be a valuable way of communicating with clinical and 
administrative staff, LMC community midwives and 
primary birthing units. Updated in June 2019 it includes 
a ‘Focus on Maternity’ which highlights a current focus 
for improving maternity care at MDHB and ways that 
staff can upskill within this specific area. It celebrates 
recent successes and events within the maternity sector, 
welcomes new staff, and gives an overall snapshot of 
achievements and updates regarding quality 
improvement projects. It also serves as an easy to access 
information medium for upcoming education, 
workshops, research forums, and regular meetings.  
Every three months it also includes a brief summary of 
up to date statistics to give staff an overview of how 
MDHB is tracking in relation to New Zealand Maternity 
Clinical Indicators. The newsletter is written by the MCIS 
Clinical Midwife and is emailed to all key maternity 
stakeholders including the Maternity Services Clinical 
Governance Group; additionally, it is printed and placed 
on notice boards within the unit. 
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Professional 
Development  
New Graduate Midwifery 
Programme 
MDHB aims to support the transition of new graduates 
to practice.  In 2017/2018 three new graduate midwives 
started their midwifery journey in Palmerston North 
hospital.  In addition to the national Midwifery First Year 
of Practice programme run by NZCOM graduates are 
recruited to the MDHB new graduate programme.  This 
programme runs for 12 months and aims to assist the 
new graduate to demonstrate competent, skilled and 
autonomous midwifery practice across their scope.  This 
starts with an extended orientation period, customised 
to the new graduate and their needs with a single 
preceptor to work alongside while orientating to the unit 
for a total of 12 weeks.  Ongoing focus of developing and 
enhancing the new graduate programme to recruit 
graduate midwives is underway.  In 2019/2020 
orientation to areas unique to the service will be 
provided giving new graduates an opportunity to 
familiarise themselves with more specialised areas of 
maternity care.  Orientation will be extended to the 
obstetric antenatal clinic, diabetes clinic, neonatal unit as 
well as primary care services.  The new plan will also 
incorporate expansion of our new graduate programme 
to a three-year career pathway plan. 

RANZCOG Integrated Training 
Programme (ITP) 
Palmerston North Hospital is a RANZCOG accredited 
training unit.  In 2018/19 the unit has had a number of 
RANZCOG trainees working in the service, with eight to 
nine working in the service at any one time.  Trainees are 
supported by one of two training coordinators while 
working within the service.  During their time at MDHB a 
number of trainees have passed their specialty 
examinations, both written and oral and have 
contributed significantly to quality initiatives within the 
service including audit and research.   

Post graduate diploma in 
Obstetrics & Gynaecology  
As well as supporting RMOs in their journey through the 
RANZCOG ITP, the service has supported a number of 
House Officers/Senior House Officers to achieve 
postgraduate qualifications in obstetrics and 
gynaecology.  These staff members are supported by 
both midwifery and obstetric colleagues alike to achieve 
the clinical and academic requirements of their courses.  

In the last year these staff members have progressed to 
training and non-training RMO positions or used this as a 
foundation to expand their knowledge based in primary 
care or other areas of the cluster. 

Otago University Trainee 

Interns  
Each year, up to 

twenty trainee 

interns from the 

University of 

Otago, 

Wellington 

School of Medicine, spend some time within the service.  

They are with us for four short weeks, but they leave with 

a better understanding of gynaecology and maternity 

care.  The popularity of our hospital has grown over the 

years, and this is a reflection of the care and guidance 

they receive from our midwifery, nursing, medical and 

administrative staff. As reflected in their feedback, they 

generally enjoy their time with us.  Highlights of their run 

with women’s health include time in delivery suite seeing 

both normal and 

complex deliveries, 

exposure to a range of 

services across the 

department and being 

involved in teaching 

opportunities.  

RANZCOG Annual Scientific 
Meeting (ASM) attendance 
and presentations  
This year a number of our obstetric team attended the 
RANZCOG ASM in Hamilton in May 2019.  Dr Y Alyousif 
presented his paper “The continuous audit, misoprostol 
and other targeted interventions to reduce the 
caesarean section rate in induced nulliparous women”.  
For this presentation he was awarded the Harvey Carey 
Memorial Prize for the best original research paper 
presented orally at the ASM by a RANZCOG trainee.   

Dr Caitlin O’Rourke presented, in poster form, her 
research “Improving outcomes for women using the 
Robson Ten-Group Classification System”.   
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Education 
Ongoing professional development and education is a 
priority of the maternity service at MDHB for clinical staff 
of all levels and disciplines. 

Combined Midwifery Emergency 

Skills Day 

The combined midwifery skills day is run five times a 
year.  Staff are supported to attend to meet their MCNZ 
requirements; it also gives attendees an opportunity to 
discuss practice topics with midwives working in other 
settings of the maternity system. Topics include: 
maternal collapse; newborn resuscitation; bleeding 
emergencies; shoulder dystocia; breech; and cord 
prolapse. 

