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Quality Living – Healthy Lives

“One Service Many Communities”

• one regional service for women of the combined districts
• one set of quality standards
• one clinical and management structure, with common  

information systems
• one level of access to the most appropriate care required
• characterised by partnership with all stakeholders at all levels of  

the service
• continued local secondary service delivery at  

Palmerston North Hospital.

To enable access to a high quality, collaborative and safe maternity ser-
vice in the MidCentral DHB, which is responsive to the needs of women 
while achieving healthy outcomes for mothers and babies.

To enhance safety for women, babies, families and whānau and for 
service providers working together to create the best possible maternity 
service in which all mothers and babies are the focus of care, feel safe 
and have improved outcomes.

MIDCENTRAL DHB’S VISION

THE RWHS VISION

MDHB MATERNITY 
SERVICE VISION

THE MQSP AIM

MIDCENTRAL DISTRICT
HEALTH BOARD
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The four areas of focus in 2013/14 have rolled over into 2014/15 and 
are likely to continue as future foci for initiatives across the region. 
The areas of focus are professional development, maternal and 
infant health and wellbeing, access to Lead Maternity Carer (LMC) 
services and information systems. These foci have been identified 
from recommendations from both national bodies (eg Ministry of 
Health (MoH), Perinatal and Maternal Mortality Review Committee 
(PMMRC), and National Maternity Monitoring Group (NMMG)) and local 
needs including Mapping the Women’s Maternity Journey which was 
undertaken in 2012/13.
The members of the MQSP governance group and the RWHS 
governance group are focused on the same vision of high quality, 
safe, efficient care for women and their whānau within our combined 
regions. Some initiatives are addressed throughout and include the 
feedback via the maternity experience survey; avenues being pursued 
to address blood loss at time of birth; implementation of the Maternity 
Clinical Information System (MCIS) as early adopter DHBs, and ongoing 
promotion of the ‘5 things to do in 10 weeks’ strategy in  
the community.
Highlights of the service/initiatives and points to note include:

• The ‘5 things to do in the first 10 weeks of pregnancy’ initiative 
launched in 2013/2014 has been taken up by other DHBs nationally.  
The influence of this initiative on early registration is still to  
be determined.

• Commencement of the dextrose gel policy to reduce term 
admissions for hypoglycaemia to the Neonatal Unit (NNU).

• The establishment of the Pāruru Mōwai multi-agency forum for 
maternal wellbeing and child protection and the employment  
of a coordinator.

• The background work for the establishment of a Birth After 
Caesarean Clinic has been initiated with the actual clinic on hold until 
a further specialist is employed. 

• Midwifery professional support programme has been piloted. 
 

EXECUTIVE SUMMARY 

DR CHERYL BENN
CHAIRPERSON MATERNITY 
QUALITY AND SAFETY 
GOVERNANCE GROUP
 

DR DIGBY NGAN KEE
CLINICAL DIRECTOR REGIONAL 
WOMEN'S HEALTH SERVICE

 

KATHRYN COOK
CHIEF EXECUTIVE
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The first annual maternity report for MidCentral District Health Board (MDHB) is a 
milestone to showcase the efforts and achievements of the local Maternity Quality 
and Safety Programme (MQSP) and Regional Women’s Health Service (RWHS) 
alongside our sub-regional partner, Whanganui District Health Board (WDHB). 
Quality initiatives and issues pertaining to the RWHS are included in this report as 
covering both DHBs, whereas the other initiatives and outcomes are focused on 
the work of the MDHB only.
The opportunity for District Health Boards (DHBs) to work together to improve 
quality effectiveness and efficiencies is encouraged by the Ministry of Health 
(MoH). The local MQSP structure links directly to the MoH national MQSP and the 
National Maternity Monitoring Group (NMMG). 
Together providers, planners, funders and users (consumers) of maternity services 
are constantly reviewing processes, feedback and outcomes to develop safe 
accessible and seamless maternity care across the primary and secondary care 
sectors. Governance, operations and working groups of clinicians from primary 
and secondary care, in conjunction with consumers, identify and focus on quality 
improvements. Such projects are driven by national recommendations of the 
NMMG and Perinatal and Maternal Mortality Review Committee (PMMRC), 
findings from the NZ Maternity Clinical Indicators, local audit findings and high 
level local outcomes data.
MDHB is an early adopter of the Maternity Clinical Information System (MCIS) and 
as a result has experienced difficulties obtaining usable data for this reporting 
period. The activities of the MQSP are based on the analysis of nationally 
available data. The indicators are a key part of the Government's Maternity 
Quality Initiative established to promote transparency and facilitate evaluation of 
maternity care outcomes to enable women and their babies to get the same high 
standard of care throughout the country.
Compared to New Zealand averages MDHB is a district with high rates of 
deprivation, smoking, young childbearing age, with a higher proportion of Māori 
women in the childbearing age group. There is a direct link between the higher 
levels of poverty and social deprivation for the childbearing women of the district. 
The impact of poverty and deprivation on their health is reflected by some of the 
indicators and birthing facility data.
One way to improve outcomes and reduce interventions would be to have a 
primary birthing unit in Palmerston North. Over the past few years there has been 
a growing demand in the community from consumers and midwives for a primary 
birthing unit. Once opened a primary birthing unit could reduce the rates of 
interventions/caesarean sections within the MidCentral DHB region. The National 
Institute for Health and Care Excellence (NICE) UK advocate the use of home birth 
or midwife-led units in their latest guidelines - Intrapartum Care: Care of healthy 
women and their babies during childbirth 2015 and one of the key focuses of the 
MQSP going forward is to increase primary birthing.

INTRODUCTION
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Purpose of annual maternity and MQSP report 
This is the first Maternity Annual Report developed by MidCentral DHB 
to:
• Meet the expectations of the New Zealand Maternity Standards  

(see table below).
• Report on the implementation and outcomes of the maternity 

component of the Regional Women’s Health Service (RWHS).
• Document the services provided within the Maternity Services for  

MidCentral DHB during the financial year 2013/2014 and the 2014 
calendar year.

• Demonstrate trends in the population groups, service provision, 
interventions and outcomes over time.

• Fulfill requirements of the Maternity Quality and Safety Programme 
(year 3) reporting as required under section 2.2c of the Crown 
Funding Agreement (CFA) Variation (Schedule B42).

• Outline the planned priorities, actions and deliverables for 2015/16.
• Provide a framework for the MQSP to continue and progress to 

business as usual over the next three years.

Alignment with New Zealand Maternity Standards
The Annual Maternity Report has been developed to meet the 
expectations of the New Zealand Maternity Standards  
(as set out below).

PURPOSE AND BACKGROUND

Expectations of the New Zealand Maternity Standards:

Standard One: 
Maternity services provide safe, high-quality services that are nationally consistent and achieve optimal 
health outcomes for mothers and babies.

8.2 Report on implementation of findings and recommendations from multi-disciplinary meetings

8.4 Produce an annual maternity report

8.5 Demonstrate that consumer representatives are involved in the audit of maternity services  
at MidCentral DHB

9.1 Plan, provide and report on appropriate and accessible maternity services to meet the needs of 
the MidCentral DHB region

9.2 Identify and report on the groups of women within their population who are accessing  
maternity services, and whether they have additional health and social needs

Standard Two:
Maternity services ensure a women-centred approach that acknowledges pregnancy and childbirth as a  
normal life stage.

17.2 Demonstrate in the annual maternity report how MidCentral DHB have responded to consumer 
feedback on whether services are culturally safe and appropriate

19.2 Report on the proportion of women accessing continuity of care from a Lead Maternity Carer 
(LMC) for primary maternity care

Standard Three:
All women have access to a nationally consistent, comprehensive range of maternity services that are 
funded and provided appropriately to ensure there are no financial barriers to access for eligible women.

24.1 Report on implementation of the Maternity Referral Guidelines processes for transfer of clinical 
responsibility
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The MDHB maternity service caters for a childbearing population of 
31,854 aged between 15-44 years old (Census, 2013). Compared to New 
Zealand averages, there is a higher proportion of Māori, 17.4% of the 
total population at the 2013 census compared to 14.1% nationally. Māori 
women account for 20.2% of the childbearing age population in the 
region. Rates of smoking are lower for women than men in the region 
and 17.7% of 15-44 year old women identified as regular smokers at the 
2013 census. 

Women who are using maternity services  
In the 2013 calendar year:
• 2,120 women residing in the MDHB region registered with a LMC at 

some point during their pregnancy or postnatal period
• 1,943 of those women registered with a midwife
• Over half (52%) of women registered with a LMC are of European 

ethnicity and a third (33.6%) are Māori
• 8.2% are of Asian ethnicity, 4.8% Pasifika, and 1.4% MELAA (Middle 

Eastern/Latin American/African)
• Over two thirds (68.5%) of all women are registering with a LMC in 

the first trimester
• A further 23.9% register in the second trimester and 3.1% in the  

third trimester
• Over half of the 80 women registering at an unknown time are 

European and are spread across all levels of deprivation
• On the socioeconomic deprivation scale at the time of registration, 

over half (56.2%) of women were most deprived (quintile 4 and 5), 
with 7.9% least deprived 

• 21% of all women smoked on first registration with a LMC
• 13.3% of all Māori women smoked at the time of LMC registration.

Early registration with an LMC
Following the publication of the PMMRC’s 6th Annual Report in 2012 
the NMMG made the following recommendation.

All women should commence maternity care before 10 weeks,  
which enables:
• Opportunity to offer screening for congenital abnormalities, sexually 

transmitted infections, family violence and maternal mental health 
with referral as appropriate

• Education around nutrition, smoking, alcohol and drug use and other 
at-risk behaviours

• Recognition of underlying medical conditions, with referral to 
secondary care as appropriate

• Identification of at-risk women (maternal age, obesity, maternal 
mental health problems, multiple pregnancy, socio-economic 
deprivation, maternal medical conditions).

In order to achieve this in MDHB and WDHB there has been the 
promotion throughout the community of the '5 things to do in the first 
10 weeks of pregnancy' (5 in 10 programme, Appendix 4) key messages 
for early pregnancy, engagement with General Practice (GP) teams and 
the development of Map of Medicine pathways. All of these initiatives 
are aimed at encouraging women to register with a LMC in the first 
trimester of pregnancy. The table on next page shows that we still need 
to increase the number of Māori women, and particularly those in the 
under 16 age group, registering with a LMC.

MDHB CHILDBEARING  
POPULATION  
DEMOGRAPHICS 
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Timing of MidCentral domiciled women registering with an LMC

Age range 
(yr)

Percentage of registrations 
in the first trimester by age

Percentage of Māori 
registering in the first 

trimester by age 

Percentage of non-Māori 
registering in the first 

trimester by age 

2012 2013 2012 2013 2012 2013

Under 16 43% 25% 40% 25% 50% NA

16-19 50% 57% 46% 53% 42% 64%

20-24 64% 64% 54% 57% 72% 71%

25-29 69% 73% 57% 66% 72% 77%

30-34 72% 74% 50% 60% 64% 79%

35-39 63% 65% 54% 57% 57% 67%

40-44 52% 58% 42% 48% 48% 62%

45 and over 67% 25% 50% 50% 50% NA

Source: National Maternity Collection, MoH, 2015.

Primary birthing services are provided at home, in the primary birthing 
units in Horowhenua and Dannevirke, and within the secondary 
maternity facility at Palmerston North Hospital. 
Secondary maternity services are provided at Palmerston North Hospital 
and include: labour and birthing services, antenatal consultations, 
elective caesarean section, inpatient antenatal and postnatal services. 
The secondary care services are provided under the umbrella of the 
RWHS.

Self-employed Lead Maternity Care (LMC)
LMC midwives provide care for the majority of MidCentral women 
during pregnancy, labour and birth, and up to six weeks after their baby 
is born. Care is provided in the woman’s own home, or in clinic facilities. 
MDHB has one General Practitioner (GP) providing LMC care to women 
in Palmerston North and another in the Horowhenua. There are no LMC 
obstetricians in the MDHB.
The vast majority of LMC midwives work in small practices, and they 
or their back-up LMC provide 24 hour, 7 day cover for women in their 
care. Women are referred to other health professionals, hospitals and/or 
specialist services as and when required.
Within MDHB LMC midwives support home and hospital births in 
the urban and rural areas. There are currently no shortages but as in 
past years some LMCs are moving out of self-employed practice to 
employment in the DHB for various reasons, as hospital midwives also 
move into LMC practice.
LMC midwives are publicly-funded and work alongside other health 
professionals and community services. Two LMC midwives alternate 
representation on the Service Improvement Meeting (SIM) which is held 
monthly in the hospital. When special projects are being initiated the 
NZCOM local branch is asked for LMC representatives to provide input 
and advice on the project.

OVERVIEW OF MATERNITY 
SERVICES IN THE  
MIDCENTRAL DHB REGION 
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Home Birth
Birthing at home is the only available primary birthing option in 
Palmerston North outside of the secondary care unit and the two 
primary birthing units located in Horowhenua and Dannevirke. 
The majority of midwife LMCs (approx. 60%) provide home birth 
services and an additional three LMCs primarily focus on home birth. 
The Manawatu Home Birth Association Inc. (MHBA) provides 
information and resources (eg birthing pools and hot water caliphonts) 
to the community and health professionals in the wider Palmerston 
North area. The MHBA is a volunteer organisation and not publicly 
funded.
Home birth data has not been collected within the MidCentral DHB 
in 2014 but the following table provides a good estimate and is in line 
with national data. It is most likely that the actual 2014 home birth rate 
is closer to 6% and represents planned home births with two midwives 
in attendance.

Primary maternity services and facilities
Primary birth units are run by midwives and are designed for healthy 
women who have no complications during pregnancy or at the onset 
of labour. The MidCentral DHB region has two primary units, the 
Horowhenua Maternity Unit at Levin and the Dannevirke Community 
Hospital. Outreach obstetric clinics are held at Dannevirke and Levin. 
For both areas, should a woman need specialist secondary care during 
her pregnancy, labour or immediately post birth, she will be transferred 
to Palmerston North Hospital for ongoing care with the secondary care 
midwifery and obstetric teams. 

Source: National Maternity Collection, MoH, 2014.

