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MidCentral District Health Board

MidCentral DHB’s Vision
Quality Living – Healthy Lives – Well Communities

MDHB Maternity Service Vision
To enable access to high quality, collaborative and safe maternity service in the  
MidCentral DHB, which is responsive to the needs of women while achieving  
healthy outcomes for mothers and babies.

The MQSP Aim
To enhance safety for women, babies and 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.

The RWHS Vision
“One Service Many communities”

• One regional service for women o f 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 of stakeholders at all  

levels of the service.
• Continued local secondary service delivery at  

Palmerston North Hospital.

LIVES WELLHEALTHY
LIVING
QUALITY

Kia pai te noho Kia ora te tangata Kia ora te hapori
 COMMUNITIES
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executive summary
The last 12 months have seen some significant changes within 
MidCentral DHB, mainly in response to the findings of the Maternity 
Service Review undertaken in November 2015. This external review 
was commissioned following seven reported serious adverse events 
in the Regional Women’s Health Services (RWHS) over the previous 
nine months. A work programme was developed to address the 
review recommendations, overseen by a steering group and actions 
led by a working group. While the situation which lead us to this 
review is highly regrettable, considerable progress has been made 
in advancing the improvements to the services, with all involved 
working tirelessly to ensure that both the recommendations from 
the review and ongoing self-review findings are implemented for the 
improvement of the women, baby and whānau experience as well as 
staff working within the MidCentral DHB.

The work programme is structured to align to the review team’s 
findings and is grouped to align with the MDHB Strategic 
Imperatives, identified in the new strategic direction, namely:

i. Quality and excellence by design
ii. Partner with people and whānau to support health and 

wellbeing
iii. Connect and transform primary community and specialist care
iv. Achieve equity of outcomes across communities.

Alongside all of this sits MQSP which is underpinned by the 
Maternity Standards, the Referral Guidelines, Service Specifications, 
Clinical Indicators and quality improvement activities that culminate 
in this comprehensive annual report. Our framework for MQSP and 
service improvements is based on:

• Safe care
• Experience of care
• Effectiveness of care
• Key projects.

While the Governance group of MQSP has been on hold as the service 
works through the review recommendations, which has included 
the improved alignment of MQSP at an executive level, for the ease 
of sign off and support. A new framework which fits in with the MDHB 
strategic imperatives (listed above), and the Ministry of Health’s MQSP 
expectations is in the process of being completed and will ensure  
that a seamless approach is taken as the programme moves forward.

It is acknowledged by the maternity service that this report does not 
include information on how the service engages with Māori women 
and whānau/families. As well as how the maternity service plans 
to align the service to better address the requirements of Māori 
women. The service review highlighted this as an area of concern, 
which the planned maternity clinical governance group will address 
in 2017–2018 and will be better reflected in the 2016–2017 report.

It is worth noting and indeed celebrating some key successes which 
have been worked on and implemented over the last 12 months. 

These are detailed further in this report and include:

• Neonatal App developed for parents
• Initiatives to support smoking cessation – introduction of 

Smokerlysers
• Community Engagement – Annual Report Presentation Day
• Breastfeeding Collective
• Partners in Care Programme
• Severe Nausea and Vomiting in Pregnancy leaflet.
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introduction
The Maternity Quality and Safety Programme’s aim is:

To enhance safety for women, babies, families /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.

The Maternity Quality and Safety Programme (MQSP) was 
rolled out across all district health boards (DHB’s) from early 
2012. The MQSP involves ongoing systemic review by local 
multi-disciplinary teams that work together to identify 
potential improvements to maternity services and to work to 
implement those improvements. The programme is driven 
by local midwifery and medical leaders working together, 
bringing consumers and other practitioners together to work 
across the community and hospital-based maternity services. 
The MQSP plays an important role in raising the profile of 
maternity quality and safety. Overall, maternity quality and 
safety is, as a result of MQSP, more accepted and embedded at 
a systems level in MidCentral DHB.

MQSP provides the building blocks to guide continuous 
quality improvement of maternity services at national and 
local levels. The programme includes:

• New Zealand Maternity Standards
• Primary Maternity Services Notice 2007 (section 88)
• DHB-funded Maternity Services Specifications
• Guidelines for Consultation with Obstetric and Related 

Medical Services (the Referral Guidelines)
• New Zealand Maternity Clinical Indicators
• National Maternity Clinical Guidelines.