Newborn Life Support (NBLS)  

This course gives healthcare professionals knowledge 
and skills for the standard management, of a newborn 
collapse. The course concentrates on the importance of 
practical airway management, ventilatory support, 
circulatory support and temperature control.  This course 
is run by paediatric SMOs and nurses and midwives and 
is open to doctors across multiple disciplines, nurses and 
midwives.  

RANZCOG Foetal Surveillance 
Education Programme (FSEP) 

The RANZCOG FSEP study day is run annually in MDHB 

with staff supported and encouraged to attend study 

days in neighbouring DHBs if they are unable to attend 

the local day.  The programme covers physiology of 

normal and abnormal CTGs and is followed by an 

assessment.  Midwives and doctors of all levels are 

supported to attend the course every two years.   

PROMPT Course  

Practical Obstetric Multi-Professional Training (PROMPT) 
is a one-day multi-disciplinary course in management of 
obstetric emergencies. Teaching involves a mixture of 
lectures and drills where teamwork, communication and 
leadership are emphasised. 

Labour and birth Meetings 

All obstetric and midwifery staff and students are invited 
to attend weekly labour and birth meetings, where 
recent labour and birth cases are discussed and reviewed 
for shared learning.  These meetings were established in 
early 2018.  Since then presenters have included 
obstetric SMOs and RMOs, core midwives, LMC 

midwives.  This is an opportunity to review decision 
making and processes in labour and birth.  It has also 
been an integral component of the continuous review of 
labour and birth outcomes within in the department.   

Maternity Shift Coordinator Training 

In response to increasing leadership demands on Core 
Midwives on maternity ward a four-hour training 
package was designed.  This training package alongside 
face to face education sessions helped support midwives 
feel confident in taking on new leadership opportunities.  
The sessions were developed and run by a Charge and 
Associate Charge Midwife who are familiar with the 
demands of the role and aware of the challenges 
midwives may face when taking on a leadership role.   

Midwives were equipped for the shift leader role by 
covering off various scenarios focusing on topics such as 
resource allocation, rising acuity and reduced staffing, 
conflict de-escalation and direction and delegation.  Time 
was also spent discussing and ensuring that midwives 
had good understanding of the relevant policies, 
procedures and processes that a shift coordinator can 
utilise to be successful in their role and ensure a shift 
functions well. 

TrendCare Training 

The DHB TrendCare Coordinator has spent time with the 
midwives outlining the importance and advantages of 
using TrendCare correctly and accurately.  The midwives 
were given a tour and overview of the Integrated 
Operations Centre so they could get a sense of how 
maternity acuity and staffing fits with the wider hospital 
picture. 

Diabetes Education Training  

After the introduction of the specialist diabetes midwives 
in 2018 these midwives have conducted education 
sessions within the department for midwifery and 
nursing staff to disseminate current research and 
practice guidelines for working with women with 
diabetes throughout pregnancy, labour and the 
postpartum.  

Breastfeeding Study Day  

This study day is run quarterly and addresses: advanced 
breastfeeding practices, impact of changing medical 
practice on breastfeeding outcomes, updating research 
findings, and current breastfeeding initiatives within the 
service.  
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Figure 16: Perinatal Cases at MDHB 2015-2018 

Core Training and Education 

All new clinical staff are provided with a full orientation 
to the DHB and the service.   This includes a number of 
education days addressing:  Te Tiriti o Waitangi, cultural 
competency, family violence intervention, IV cannulation 
and venepuncture skills (for RN staff), IT education and 
training. 

Leading an Empowered Organisation 
(LEO) Courses  

Throughout the 2018/2019 year special focus has been 
put on enhancing the leadership roles of all senior 
midwives.  One element of this was for them to attend 
the LEO course.  This gave staff an opportunity to reflect 
on and expand their leadership skills within the service 
by using the LEO framework.  This course is run over 
three days with follow up arranged to review changes.  

Quality Leadership Programme (QLP) 
certification 

All midwifery staff are encouraged and supported to 
complete QLP certification appropriate for their level of 
experience.  Of the 30 permanent core staff, 24 are QLP 
certified in either the confident or leadership domains 
with current portfolios.  

Specialised Training for RN’s working 
on the Maternity Ward 

To meet the growing demands on the maternity service 
and as a result of the nationwide shortage within the 
midwifery workforce MDHB has increased the number of 
RNs employed to work in the service to 33%.  In response 
to the varied learning needs of these professions, 
specialised monthly training and education has been 
developed by the midwifery educator to support them in 
their role on the maternity ward.  

Case Reviews 
Perinatal Case Review  

These meetings continue to be organised by the Midwife 
Educator/PMMRC Coordinator, MDHB . The meeting is a 
multidisciplinary meeting and is held monthly.  The 
meeting is attended by LMC and core midwives, obstetric 
staff, paediatric staff and other health professionals such 
as radiologists. When applicable, perinatal cases are 
presented by one of the team members involved in the 
woman’s care. Any learning points are discussed by the 
health professionals attending the meeting. These are 
summarised in the monthly Maternity Matters 
newsletter.  This is a great opportunity for health 

professionals to learn together and to understand each 
person’s contribution to care and learning in the year 
ahead. 