Deliveries for mothers domiciled in MidCentral DHB by facility type 2014

Facility 2010 2011 2012 Total 2010 2011 2012 Total

Secondary facility
Tertiary facility 
Primary facility
Home birth
Unknown 

1952
40

233
101
19

1926
54

197
110
12

1823
53
161
107
12

5701
147
591
318
43

83.2%
1.7%
9.9%
4.3%
0.8%

83.8%
2.3%
8.6%
4.8%
0.6%

84.6%
2.5%
7.5%
5.0%
0.6%

83.8%
2.2%
8.7%
4.7%
0.6%

Grand Total 2345 2299 2156 6800 100% 100% 100% 100%



12

Horowhenua Maternity Unit
Horowhenua Maternity Unit is a primary level birthing and postnatal 
unit based at the Horowhenua Health Centre offering maternity services 
in the Horowhenua/Otaki area for MidCentral District Health Board. 
The facility has four beds and is staffed 24 hours by midwives who work 
on rostered and rotating shifts, and a Charge Midwife. The facility is 
accessed by LMC midwives and by a local GP for primary births. All 
have access agreements for this unit. Women who have delivered their 
babies at Palmerston North Hospital may also transfer for inpatient 
postnatal care. (All women admitted to Horowhenua Maternity Unit 
are under the care of a LMC.) An antenatal clinic service for women 
requiring secondary level input is provided on site on a weekly basis, 
every Tuesday. The unit is a baby friendly hospital accredited (BFHI) 
facility. During 2014 there were 113 births at Horowhenua birthing unit.

Tararua Health Centre/Maternity services
Dannevirke Community Hospital is promoted as a centre which 
enhances the health and welfare of all sectors of the community.
The Tararua Health Group was established in April 2009. This private 
company comprises three GP practice sites and a community hospital 
located in Southern Hawke’s Bay with the sites based in Dannevirke and 
Pahiatua. The range of services provided by the group encompasses 
GP primary healthcare, practice nursing, community nursing, hospital, 
maternity and radiology services. This modern hospital provides three 
beds as a primary birthing facility and is supported by a team of LMC 
midwives and GPs. Self-employed LMCs using this service have  
an access agreement with the Dannevirke Community Hospital 
maternity services.

Palmerston North Hospital
Secondary maternity services are provided at Palmerston North 
Hospital. Maternity services include: antenatal consultations, elective/
emergency caesarean sections, and inpatient antenatal admission 
of women and postnatal stay. Some of the most frequently accessed 
maternity-related services include:
• Diabetes services for women with existing or diagnosed diabetes in  

pregnancy (see appendix 1)
• Maternal Mental Health 
• Community midwifery for high risk women and GP postnatal care.
The Women’s Health Unit (WHU) supports an antenatal/gynaecology 
service and outpatient clinic plus birthing services for all women in the 
MDHB. Most of the women using maternity services require a primary 
level of care under their LMC. The delivery suite consists of eight 
birthing rooms, five of which have baths. There is currently a proposal to 
develop the four-bedded Antenatal Day Unit into an acute assessment 
unit. The antenatal and postnatal beds number 24 in total, comprising 
a mix of single and shared twin rooms with ensuite. LMCs have access 
agreements to provide services to women in Palmerston North Hospital. 

RURAL PRIMARY  
BIRTHING UNITS
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Palmerston North Hospital Maternity Unit
Data for the maternity report card is collected via the Performance 
Planning Unit (PPU) through the previous maternity clinical system 
of Terranova and from the recently commenced Maternity Clinical 
Information System. Due to the commencement of the MCIS and 
issues extracting data from the new system, it has been difficult to 
fully analyse the maternity unit’s statistics due to paucity of data. The 
MCIS governance group and project manager are working within the 
maternity unit and updating the system to increase completion of 
mandatory fields to improve the collection of necessary data.
In summary, figures available for the 2014 calendar year are:
• A total of 1776 births occurred in the hospital, which was a reduction 

of approximately 200 births from the previous two years
• The number of spontaneous vaginal births was 59.5% which is below 

the latest national average figures 65.9% (report on Maternity 2012 
Ministry of Health) 

• The number of assisted vaginal births (ventouse and forceps) is 9.8% 
which is on par with the national average in 2012 of 8.8%

• Women undergoing an elective caesarean section was 10% which is 
slightly lower than the national average in 2012 of 11.6%

• Women undergoing an emergency caesarean section was 20% 
which is higher than the national average of 13.7%. This makes the 
combined caesarean section rate for 2014 30% compared to the 
national average in 2012 of 25.3%. 

• 94% of babies born were over 2.5kg, with 6% being less than 2.5kg 
which is equal to national figures

• 23.4% of women had an epidural; this percentage has remained fairly 
consistent with 24.2% and 22.5% of women having epidurals in 2013 
and 2012 respectively 

• 67.6% of women birthing at Palmerston North Hospital identified as 
NZ European/European/other European, with 18.2% identified as 
Māori; this is consistent with the previous two years

• 5% of women had a Vaginal Birth After Caesarean section (VBAC) 
between February to December 2014.

SUMMARY OF OUTCOMES  
FOR BIRTHING FACILITY
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Maternity Audit and Case Review Committee
The monthly Maternity Audit and Case Review Committee provides 
a tracking system that enables analysis of maternity outcomes for 
presentation and discussion by members of the Maternity Service 
Improvement Committee. The aim is to ensure that lessons learned 
from positive and adverse outcomes are applied in practice through 
discussion, feedback and open communication. Opportunities for 
practice changes are then designed to minimise the risk of similar 
outcomes occurring in the future.
It was identified that the numbers of term infants without abnormalities 
admitted to NNU were not accurate as reported by the tracking system. 
When the true number of term admissions to NNU was uncovered (1 in 
4 of all infants born in MidCentral in 2014 came to the NNU with 67% 
of neonatal admissions being term infants) there was a decision to drill 
down into the principle admitting diagnosis for each of these infants. 
In late 2013 the Charge Nurse (CN) NNU conducted a three month 
audit showing that roughly 30% of term admissions in that three month 
period were due to neonatal hypoglycaemia and/or hypothermia. This 
was identified as a point of action by the group and the Charge Nurse. 
NNU commenced a joint project with Women’s Health Unit to introduce 
oral dextrose gel as used in the “Sugar Babies Study”(Harris et al. 2013). 
The Maternity Outcomes Tracking Table shows that the number of term 
admissions to NNU has reduced since the introduction of the dextrose 
gel policy in June 2014.
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Maternity Outcome Reporting 2014

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

TO
TA

L 
M

O
N

IT
O

RI
N

G
 

Total number of 
forms 121 119 138 114 158 125 128 139 129 139 128 123

Total number of 
number of births 162 144 166 144 175 149 161 163 151 146 147 150

Reportable  
Outcome-labour 11 20 10 12 21 12 12 17 12 8 7 11

Reportable  
Outcome- 
discharge

2 4 6 5 6 3 5 2 7 2 1 2

two or more  
outcomes for 
patient

0 0 0 0 0 0 0 0 0 0 1 0

Incident forms 
completed

Trend Monitoring

9 9 17 17 8 9 12 19 8 12 18 10

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Severe IUGR  
(<3rd centile) 1 3 1 2 1 0 2 1 1 1 0 0

Anal sphincter 
trauma 0 3 0 2 2 1 1 2 2 0 0 2

DDI >30 min for 
Immediate C/S 2 0 0 1 0 2 0 0 0 0 0 0

Caesarean under 
GA 1 2 3 1 2 2 2 1 1 1 1 3

Blood Transfusion 
for PPH 2 1 0 2 1 2 2 1 1 2 1 1

Return to theatre 0 0 1 2 0 1 0 0 1 0 1 0

Anaesthetic  
complication 0 0 1 2 1 0 1 0 2 0 0 0

Term baby without 
abn admitted to 
NNU

6 8 13 6 14 8 4 6 2 2 3 4

Maternal  
readmission 1 3 2 5 1 2 3 3 6 1 0 0

TOTAL 13 20 21 23 22 18 15 14 16 7 6 10

C
A

SE
 R

EV
IE

W

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Eclamptic seizure 2 0 0 0 0 0 0 0 0 0 0 0

Low apgar 0 0 2 1 3 2 1 1 0 0 4 2

PPH>150mls EBL 3 6 3 1 4 2 3 5 2 4 1 2

Peripartum  
hysterectomy 0 0 0 0 0 0 0 0 0 0 0 0

Visceral trauma 0 1 0 0 0 0 0 0 0 1 0 0

Maternal admission 
to ICU 0 0 0 0 0 0 0 1 0 0 1 0

TOTAL 5 7 5 2 7 4 4 7 2 5 6 0
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Maternity Outcome Reporting 2014 continued . .
M

A
N

D
A

TO
RY

 R
E

PO
R

TI
N

G

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Antenatal  
pulmonary  
embolism

0 0 0 0 0 0 0 0 0 0 0 0

Amniotic fluid 
embolism 0 0 0 0 0 0 0 0 0 0 0 0

Intra-partum 
fetal demise/
unexpected 
Neonatal death

0 0 0 0 1 0 1 0 0 0 0 0

Maternal death 0 0 0 0 0 0 0 0 0 0 0 0

TOTAL 0 0 0 0 1 0 1 0 0 0 0 0
Other unexpected 
for review 0 4 1 0 2 0 1 0 0 0 0 1

Neonatal Unit
The secondary maternity service is supported by a level 2A Neonatal 
Unit (NNU) which provides care for infants from 28 weeks and weight 
1000g and above. The NNU is resourced for 14 beds with 17 physical 
bed spaces. This is comprised of five ICU beds and nine level 2 beds 
(flexi). Infants can receive intensive care including short term ventilation, 
long term CPAP/Humidified High flow and long lines for Total Parental 
Nutrition (TPN). There is a 24 hour on call consultant paediatrician 
and 24 hour on site paediatric registrar. Infants requiring tertiary care 
(less than 28 weeks, requiring surgery or longer term ventilation) are 
transferred to Wellington Neonatal Intensive Care Unit (NICU).

For the calendar year 2014:
505 infants were admitted to NNU
341 of these admissions were term infants (37 weeks and above).

Diagnosis on Admission to NNU 2014

ADMITTING DIAGNOSIS FOR  
TERM ADMISSIONS TO NNU 2014 PERCENTAGE OF BABIES

Respiratory distress 29%

Hypoglycaemia 14%

Sepsis/fever 14%

Jaundiced/ABO 8%

Poor feeding/weight loss 8%

Hypothermia 6%

Flat at birth 5%

Meconium aspiration 3.5%

Intra Uterine Growth Restriction (IUGR) 2%

Other (apnoea, vomiting, withdrawal etc 5.5%

Ongoing care (Wellington) 5%
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A regionally developed maternity experience survey is being used by 
the RWHS maternity facilities to evaluate the quality of care/services 
during a women’s inpatient stay. The survey questions are derived from 
the national maternity consumer survey and the Health Quality and 
Safety Commission’s patient survey meaning facility feedback can be 
benchmarked against national standards.
Other feedback is received from consumers using the “Tell us what you 
think” forms, consumer feedback using the New Zealand College of 
Midwives (NZCOM) feedback forms (for biennial midwifery standards 
review reflection of practice), length of stay survey, and letters written to 
the Board and the General Manager. Where feedback indicates positive 
or negative care from a named practitioner, this is directed to, and 
addressed with, the practitioner as required.
Maternity experience survey results are presented at service 
improvement meetings and noted in the maternity services' 
communications book to ensure similar concerns do not happen again. 
There is a plan in place to present trends from the survey quarterly at 
the Perinatal Case Review meetings at Palmerston North Hospital. Ideas 
are canvassed from staff to determine how best to address particular 
concerns. 
Below are four key indicators from the survey since replacing the  
pre-existing feedback form in December 2014 to end March 2015.

CONSUMER FEEDBACK AND 
RESPONSIVENESS  
(MQSP 2014–2015)

Asian

Māori

NZ European

Other

Pasifika

(blank)

Just right

Too long

Too short

ETHNICITY

MY LENGTH OF STAY WAS

WHEN THINKING ABOUT  
MY CARE I WAS

SATISFACTION WITH 
VISITING ARRANGEMENTS

Dissatisfied

Neutral

Satisfied

Very dissatisfied

Very satisfied

Dissatisfied

Neutral

Satisfied

Very satisfied
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Women’s feedback
Two women gave feedback about their experience of the maternity 
service using the whole of hospital “Tell us what you think” form.

“On 12 October 2014, I gave birth to my daughter in Taihape 
but unfortunately suffered a PPH and ended up being flown to 
Palmerston North Hospital and sent into theatre. It was a bit of 
a traumatic start to what was meant to be a nice normal birth. 
But all of the midwives who looked after me during my stay 
were wonderful. They really made the whole experience that 
less traumatic. Friendly, patient, understanding, I didn’t feel like 
a nuisance at all. As this was my 3rd birth, I’ve had experience 
in Palmerston North maternity twice before and this time the 
quality of care was far superior to what it was 5 and 7 years ago. 
So I’d just like to thank them and hope they continue to provide 
such excellent care.” 

“Just a big thank you to all the staff that I encountered during 
the delivery of my beautiful baby girl from Monday 6 October 
2014 to Monday 13 October 2014, in the delivery suite, theatre, 
neonatal unit and finally the maternity ward. The staff were 
always accommodating and willing to take the time to clarify 
any bit of information or part of the process that I did not 
understand. A special thank you to the doctor that got me 
through the delivery from the delivery suite to theatre. The staff 
made the delivery of my first baby so much more pleasant and 
easy. Please can you pass this on to the staff within the different 
areas of the hospital as mentioned above."

Community midwives
In an ongoing effort to improve the care for women the DHB employed 
community midwives. This created an initiative to see women in their 
homes to provide midwifery input alongside the secondary care clinic 
service. This allowed support for women with high risk pregnancies who 
were attending the secondary care clinics, and aligned to the Women’s 
Health Regional Review (2012-2013), where it is acknowledged that the 
community midwives were increasingly being asked to visit women at 
home antenatally when women did not attend or could not attend.
The antenatal visits are immensely advantageous for the women who 
tend to not come to clinic for various reasons, such as choice, transport, 
costs, timing, childcare difficulties, etc. An example is for a woman who 
did not speak English; her blood sugar results were collected from her 
home to give to the Diabetes Lifestyle health professionals.
These midwives access a variety of allied health professionals, if 
needed, to provide the best care to the woman and her baby, and 
may include, Lactation Consultants, Social Workers, Mental Health, 
Gynaecology Day Unit, GPs and Child Youth and Family (CYF). The 
community midwives frequently attend multi-disciplinary meetings to 
represent, and support the woman. As individual midwives, they have 
specialist knowledge in Keeping Baby Safe modules of SUDI, and 
Smoke free education, as well as Diabetes and Lactation Consultant 
services.