The original plan from the Ministry of Health was to fund 
the MQSP until 2015, with the expectation that the MQSP 
would operate as business as usual after this time. Overall, 
progress has been slower than expected and there has 
been differential progress across DHBs due to the scale and 
complexity of the programme and the sector.

In April 2015 a consultation document was sent to all DHBs 
regarding the future of the MQSP. This document summarised 
the progress of the programme to date and the interim 
evaluation of the MQSP by Allen & Clarke. This document 
introduced the concept of differing tiers for DHBs depending 
on their progress with the MQSP. MidCentral DHB conducted 
a self-audit in June 2015 and indentified that the MidCentral 
MQSP fell into the ‘Established ‘tier. 

In September 2015 confirmation was received from the 
Ministry of Health that MidCentral DHB had been placed into 
the ‘Established’ tier. The focus in the two years to June 2017, 
is on actions to strengthen the local MQSP and to deliver 
comprehensive and sustainable maternity quality and safety 
improvement projects.

This report is providing data and projects for the year 30 June 
2015 – 30 June 2016, during which the Regional Women's 
Health Service (RWHS) was in operation. Hence the inclusion 
of the RWHS vision and information regarding the RWHS 
Leadership and meetings in the report.
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The purpose of the MidCentral DHB’s Annual Report is to:

• Meet the expectations of the New Zealand Maternity Standards
• Demonstrate how the recommendations of the National Maternity 

Monitoring Group and the Perinatal and Maternal Mortality Review 
Committee have been addressed at MidCentral DHB

• Document the services provided within the maternity sector for MidCentral 
DHB during 2015

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

• Provide data analysis, summarising maternity outcomes within the DHB and 
other survey/population data utilised to plan MQSP projects in 2015/16

• Fulfil requirements of the Maternity Quality and Safety Programme and 
reporting required under Section 2 of the Maternity Quality and Safety 
Programme Crown Funding Agreement(CFA) Variation

• Outline the planned deliverables for 2016–17
• Provide a framework for the MQSP to continue and progress to business as 

usual over the next three years.

purpose & background
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Alignment with New Zealand 
Maternity Standards
The Annual Maternity Report has been developed to meet 
the expectations of the New Zealand Maternity Standards.

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 DHBs report on implementation of findings 
and recommendations from multi-disciplinary 
meetings. 

• 8.4 All DHBs produce an annual maternity 
report.

• 8.5 DHBs can demonstrate that consumer 
representatives are involved in their audit of 
maternity services.

• 9.1 All DHBs plan, provide and report on 
appropriate and accessible maternity services to 
meet the needs of their population.

• 9.2 All DHBs identify and report on 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 woman-
centred approach that acknowledges pregnancy 
and childbirth as a normal life stage.

• 17.2 All DHBs demonstrate in their annual 
maternity reports how they have responded 
to consumer feedback on whether services are 
culturally safe and appropriate.

• 19.2 The proportion of women accessing 
continuity of care from a Lead Maternity Carer 
for primary maternity care is reported in each 
DHB's annual maternity report.

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

• 24.1 All DHBs report on implementation of the 
Maternity Referral Guidelines processes for 
transfer of clinical responsibility.

Achievement of audit criteria and their measures 
applicable at district health board level are not 
acceptance criteria for the Annual Report as it is intended 
that the NZ Maternity Standards are a self-audit tool.
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maternity service review and work plan

Background
In October 2015, an external review was requested by the Chief Executive 
Officers (CEO’s) of MidCentral DHB (MDHB) and Whanganui DHB (WDHB) 
following concern that there had been seven reported serious adverse 
events in the Regional Women’s Health Services (RWHS) over the previous 
nine months; six at Palmerston North Hospital and one at Whanganui 
Hospital. The events had led to two intrauterine deaths, three neonatal 
deaths and three neonates with significant morbidity.

The main aim of the review was to establish whether the RWHS was 
equipped to provide safe and effective maternity care. Together, MDHB and 
WDHB wanted to ensure that women can access woman and family-centred 
maternity care at both Palmerston North Hospital and Whanganui Hospital 
which meets all established standards for service delivery.