Each case presented includes a presentation from all the 
multidisciplinary team involved in the care, from the lead 
radiologist discussing ultrasound or MRI interpretation, 
to the perinatal specialist discussing the baby and/or the 
placental findings. LMCs are notified when a case they 
were involved in is to be presented and have the 
opportunity to contribute to the presentation. 

We promote robust discussions with learning outcomes 
from each meeting published in the Maternity Matters 
magazine; a report is written for the PMMRC committee 
and a copy is given to the woman and discussed with her 
and her whānau/family. 
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Maternal Case Review 

Maternal morbidity case reviews aim to identify ways to 
improve systems and processes to reduce maternal and 
neonatal morbidity.  The multidisciplinary case review 
team meets regularly to review cases that have met the 
criteria.  This year 31 cases were reviewed; of these some 
met more than one criterion for review.  

A failure to follow the recommended best practice was 
the most significant contributing factor to morbidity 
events.  Communication issues also feature as a 
contributing factor.  The group also identified a cluster of 
events where there was a delay in recognising the 
seriousness or complexity of a situation by practitioners. 

Although the number of cases where the outcome was 
deemed to be avoidable has increased from last year, 
there is also a significant reduction in the number of 
cases which were unknown or undetermined.  This is due 
to the review team becoming more familiar with the use 
of HQSC review tool.  LMCs are invited to attend reviews 
for women and babies in their care.  This has provided 
some valuable insight for both the review team and the 
LMC.  The review team has also taken opportunities to 
provide positive feedback to staff and LMCs.  

Themes and learning outcomes are published in the 
Maternity Matters newsletter.  Individual cases may be 
presented at the Perinatal Caser Review meeting for 
shared learning. 

Next Steps  

We recognise the value of including the woman’s voice 

into the review and will be investigating ways to do this.  

We will be moving towards reviewing cases of common 

morbidity at the same time so common themes for 

learning become even more apparent.  

 

 

 
 

Table 6: Contributing factors to morbidity events 
 

Organisational/Management 

• Other (5) reflect issues around documentation 
either missing or inadequate 

• Lack of policy, protocol or guideline (4) 

Personnel 

• Failure to follow recommended best practice (9) 

• Communication between staff was inadequate (8) 
Other (4) 

Barriers to access/engagement 

• Late booking or infrequent attendance (2) 

• Other (2) 

Table 7: Multi-disciplinary maternal case 
review team 

Dr Per Kempe Medical Lead (O&G) 

Paula Spargo- Midwifery Director  

Trish Cleland – LMC Midwife  

Jen Green – Core MW/Case review coordinator 

Catherine Eckersley/Alison Davies – Anaesthetist  

Nathalie De Vries – Paediatric SMO 
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Figure 17: Maternal Morbidity Case Reviews in 2018 
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Our Data  
 

Labour and Birth 
Quality Initiative  
In 2017 the service completed an audit of our labour and 

birth outcomes for the 2016 year.  This audit highlighted 

areas in need of improvement, particularly those in 

primiparous women either in induced or spontaneous 

labour.  This focus came about after it was identified 

that the largest contributor to our caesarean section 

rate was those women who had previously had a 

caesarean section.  Therefore focus put on preventing 

this initial caesarean section was deemed a priority of 

the initiative.  The quality initiative consisted of a 

number of large, multi-disciplinary initiatives including: 

• Implementing a continuous audit of labour and 

birth outcomes.  

• Introducing a labour dystocia guideline. 

• Introducing a new IOL policy.  

Continuous Audit of Labour 

and Birth Outcomes  
After the initial audit of labour and birth outcomes in 

2017 this work continued contemporaneously.  This 

enabled, regular and accurate review of labour and birth 

outcomes within the service.  This audit has since grown 

to include labour and birth outcomes for both the 

Horowhenua and Dannevirke rural primary birthing 

units.  Including the birthing units in the data allowed us 

to capture the birthing population of the whole DHB in 

the audit.  November 2017 TPBC was opened in 

Palmerston North which has resulted in a large number 

of primary births no longer occurring at PNH.  This year 

it has become apparent that our audit needs to also 

include this data to optimise the quality of data 

collected.   

Robson 10 Group 

Classification System 
The Robson classification system was endorsed by WHO 

in 2015 as a method to categorise labour and birth 

outcomes to make meaningful comparisons and 

monitor outcomes.  This classification system has been 

used in the department since 2017 and is how outcomes 

continue to be reviewed.  Figure 20 displays all 10 

groups and sub groups of the classification system.  

Groups 1 and 2A have received heavy focus clinically.   

Labour Dystocia Guideline  
The implementation of the labour dystocia guideline 

aimed to provide a consistent approach to the 

management of labour dystocia across all groups of 

spontaneously labouring women at term.  This guideline 

included changing the oxytocin augmentation regime 

for labour augmentation and increasing assessments of 

labour progress to identify labour dystocia earlier in 

labour. 

Induction of labour policy  
The final part of the labour and birth quality initiative 

was the introduction of an IOL policy.  Previously IOL 

criteria and process had been informed by a guideline.  