QUALITY IMPROVEMENT  
ACTIVITIES OF MDHB 
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The community midwives plan is to increase antenatal home visits, 
have more input in the DHB midwifery clinic, and go with women to 
their elective caesarean sections as well. As a team they are all looking 
forward to representing Palmerston North Hospital positively and 
providing these services to the women, which they hope will increase 
satisfaction for the woman and her family, and give them the confidence 
and skills they need to start on their parenting journey.
Feedback from women has been positive about the care that is given 
and the time the community midwives are able to spend with them. In 
particular women that live rurally, are most appreciative that they are 
able to receive visits them in their homes to discuss and help with any 
issues they have.

Quality Leadership Programme
The Quality and Leadership Programme (QLP) provides a professional 
development pathway/framework for hospital employed midwives and 
their employers (MDHB and WDHB) to develop mutual responsibilities 
in a manner which models partnership between the employer 
and the employee. It is based on the standards of the midwifery 
profession which apply to all midwives regardless of practice setting or 
employment status.
The professional development pathway within midwifery offers a variety 
of paths a midwife can take depending on the experience she wants to 
gain. It is important that via the QLP recognition is given to these realms 
of practice and incorporates a way of acknowledging and valuing the 
different roles a midwife may take in her professional life. 
A national survey was undertaken in 2013 which showed that although 
there was general support for the QLP programme there was still 
poor alignment between QLP, DHB Performance appraisal/review and 
Midwifery Standards Review, and that in some DHBs duplication of 
effort acted as a barrier to uptake.
On 14 May 2013 DHB midwife leaders, MERAS and NZNO 
representatives met to undertake a review of the programme with the 
aim to improve alignment and define an agreed national programme. 
Following a series of teleconferences and meetings between the 
stakeholders the document has been reviewed, consulted on and is 
pending ratification for 2015. 
Overall the document has simplified the step from competent to 
confident and increased the step from confident to leadership. It is 
hoped that midwives will find the new document easier to follow, and 
the programme should be simpler to administer by the DHBs. 
At the end of 2014 MDHB has five midwives on the competent domain, 
and seven on the leadership domain. There are four midwives currently 
working on their QLP and there are five QLP assessors. All midwives are 
actively encouraged to participate in the programme and receive the 
financial remuneration available through the employment agreement.



20

MidCentral Midwifery Practice Committee
The MidCentral Midwifery Practice Committee (MMPC) is responsible 
to the Operations Director, Specialist Community and Regional Service, 
Palmerston North Hospital (MidCentral Health (MCH), for enhancing 
midwifery’s professional contribution to women and their families 
receiving hospital midwifery care in MCH.
MMPC is a voice to represent hospital employed midwives and raise 
the profile of midwifery within Palmerston North Hospital and the wider 
community. 
Membership is made up of:
• Seven nominated hospital employed midwives, including one from 

Horowhenua Maternity Unit
• Midwife Educator (ex-officio)
• Midwifery Director (ex-officio)
• Charge Midwife or Associate Charge Midwife (ex-officio).
After a period of abeyance throughout 2013 a group of midwives came 
forward after a request from the Regional Director of Midwifery (DOM) 
and the Midwifery Educator to reconvene the committee. The midwives 
represent an excellent mix of midwives working in different parts of the 
service and included long time MMPC members and newly registered 
midwives. The previous Terms of Reference (TOR) was reviewed and 
changes made, including agreement by all that the DOM would be the 
Chair with a hospital midwife as the Deputy Chair. 
The first formal meeting commenced in May 2014 and the midwives 
endeavour to meet every two months. The members of MMPC are 
currently developing a work plan for 2015 that they believe reflects the 
needs of the hospital midwifery team. 

Midwifery Forums
These meetings occur bimonthly prior to the Perinatal Case Review 
meetings and are facilitated by the Midwifery Advisor and the Director 
of Midwifery alternatively. This forum provides the opportunity for both 
LMC and hospital midwives to bring any feedback to the forum and 
to raise any issues. This forum promotes improved communication 
between LMC and hospital midwives.

Midwifery Professional Development
The new requirements for the Midwifery Council midwifery 
recertification commenced in April 20141. Careful planning by the 
DHB midwifery educators will ensure all hospital employed midwives 
complete requirements in the new triennium (2014-2017). Midwives 
are provided with all compulsory Annual Practicing Certificate (APC) 
requirements and are able to access financial support for external 
education through a variety of sources. 

 1For further information regarding midwifery recertification and professional 
development please refer to the Midwifery Council of New Zealand   
www.midwiferycouncil.health.nz
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The content and topics to be covered is updated and changed every 
triennium to address any areas or aspects of care highlighted by the 
Midwifery Council, the New Zealand College of Midwives, and reports 
by the Health and Disability Commission. For the triennium April 2014 
through to March 2017, requirements changed to extend a previous 
annual half day refresher in neonatal and maternal resuscitation to a 
full day annually, including other emergencies, eg bleeding, shoulder 
dystocia, unexpected breech birth and cord prolapse. 
Many midwives continue their tertiary education with various post 
graduate programmes across New Zealand. They can receive financial 
support for this by applying for grants through the New Zealand 
College of Midwives and Health Workforce New Zealand. MDHB also 
has midwifery grants available for registered midwives (both employed 
and LMC) and for childbirth educators and those who are preparing to 
become midwives. 
There are many educational opportunities for staff to enable them to 
meet their competencies and to develop skills.
In 2014 MDHB provided the following education:
• Ten monthly Emergency Skills days
• Three practice days
• Newborn Life Support courses x3
• RANZCOG/Fetal Surveillance courses x2
• PROMPT was run only once owing to both trainers being on 

maternity leave
• Perinatal Case presentations held monthly for 11 months
• Emergency Drills, which has brought up issues around updating 

equipment and orientating medical staff.
• One staff midwife completed the Complex Care course in Wellington
• Staff have a weekly education meeting where topics they identify are 

presented and they have an opportunity to present at this as well.
The hospital has gained Baby Friendly Hospital Initiative (BFHI) status 
and there is a requirement for orientation and ongoing education 
as set out in the BFHI documentation. The lactation consultants are 
responsible for ensuring this happens for all staff of the WHU and 
the NNU, doctors, nursing and midwifery staff, care assistants and all 
ancillary staff. 
Ongoing regular staff education session are held in WHU on alternate 
Mondays 1430–1515 hrs. There is also a monthly education session in  
the Neonatal unit. 
Four or five regional breastfeeding study days are arranged per year. 
These are open to staff of Palmerston North Hospital and other hospital 
maternity facility staff along with LMCs, Well child providers, La Leche 
League, and other parties interested in breastfeeding promotion 
and education from Taranaki across to Bay of Plenty and down to 
Wellington.
In the Horowhenua maternity facility staff training is arranged by the 
Lactation Consultants with the Charge Midwife of that facility.
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Reducing term infant admissions to the Neo Natal Unit (NNU)
Two out of three babies admitted to the NNU are term infants born 
without any known abnormalities. Audits have identified two intertwined 
contributory factors, hypoglycaemia and hypothermia. As a plan of 
action, the NNU piloted the use of dextrose gel.
Subsequently, the unit has implemented a clinical guideline for the 
screening and initial treatment of babies at risk of hypoglycaemia, and to 
deliver an education package for staff and parents (safe sleep, inclusive of 
thermoregulation; shaken baby awareness and smoke free homes).

Enhancement of Maternal Mental Health Care
Mental health and Addiction Services have one dedicated FTE maternal 
mental health nursing position, who is active in supporting maternal 
mental health service provision within the Palmerston North Hospital 
DHB region. This position is supported by the regional maternal mental 
health service. 
The Clinical Nurse Specialist (CNS) continues to support and develop 
maternal mental health nursing services within the DHB. For example 
the CNS now links with Refugee Services. The CNS has been directly 
involved in the development of the Palmerston North Hospital 
Vulnerable Pregnancy forum and has provided maternal mental health 
education to midwives in both Whanganui and Palmerston North as a 
component of their compulsory training on MMH.
In 2014 the MoH sought proposals for the provision of perinatal mental 
health acute options within the central region. As a result of feedback 
from the DHBs within the central region additional resources have been 
allocated to Palmerston North Hospital. Palmerston North Hospital has 
appointed another FTE nursing position to work alongside the CNS 
to enhance the provision of services to women requiring acute care. 
Resources were also allocated for the development and instigation of 
packages of care to ‘wrap’ short term services around mothers/babies/
family/whānau in the home. 
The Choice and Partnership Approach (CAPA) is utilised in the 
assessment and interventions with women, children and family/whānau. 
A comprehensive assessment not only screens for mental health 
concerns, but also any additional maternal, family, health and social 
needs. Referrals are received from primary care, LMCs, Women’s Health 
(inpatient and outpatients), mental health teams, teen parent unit, 
Plunket, general medical services and the neonatal unit.
From the 2014 calendar year:
• 103 referrals have been received by maternal mental health service 
• Of the 103 referrals, 67 clients were seen for assessment by the CNS 

and were either referred on for continued care under mental health 
services, (with CNS input) or were referred on to primary support 
agencies. A small number declined mental health and/or addiction 
services

• 15 referrals were seen for ‘crisis’ assessment. This number does not 
include urgent referrals directly from the Women’s health inpatient 
ward

• Those who declined services were advised of other supports 
available in the community. Non action referrals were those who were 
unable to be contacted and referrers were advised of same. 

• Of the 103 referrals 40 women reported multiple adversities ranging 
from mental health and/or alcohol and drug use, social issues 
including financial difficulties and domestic violence, and historical 
childhood issues.
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Birth after Caesarean section
In 2008 an expression of interest was sent to midwives (both employed 
and self-employed) to be involved in an audit to review the caesarean 
section rate at MDHB. A multi-disciplinary audit team (MDT) was 
developed which completed a retrospective audit, for the periods of 
May/June/July 2007 and 2008. Following that audit it was identified 
that there could be an improvement in the women who had a previous 
caesarean section trialling a labour with their next pregnancy (termed a 
TOLAC – trial of labour after caesarean) and increasing the numbers of 
successful vaginal birth after caesarean (VBAC). 
The MDT developed and recorded a video of balanced information 
regarding VBAC that was piloted in the DHB with the survey response 
from the women supporting the initiative. Feedback confirmed 
that the information was non-biased and informative, that it could 
assist women in their decision making but that some slight changes 
were required in the wording. The changes were made and the final 
version was provided in hard copy to every LMC at the time, and 
also made available on YouTube where it remains today. All women 
are encouraged to view the YouTube clip prior to attending their 
consultation to discuss TOLAC/VBAC. 
Following a repeat audit in 2011, using the same audit template, it was 
identified that improvement was still required to encourage women 
to consider VBAC. A letter was developed for all women to receive 
prior to leaving the maternity ward if the birth outcome had been a 
caesarean section. The letter contained recommendations for future 
pregnancies, labours and births. A plan was also made, in conjunction 
with the Maternity Quality and Safety Programme (MQSP) to focus on 
an initiative to further improve the information received by women 
regarding VBAC. Anecdotal evidence suggested that women were 
still receiving conflicting information. Throughout 2014 the members 
of the original MDT and the MQSP coordinator have established 
that an antenatal clinic specifically focused on Birth After Caesarean 
(BAC) where the woman, ideally accompanied by her LMC, is seen 
by a dedicated obstetric consultant to discuss the plans for the birth. 
The MDT also developed a specific BAC pamphlet (Appendix 2) and 
supported guest presentations from members of the Positive Birth After 
Caesarean section clinic from Auckland District Hospital.
At the Perinatal meeting in December 2014 the BAC policy, flow chart, 
information for women were all released. The MDT also presented 
on the importance of reducing primary caesarean sections (a woman 
having her first baby via caesarean section) encouraging midwives and 
medical staff to reflect on their practice and the recommendations from 
the meeting. Unfortunately due to medical staffing issues the BAC clinic 
is yet to commence.
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Quotes from PBAC workshop participants:
“This was a great day! Inspiring to hear research-based risk 
assessments being customised for each woman so that lower 
risk VBAC/PBAC candidates are not encumbered with all the 
precautions/restrictions applied to higher risk women. Also 
inspiring to learn about simple non-invasive skills and tips that 
can help women achieve their goals, and that things like yoga 
and massage are being valued and taught to women in a tertiary 
hospital setting, truly a POSITIVE focus which I'm sure creates a 
much better experience for women regardless of the decisions 
they ultimately make after a previous caesarean surgery.” Avon 
(midwife) 

“I enjoyed the practical breathing and yoga exercises and the 
explanation of how posture and breathing can help a baby into a 
good birth position. I use this type of education when talking with 
women in my practice and it 'backed' up what I already knew and 
made me feel more confident when working with women!” Nicky, 
(LMC midwife).

Pregnancy and Parenting Programme review
MidCentral DHB is seeking to improve our suite of pregnancy and 
parenting information and education contracts alongside maternity 
resource centre contracts. These reviews were commissioned and 
completed in 2014. The ongoing work around the reconfiguration of the 
contracts has commenced and will be completed during 2015/16. The 
existing contracts have been in place for many years and do not align 
to the new Ministry of Health service specification, which seeks a much 
broader approach, and focus on vulnerable women and their families.
The pregnancy and parenting review sought to answer “What model 
for Pregnancy and Parenting Information and Education Services is 
appropriate for MidCentral DHB?”
The objectives of the review were to:
•  Provide information to MidCentral DHB about fit-for-purpose 

Pregnancy and Parenting Information and Education Services that 
meet the diverse needs of the childbirth/childbearing community.

• Provide a critical review of the successes and challenges of current
 Pregnancy and Parenting Information Services in MidCentral DHB.
•  Describe local strategies and priorities for implementation of 

Pregnancy and Parenting Information and Education Services in 
MidCentral to effect access for the most disadvantaged/vulnerable 
women.

• Align the Pregnancy & Parenting Services in the MDHB with the 
new Ministry of Health Pregnancy & Parenting Service Specification 
currently being developed.