The review report identified a number of factors that were affecting the 
effectiveness of service delivery and made 11 major recommendations 
(along with 20 subsidiary recommendations) to address the issues that had 
been identified.
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Review Recommendations
The review made 11 major recommendations as detailed 
below:

Regional Women’s Health Service 

• In light of the failure of the RWHS to develop into a fully 
integrated service, it is recommended that the project 
be reviewed and a less complex process developed to 
enable reliable obstetric cover for Whanganui DHB to be 
maintained. 

• Mitigate risk associated with the MCIS rollout until 
the system and processes are identified as clinically 
appropriate. 

MidCentral DHB 

• The organisational and governance structure needs 
to be reviewed to provide more clarity over the 
responsibilities and accountabilities of the clinical 
leaders and management. 

• Consider greater integration of the quality activities 
within the maternity service with the DHB quality team 
including training of staff and LMCs in the standardised 
quality processes, such as the RCA process. 

• The working environment within the Maternity Service 
needs to improve as a matter of priority. Both the 
physical surroundings and the way the LMC and facility 
maternity staff work within it need to be addressed. 

• Given the increased complexity in maternity care, the 
midwifery and obstetric staffing needs to be reviewed 
to ensure that appropriate cover and skill mix is 
provided 24/7. 

• Conduct a (DHB Midwife Leaders and NZCOM) Transfer 
of Care Audit to obtain a more accurate picture of 
how often and why transfer of care occurs. The results 
should be benchmarked with other DHBs and shared 
with LMCs and core midwives to inform discussion on 
continuity of midwifery care strategies. 

• The clinical training programmes need to be multi-
disciplinary and attended by all clinicians. 

• The service should consider more active engagement 
with consumers in service development and feedback. 

• All RCA reports should be completed as soon as 
possible and the key themes that emerge out of these 
need to inform future service development activities. 

Whanganui DHB and MidCentral DHB 

• Whanganui DHB and MidCentral DHB develop a 
memorandum of understanding or similar arrangement 
that lays out clearly for staff and the community steps to 
take in the event of suspension of services due to staff 
shortages. 

For further details regarding the review and the 
review recommendations please see Appendix 1 or 
the link: www.midcentraldhb.govt.nz/HealthServices/
WomensHealth/Pages/MS-Review.aspx#

Project Approach
Steering Group

A steering group was established in February 2016, meeting 
weekly (as the project structure was initiated) through to May 
2016,when it was decided to meet fortnightly now that the 
working group had been fully established and the urgent work 
associated with staffing had been completed.

The steering group receives updates from the working group 
regarding their activities to enable the steering group to provide 
continuous oversight and direction to the work programme.

Oriana Paewai joined the Steering Group, as the iwi Maori 
representative. Oriana is the Chief Executive (CE) of Rangitane 
o Tamaki nui a Rua, a large Iwi health and social service 
provider based in Dannevirke. In addition to being a MDHB 
Board member, she is also Chair of Manawhenua Hauora, the 
consortium of all four Iwi who have Manawhenua status across 
Manawatu, Horowhenua, Tararua and Ōtaki. See Appendix 2 for 
Terms of Reference.

Steering Group Membership

Project 
Sponsor

• Mike Grant, General Manager,  
Clinical Services and Transformation

Clinical 
Sponsors

• Michele Coghlan, Director of Nursing
• Dr Kenneth Clark, Chief Medical Officer

Steering 
Group

• Mike Grant, Chair, General Manager, Clinical 
Services and Transformation

• Jenny Warren, Consumer Representative
• Amanda Douglas, Lead Maternity Carer 

(midwife)
• Oriana Paewai, Iwi Maori Representative
• Michele Coghlan, Director of Nursing
• Dr Kenneth Clark, Chief Medical Officer
• Dr Jeff Brown, Clinical Director, Child Health
• Anne Amoore, Manager, Human Resources
• Muriel Hancock, Director, Patient Safety & 

Clinical Effectiveness
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Working Group
The working group is fully established and is now taking full 
responsibility for implementing the improvement work. The 
first formal meeting of the full working group took place on 
21 April and it has been meeting regularly since. Working 
group members are now participating in the individual 
streams of work in addition to the working group meetings.