The goal of this policy was once again to provide 

consistent, evidence-based IOL criteria.  Another 

considerable shift in practice that occurred as a result of 

this policy was the replacing of vaginal prostaglandins 

with oral misoprostol for cervical ripening for IOL.  This 

was a result of extensive research and a multi-

disciplinary team approach involving obstetricians, 

midwives and pharmacists.  Its implementation was 

then overseen by a working group that involved charge 

midwives, core midwives, an LMC midwife as well as 

obstetricians.  This was an opportunity for a group of 
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clinical staff to become familiar with the new policy and 

then become a resource for the rest of the workforce 

when it was rolled out. 

Figure 19: Robson Ten Group Classification 

System 

Health Round Table award 
In June 2019, MDHB was awarded a Certificate of 
Achievement from the Health Roundtable Maternity 
Improvement Group for an outstanding innovation for 
the planning, implementation and ongoing success of 
the Induction of Labour Policy.  This was a significant 
achievement and is a credit to the hard work and 
dedication the workforce has put in-to the ongoing 
improvement of outcomes for women in the DHB.’ 
 

Figure 20: Health Roundtable Award 
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Outcomes based on 
Robson Classifications  
Group One 
Group one consists of nulliparous women with cephalic 

presentation in spontaneous labour at greater than 37 

weeks gestation.  The opening of TPBC in November 

2017 has seen a drop in the number of group 1 women 

birthing at PNH (figure 22).  This is a positive shift for the 

DHB as we move towards growing the primary birth 

services available in Palmerston North but continue to 

also support rural primary birthing units across the 

region.  In the most recent year (1 July 2018 to 30 June 

2019) there were 101 group 1 women that have birthed 

at TPBC. 

The increase in group one women birthing in primary 

settings has increased the acuity of the population of 

group 1 women birthing at PNH and highlights the need 

to differentiate the origin of women in labour to identify 

trends in outcomes going forward.  From 2019 onwards 

the continuous audit will more include data provided 

from TPBC so that outcomes of all women delivering in 

MDHB are represented comprehensively in this data.  

When delivery outcomes from TPBC are included in this 

data ongoing improvements in the normal vaginal birth 

(NVB) rate is visible.  This is also associated with a 

simultaneous reduction in operative vaginal births 

(OVB) and caesarean section deliveries (CS) as can be 

seen in Figure 23.   

Figure 25 shows rates of other intrapartum outcomes of 

interest for group 1.  Due to the gaps in data collection 

for women birthing at TPBC PPH and ARM rates cannot 

be reported.  Between July 2016 and June 2019 there 

has been an increase in the rate of both sphincter tears 

(3.4% to 4.5%) and second stage CS (2.5% to 7.6%).  This 

increase is still present when births from TPBC are 

included in the data.  As a result of these statistics there 

is an audit planned for the second half of 2019 to 

investigate themes and identify risk factors for these 

outcomes. 
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Group Two 
Group Two of the Robson classification includes all other 

nulliparous women with a cephalic presentation above 

37 weeks gestation either in induced labour (Group 2A) 

or who had a caesarean section before labour (group 

2B).  

Group 2A 
The data in this section is a direct reflection of the IOL 

initiative that has been in place in the service over the 

last 18 months.   

The NVB rate of this group continues to increase 

accompanied by a reduction in overall caesarean section 

rate.  Figure 28 also demonstrates an decrease in the 

rate of second stage caesarean sections performed in 

this group when compared to the previous year.   

The trends observed in mode of delivery for group 2A 

are also visible across different ethnicities.  While the 

rate of NVD for Indian women has dropped slightly 

compared to the previous 12 months the rate remains 

significantly higher than before the IOL quality initiative 

was introduced.  This slight drop will continued to be 

monitored through the continuous audit.  

For New Zealand Māori the vaginal birth rate of this 

group has increased from 42.9% to 71.9%.  Similarly 

there have been reductions in the instrumental delivery 

(from 17.9% - 6.3%) and caesarean section rate (39.3%-

21.9%), figure 30. 

Other intrapartum outcomes of note are demonstrated 

in figure 32.  This shows a continuing reduction in 

oxytocin use for those induced labours.  This is 

consistent with the body of evidence around the use of 

misoprostol for induction of labour.  There is also a 

continuation of the reduction of the use of epidural for 

these women.  Incidence of ARM’s have fallen in 

comparison to last year but are slightly increased on the 

2016-2017 year.  Finally the rate of sphincter tears has 

also seen a slight increase in the last years and is now 

sitting at 5.3%.  This will be addressed as a part of the 

audit to be performed in the second half of 2019.   

Figure 25: Group 2A: Total Deliveries 

 

 

Figure 26: Group 2A: Ethnicity 2018-2019
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Figure 27: Group 2A: Mode of Delivery (%) 

 

Figure 28: Group 2A: Mode of Delivery - NZ 

European 

 

Figure 29: Group 2A: Mode of Delivery NZ Māori 

(%) 

 

Figure 30: Group 2A Mode of Delivery Indian (%) 
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Group 3 
Group three of the Robson groups is multiparous with a 

cephalic presentation in spontaneous labour at greater 

than 37 weeks gestation.  This group excludes women 

with a previous caesarean section.  