Once this work is completed the DHB and providers will be able to 
provide services and programmes that better align to the national 
approach and service specification.
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Pepi Haumaru/Keeping Babies Safe
During 2011-2013 MDHB recognised the importance of responding 
to the issues of baby safety in our region. A steering committee 
comprising primary and secondary health workers was formed to 
address the issues. Concurrently a directive from the Health Quality and 
Safe Commission came out requesting all DHBs implement a strategy 
to prevent Sudden Unexpected Death in Infancy (SUDI) in each region 
and the Ministry of Social Development launched the shaken baby 
prevention campaign “Never Shake a Baby". Research undertaken 
through MDHB public health identified problems with different health 
professionals giving confusing and inconsistent information to parents, 
and a lack of knowledge in the community about what is best practice in 
regards to infant sleeping.
SUDI is an umbrella term that describes the death of an infant which 
was not anticipated as a significant possibility 24 hours before the 
death, or where there was a similarly unexpected collapse leading to 
or precipitating the events which led to the death. SUDI rates in New 
Zealand are among the highest in industrialized countries. SUDI rates 
among Māori are disproportionately high compared with non-Māori.2 
Shaken baby syndrome in a non-medical term to describe brain injuries 
inflicted on babies who are shaken by their caregivers. This is often 
the result of a caregiver losing control and handling the baby violently. 
On average 20 babies die each year of shaken baby syndrome in 
New Zealand. The concern is that there are a large number of hidden 
occurrences where babies suffer injuries and experience long term 
effects without a known cause. It has been identified that the best 
option is to prevent a baby being shaken in the first place.
Second hand smoke exposure is well known as a negative health 
determinant and it affects babies both in the antenatal and postnatal 
period. Babies whose mothers smoke are more likely to be born 
prematurely, with a low birth weight which makes them more vulnerable 
to SUDI. It also increases their likelihood of experiencing respiratory 
problems and glue ear and needing medical assistance for these 
problems. 
The response to these issues has been a programme called Pepi 
Haumaru/Keeping Babies Safe. It comprises of three modules; Safe 
sleep, Shaken Baby Prevention, and Smoke Exposure prevention. A 
community nurse coordinator is employed to facilitate the programme. 
The planned outcomes are: 
• The reduction in the incidence of confusion and misinformation 

about safe sleep for babies and that there is a further reduction in the 
incidence of SUDI. The key is “every sleep a safe sleep”.

• An increase in knowledge about Shaken Baby Syndrome.
• A reduction in the incidence of Shaken Baby Syndrome but also 

a greater number of parents who seek help if their baby has been 
shaken which will ensure the child receives appropriate care for their 
brain injury. 

• A reduction in maternal smoking and a follow on effect upon infant 
respiratory illness as there is a reduction in second-hand smoke 
exposure. 

2NZ Child and Youth Mortality Review Committee, 9th Data Report, 2008 – 
2012, PREPARED BY THE NZ MORTALITY REVIEW DATA GROUP
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The work so far has comprised initiating the Shaken Baby Prevention 
programme and a safe sleep information campaign in Palmerston North 
Hospital. Forty champions from primary and secondary health have 
attended Pepi Haumaru Keeping Babies Safe training to help them to 
know what best practice advice is for families and whānau and how to 
deliver this information in an empowering way. 
The next six months will see Horowhenua and Tararua uptake 
training for best practice knowledge and information sharing and the 
implementation of the Pepi-Pod scheme across the DHB. The Pepi-
Pod scheme is a health promotion approach that provides the most 
vulnerable babies in our region with a safe sleep space and empowers 
their parents' to keep their babies safe. The Pepi-Pod scheme is 
founded on empowerment of the baby’s parents and recognises that 
parents are the best people to ensure their baby is safe and healthy. 
The health professional’s role is to partner with whānau and families 
to ensure this happens sharing our expert knowledge yet respecting 
parents own knowledge and ability. The work of others in promoting 
and supporting breast feeding and immunisation must also be 
recognised in keeping babies safe, as these two factors also greatly 
influence the wellbeing of babies. 
The greatest challenge is to convince health professionals that the 
invisible work they do in supporting parents is the most vital. It is 
good to know we have weighed a baby, or helped a mother with 
breastfeeding – we can measure that. We may never know the impact 
of our words, the influence of our presence in a family’s life. Sharing of 
important information and empowering parents to be good caretakers 
is a vital role of all who work with babies. 

Pāruru Mōwai
MDHB previously has had a group called Supporting Parents In Need 
(SPIN) plus several other groups working independently to address 
the issues/needs of vulnerable women and their infants. In early 2014 a 
decision was made to incorporate the various independent groups into 
a new revised multi-agency forum. This forum will link support agencies 
as required around women, babies, and children, maternity and other 
health care providers. This forum is called Pāruru Mōwai (calm haven 
for mothers and babies); the forum was given this name following 
collaboration with local Kaumatua.
The Vulnerable Pregnant Woman’s Multi-Agency Forum (VPMAF) 
implemented in the Hawke’s Bay DHB was identified as a leading 
exemplar, demonstrating clinical effectiveness. The model has a clear 
clinical pathway and focus. It ensures mothers and their infants with 
the greatest need receive the greatest levels of support provided by 
collaborative services meeting all their needs over time. Therefore the 
MDHB forum was modelled on the Hawke’s Bay model and amended 
for local need.
Pāruru Mōwai provides an excellent opportunity for early intervention 
for vulnerable families as well as providing support for the LMC. The 
development of this forum will reduce the number of meetings that are 
held with different groups interested in addressing the issues affecting 
these families and increase efficiencies. 
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Pāruru Mōwai will strengthen the support to maternity/health 
professionals throughout the continuum of maternity care up until 
six weeks postpartum. The forum aims to achieve the following key 
objectives: 
• To promote healthy attachment between parents and the  

newborn baby
• To promote the health of the mother and newborn
• To be proactive in identifying and building supportive networks that 

wrap around the whānau 
• To provide a forum that enables sharing of information that ensures 

best possible outcome for the woman, baby and her whānau 
• To enable participation, communication and partnership with all 

relevant parties
• To ensure there is a coordinated approach to case management  

and follow up
• To facilitate and support effective multi-agency partnerships
• To identify any strategic issues that impact on the provision of care
• The forum will then take appropriate action and follow lines of 

escalation as necessary.
Pāruru Mōwai comprises a core group of senior professionals who 
provide consultation for all cases reviewed. The core group will comprise 
the following people: 
• Maternity services representatives eg Midwifery Advisor, Midwifery 

Director and midwives in senior clinical roles
• Senior social worker (Maternal and/or Paediatric) 
• Family Violence Intervention Co-ordinator
• Child, Youth and Family representative (can be the CYF hospital social 

worker or a senior social worker from relevant sites)
• Neonatal Charge Nurse
• Māori Health representative
• Well Child Provider
• Maternal/Mental Health and Addiction Service 
• Paediatrician. 
The Lead Maternity Carer and any relevant key worker are invited to 
attend the meeting when a woman within their care is being discussed. 
Other relevant professionals such as obstetricians are invited by the 
Chair to either attend and or provide information depending on  
the case. 
The Pāruru Mōwai coordinator (five days per fortnight) commenced work 
in mid-April 2015 and the multi-agency forum has been meeting weekly 
since then.
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The Regional Women’s Health Service (RWHS) was established 
under the Central Alliance agreement between Whanganui and 
MidCentral DHBs. The vision for the service is “One population, 
many communities" achieved through one regional service for 
women of the combined districts; one set of quality standards; 
one clinical and management structure; with common information 
systems; one level of access to the most appropriate care required; 
characterised by partnership with all stakeholders at all levels of the 
service and continued local service delivery. The purpose of the RWHS 
development plan is described as maintaining existing levels of service 
delivery and looking to over time strengthen the combined service. 
The RWHS includes maternity services delivered by MidCentral, and 
Whanganui DHBs in Palmerston North and Whanganui Hospitals, 
Horowhenua maternity unit and Waimarino health Centre; outpatient 
services and rural specialist clinics in Dannevirke, Levin and Taihape and 
community midwifery services (MidCentral DHB).
The first two years of the RWHS implementation focused on maintaining 
and strengthening service delivery, building workforce capability and 
aligning systems, clinical policies and processes. 

The RWHS governance and operational structures are  
outlined below:
RWHS Governance Group
To lead and support the development of the RWHS a governance and 
leadership group was established. The governance group is made up of 
senior management and clinical leaders from both DHBs. The purpose 
of the group is to provide strategic and operational governance as 
outlined in the development plan and DHB annual plans.
RWHS Leadership Group
The RWHS leadership group was established to:
• Coordinate, monitor and drive service delivery activities and 

performance for women across the health services. The coordination 
and monitoring of service-wide activities are in accordance with the 
RWHS Development Plan (2012).

• Receive, endorse and feedback on reports from those responsible for 
district annual planning and service planning.

• Receive, endorse and provide feedback on regional service 
development and quality initiatives in the provision of both obstetrics 
and gynaecology.

Membership of the operational leadership group includes:
• Regional Clinical Director (chair)
• Regional Midwifery Director (deputy chair)
• Medical Head MDHB
• Medical Head WDHB
• Charge Midwife MDHB
• Charge Midwife WDHB
• Gynaecology CNS
• Change Manager
• Maternity Quality Coordinator
• Associate Director of Nursing (surgical) MDHB
• Nurse Manager (surgical) WDHB.

REGIONAL WOMEN’S  
HEALTH SERVICE 

GOVERNANCE AND  
OPERATIONAL STRUCTURE 
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A meeting structure for each individual site that reflects the goals of the 
service (see MQSP/RWHS Governance and Operations Structure, pg 49 
have been established as described below:

The RWHS Document Management Committee 
The committee is responsible for the development and management 
of all RWHS clinical forms, guidelines and policies. The committee is 
authorised by the RWHS Leadership Group to:
• Identify current MDHB or WDHB documents, when they come up 

for review that could be regional documents. Whenever practicable 
the committee is to rationalise and standardise the use of clinical 
policies/procedures/guidelines across the two DHBs.

• The Chair is notified by the RWHS of any new documents required  
in either service and the committee will decide if the document 
could/should be regional and delegate as appropriate.

• Allocate the review/development of documents to appropriate 
clinicians who are individually responsible for seeing the document  
to completion following the agreed process.

• Facilitate a smooth process to maximise timely review  
and completion.

• Notify all RWHS clinicians of the completed document for inclusion  
in clinical practice through the charge midwives.

• The committee is not responsible for the review/development of 
documents that are not regional ie any document that pertains only 
to the individual DHB is the responsibility of the service

In less than 12 months the committee has approved the terms 
of reference and the process map (appendix 3) with 14 regional 
guidelines/policies and two consumer information leaflets completed.

The RWHS Maternity Audit and Case Review Committee
The committee’s purpose is to develop and sustain a culture of best 
practice in maternity clinical audit to improve women’s outcomes by:
1. Data collection and identification of potential trends within the 

Maternity Service
2 Case review and
3. Clinical audit as felt necessary either from the committee’s review of 

the data, from MQSP governance or from interest groups (consumer, 
Māori, Pasifika) via the Leadership and Governance groups.  

The committee is authorised by the RWHS Leadership group to support 
the RWHS in improvements in clinical practice by:
• Collecting data from MCIS to enable reporting against pre-defined 

maternity indicators
• Identifying maternity audit topics from MCIS data
• Undertake case reviews based on clinical outcomes identified 

through the Maternity Outcomes Tracking Form until the full 
implementation of MCIS.
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Midwifery Leadership
The RWHS leadership roles include the Regional Midwifery Advisor. 
The Regional Director of Midwifery; a full time Charge Midwife at 
both secondary facilities and at Horowhenua primary birthing facility 
(four days a week). At Palmerston North Hospital there is midwifery 
leadership outside of routine office hours by Associate Charge Midwives 
on afternoons, weekends and public holidays.

Director of Midwifery
The Director of Midwifery (DOM) is responsible for providing 
professional leadership and support to midwives employed within 
MidCentral Health and Whanganui Hospital. The Director of Midwifery 
represents midwifery within both DHBs, within the central region and at 
a national level. This includes providing advice to service management 
on professional midwifery matters, and supporting the implementation 
of service strategic and operational plans.
The DOM works collaboratively with the Clinical Director, Operations 
Director and Service Manager to ensure strategic and operational plans 
are successfully implemented. The DOM focuses on developing and 
maintaining a midwifery practice culture that is based on the principles 
of evidence, clinical best practice, woman-centred practice and inter-
disciplinary teamwork. 

Midwifery Advisor
The Midwifery Advisor is a 0.4 FTE role across the RWHS. Her role is to 
provide advice to the Business and Service Planning Division (WDHB), 
the Planning and support Division (MDHB), and to the Boards and 
Committees of the Boards on matters pertaining to midwifery across  
the whole DHB (including LMC midwives).

MEDICAL LEADERSHIP
Regional Medical Director
The Regional Clinical Director of Women's Health has overall 
responsibility for the service, alongside a strategic role. Medical 
leadership to a large extent is delegated to the Medical Heads at 
Whanganui and MidCentral Health, who are largely responsible for the 
day-to-day aspects of the medical service. A major focus for the medical 
staff has been quality and audit, with the successful establishment of 
quarterly regional professional development meetings. Sustainability 
and safe staffing levels are also major workstreams. Whanganui has 
been successful at gaining accreditation by Royal Australian and New 
Zealand College of Obstetricians and Gynaecologists (RANZCOG) for 
Registrar training, and the first ITP registrar will commence his rotation 
in June 2015. MidCentral Health are closely looking at the safe level of 
SMO staffing required for the acute service, plus the development of a 
business case for additional SMO FTE that will strengthen safe staffing 
levels. As an interim measure we will appoint an additional locum SMO 
for one year, while the business case is developed.

LEADERSHIP 
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RWHS Funded Workforce 2014/15

MidCentral DHB Whanganui DHB RWHS

Medical Staffing

SMOs 4.8 FTE SMO’s 3.4 FTE

Total 25 FTERegistrars 7.0 FTE Registrars 1.0 FTE

House Officers 7.0 FTE House Officer 1.0 FTE

Clinical Director 0.8 FTE

Director of Midwifery 0.3 FTE 0.3 FTE 0.6 FET

Service Manager 0.5 FTE 0.5 FTE

Senior Midwives
(Charges, ACM &  
Educators)

5.4 FTE 1.6 FTE 5.4 FTE

Midwives, Nurses 47.95 FTE 19 FTE 72 FTE

Administration 7.2 FTE 1.4 FTE 8.6 FTE

Lactation Consultants 1.8 FTE 1.0 FTE 2.8 FTE

HCAs 6.5 FTE 2.1 FTE

Service delivery in 2013/14: 
The RWHS and the MQSP implementation occurred simultaneously. 
Planned workstreams aimed to ensure equitable focus was given to 
both processes to reduce any duplication of effort. The MQSP is to 
continue with funding from the MoH from 1 July 2015 for three years.