The terms of reference for the working group have been 
finalised, confirming its role to undertake the improvement 
work under the direction and oversight of the Steering 
Group. See Appendix 3.

Working Group Membership

Working 
Group

• Catherine Marshall, Project Manager and 
Chair

• Diane Hirst, Charge Midwife and Project 
Clinical Lead

• Jayne Waite, Lead Maternity Carer (LMC) 
and Midwife

• Kelly Wylie, Consumer Representative
• Felicity Ware, Māori Consumer 

Representative
• Dr Steven Grant, Acting Clinical Director
• Dr Sarah Machin, Obstetrician and 

Gynaecologist
• Julie Robb-O’Connell, Iwi Maori/LMC and 

Midwife
• Robyn Williamson, Service Manager
• Barbara Ruby, Quality Coordinator
• Amanda Rouse, MQSP Coordinator and 

Midwife
• Nicholas Glubb, Operations Director

The Service Manager, Acting Clinical Director, Charge 
Midwife, Project Manager and Operations Director are 
meeting weekly to ensure a seamless interface between the 
development work and the day-to-day management of the 
maternity service.

Project Support
The Clinical Lead and Project Manager are now well 
established in their roles supporting and leading the 
improvement work. The Clinical Lead is focusing on clinical 
engagement, model of care development, the Maternity 
Quality & Safety Programme (MQSP) and the leadership of 
overall midwifery development work. The Project Manager 
is leading the Working Group as Chair, organising and 
coordinating the overall workstreams, undertaking the 
stocktake of the Root Cause Analysis (RCA) actions and 
supporting the engagement with consumers, Maori, and 
the services that interface with maternity. These two roles 
dedicated to the project are having a positive impact in 
initiating work and engaging others to participate.

Work Programme Progress
The work programme has been developed to address the 
recommendations. It is a working document and it is being updated 
fortnightly for the steering group meetings to demonstrate progress 
against each initiative, in line with the established priorities and 
timeframes.

The work programme is structured to align to the review team’s 
findings and is grouped to align with the MDHB Strategic 
Imperatives, identified in the new strategic direction, namely:

i. Quality and excellence by design
ii.  Partner with people and whānau to support health  
 and wellbeing
iii.  Connect and transform primary community and  
 specialist care
iv.  Achieve equity of outcomes across communities.

i.  Quality and excellence by design

The adverse event/Root Cause Analysis (RCA) policy and process 
has undergone an organisation-wide review. The aim of the review 
is to strengthen process systems, leadership and communication. 
This review will investigate best practice guidelines of adverse event 
reviews in other DHBs, as well as advice from the Health Quality and 
Safety Commission. The MDHB Serious Adverse Event Review Group 
will provide clinical leadership for the review process.

The Maternity Service was asked to nominate a member of staff to 
undertake Improvement Advisor training with Ko Awatea. One of 
the new Associate Charge Midwives (ACM) was chosen to complete 
this training and has already attended the first full week of study, 
she has returned energised and keen to progress with the project 
being undertaken as part of this programme. This project is focusing 
on reducing stillbirths by raising awareness of the need for women 
to monitor changes in baby movements during pregnancy, and 
acting immediately on those changes. She is being mentored 
by another MCH staff member who had previously completed 
improvement advisor training. 

A stocktake is underway to identify all quality and clinical meetings 
and activities to support the review of the maternity quality 
improvement meeting arrangements. Two maternity service 
staff attended the “Improvement Fundamentals, Developing 
Improvement Skills to initiate Sustainable change” - quality 
workshop in May 2016 at Hawke’s Bay DHB. 

A framework has been developed to streamline policies and 
guidelines – linked to the MQSP framework. The MQSP Coordinator’s 
hours of work have been extended to assist with this. The existing 
list of Regional Women Health guidelines has been reviewed 
and if no longer relevant or appropriate has been removed. The 
workstream will continue to work through the list of documents and 
where appropriate documents will be combined. Guidelines will be 
focused on MCH content, rather than regional.