Figure 33 also shows a reduction in the number of 

women in group 3 delivering in PNH in the calendar year 

2018 and further demonstrates in increased utilisation 

of primary birthing options in the DHB.  Despite the 

decrease in the number of these women birthing in PNH 

the rate of NVD in this group has remained static with a 

normal vaginal birth rate ranging between 94-95.5% 

between 2016 and until June 30 2019.  This data will 

underestimate the rate of NVD in this group as TPBC 

data is not represented in these figures.  In the 

2019/2020 year labour and birth data from TPBC will be 

included in our continuous audit. 

Specific ethnicities are also broken down further for 

those women who delivered in PNH only.  Once again as 

the service move to include birthing statistics from TPBC 

in the data will be able to provide more comprehensive 

reflection of the birthing population within the MDHB.   

Figure 32: Group 3: Total Deliveries at PNH 

 

 

Figure 33: Group 3: Ethnicity (%) 

 

Figure 34: Group 3: Mode of Delivery all Births at 

PNH (%) 
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NZE NZM
Pacifica Indian
Other Asain Other Ethnicity

Figure 40: Group 4A: Ethnicity 

Figure 36: Group 3: Mode of Delivery NZ Māori 

Figure 37: Group 3: Mode of Delivery Indian (%) 
 

Group 4 
Group four includes multiparous women with a cephalic 

presentation at greater than 37 weeks gestation who 

are either in induced labour (4A) or having a caesarean 

section before labour (4B).   

Group 4A  
The initial reduction in this group is likely to do with the 

implementation of the IOL policy and the tightening of 

the induction criteria.  Since then the rate of women 

included in this group has stabilised. 

There have been ongoing improvement in outcomes for 

group 4A with continued increase in NVB and decrease 

in operative vaginal deliveries and caesarean sections 

(figure 42).  These improvements are also apparent 

across NZ European and NZ Māori populations.  Due to 

the small numbers of the delivery statistics for Indian 

women the cohort has not been included in this section.  

It is also encouraging to see that there has been a 

reduction in the use of oxytocin in this group despite 

these women being in induced labour 
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Figure 42: Group 4A: Mode of Delivery (%) 

 

Figure 43: Group 4A: Mode of Delivery NZ 

European (%) 

 

Figure 44: Group 4A: Mode of Delivery NZ Māori 

 

 

 

Group 5 
Group five includes all women with a previous 

caesarean section greater than 37 weeks gestation 

either in spontaneous labour (5A) induced labour (5B) 

or having a caesarean section before labour (5C). 

Women who have had a previous caesarean section are 

seen for a vaginal birth after caesarean section (VBAC) 

obstetric consultation and counselled about their 

options for mode of delivery during this pregnancy.  

VBAC is supported for those women whom there are no 

further contraindications.  Overall the number of 

women in this group having caesarean sections is falling.  

This is also demonstrated in separate ethnicities with 

significant reductions in both Māori and Indian 

populations.  

The following data is representative of all women in 

group 5 – those suitable for VBAC delivery (either by 

spontaneous labour or induced labour), and those who 

choose to have a caesarean section before labour.  

Therefore the reduction noted in this group is indicative 

of both antenatal counselling about VBAC and 

intrapartum management of labour.  

Moving forward in to 2019/2020 the introduction of a 

specialised VBAC clinic to streamline information and 

the consultation process for group 5 women will be 

considered as a part of the ANC review.  
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Figure 45: Group 5: Mode of Delivery 

 

Figure 467: Group 5: Mode of Delivery NZ 

European 

 

Figure 47: Group 5: Mode of Delivery NZ Māori 

 

Figure 48: Group 5: Mode of Delivery Indian 
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Group 5A 
Group 5A is women who have had a previous caesarean 

section and entered labour spontaneously.  The 

numbers in this group continue to climb, this is likely a 

result of  comprehensive antenatal counselling by not 

just the obstetric team but also the LMC midwives 

involved in the women’s care.  

Outcomes for this group are also positive with an 

increase in NVD that continues in to 2019 and an overall 

reduction in CS rate.  There has been a slight increase in 

CS in 2019 which will continue to be audited as a part of 

the continuous audit.  There has also been a reduction 

in the rate of these women using epidurals in labour 

Figure 50: Group 5A: Total Deliveries 
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Figure 52: Group 5A: Mode of Delivery (%) 
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Equity 
Initiatives to Support Healthy Whānau 
This section outlines initiatives working towards reducing inequities and improving outcomes for Māori women and 
whānau utilising Māori approaches to health and wellbeing. They have the following aims: 

• To improve engagement. 

• Promote Māori models of health.  

• Promote smoking cessation. 

• Promotion of safe sleep spaces and practices. 
 

 

Tuia Framework 
The Tuia Framework was implemented by the Māori 
advisory group to the regional Women’s Health Service in 
2013 and endorsed by Manawhenua Hauora.  The project 
has been running in the service since August 2017.  The 
project guides cultural responsiveness of the maternity 
service.  This includes service policy, planning, delivery 
and integration, workforce, whānau self-management, 
information and facilities.  
 