Progress to date:
The RWHS is undergoing a planned evaluation 18 months post 
implementation. 
How the MQSP will embed and function within the DHB over 
a further three years is under consideration with the MQSP 
Governance Group and with funding divisions.

Information sharing in 2013/14:
MidCentral’s Terranova perinatal data collection was identified as being 
limited. The system was largely unsupported resulting in any data 
extraction as difficult, vulnerable and not particularly robust. Neither 
Horowhenua maternity unit nor WDHB had perinatal data systems in 
place and relied on paper data collection. Both DHBs are early adopters 
of the MCIS. A project manager was appointed and supported by a 
short term business analyst. Five workstreams were established with the 
aim of implementing the system by the end of 2014. MQSP consumer 
members participated on the MCIS National Consumer Advisory Group. 

P

ISSUES IMPACTING ON  
MATERNITY SERVICE  
DELIVERY ACROSS  
THE RWHS



32

Progress to date:
Horowhenua maternity unit went ‘live’ with the MCIS in 
early October 2014, followed by the Women’s Health unit at 
Palmerston North Hospital in late October and Whanganui 
maternity unit in November. Issues identified include some 
system failures, the need for ongoing training and support as 
staff come and go and as the system improves over time to 
address identified clinical needs. The MCIS is on the DHB risk 
register. Current mitigating factors are in-house development of 
training manuals and the availability of regional administrative 
support.
The MCIS consumer information brochure (Appendix 3) has been 
released after consultation with relevant health professionals 
and consumers at a national and local level, provided to and 
discussed with women as they register for maternity care with a 
LMC or within the secondary care service.

Data monitoring in 2013/14:
Both DHBs had different data collection systems that required the 
planning and performance units to broaden their existing maternity 
data collection. This enabled effective reporting and monitoring against 
clinical indicators and local clinical activities/outcomes. The RWHS 
audit and case review committee is in its infancy and is developing key 
foundational documents and processes in order to establish a rigorous 
and effective committee.

Progress to date:
As clinicians transition from paper documentation to electronic, 
maintaining data has been challenging. This has predominantly 
been due to different levels of training, comfort with electronic 
systems and devices and various data entry operations. To 
mitigate against the loss of minimum birthing data, the manual 
birth registers in delivery suites are being maintained.

Management and administration in 2013/14:
MidCentral delivery suite historically had no ward clerk. This 
compromised the time available for the provision of care to women due 
to the midwives performing administration tasks. Resource provision 
for a ward clerk was part of the RWHS implementation plan to release 
greater clinical time to care. The ward clerk was to remain in place until 
the specific administrative support requirements for the MCIS were 
known.

Progress in to date:
In MidCentral delivery suite the ward clerk is available seven days 
a week (1.7FTE), Monday to Friday 9.30am-6pm and 8am-4.30pm 
on weekends; this has been a significant improvement within the 
service.
An additional administration support role for the MCIS has been 
put in place until the next financial year.
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Workforce in 2013/14:
The focus was on securing the clinical sustainability of services to 
ensure women have equity in access to appropriately skilled clinicians 
while enabling adequate capacity to meet service demands. There has 
been ongoing development and implementation of the RWHS across 
both DHBs where promoting, retaining and building resilience in the 
workforce was a priority. An initiative to build resilience in the midwifery 
workforce has seen a pilot and proposed introduction of Midwifery 
Professional Support (supervision).

Progress to date:
The Royal Australian and New Zealand College of Obstetricians 
and Gynaecologists (RANZCOG) has awarded WDHB four years 
accreditation for the Integrated Training Programme (ITP).A 
Registrar, third year and above in their training will commence six 
month rotations starting in June 2015.
The model of care in New Zealand (NZ) for maternity services 
provides midwives with the opportunity to work as self-employed 
midwives or to work as hospital employed midwives. MidCentral 
DHB has encouraged midwives to move between the two 
workforce settings, promoting a ‘revolving door’ concept. A 
strategic midwifery workforce plan has been developed with the 
promotion of the ‘revolving door’ with a wider view of midwifery, 
respecting that the midwifery workforce is DHB wide and not 
centred on the hospital workforce alone. 
It has been a challenge to recruit experienced midwives in both 
DHBs in the latter part of 2014 to replace senior midwives leaving 
the area, retiring or requiring maternity leave. As an interim 
measure Registered Nurses (RN) have been offered temporary 
contracts to work in the maternity ward at MDHB. While we 
acknowledge the valuable input from the RNs to the provision of 
maternity care it can bring challenges to facilitate sufficient skill 
mix in the roster. Some lead maternity  
care midwives do have a casual contract and will at times cover 
roster gaps.
Otago Polytechnic midwifery students are accessing training 
and learning midwifery in Palmerston North and Whanganui. 
MidCentral and Whanganui DHBs participate in the valuable 
role of developing local midwives for the future. The RWHS 
is committed to offer new graduate midwife positions within 
the secondary care facilities by ring fencing the positions 
.This ensures that every year opportunities for employed new 
graduates to consolidate their practice from competent to 
confident within the hospital setting.
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Relationships in 2013/14:
Existing team cultures and the formation of new regional relationships 
required an insight into how communication among maternity services 
providers could be purposeful, efficient and safe. The RWHS was the 
first service to undertake a programme of team development facilitated 
by MDHB and external providers.

Progress to date:
Horowhenua maternity unit was prioritised as the first team and 
together with LMCs in the area completed an intensive session 
with the external facilitator. The team development programme 
is at the stage where they have completed the group work and 
are creating a workplace document on ‘how we do things here’. 
Midwifery operational leadership members within the RWHS 
have also commenced the team development group work. 
The team development programme was re-prioritised with the 
implementation of the MCIS in the maternity services.

Maternity Clinical Information System 
Planning for, and development of, the maternity clinical information 
system (MCIS) has been underway since December 2012. The MCIS is 
supported by the Ministry of Health, the National Health IT Board, and 
District Health Boards. 
The MCIS collects and stores women’s maternity care information 
electronically in a ‘shared electronic health record'. It is specifically used 
for women assessed antenatally in the hospital, during labour and birth 
episodes and inpatient antenatal and postnatal events. Rather than 
a paper record, health professionals providing care within selected 
sites or facilities type their assessments and plans into the MCIS. It 
is designed to record antenatal visits, care during labour and birth, 
and the postnatal care for mother and baby received while in hospital 
and/or at home. The MQSP has developed and produced an MCIS 
Consumer information brochure (appendix 4).
Access to statistical (non-identified) health information from the care 
episodes, used for regional and national reporting, will be fundamental 
to support MQSP quality improvement projects, and appropriately 
evaluate if the desired outcome is achieved.
Administration of the MCIS for 2014/15 was supported from MDHB 
with plans to employ a Whanganui-based administrator in the 2015/16 
financial year. 
TrendCare
TrendCare is a workforce planning and workload management system 
that provides dynamic data for clinicians, department managers, 
hospital executives and high level healthcare planners (TrendCare, 
2014). TrendCare provides a gold standard solution that enables the 
maternity facilities to meet the ever-increasing demands on resources 
by providing an innovative and integrated solution which facilitates 
resource planning and episode of care costing. 

QUALITY IMPROVEMENT  
ACTIVITIES OF RWHS
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MDHB was involved in research (timing studies) in order to validate 
the TrendCare tool to better reflect the New Zealand maternity model 
of care. This information gathered has provided foundational work in 
upgrading TrendCare. The upgraded version of TrendCare has been 
implemented in both DHBs and is able to capture more accurately the 
midwifery care provided. Some of the changes include better account 
of the time the hospital midwives provide supporting LMC midwives 
plus the hours LMC midwives provide care to their women when a delay 
in transferring maternity care to a hospital midwife occurs. In the future 
this information captured will provide quantitative data that will assist 
in midwifery workforce planning, but is completely dependent upon 
midwives accurately entering correct information at the time. 
TrendCare forms part of the overall Care Capacity Demand 
Management Programme (CCDM). CCDM is about improving the 
quality of care for patients, the work environment for staff and the 
organisational efficiency. That is, balancing DEMAND v CAPACITY.

CCDM ensures: 
• the right number of staff 
• who are appropriately skilled
• in the right place
• at the right time
• the appropriate resources; to meet the patients’ needs (demand) and 

deliver safe, effective and efficient care.

Midwifery Professional Support Programme
For midwifery in New Zealand there is the opportunity for the individual 
practitioner to reflect on her/his practice during the statutory Midwifery 
Standards Review (MSR) every two/three years. Through regular 
meetings Midwifery Professional Support3 is able to guide the midwife 

to discuss issues causing her/him concern, assists in developing 
coping strategies when dealing with stressful and/or traumatic events, 
opportunity to reflect on their practice, to confront experiences, 
recognize different ways of knowing and to discover meaning. 
Professional Support promotes growth in the midwife’s personality and 
their self-care thereby affecting the care of others (Calvert, 2014). 
A six-month pilot for Midwifery Professional Support commenced 
in October 2014 to be completed at the end of March 2015. All 
participants in the pilot, midwives, supervisors and the midwifes' 
immediate manager, were sent evaluation forms to complete. The data 
will be collated for an evaluative report to the RWHS leadership group 
and to the Midwifery Council of NZ, (as requested due to their interest 
in the pilot). It is anticipated that the RWHS leadership group will 
remain committed to supporting 30% of midwives to receive midwifery 
professional support in the fiscal year starting July 2015/2016.
Midwives have been encouraged to undertake education through 
Massey University to increase the multi-disciplinary pool of supervisors 
at both DHBs. Three midwives from MDHB expressed an interest in 
attending the education, no midwives from WDHB. 

3The Midwifery Council of New Zealand may request a midwife undergo 
supervision following a competency review. Therefore the word ‘support’  
has been used in this document where in references it would be supervision 
to avoid confusion or misinterpretation
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Comments to date provided by two of the supervisors:
"Great to see my supervisee so receptive to looking at change, 
not just from a professional perspective but also from a personal 
perspective".
"Great to see the ‘growth’ in my supervisees self confidence"
And by three of the midwives:
"My supervisor really helped me put into perspective something 
that I thought was really stressful by helping me to see that in 
actual fact, the day to day job we do affects lives far more than 
the decision I had to help make."
"Potential to be extremely beneficial. Great friendly supervisor."
"I am finding the supervision very useful. [My supervisor] is a 
pleasure to talk to and has really helped me bring a couple of 
troubling work issues down to size. I shall be sorry to see the 
program come to an end."

The service is committed to establishing a sustainable Midwifery 
Professional Support programme. 

Medical professional development
The Medical Professional Development Meetings (MPD) commenced 
in 2014 as part of RANZCOG requirements for ongoing ‘Practice Audit 
and Reflection4. Obstetric and Gynaecology Specialists from both 
MidCentral DHB and Whanganui DHB meet every three months on the 
first Friday afternoon of the month. These meetings are also attended 
by the Registrars in training and Senior House Officers based in the 
Department. The following are some of the activities undertaken:
Audits carried out within the two departments were presented, and 
have included:
1. Cone Biopsies carried out at MDHB and their indications, 
2. Induction of Labour and outcomes in Whanganui, 
3. The Management of Miscarriage at MCH, 
4. Antenatal Management of Diabetic Women in Whanganui. 

Departmental guidelines are reviewed including:
1. The use of Foley Catheters in the Induction of Labour
2. Vaginal Birth after Caesarean Section
3. The use of test kits in the detection of pre-term labour

The MPD meeting had the great fortune to have Dr Michelle Wise run a 
workshop looking at vaginal birth after caesarean section, and how the 
RWHS might move toward lowering the caesarean section rate in this 
group of women.
Overall the MPD meetings have proven to be very productive in the 
dissemination of information not only between consultants in the 
department, but also between the two DHBs. The aim is to continue 
using this forum to aid the dissemination of information, encourage 
ongoing medical education and support one another in the goal of 
providing the best care possible with the resources available.

4For further information regarding medical professional development please 
refer to the Royal Australian and New Zealand college of Obstetricians and 
Gynaecologists (RANZCOG) – www.ranzcog.edu.au and the Medical Council 
of New Zealand (MCNZ) – www.mcnz.org.nz
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Pregnancy and Parenting Programmes
Programmes are facilitated by a number of community agencies such 
as the Maternity Resource Centre (Mamaternity), Community Birth 
Services and Parents Centre (privately funded). They cover information 
for pregnancy, labour and birth, including a tour of the delivery suite at 
Palmerston North, Horowhenua or Dannevirke Community Hospital.
Topics covered include, but are not limited to:
• labour and birth • birth stories
• choices and decisions • vitamin K and immunisation
• water birth • hospital visit
• breastfeeding  • newborn infant care.

Maternal Mental Health Services
Perinatal/Maternal Mental Health is a service for expectant mothers or 
those up to one year following birth, who are experiencing difficulties 
with mental health and/or addictions issues. Perinatal/Maternal Mental 
Health's aim is to support those experiencing such difficulties to return 
to optimum wellbeing. Further detailed information on page 22.

Screening
Screening programmes can find out whether mothers or babies have 
an increased chance or a low chance of having the particular condition 
being screened for.
Further testing is always required to find out whether or not the 
condition is actually present. Then if a condition is found, management 
and treatment options can be discussed with the individual/
family involved by the relevant health practitioner. Screening may 
find conditions which can be treated before the baby develops a 
preventable illness or disability. 

For example: 
• Screening pregnant women to see if they have HIV and offering 

treatment will reduce the number of babies born with HIV or getting 
HIV through breastfeeding. Screening could prevent several babies 
from getting HIV in New Zealand each year. 

• Newborn hearing screening picks up hearing loss in babies and 
young children at an early stage. This means help such as resources, 
parent support groups, hearing aids, cochlear implants and the 
introduction of sign language can be offered as soon as possible. 

• Newborn metabolic screening enables certain conditions that can be 
harmful to babies to be picked up and treated early, reducing illness 
and sometimes death. 