MQSP is underpinned by the Maternity Standards, Perinatal and 
Maternal Mortality Review Committee (PMMRC), the Referral 
Guidelines, Service Specifications, Clinical Indicators and quality 
improvement activities that culminate in a comprehensive 
published annual report. Our framework for MQSP and service 
improvements is based on:

• Safe care
• Experience of care
• Effectiveness of care
• Key projects.
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The following diagram outlines the service review workstreams and the MQSP requirements.
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This approach has been developed into a road show that has 
been presented to the Steering Group and is now planned to be 
provided across the service and to stakeholders to ensure there 
is a good understanding of what underpins this work and the 
direction the service is taking.

ii. Partner with people and whānau to support health 
and wellbeing

The MDHB Board has approved the development of a 
memorandum of understanding (MOU) with Whanganui DHB 
which will detail the clinical integration and collaboration for 
our women’s services going forward from 1 July 2016.

The formal engagement leading to consumers and Maori 
becoming partners in our service improvement journey across 
all our workstreams is underway. Consumer focus groups 
have been held in Weber (to reflect a truly rural perspective), 
Pahiatua, Feilding, Palmerston North and Horowhenua. 
Feedback from these groups, along with the Teen Parenting 
Unit in Palmerston North, where the focus was on young Maori 
women, has identified initial themes. These include transfer 
of care, levels of intervention, discharge planning, family 
involvement, hospital environment and information provided. 
In addition there has been positive feedback on Lead Maternity 
Carers, along with some suggestions around improved 
communication, and how they could provide greater support 
to women. A meeting will also be held in Dannevirke in July for 
young Maori women.

The working group has given consideration to a more formal 
consumer focus group across the district. Consideration is being 
given to the development of a consumer liaison role, as the first 
step to establishing district-wide consumer groups. This model 
is in place in other DHBs and has proven to be very effective.

Both the Steering Group and Working Group have received the 
most recent maternity consumer survey results.

The survey results include a very gratifying level of positive 
feedback. This is being brought to the attention of the maternity 
unit staff and they have been commended for their efforts in 
this regard. Feedback has also been reviewed by the project 
team to consider how opportunities for improvement can 
be initiated. A number relate to the post natal care and the 
maternity ward environment. 

iii. Connect and transform primary community and 
specialist care

The CEO has confirmed the Executive Leadership Team (ELT)
reconfiguration that will inform the development of a proposal 
for the revised leadership structure for Women’s Health. The 
Executive Leadership Team is developing an approach to 
service/cluster design for MidCentral Health as a whole that will 
inform considerations for the future leadership structure for 
Women’s Health.

The Clinical Director position has been advertised currently 
locally, nationally and internationally. A draft job description has 
been developed with feedback from maternity staff, LMCs and 
consumers. Applications closed mid June 2016.

The Project Clinical Lead is leading the development of the 
revised maternity model of care that responds to the New 
Zealand Model of Maternity care. This work is aimed at achieving 
a better mutual understanding of Section 88 provisions, the 
national maternity standards and the referral guidelines. 
The first forum for this aspect of the work programme was 
held on 19 May 2016. This was well attended with around 40 
midwives present, representing both Lead Maternity Carer’s 
(LMCs) and secondary care, along with three Obstetricians & 
Gynaecologists. Open discussion focused on transfer of care and 
issues identified by the group.

Key issues from that discussion will be taken forward and 
progressed at future sessions.

The two additional Senior Medical Officer positions have been 
approved as part of the SMO job sizing exercise and have 
been recruited. One Specialist Obstetrician & Gynaecologist 
commenced in May for one year with a second specialist 
confirming acceptance of a full time position for two years, 
commencing October 2016.

This will provide a sustainable level of SMO staffing while 
permanent recruitment to the two new positions is undertaken. 
The improvements in senior medical staffing will enable greater 
support to be provided for women experiencing gestational 
diabetes. Clinical staff have been invited to visit Waitemata DHB 
to better understand the model of care used there, to inform the 
model of care for the future.

The Clinical Director for RWHS has returned to a Specialist 
Consultant Gynaecologist position for Women’s Health.

His knowledge, skills and expertise are greatly sought after and 
having him more available clinically provides a real benefit to 
the women in our district. We acknowledge his commitment 
and hard work as Clinical Director for the Regional Women’s 
Health Service.