The project is based on the Māori approach of Whānau 
Ora and Te Whare Tapa Whā. It includes the following 
values: whakapapa, kotahitanga, manaakitanga, 
mātauranga, whanaungatanga, kaitiakitanga, te reo 
Māori, and wairuatanga.  The aim is to improve the 
health of wāhine Māori and their whānau through 
equitable access to high quality clinical services delivered 
through a strengths-based model of care that prioritises 
whānau wellbeing.  
 
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.

 

Framework Implementation 
 Group Members  
Quality and Service Improvement Manager, Pae Ora 
(Chairperson) 
Midwifery Director 
MQSP Coordinator  
Quality and Risk Coordinator  
Consumer Liaison 
Māori Consumer  
Māori Midwives (both LMC and Core) 
O&G RMO and SMO 

 

Service Planning, Delivery and 
Integration  

The top five indicators were agreed by the 
project group. These indicators are broken 
down into ethnicity and include: 

1. Induction of Labour  
2. Smoking Status 
3. Preterm Births 
4. Postpartum Haemorrhage  
5. Caesarean Section  
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Workforce: Nurture – Grow – Keep  

The service has prioritised sending midwifery and nursing 
staff to the two-day Treaty of Waitangi workshop. All 
members of staff have now completed this training or are 
booked on a course in the near future.  New staff and 
students coming to MDHB are now welcomed to the 
ward by the process of Mihi Whakatau.  For staff coming 
through the New Staff Pōwhiri the service is represented 
at this event.  

Whānau Self-Management 

Te Ara Whānau Ora is a programme focused on 
engagement, using practical applications and specific 
conversations when teaching Whānau Ora as a health 
model.  Maternity Services then works alongside services 
available in the community to optimise health for women 
and whānau. There have been discussions with Te Tihi o 
Ruahine as to Te Ara Whānau Ora training and dates for 
available courses for maternity staff. The aim is to 
identify and develop four Whānau Ora champions within 
Maternity Services.   
 

Information and Facilities  

MDHB, as an organisation, has adopted Te Wao Nui o 
Tāne – The great domain of Tāne, as an overarching 
philosophy. The Healthy Women, Children and Youth 
Cluster will be known as Uru Pā Harakeke. This name will 
help to inform the bilingual signage for maternity areas 
and the Neonatal Unit. 

Mokopuna Ora  
Collective 
Mokopuna Ora is a Collective of individuals and 

organisations located in MDHB committed to supporting 

whānau to optimise health and wellbeing during 

pregnancy, childbirth and parenting.  Mokopuna Ora 

teaches whānau how to weave their own wahakura as a 

way to strengthen positive cultural identity, promote 

healthy infant and maternal behaviours and create a safe 

sleep space for pēpi. 

Key objectives of the service include developing capacity 

of weavers to weave and teach whānau how to weave 

their own wahakura.  Distributing wahakura to whānau 

urgently needing a safe sleep space for pēpi.  Finally, 

provide a community based, culturally responsive forum 

for health professionals and whānau to engage.  

In 2018/2019 a Coordinator role has been created and 

established thus providing a coordinated focus of 

wahakura wānanga and engaging with communities and 

the wider workforce.   Other major areas of focus this 

year have included: 

Wananga wahakura and wahakura 

distribution 

In 2018/2019 four wānanga wahakura have been 

undertaken with hāpu mama and their whānau with a 

particular focus on engaging young Māori, rural, 

marginalised māmā.  Total of 100 hapū māmā, their 

whānau, weavers and health professionals have attended 

wānanga and were informed about SUDI and safe sleep, 

mātauranga (Māori knowledge) and tikanga (culturally 

derived values) associated with raising tamariki, and 

relevant hauora  messages.  Overall 80 wahakura were 

made in the year. 

The collective purchased and distributed ten wahakura a 

month to whānau in need of a safe sleep space.  These 

whānau also receive kaitiaki training. 

Community Development 

Over the past year the service has engaged two more 

marae/community centres in wahakura and mokopuna 

ora activities including developing the capacity of 

communities to deliver at least two wānanga wahakura. 

Referrals have been generated on behalf of whānau to 

infant and maternity related services including: 

midwifery care, pregnancy and parenting education, quit 

smoking, breastfeeding support, whānau ora. 

Workforce Development 

The collective has engaged with ten  related services in 

mokopuna ora activities.  20 weavers have been taught 

to weave wahakura and ten weavers upskilled to teach 

how to weave wahakura has grown the collectives ability 

to deliver wahakura wananga.  An education session was 

delivered about mokopuna ora to health professionals 

across the maternity service to engage hapū whānau in 

culturally responsive ways. 

2019/2020 Plans and Aspirations 

The Collective aims to 

• Hold another Mokopuna Ora symposium. 

• Develop an approach to promote breastfeeding. 