MATERNITY RELATED  
SERVICES PROVIDED IN  
BOTH THE COMMUNITY  
AND HOSPITAL SETTING
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Antenatal HIV Screening
MidCentral DHB was part of the later roll-out of the screening 
programme, and was required to adopt an “opt on” approach to 
screening. Pregnant women are offered the HIV test in conjunction with 
their first group of antenatal testing. This requires a separate box be 
checked on the laboratory form. 
During the financial year 2013/14, maintenance of the AHIV screening 
programme included:
• Ongoing education for general practitioners (GPs) and midwives at 

individual/group practices
• Regular data and narrative reports to the National Screening Unit 

(NSU)
• Quarterly newsletters to GPs and midwives
• Quarterly letters to GPs and midwives, including individual uptake 

figures
• Support, information, and advice regarding giving reactive/positive 

results.
Screening uptake for both GPs and midwives has remained fairly stable 
between 80 and 89%. The introduction of the quarterly letters including 
individual uptake figures in 2012, engendered a sharp rise in uptake 
percentage, and this has been maintained.

 

Table 6 Antenatal HIV Screening 2014

Serology Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

GP 1st Antenatal 
total

178 138 136 116 132 129 147 152 157 166 124 141

GP 1st Antenatal 
incl. AHIV

140 109 97 94 105 104 123 127 132 142 104 120

GP subseq.  
Incl. AHIV

2 6 4 2 4 6 1 4 7 5 2 6

Midwife 1st  
Antenatal total

108 111 130 104 134 112 129 107 140 129 109 106

Midwife 1st  
Antenatal incl. 
AHIV

93 86 107 91 114 90 114 90 118 107 92 88

Midwife Subseq. 
Incl. AHIV

2 1 1 0 1 1 4 2 2 2 3 2
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The Universal Newborn Hearing Screening Programme (UNHSEIP) 
aims to identify newborns with hearing loss early so they can get the 
help they need as soon as possible to help their language, learning 
and social development. This is important for the children as well as 
their families/whānau and society. The New Zealand programme was 
designed to identify moderate or more severe permanent congenital 
hearing loss, which affects approximately 1 in 1000 babies born. In New 
Zealand up to 170 babies are born each year with a significant hearing 
loss, with Māori and Pacific babies and children being more likely to 
have a hearing loss than other children.
The UNHSEIP (Universal Newborn Hearing Screening and Early 
Intervention Programme) aims to identify newborns with hearing loss 
early so that they can access appropriate assistance as soon as possible, 
leading to better outcomes for these children, their families/ whānau 
and society.

The core goals of the UNHSEIP are described as “1-3-6”, goals which 
are based on international programme measures.
• 1-Babies to be screened by one month of age.
• 3-Audiology assessment completed by three months of age.
• 6-Initiation of appropriate medical and audiological services, and 

early intervention education services by six months of age.

The service provides screening in the Maternity Ward and the  
Neo-natal unit, at Palmerston North Hospital. As well as outpatient 
clinics in the Audiology Department and also hold an outreach clinic 
at Levin, at the Horowhenua Health Centre. Issues impacting on the 
service:-
• There have been equipment and protocol changes which will benefit 

the service as these will speed up the screening process
• Lack of staffing has led to babies not being seen on the maternity 

ward and having to be followed up in the outpatient clinics. Another 
screener has been employed and is due to commence work in June 
2015.

UNIVERSAL NEWBORN 
HEARING SCREENING AND 
EARLY INTERVENTION 
PROGRAMME

Statistics for the year 01 October – 31 December 2014 (Taken from quarterly report)

Live births 529

Offered screening 529

Declined screening 2

Screening completed 354

Screening not completed (including DNAs) 173

For targeted follow-up due to risk factors 15

Hearing loss diagnosed 2
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Community midwives – DHB employed
The Palmerston North and Feilding MDHB Community Midwives 
provide a robust service to the women of the region identified as 
high risk. Most women come through the secondary care clinics. Plus 
postnatal care to women under the care of the local GP LMC. The 
community midwives see women at home in the postnatal period and 
occasionally provide antenatal care at home. They also work alongside 
the nurses and midwives in the hospital antenatal clinic/diabetes 
clinic. They receive referrals from GP LMC’s, women who have been 
transferred to secondary maternity care, women who chose to be under 
their service and for those women who birth at the hospital without an 
identified LMC. Further detailed information on page 18.

Lactation Consultancy Service
The Lactation Consultancy Service operates under the DHB women’s 
and child health service. The service is designed to assist women to 
realise their breastfeeding goals by supporting the breastfeeding 
mother and baby, providing staff with the skills needed to protect and 
support the process. Three International Board Certified Lactation 
Consultants work for the service currently on a part-time basis. 
Two, work primarily in the Women’s Health Unit (WHU), working 
with predominantly healthy term babies and mothers to establish 
breastfeeding. The other consultant works in both the WHU and 
Neonatal /Child Health area where they concentrate on supporting 
staff and mothers of unwell or premature babies in the neonatal unit 
and with the unwell /compromised baby in the children’s ward, child 
assessment unit and with the paediatric home care team. 
The WHU Lactation Consultants provide a breastfeeding talk Monday 
to Friday at 10 am on the maternity ward. Anyone can attend and 
we encourage support people to come along with the mother and 
baby. The talk is open to antenatal women who for some reason may 
anticipate difficulties or just want to be prepared. The consultant will 
spend time after the session with these women to listen to and discuss 
their concerns. Individual appointments are made to fully explore any 
issues identified.
Other times they will help with any complicated breastfeeding problems 
in the ward (with the staff member present ideally so they can learn 
technique to help the women under their care in the future) and are 
on call for other areas of the hospital. They also hold a clinic with 
women coming from the community to see them. Access to the clinic is 
generally by referral from LMC, GP, Well Child providers and self-referral 
by the mother.
All the Lactation Consultants are responsible for breastfeeding 
education of all staff, maintaining breastfeeding standards, developing 
programmes, policies, databases, and generally promoting protecting 
breastfeeding with staff and the community. During 2014 the Lactation 
Consultancy service received referrals and had initial assessments with 
807 women, with 506 follow-up appointments. The referrals were from 
the Maternity Ward, NNU, antenatal clinic, Child Health and from other 
hospital wards.
Lactation Consultancy Services are also provided in the community 
through a contract with Community Birth Services. The centre's focus is 
on supporting mothers and infant, and peer support opportunities. 
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Pasifika services
The Pasifika Maternal and Child Health (PMCH) service with the Central 
Primary Health Organisation provided for a vulnerable group, the 
Pasifika mothers in the region. Priorities for the Pasifika service are:

1. Antenatal education (Pregnancy and Parenting Programmes)
 Some progress has been achieved with a number of pregnant Pasifika 

mothers who were referred to and attended antenatal education in 
Palmerston North and Levin. There is a need for more awareness of 
the existence of the antenatal classes from the midwives who need 
to advise and send Pasifika mothers to such classes as a matter of 
priority. 

2. Lead Maternity Carers
 Increasing numbers of Pasifika mothers are referred to the service 

from communities and friends for LMC registration and support. 
The Pasifika service would like to highlight the need for LMCs and 
all those providing health care service for vulnerable groups such 
as Pasifika mothers and children to be culturally responsive and 
sensitive to differences in communication among such groups.

3. Newborn triple enrolment
 The newborn enrolment coordinator works closely with the Pasifika 

service to ensure that all Pasifika newborns, whether born in 
MidCentral DHB region or transferring from another region of NZ is 
enrolled into GP practices as well as with a Well Child provider. 

4. Family planning and women’s health services
 The gap in the provision of a women’s health service is seen as an 

important area that needs to be addressed urgently for Pasifika 
women. There are many areas within Women’s health which can be 
met by closing the gap in the health service and they include: Family 
Planning counselling, cervical smear, breast screening, postpartum 
clinics to screen women and provide early family planning counselling 
and post-delivery trauma, and perinatal mental health assessments.

5. Pasifika Outreach Health Clinics
 The operation of the two outreach clinics every week in Levin and in 

Palmerston North has been useful in getting the Pasifika population 
to engage with health-care providers and served as a drop-in 
centre for mothers and children. Eczema specialist nurses and other 
services have been able to take their clinics out of practices into the 
community where Pasifika mothers have the confidence to allow their 
children to be examined by these nurses. Moreover, Pasifika families 
prefer to come to the Pasifika outreach clinics because they are 
familiar with the clinic environment.
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This section includes a summary of the National Maternity Collection 
for 2013 by the MoH of data relating to women registering with a LMC, 
the NZ Maternity Clinical Indicators for DHB outcomes in 2012, in-house 
birthing facility outcomes, and Perinatal and Maternal Mortality Review 
Committee (PMMRC) findings for 2012. 

New Zealand Maternity Clinical Indicators 
The MoH produces an annual report on New Zealand Maternity 
Clinical Indicators covering procedures and key maternity outcomes 
for DHBs and secondary/tertiary facilities. Indicators 2-9 cover standard 
primiparae giving birth in hospital, indicators 10-14 are for all women 
giving birth in hospital and indicator 15 covers all babies born in 
hospital.
Standard primiparae are a group of women considered to be clinically 
comparable, and who are expected to require low levels of obstetric 
intervention (MoH, 2014). Further defined as women who meet all of the 
following inclusions:

• delivered at a maternity facility
• aged 20-34 years at delivery
• a single baby presenting in cephalic (head down) position 
• no known prior pregnancy ≥20 weeks gestation
• deliver a live or stillborn baby at term gestation: between 37 and 41 

weeks 
• have no recorded obstetric complications in the present pregnancy 

that are indications for specific obstetric interventions, eg Diabetes, 
pre-eclampsia.

The Maternity Clinical Indicators compare a range of procedures and 
outcomes for women and their babies, from normal birth to those 
that require interventions such as forceps or caesarean section. The 
indicators provide DHBs with standardised data so that they can see 
how their maternity services compare to others in New Zealand, and 
where they should review services. 
The figures on the next page show that our normal (spontaneous 
vaginal birth that may include interventions such as an epidural) delivery 
rate for standard primiparae is above the national figure of 65.9%. 
Two indicators are examined in more detail as they show variance from 
the national average: 
• Indicator 1: Registration with a Lead Maternity Carer in the 1st 

trimester of pregnancy
• Indicator 5: Standard primiparae who undergo induction of labour
• Indicator 8: Standard primiparae sustaining a 3rd or 4th perineal tear 

and no episiotomy.

MIDCENTRAL DHB REGION 
DATA AND INFORMATION
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NZ Maternity Clinical indicators MidCentral DHB

2009 2010 2011 2012

1  Registration in a Lead Maternity Carer in the 1st trimester 
of pregnancy

65.3 64.9 67.8 69.0

2  Standard primiparae who have spontaneous vaginal birth 64.6 69.1 74.6 67.2

3  Standard primiparae who undergo an instrumental  
vaginal birth 

15.6 14.1 13.2 15.7

4  Standard primiparae who undergo caesarean section 19.7 16.1 12.2 16.7

5  Standard primiparae who undergo induction of labour 3.4 2.3 4.1 5.6

6 - Standard primiparae with an intact lower genital tract  
(no 1st- or 4th-degree tear or episiotomy 

28.8 38.0 28.9 28.9

7  Standard primiparae undergoing episiotomy and no  
3rd- or 4th-degree perineal tear and no episiotomy

25.0 20.4 26.4 23.0

8  Standard primiparae sustaining a 3rd- or 4th-degree 
perineal tear and no episiotomy

4.2 5.5 3.9 3.8

9  Standard primiparae episiotomy and sustaining a 3rd-  
or 4th degree perineal

1.3 1.2 1.8 0.4

10  Women having a general anaesthetic for caesarean section 9.2 8.5 7.7 10.7

11  Women requiring a blood transfusion with  
caesarean section

4.3 3.3 4.5 3.0

12  Women requiring a blood transfusion with a vaginal birth 1.5 2.2 1.5 1.8

13 - Diagnosis of ecalampsia at birth admission - - - -

14 - Maternal tobacco use during postnatal period 19.1 20.4 20.2 20.2

15  Pre-term birth 9.4 7.1 7.0 8.4
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Registration with a Lead Maternity Carer in the 1st trimester-
Indicator 1
The chart on the next page demonstrates that MDHB is on the way to 
achieving the goal of 80% of pregnancy women registering with an LMC 
by the 12th week of their pregnancy. 

This has been achieved by:
• the promoting the concept of early pregnancy registration with the 

community through the ‘5 in 10’ campaign 
• engaging with GP teams
• developing Map of Medicine Pathways.

Clinical Indicators 1-15
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The following table below shows recent data regarding Indicator 1: 
Registration with a Lead 
Maternity Carer in the first trimester of pregnancy-LMC registration 
between 1 January 2014 & 31 December 2014
The following table below show recent data regarding Indicator 1: 
Registration with a Lead 
Maternity Carer in the first trimester of pregnancy-LMC registration 
between 1 January 2014 & 31 December 2014.

Standard primiparae who undergo induction of labour-Indicator 5
At MDHB, rates of induction of labour (IOL) among standard primiparae 
have fallen below the national average (Report on Maternity 2012); 
however the National Maternity Monitoring Group (NMMG) has noted 
a upward trend toward an increase in the number of first-time mothers 
undergoing induction.
As there is no national or international agreed rate of induction for first-
time mothers, the following are possible explanations for this trend:
• Induction of labour of women with gestational diabetes mellitus 

(GDM). The number of women with GDM or pre-existing diabetes 
has increased over the years and inductions are performed around 
term (usually 39 weeks’ gestation). However, not all those with GDM 
are first-time mothers. In late 2014 the Ministry of Health released 
the National Consensus Guideline for Diagnosis and Management of 
Gestational Diabetes Mellitus, MDHB in the process of implementing 
these guideline. 

• MDHB has moved toward inducing women (again, not all are first-
time mothers) at or soon after 41 weeks’ gestation rather than closer 
to 42 weeks’ gestation as the research shows that by doing so we will 
reduce our caesarean section rate and prevent an increase in perinatal 
deaths.

• MDHB is potentially inducing more women with small for gestational 
age (SGA) and intrauterine growth restricted (IUGR) babies based on 
our increasing use of the GROW charts . The senior doctors/midwives 
are considering an audit to compare MDHB induction of labour 
rates now for SGA/IUGR compared with 2012 and 2009, and look at 
the accuracy of ultrasound in its prediction of fetal size estimation. 
The plan would then be to look at all babies born and see if we 
are actually picking up more SGA/IUGR infants, or simply inducing 
women unnecessarily.

• A recent study published in 2011-The Hypertension & Pre-eclampsia 
Intervention Trial at near term (Hypitat II) also showed induction of 
labour between 37-40 weeks’ gestation is protective in the group 
of women who have hypertension (of any sort) in pregnancy. These 
conditions are more common in primiparae and elderly women. This 
maybe another reason for the trend increase.