The nine Associate Charge Midwives (providing midwifery 
leadership to the maternity service after hours on all shifts, and 
during the day in both delivery suite and the post natal ward) 
are now well established in their leadership roles, with each of 
them undertaking service improvement activities as part of the 
leadership portfolio. A draft paper regarding the orientation 
programme for midwives has been distributed for consultation 
and feedback. Once completed it will be incorporated into an 
updated orientation manual for midwives.
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The Women’s Health Service held a two-day team building 
workshop in June, which was attended offsite by 23 staff. These 
were senior staff consisting of Obstetrics and Gynaecology 
consultants, the senior midwifery team and clinic staff. The 
aim of the programme was “developing knowledge of team 
dynamics and the skills required to lead, influence and /
or participate in high performing work teams”. This was 
an important exercise as supporting good leadership, and 
improving teamwork between leaders was clearly identified in 
the Maternity Service Review. 

The service continues to look at options for both short term 
and longer term options to make the most of available space 
for both the Obstetric and Gynaecology clinics. Agreement 
has been reached that the space that had previously been 
used for the Women’s Surgical Unit will be used for antenatal 
clinics, relieving pressure on the ground floor space that will 
continue to be used for Gynaecology and Colposcopy clinics. 
With this approach agreed, detailed planning of this change 
will be undertaken. This will allow for space for women 
experiencing early pregnancy loss (miscarriage), so they can 
have private dedicated waiting and clinic space. This will 
improve the woman’s experience, in line with feedback that we 
have received. The Maternity and Gynaecology clinic staff have 
met and have reflected on how they currently work, how the 
immediate future looks, and how clinics will run to best match 
the model of care delivery to the facility. These meetings will 
continue to ensure all clinics and options are explored, before a 
decision is a made regarding facility change.

Careful consideration has been given to the risks and benefits 
of our current approach to the implementation of the Maternity 
Clinical Information System (MCIS). The current state assessment 
and the development of an improvement plan to address the 
key areas where improvement is needed provide confidence 
that we understand both the strengths and limitations of the 
system and what we need to do to address them. There has 
been considerable effort undertaken to work with our staff in 
identifying the necessary improvements and factoring those 
into our plans. In discussions with the Ministry of Health, 
its commitment to MCIS as the national system has been 
confirmed.

iv. Achieve equity of outcomes across communities.

Work continues to bring a fully operational Maternity Quality 
and Safety Programme into the service improvement approach 
for maternity services, to provide a much stronger emphasis on 
the quality of outcomes and delivering services to established 
standards and guidelines. This work will provide both a 
benchmark for looking at how services can be improved and a 
means by which improvement can be measured.

Workstream Development
The working group has given careful and thorough 
consideration to the best way to progress the multiple areas of 
service development required. In doing this the key imperative 
is the need to strengthen engagement with stakeholders across 
the maternity sector and have them participate fully in our work. 

The approach that has been agreed involves taking the 
initiatives from the work programme, while maintaining links 
to the strategic imperatives and developing eight workstreams 
that will be the focus for our work. 

Clear goals for the workstreams will enable better 
understanding of the work ahead, and support participation of 
people across the sector in these activities. The 25 initiatives and 
70 actions that arose from the service review recommendations 
align with the Maternity Quality and Safety programme. They 
have been consolidated into eight interlinked workstreams 
(on next page) that enable team based partnership and a 
“connected” approach. Many of these workstreams, once the 
recommendations from the review have been met, will continue 
into the future as part of our ongoing programme of service and 
quality improvement.

Working group members have committed to leading 
workstreams relevant to their expertise and experience. They 
will co-opt others into the workstreams to broaden participation 
and provide the capacity and capability to progress the work. 
This work continues to be aligned with the MDHB Strategic 
Imperatives identified in the new strategic direction, namely, 
Quality and excellence by design, Partner with people and 
whānau to support health and wellbeing, Connect and 
transform primary community and specialist care, and Achieve 
equity of outcomes across communities.
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The interlinked workstreams are:

Safe Staffing
All aspects of workforce, roles, responsibilities, education, 
and training.