• Contributing to a Kaupapa Māori raising tamariki 

programme 

• Strengthen and further develop relationships across 

Uru Pā Harakeke  
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Midwives Other Health Care Professionals

Hapai te Hauora– 
National SUDI Prevention 
Coordination Service  
 

National and Local Services 
Working Together 
On 19th June the National SUDI Prevention Coordination 
Service (NSPCS) at Hapai Te Hauora released the 
refreshed SUDI prevention online training (which can be 
accessed here).  The training consists of seven 
modules/videos each with a brief quiz to consolidate 
learnings from each of the videos. The training covers the 
following topics: 

• An introduction to SUDI prevention  

• Connecting and engagement with whānau  

• Consistent health messaging 

• Accumulation of risk factors for SUDI 

Featured in the training videos from the MidCentral DHB 
region are; Annie Kinloch, Midwife Manager Te Papaioea 
Birthing Centre, Shontelle Peeti, māmā who quit smoking 
during pregnancy from Dannevirke, Keelan Ransfield, (Te 
Pāpā o Te Rau o Te Rangi) pāpā who experienced SUDI 
and currently works for Raukawa Whānau Ora and Fay 
Selby-Law ex kaiārahi Te Ohu Auahi Mutunga (TOAM).  

To acknowledge World Smokefree Day on the 31 May 
Shontelle featured on the SUDI Prevention website and 
social media to discuss her smokefree journey and the 
support provided by TOAM.  This enabled the promotion 
of whānau driven stories that align with goals of the 
service. 

Also in May, the NSPCS presented at the Immunisation 
Advisory Centre facilitated Well Child Tamariki Ora 
seminar.  This was an opportunity to promote the online 
training, update the sector on SUDI prevention  strategies 
particularly: smoking cessation during pregnancy, bed-
sharing education and wahakura development.  The local 
smoking cessation service TOAM was also promoted.  

NSPCS also presented at the Central Region SUDI 
prevention hui hosted by Jessica Sandbrook and Katie 
Kennedy at Pukemokimoki Marae in Napier. The focus of 
the hui was smoking cessation antenatally and 
postnatally. The hui was well attended by kaimahi from 
across the region.  

Through the regular (two-monthly) SUDI Prevention 
Network meetings we have managed to keep regular 
communications and updates inside the Central Region 
including Mokopuna Ora, Regional and Safe Sleep 

Coordinators, community providers and members. These 
hui have provided us with the opportunity to share local 
and regional innovations, opportunities and promotions 
such as wānanga wahakura. 

The service has engaged with a small group in the Tongan 
community to discuss the possibilities of creating a Pacific 
Island version of wahakura and ways in which this 
community would like to receive and promote SUDI 
prevention messaging. 

In early July 2018, the NSPCS and Te Wānanga o Raukawa 
met in Otaki to discuss the opportunity to collaborate on 
a Wānangatia te Wahakura. The objective of a wānanga 
in the region is to bring together weavers and SUDI 
prevention advocates across the sectors to participate in 
wānanga to gain their respective regional and local level 
ethos of wahakura and Kaupapa Māori birthing practices. 

Key outcomes: 

• To increase the capability of kairaranga across 
Aotearoa to weave a variety and styles of wahakura 
for whānau and for DHBs to procure 

• To increase the capacity of wahakura (both waikawa 
and whiri) across Aotearoa so that wahakura 
become the safe sleep device choice for all 

• To investigate and identify the regional and local 
preferences of wahakura and why 

• To coordinate a collective understanding of species 
of harakeke for wahakura 

• To improve the understanding of Pā Harakeke.  

Mid-February 2020 is the tentative date for this wānanga. 
Details will be disseminated once confirmed. 

TOAM  
TOAM coordinates the promotion of smoking cessation 
throughout the MidCentral District Health Board region, 
directing referrals to the appropriate Mātanga (quit 
coaches). 
 
Numbers of referrals are slowly increasing from midwives 
and secondary care. Secondary care referrals have been 
increased due to the opt-off referral process that 
commenced May 2019 
 

Figure 54: Referral Source (Total Referrals: 88) 
 
 

https://training.sudinationalcoordination.co.nz/
http://sudinationalcoordination.co.nz/news/shontelle-peeti-shares-her-smokefree-journey
https://www.facebook.com/hapaitehauora/videos/974167072974462/
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Smoking Cessation Initiatives  

During the past year TOAM has: 

• Dedicated a Mātanga to work within the Maternity 
Ward at Palmerston North Hospital, supporting and 
educating the staff on the use of smokerlyzers and 
the prescribing of Nicotine Replacement Therapy 
(NRT).  

• Hosted a “Babies Living in Smokefree Houses” forum, 
inviting all organisations to be a part of a meeting to 
discuss a strategy going forward to support pregnant 
women in our region.  

• Supported an opt-off referral processes in Secondary 
Care to increase the number of referrals into the 
service for TOAM. 

• Our Maternity Mātanga has continued to support 
Mokopuna Ora by attending Wahakura Wānanga 
and providing advice and support to pregnant 
women and their families. This relationship has 
grown and has strengthened. 

• Our Maternity Mātanga has also supported 
Maternity practices with delivery of SBA and 
referrals to TOAM stop smoking service. We hope 
that this training is delivered to all to increase the 
numbers into the service.  