 Registration with a Lead Maternity Carer 2014
Percent of pregnant 

women registering with 
an LMC in their first 

trimester

Number of women 
registered with an LMC in 

their first trimester

Number of women 
registered with an LMC

MidCentral DHB 76% 1678 2209

Total NZ 71% 43619 61588

Sourced from maternity claims, as per IPIF Healthy Start Indicator. It includes women who do not go on to give birth.
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Third and fourth degree tears among primiparae-Indicator 8
During 2014 a small team of doctors led by a specialist obstetrician 
at Palmerston North Hospital conducted an audit of women who 
experienced third and fourth degree perineal tears at Palmerston 
North Hospital in 2012.The results have been recently published and 
presented to the medical staff. As a result of this audit a perineal record 
form and a patient information leaflet are being developed, with a 
further audit once the perineal record form has been in use. The chart 
below show how we compare nationally with other DHBs.
Third- or fourth-degree tear and no episiotomy among standard 
primiparae giving birth vaginally, 2012

5Customised charts (GROW) indicate the exact Gestation Related Optimal 
Weight for each baby, by: 
• Adjusting for characteristics such as maternal height, weight, parity and 

ethnic origin 
• Predicting the growth potential by excluding pathological factors such as 

smoking and diabetes. 
GROW charts 
• Improve the antenatal detection of fetal growth problems 
• Avoid unnecessary investigations and 
• Reduce anxiety by reassuring mothers when growth is normal.
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Perinatal and Maternal Mortality Review Committee findings
The PMMRC, reports on the outcomes for mothers and their babies 
in New Zealand. Perinatal related death (PRD) is the total number of 
babies who die from 20 weeks in pregnancy (including terminations and 
stillbirths), or within the first 27 days of life per 1000 total babies born.
The rate of PRD for women residing in the MidCentral region in 2012 
was below the national average, with an annual rate of 10.02 per 1000 
births. This reduction in PRD moved MDHB from the third highest PRD 
rate in the country in 2011 to the fifth of 21 DHBs. The most common 
cause of perinatal death is congenital abnormalities, spontaneous 
pre-term birth and unexplained stillbirths. Factors found to significantly 
contribute to this rate are: 
• smoking in pregnancy
• overweight/obesity at start of pregnancy and excessive weight gain 

during pregnancy (BMI >25)
• women living in deprivation
• women of Indian, Māori and Pacific ethnicity
• women having their first baby.

Perinatal Related Death Rate Per 1000 Births 
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Governance
The Central Alliance Agreement is the foundational document for the 
regional approach of the MQSP between MDHB and WDHB.

Underpinning this agreement is a commitment between the two DHBs:
• To deliver improved and equitable health outcomes across the 

communities of the combined districts
• To develop a consistent, combined districts approach to health and 

disability service planning that will result in health gains for their 
resident populations

• While remaining autonomous, both district health boards will 
develop an integrated approach to the common strategic and 
operational responsibilities of both parties.

The RWHS is another regional initiative focusing on securing the 
delivery and sustainability of high quality maternity and gynaecology 
services for women. The MQSP and the RWHS- Maternity continue to 
be developed in parallel but work closely together as per the MQSP/
RWHS Governance and Operations Structure.

Governance Structure and Clinical Leadership
The regional MQSP governance group oversee, add coherence, advice 
on resourcing, as well as identifying and guiding the development of 
key quality initiatives to include in the DHBs Annual Plan. Members 
of the MQSP governance group are also some of the members of the 
RWHS governance group. The RWHS governance group reports directly 
to the two DHB chief executives and is linked to the WDHB Community 
and Public Health Advisory Committee (CPHAC) and MDHB Hospital 
Advisory Committee (HAC), CPHAC and Clinical Leadership Council. 

The membership of the MQSP Governance Group includes:
• Regional Clinical Director of Women’s Health 
• Regional Midwifery Advisor 
• Regional Midwifery Director 
• Primary Care representative (GP currently)
• Lead maternity carer representative (dual representation held by 

midwifery advisor)
• Two consumers who will jointly have governance and maternity sector 

experience or who have been a user of maternity services (current 
vacancy for a consumer identifying as Māori) 

• Maternity Quality Coordinator/s – ex officio.

The structure and interaction of the MQSP within its wider environment 
is outlined to the right. 

MATERNITY QUALITY AND 
SAFETY PROGRAMME 
GOVERNANCE AND  
OPERATIONS 2014/15
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MQSP/RWHS  
GOVERNANCE AND  
OPERATION STRUCTURE 2014
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Key activities supported by Governance in 2014/2015
• Production of the first DHB Annual Maternity Report.
• Top ‘5 in 10’ key messages for early engagement with maternity care.
• Back of bus advertising.
• Bilingual business cards, flyers and posters (appendix 5).
• Map of Medicine Early Pregnancy Pathway developed to ensure 

all practitioners involved with women in the first 10-14 weeks of 
pregnancy know what screening to offer and to encourage early 
registration with a LMC. The Map is currently out for consultation 
with the aim of a final draft being available at the end of June 2015.

• Research work is in progress to investigate the use of QR code/4digit 
text number/www address on the packaging of pregnancy tests to 
link women taking a pregnancy test to a website. The aim is for the 
website to provide clear information to all women regardless of their 
pregnancy status to enable them to seek the appropriate help and 
advice early.

• PROMPT (Practical Obstetric Multi-Professional Training) ‘Train-the-
Trainer’ workshops in Australia. 

Four members of staff from MDHB and WDHB each will be funded 
in 2015 to attend with the purpose of building capacity to continue 
facilitating the in-house training days. The multi-professional staff 
training is a viewed as a key enabler to reduce mother and baby 
morbidity and mortality, and improve outcomes.
• Smokefree liaison engaging with women in maternity units to reduce 

the re-uptake of smoking after the birth of baby or to initiate smoking 
cessation if this has not been up taken in the past.

• Development and production of a MCIS Consumer information 
brochure.

• Promotional marketing of maternity facilities within each district 
(including updating both DHB maternity website content)

• Participation in local audits of late pre-term birth rates, indications for 
caesarean sections inclusive of use of general anaesthesia, inductions 
of labour, blood loss at time of birth and Gestational Diabetes 
Mellitus.

• Development of a shared maternity experience survey form for 
inpatient hospital stay.

Roles to support the Maternity Quality and Safety Programme
Jointly, MDHB and WDHB have contributed to the implementation of a 
regional MQSP, by providing the following dedicated resources: 

Maternity Quality Coordinator 
The regional Maternity Quality Coordinator role has devolved to 
a coordinator based at each DHB site. The coordinator provides 
leadership, coordination and support to the development and 
implementation of the MQSP.  

Key accountabilities of the role include:
• managing the implementation of the MQSP
• participate in the implementation of the MCIS to enable the 

collection and reporting of maternity data from across the sector 
• analyse and provide high level maternity data and information 

reports to the locality group.
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• prepare and contributes to MoH, governance group and locality 
group reporting 

• works with consumers to establish feedback and review processes on 
corrective actions

• develop mechanisms to communicate effectively with all hospital 
based practitioners including both medical and midwifery 
professions, community, consumer and advocacy groups

• work with the quality and clinical risk staff to participate in quality 
improvement activities related to maternity services 

• responsible for continuing quality and safety education.

Administration and information technology
Initially administrative resource for the MQSP was provided by WDHB 
while the information technology component was supported by MDHB. 
As of February 2015 the regional administration role was disestablished 
and each DHB provides local support as required. The regional data 
analyst role was disestablished due to the incompatibility of our DHB 
systems and the output of this role did not meet expectations despite 
everyone’s best efforts.

Locality groups
The locality groups guide, inform and drive the development and 
implementation of local initiatives and the integration of the national 
quality improvement framework to continue to improve the quality and 
delivery of maternity services. Each DHB has a locality group and quality 
initiatives are undertaken by a working group with members from the 
wider DHB (if appropriate). The engagement of members across the 
wider DHB and in the hospital maternity services has decreased over 
the past 12 months and ways are being considered to approach this 
engagement differently.

Consumer representation
At MQSP governance level there is the opportunity for consumer 
members to share, explore feedback actively sought from their wide 
spread consumer networks and problem solve/provide informed 
consumer input. For an example of a member profile refer to appendix 6.
Consumers have been supported by attending Health and Disability 
Consumer Representative Training. This training consisted of four 
modules Health and Disability context, Experience base, Evidence 
base and Partnership and was delivered over four days. The focus 
was about growing consumers to be able to constructively contribute 
to results, and learning the different ways in which consumers can 
present information and be involved. Further funding support has been 
provided to consumer members for travel and expenses to attend 
monthly meetings, local and national forums. 
Two consumer members attend monthly MQSP locality group meetings 
in Palmerston North and are connected to the wider national MQSP 
consumer network via online media. In addition, the Pasifika Navigator 
and Māori Health agency members bring the needs of Pasifika and 
Māori mothers to the attention of maternity service providers through 
contribution to the MQSP.
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Consumer members are involved in some key projects such as working 
groups for the ‘Top 5 in 10’, maternity care, wellbeing and child 
protection and maternity experience survey, and reviewing of maternity 
clinical indicator findings. A large piece of work has involved two MQSP 
consumer members contributing to the MCIS Consumer Advisory 
Group, alongside the three consumer representatives from the National 
IT Health Board’s Consumer Panel to provide advice to the Maternity 
Information Systems Programme (MISP) Steering Group;, with one 
consumer providing advice to the Maternity Clinical Reference Group.
Local consultations across MidCentral and Whanganui DHBs in the 
initial planning phases of the regional MQSP informed the strategic 
plan 2012 – 2015. Quality improvement priorities additional to the 
foundation elements; such as establishing governance were identified 
and became the focus of quality improvement initiatives. The MQSP 
strategic plan 2012-2015 was therefore overzealous in the number of 
outcomes that could be achieved across the two DHB regions. The 
successes out of the strategic plan have been limited primarily due to 
a lack of time resource and reprioritisation of resources (eg IT) to serve 
the implementation of the RWHS and adoption of the MCIS project.

Progress on MQSP deliverables for 2014/15
Outlined below is a list of the planned deliverables from the MQSP 
strategic plan. Progress to each of the deliverables is described in the 
list below:

MQSP integration into everyday business
• Planning in progress

Time for planning integration has been extended 
with the provision of a further three years funding of 
the MQSP by the MoH

Early registration with a LMC
• Engage with general practice teams
• Develop Map of Medicine pathway
• Develop information leaflet to go with 

pregnancy testing kits in the community 
• Investigate the use and potential pilot of QR 

code (funding being sought to progress this 
initiative) 

• Promote the concept of early pregnancy 
registration consistently within the community 
'top 5 in 10'

‘Top 5 in 10’ education sessions continued in forums.
Early pregnancy pathway final draft completed May 
2015. Pathway anticipated to be accessible by year 
end.
The Map of Medicine pathway content and QR code 
will lead into the information leaflet. 
Investigations continuing into QR code development 
in conjunction with a research team from a tertiary 
education provider.
‘Top 5 in 10’ launch across DHBs – public education 
at expos, bus advertising, Let’s Talk About Health 
publications.

Emergency maternity care
• Educate all practitioners on emergency 

transport processes
• Maternity representation on MDHB – St John 

liaison committee

The group MDHB – St John Liaison Committee has 
not convened.

Early adopter maternity clinical information 
systems
• Implement MCIS (formerly known as Badgernet)
• Support change process

Commenced implementation Oct-Nov 2014 across 
RWHS site facilities.

    Maroon = In progress         Turquoise = Achieved           Grey = To be achieved 
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Dashboard and goal monitoring
• Prioritise and monitor KPIs alongside the RWHS 

Audit and Case Review Committee

Deferred until MCIS implemented and front end 
reporting accessible. 
Dashboard will be developed by RWHS Audit 
and Case Review committee once MCIS reporting 
accessible.

Continuity of care for all secondary care 
women
• Women to remain with their LMC if at all 

possible
• Women whose care is a transfer of clinical 

responsibility to a specialist have LMC 
midwifery input as concluded following a three 
way discussion

• Community midwives at MDHB meet 
antenatally with women who will be under their 
care postnatally

WDHB current practice; increasing number of 
women remain with their LMC in MDHB with clinical 
responsibility being with the specialist obstetrician.

New practice model has been implemented.

Improved consumer engagement
• Engage consumers in the RWHS committee 

structure

Access to accommodation for rural families
• Overnight policy consistent across all facilities 

in the sub-region

DHB site specific policies.
WDHB – all women entitled to overnight support 
and onsite accommodation available at Māori Ora 
and Ozanam Villa.
MDHB - fire safety regulations for the Women’s 
Health Unit in Palmerston North Hospital do not 
accommodate for all women to have a support 
person stay. Criteria based approach. Recliner chairs 
are being well utilised for overnight stays.
Motel rooms for whānau of babies in NNU continue 
to be reserved.

Maternity workforce and professional 
development
• Develop a positive team culture across both 

DHBs
• Evaluate current orientation to maternity 

services to identify areas of improvement such 
as familiarising medical staff with the NZ model 
of care 

• Align the RWHS with the Central Region 
Strategic Midwifery Education Plan

Employed and self-employed midwives in 
Horowhenua and the RWHS midwifery leaders have 
commenced the team development programme.

Being led by MDHB.

Achieving the national maternity standards
• Identify deficits to fully achieving the maternity 

standards
• Group and prioritise the unachieved standards 

to ensure high risk standards are achieved 
ASAP

• Ensure consistency of systems and processes to 
align standard outcomes

• Assess best practice across the regions and to 
roll this out

Standard one 8.4 publication of the first annual 
maternity report achieved.
Implementing the Tuia framework for the RWHS  
with support from the Directors of Māori Health 
at MDHB and WDHB address a number of the 
standards.
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MQSP/RWHS Priorities, deliverables and planned actions for 
2015/16 
Implementation of the Tuia framework for RWHS
• Set priorities for Tuia action plan.

Implementation of national Gestational Diabetes Mellitus guideline
• A project manager has been appointed and a steering group has 

held the first meeting in MDHB. 

Promote LMCs and birthing facilities in women’s DHB of residence
• Update DHB website maternity services pages.
• Promotional marketing of facilities via media.

Continue to support MCIS implementation
Continue to promote the ‘Top 5 in 10’ key messages
Establish an active birth room on delivery suite at Palmerston 
North Hospital
• A proposal is underway, initiated by the MMPC to establish an Active 

Birth Room on Delivery Suite at Palmerston North Hospital. As part of 
mapping the women’s journey.