• Smokerlyzers are still being used by some maternity 
practices across the MidCentral region. TOAM have 
collected the majority to calibrate and re-distribute 
to all practices.  
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Figure 55: Smoking at Booking in MDHB by Ethnicity 
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Wahakura 
When I was hapū two years back with our baby, we really 

would have loved to have had a wahakura for her then, but 

we had no contacts who weaved them or who to contact to get 

one from. We did eventually get in touch with someone but 

the cost was $250. Although we appreciated the amount of 

work that goes into weaving wahakura, I was made aware by 

a friend who mentioned about the mauri of the wahakura and 

how it's important to know the wairua etc going into it, 

particularly by the weaver.   

With that in mind, when I heard about this kaupapa from my 

cousin when they had their baby last year, I knew it would be 

something I would want to do if I got hapū again - little did I 

know...I was hapū then! 

 

We have 5 tamariki now and we have co-slept with pretty 

much all of them. Although we aren't smokers or drinkers, I 

still knew the dangers of co-sleeping, but when fatigue and 

convenience come in, it just worked best for us. The kaupapa 

of wahakura, from the background/whakapapa, the Māori 

philosophy, traditional Māori materials and that it makes co-

sleeping possible, acceptable and safe (because us as Māori 

like sleeping close to our babies), it meant that I can continue 

sleeping close to pēpē and keep him safe too.  

 

The weekend was excellent. I feel so blessed that we were able 

to not only get a wahakura, but that we could all weave our 

aroha into it. The support was amazing and the organisers put 

a lot of thought and love into ensuring the weekend was a 

positive experience, from ensuring people's comforts were 

met, to whakawhanaungatanga among all the whānau, 

ample kai, clear guidance and instructions, and important 

background knowledge of the wahakura kaupapa.  A lot of 

good information was also given, such as safe sleeping, 

breastfeeding and good parenting strategies.  A real bonus 

that I never expected was the amazing mirimiri.  That was so 

lovely and left me feeling really pampered. I would 

recommend this wānanga to anyone expecting a baby 

because you come out so much better prepared for pēpē - 

knowledge wise, safety wise and wairua wise (if that makes 

sense!)  

 

Now pēpē has arrived, I have learned to adjust to using 

wahakura (it didn't take much adjusting), and Te Ariki loves 

it.  He self-settles really well in his wahakura now and sleeps 

for hours.  I feel happy because I can hear him right beside 

me, breathing in the scent of the harakeke, and I know he's 

safe. I honestly wish I could've had one for all my babies but 

nevertheless, I'm so glad to have one now. 

 

•  

•  

•  

•  

•   



 

Appendix I  
ACC Accident Compensation Corporation 

ACM  Associate Charge Midwife 

ANC Antenatal Clinic 

ASM Annual Scientific Meeting  

BF  Breast feeding 

BFHI Baby friendly hospital initiative  

CCDHB Capital and Coast DHB  

CCDM Care capacity demand management  

CM Charge Midwife 

CMS Clinical midwifery specialist  

CNS Clinical Nurse Specialist 

CTG  Cardiotocography 

DHB District Health Board 

FTE Full Time Equivalent  

GAP  Growth Assessment Programme  

GDM Gestational Diabetes Mellitus  

GP General Practitioner 

GROW  Gestational related optimal weight  

HRT  Health Roundtable 

IOL  Induction of labour 

ITP Integrated training programme 

LARC Long acting reversible contraceptives    

LC Lactation Consultant 

LMC Lead Maternity Carer 

LSCS Lower section caesarean section 

MCH MidCentral Health 

MCIS  Maternity clinical information system 

MDHB  MidCentral District Health Board 

MDT Multi-Disciplinary Team 

MEWS Maternity Early Warning Score  

MFYP  Midwifery first year of practice  

MOH  Ministry of Health 

MQSP Maternity Quality and Safety 
Programme 

NBLS  Newborn Life Support  

NMMG  National maternity monitoring group 

NNU  Neonatal Unit 

NRT  Nicotine Replacement Therapy  

NVB  Normal Vaginal Birth  

NZ New Zealand  

NZBA New Zealand Breastfeeding Alliance 

NZCOM New Zealand College of Midwives 

OVB Operative Vaginal Birth  

O&G  Obstetrics and Gynaecology 

PMMRC Perinatal and Maternal Mortality 
Review Committee 

PNH  Palmerston North Hospital  

PROMPT Practical Obstetric Multi-Professional 
training  

QLP Quality and leadership programme 

RANZCOG Royal Australia and New Zealand 
College of Obstetrics and Gynaecology 

RM Registered Midwife 

RMO  Resident Medical Officer  

RN Registered Nurse 

SANDS Stillbirth and Neonatal Death Society 

SMO  Senior Medical Officer 

SPMHS Specialist Perinatal Mental Health 
Service  

SUDI Sudden Unexplained Death of an Infant  

TOAM  Te Ohu Auahi Mutunga 

TPBC Te Papaioea Birthing Centre  

UNHSEIP Universal hearing screening and early 
intervention programme 

VBAC  Vaginal birth after caesarean section 

VBS Voluntary Bonding Scheme 

WHO  World Health Organisation 

WHU  Women’s Health Unit 
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