3rd & 4th degree tears audit results, planned improvements and 
implementation - Presentation of audit and findings to be presented to 
midwives for feedback. There is a plan to develop a perineal tear form 
to streamline the diagnosis of 3rd and 4th degree tears, management 
and follow-up. To fit alongside this a patient information leaflet about 
3rd and 4th degree perineal tears is being developed. 

Improving clinical indicators to promote active birth and increase 
primary births
• Active birth workshops/active birth equipment for delivery suite.

Reduce emergency caesarean section rate 
• One of the junior doctors is currently undertaking an audit of 

primary caesarean sections, quality improvement strategies can be 
implemented once the results are published and evaluated. 

• Supporting/Promoting the development of a Primary Birthing Unit in 
Palmerston North. 

• Commencing the Birth After Caesarean clinic a priority.

Annual Maternity Report presentation day: this is being arranged 
for November 2015.
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Diabetes in pregnancy can have a major impact on the mother and 
the baby. The aim of the team is to develop a positive therapeutic 
relationship with the women, give the best evidence-based care with 
compassion. As a team we want to lessen the short and long term 
health consequences for the mother and her family, and, as a result 
may reduce the impact of long term diabetes health problems in the 
community and health service. 
Women with pre-existing type 1 and type 2 diabetes have an increased 
risk of adverse pregnancy outcomes, including miscarriage, fetal 
congenital anomaly and perinatal death (NICE, 2008). 
The Diabetes Antenatal High Risk Clinic is held at the Women’s 
Health Unit, Palmerston North Hospital weekly and is usually of at 
least three hours duration. This is a joint clinic with an obstetrician, 
midwives, endocrinologist/NP, Clinical Nurse Specialist (CNS) and 
diabetes specialist dietician in attendance. The team is made up of 
Endocrinologist (Veronica Crawford), Specialist Diabetes Dietician 
(Shelley Mitchell), and Clinical Nurse Specialists, or Nurse Practitioner, 
and Midwives. The Consultant Obstetrician Team is also involved, 
and makes obstetric decisions, after discussion with the women, and 
the Diabetes Team. Evidence shows that infants whose mothers with 
diabetes received dedicated specialist multi-disciplinary pre-pregnancy 
care showed significantly fewer major congenital malformations 
(approximating to the rate in non-diabetic women) compared to infants 
whose mothers did not receive such care (SIGN, 2010).
Women with Type 1 diabetes are usually under the secondary care 
service throughout their pregnancy due to the intensive input they 
require. Those women who are already diagnosed as Type 2 Diabetics 
come to the clinic early in pregnancy, if well controlled they can remain 
with an LMC midwife with input from the Diabetes clinic. 
Women with Gestational Diabetes are often diagnosed following the 
polycose screening test at 28 weeks gestation. Once diagnosed, they 
can remain under the care of their LMC midwife or their care maybe 
handed over to the secondary care service once treatment is started. 
Gestational diabetes rates have been increasing over the past five years, 
in particular the last two years with an annual increase of 13.9% per 
annum (Drury, 2013). The total number of pregnant women admitted to 
the Diabetes & Endocrinology Service has more than tripled over the 
past 10 years.
Intensive Diabetes CNS/NP and specialist dietician follow-up is 
provided throughout pregnancy via clinic attendance weekly and 
telephone follow-up every second day to assess glycaemic control and 
change insulin doses or commence medication as needed; ketosis; 
insulin to carbohydrate ratios; adjusting food intake to accommodate 
hyper emesis; decreased foetal movements; signs of pre-eclampsia etc. 
Maintaining excellent gylcaemic control (blood glucose between 4-6.7 
mmol/l) is particularly challenging for women with pre-existing type 1 
or 2 diabetes as the placenta is an endocrine organ ‘de novo’ and its 
effects completely changes their usual management. There is also the 
high risk of hypoglycaemia which is also teratogenic to the developing 
foetus and baby and needs to be avoided as much as possible. 
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Challenges for the Service
• The New National Guidelines for Treatment of Women with 

Gestational Diabetes were published early this year, and are in the 
process of being implemented. There is to be a multi-disciplinary 
group project to discuss strategic planning for implementation of 
these guidelines. A project manager has recently been employed to 
oversee this process. We are expected to have an increase of 33% 
of women needing specialist diabetes services. Resourcing these 
changes will be a major part of these discussions.

• The length of the clinic (approximately three hours) is of concern and 
issues around the lack of space in the waiting area of the Women’s 
Health clinic compounds this. 

• The prevalence of type 2 diabetes is increasing in women of 
reproductive age and perinatal outcomes may be equivalent or 
worse than in those with type 1 diabetes (SIGN, 2010). Gestational 
diabetes complicates from 8–25% (depending on diagnostic criteria) 
of otherwise normal pregnancies and its management involves 
specialist diabetes nursing, medical and specialist dietetic care, 
monitoring and education to avoid adverse outcomes for the mother 
and/or baby (Ministry of Health, 2014. 

• Palmerston North Hospital has recently adopted the new national 
maternity clinical information system (MCIS) which is an electronic 
record for all pregnant women. The Diabetes & Endocrinology 
Service currently does not have access to this system. Discussions 
are underway with the Women’s Health team to explore options 
on how clinical documentation can be improved between the two 
departments.

• The diabetes service has 0.5 CNS FTE allocated to the care of 
pregnancy but this is insufficient and we are struggling to meet 
demands as our numbers continue to increase.
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Existing document is due for review, or
Existing document is identified as obsolete, 
or need identified for new document is this 
a regional document? 

YES

RWHS Document Template to be used. File formats accepted: 
.doc, pdf Document delegated to reviewer/author

Document sent to MDHB Document Control Coordinator to 
assign document number. 

NB: both paper and electronic version of document must be sent

WHU PA circulate draft document for feedback and collates 
responses (include Quality & Clinical Risk Co-ordinator to allocate 

Document updated on MDHB DMS

WHU PA Communicates to all SMO, LMC, CM (for their dissemination and 
replacement of any paper copies) that the revised/new document is on the 

DMS and tabled at the Service Improvement Meetings

Reviewer/Author amends document according to feedback

MDHB Document Control Coordinator to send scanned copies of 
MDHB/WDHB approval forms and electronic copy of document 

with MDHB/RHWS document number to WDHB Document 
Control Coordinator

WHU PA to be advised

Finalised updated or reviewed document sent to Document 
Management Committee for approval

WHDB Document Control Coordinator to feedback to WHU PA

Final document sent to RWHS Leadership Group for sign-off 

Document upload on WDHB DMS.

Follow routine 
DHB review 
processes
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Other resource: www.mamaternity.org.nz/find-a-midwife

For more information, visit

www.findyourmidwife.co.nz
or  

contact 0800 MUM2BE 
(0800 686 223)

Pregnant...
5 

things to do 
               within the first 10 weeks.

The top “5 in 10” list doesn’t 
change no matter how many 
times you have given birth, your 
age, ethnicity, or where you live.

1.   Find a Lead  
Maternity Carer.

�2.  Consider early 
pregnancy screening.

3.  Take iodine and 
continue folic acid.

4.  Eat well  
and exercise.

�5.  Avoid smoking, 
drinking and 

 other drugs.
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Jenny Warren
My name is Jenny Warren and I am a consumer representative on the 
Governance Group for MidCentral and Whanganui DHB's Maternity 
Quality and Safety Programme. I have been involved with this from 
the very beginning and especially enjoyed the process of mapping 
the women's journey which meant going into the communities 
within our region and hearing directly from the consumers what their 
experience was and how they would like it to be. I initially started on 
the Working group and the special interest workstream groups which I 
was involved with were SUDI and consumer engagement. Within SUDI 
we organized and ran a successful Wahakura workshop in Levin where 
weavers came and learnt the skill of weaving wahakura which they 
then left as taonga for whānau within the Horowhenua. I also lead the 
Consumer Engagement workstream which should always be a work in 
progress of how we can continue to ensure we get adequate consumer 
representation and input into the decisions within our maternity 
framework. I am a Childbirth Educator in Palmerston North and Levin, 
a Consumer Midwifery Standards Reviewer and facilitate a Parenting 
Programme in Manawatu Prison. It is the voices from this wide group  
of people that I bring to the table to try and make a positive difference 
to the maternity journey which women and their whānau within our  
DHB experience.

Introduction for Kelly Wylie
I live in Pahiatua with my husband Andrew and our four sons aged 
from two through to 13 years.  After completing a Degree in Business 
Psychology at Massey, I worked in HR and recruitment, both overseas 
and back home in Wellington. After having our first son, I returned to 
study Childbirth Education and began teaching the antenatal classes 
in Pahiatua in 2007, initially as part of the Community Birth Services 
team, and then under the Pahiatua Community Services Trust. During 
the day I am employed by the same Trust to run the Maternity Resource 
Centre (Tararua Maternity Services) in Pahiatua. I have been a Consumer 
Representative on the Midwifery Standards Review team for the past 
six years and began reviewing newly graduated midwives as part of 
their Midwifery First Year of Practice Programme in 2014. I am fortunate 
to meet many expectant and new parents as part of my role in the 
community and believe it is a privilege to represent these families as 
part of the MidCentral Locality Maternity Quality and Safety group.
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CEO  Chief Executive Officer
CNS  Clinical Nurse Specialist
CPHAC Community and Public Health Advisory Committee
DHB   District Health Board
FTE  Full time equivalent
LMC   Lead Maternity Carer
MCIS  Maternity Clinical Information System
MELAA Middle Eastern/Latin American/African
MDHB  MidCentral District Health Board
MoH  Ministry of Health
MQSP  Maternity Quality and Safety Programme
MSIM  Maternity Service Improvement Meeting
Multip   Multipara/multiparae
NGO  Non-Government Organisation
NMMG National Maternity Monitoring Group
NZCOM  New Zealand College of Midwives
PHO   Primary Health Organisation
PMMRC Perinatal Maternal Mortality Review Committee
Primip  Primipara/primiparae 
PROMPT Practical Obstetric Multi-Professional Training
RWHS  Regional Women’s Health Service
SUDI  Sudden Unexpected Death in Infancy
ToR  Terms of Reference
WDHB  Whanganui District Health Board
VBAC  Vaginal Birth After Caesarean

ABBREVIATIONS 
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Deprivation quintile
Groupings of areas of deprivation (quintile 1 most deprived – 5 least 
deprived).
Domicile
The mother or baby’s usual residential address.
Episiotomy
An incision made into the perineal body to enlarge the vaginal orifice 
during delivery.
Ex-officio
Holds a position but not elected, non-voting.
First trimester
The period from the LMP date until the end of the fourteenth week of 
pregnancy (1-12 weeks after conception).
Governance
Setting and monitoring the direction of an organisation.
Implementation
To carry out or to put into effect.
Inpatient postnatal
The 24 hour care a woman and baby receives if the woman remains in the 
maternity facility for 12 hours or more after the birth.
Intrapartum
During childbirth.
Lead maternity carer 
An authorised practitioner who is a general practitioner with a Diploma of 
Obstetrics (or equivalent, as determined by the New Zealand College of 
General Practitioners), a midwife or an obstetrician a woman has selected 
to provide her lead maternity care. 
Mauri ora
Life principle; material object that is a symbol of the hidden principle 
protecting vitality.
Multip
A woman that is or has been pregnant for at least a second time.
Newborn
A baby from birth to four weeks of life.
New Zealand Maternity Clinical Indicators
A set of 12 key maternity outcomes for NZ DHB's eg vaginal birth rates, 
perineal tears.
Non-Māori
Individuals who do not identify as Māori.
Obstetrician
A health practitioner who is, or is deemed to be, registered with the 
Medical Council of New Zealand (established by the Health Practitioners 
Competence Assurance Act 2003) in the vocational scope of obstetrics 
and gynaecology and holds an annual practicing certificate.
Parity 
The number of previous pregnancies resulting in live births or stillbirths. 
Paediatrician
A health practitioner who is, or is deemed to be, registered with the 
Medical Council of New Zealand (established by the Health Practitioners 
Competence Assurance Act 2003) in the vocational scope of paediatrics or 
paediatric surgery and holds an annual practicing certificate.

GLOSSARY
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Pepi-Pod 
A sleep space is a protected place for babies to sleep when they are in, or on, an adult bed, on a couch, in a 
makeshift setting, or away from home.
Perinatal
The time around birth and up to 28 days after birth.
Perinatal death/mortality 
A category that includes foetal deaths of 20 weeks’ gestation or 400g birth weight (stillbirth) plus infant deaths 
within less than 168 completed hours (seven days) after birth (early neonatal death) (WHO 1975).
Postpartum
Time from immediately after the birth to six weeks.
Pregnancy and parenting education
An antenatal course provided to a group of women as described in the relevant service specification issued by 
the Ministry of Health.
Primary Maternity Facility 
A primary maternity facility is a facility that does not have inpatient secondary maternity services or 24-hour on-
site availability of specialist obstetricians, paediatricians and anaesthetists. This includes birthing units.
Primary Health Organisation
A provider contracted by a DHB for the provision of primary health services.
Primip
A woman who is giving birth for the first time.
Referral guidelines 
The guidelines for consultation with obstetric and related specialist medical services that identify clinical reasons 
for consultation with a specialist and that are published by the Ministry of Health from time to time.
Registration 
The process by which a woman selects her LMC, the documentation recording this selection, and the forwarding 
of this information to HealthPAC. By registering with an LMC the woman is also registering with the maternity 
provider with which the LMC is affiliated.
Secondary Maternity Facility
The services specified in the service specification for secondary maternity services available from the Ministry of 
Health; and includes ultrasound scans and all midwifery services for elective caesarean sections.
Second trimester
The period of pregnancy from the beginning of the 15th week until the end of the 28th week of pregnancy.
Specialist
A practitioner who is an, obstetrician, paediatrician or radiologist.
Tertiary
A facility that provides a multi-disciplinary specialist team for women and babies with complex and/or rare 
maternity needs who require access to such a team, including neonatal intensive care units.
Third stage
Time from the complete birth of the baby to complete birth of the placenta and membranes.
Third trimester
The period of pregnancy from the beginning of the 29th week of pregnancy until established labour.
WellChild provider
A health care provider who provides health services for families, babies and children as described in the Well 
Child Tamariki Ora National Schedule.
Whakawhetu
Māori SUDI National Prevention Service is a national kaupapa Māori organisation dedicated to supporting 
whānau to nurture and protect their babies from the risks of SUDI.
Whānau
Extended family group; to be born; modern meaning: family.
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