Facility Improvements
Improvement to our clinical environment to improve and 
enhance care.

Governance and Leadership (structure)
Organisational structure, clinical governance, MOU with 
Whanganui DHB.

Quality and Outcomes (processes)
Quality improvement processes such as audits of care, 
incident analysis, care reviews, acting on learning points 
and improvement plans. “Closing the loop”.

Consumer Engagement
Partners in Care Programme, Tuia Framework 
(Responsiveness to Maori), Information/Education, 
improved feedback processes and actions, and improved 
responsiveness generally.

Stakeholder Engagement
Improving relationships and interface with internal and 
external service providers (including LMCs) .

Guidelines
Comprehensive review and streamlining of guidelines 
and policies, incorporating audit tools and parent 
information. Ensure they are easy to find and easy to use.

Annual Report to Ministry of Health
Improving data analysis, national benchmarking and 
accountability. Future reports will provide updates on 
progress of each of the workstreams, incorporating 
detailed information regarding the implementation of 
the 31 review recommendations. This will be presented 
as a status report in relation to all workstream activity, 
with areas of achievement, reported along with 
identifying where additional work is required and an 
assessment of project implementation risks and the 
actions planned to address them.

Next Steps
• Rollout of the full programme of consumer and Maori 

engagement forums to be completed by 30 July 2016.
• Rollout of the quality training for all staff over the next two 

months.
• A comprehensive risk plan for the project is currently being 

developed.
• Collate themes from the Consumer Groups, identifying areas for 

service improvement.
• Develop a proposal for the Consumer Liaison Role.
• Finalise and implement the improvement programme for MCIS.

Nicholas Glubb, Operations Manager-Specialist Regional and 
Community Services, MDHB

Feedback on the Working and 
Steering Groups
Members of the Service Review Working and Steering group 
have feedback on their work with these two groups.

Consumer Representative  
on the Steering Group

“The Steering Group meet regularly to follow the 
progress and provide support where needed in 
ensuring the recommendations of the MidCentral 
DHB Maternity Review are put into practice. I have 
appreciated the variety of positions the members of 
the Steering Group hold, all coming from positions 
where they can ensure support within the teams 
who are directly involved in establishing change. 
Of particular benefit to the consumer I feel is the 
position of Lead Maternity Carer representative who 
not only brings the voice of midwives to the table, 
but is also able to share the experiences of the many 
women and their whānau whom they work with on 
a daily basis. I am proud to sit on the Steering Group 
and represent consumers within the MidCentral 
DHB district and see my role as sharing insight from 
the consumers perspective, ensuring there is open 
communication back to consumers and also drawing 
on my consumer network to involve women who 
have recently used the MidCentral DHB Maternity 
Service to share their story and experience which all 
helps create the positive change moving forward 
which we are so dedicated to achieving.

”Jenny Warren, Consumer Representative
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LMC Representative on the  
Maternity Service Working Group

“I expressed an interest in the LMC representative position 
on the Maternity Services Working Group as I felt I had 
a good understanding of the workings and challenges 
facing the Maternity Services at MidCentral Health. 
Prior to being an LMC, I had been an Associate Charge 
Midwife at Palmerston North Hospital. My inherent belief 
is that the Maternity Services are staffed by excellent 
practitioners who have a desire to provide outstanding 
care to women involved in the service. Initial meetings 
established the goals we were required to achieve and 
how we were going to achieve them. The working group 
has been divided into seven workstreams of which I 
am actively involved in three, Quality and Outcomes, 
Stakeholder Engagement and Consumer Engagement.

We have had meetings with consumers, receiving 
feedback and are now breaking the feedback down into 
common themes, both positive and negative.

We have identified stakeholders in the community and 
within the larger MidCentral DHB service. Communication 
to staff and LMC’s has been formalised and two forums 
held so far with LMC’s, SMO’s and core midwives. 

The service already has had a noticeable change that 
has had a profound impact on the care we are providing. 
Language is changing and core staff are more aware of 
the Service Specifications, Section 88 and the Referral 
Guidelines. There has been a noticeable increase in the 
three way conversations being held with the women, 
her LMC, and the secondary service about care provided. 
There is an identified person with clinical responsibility of 
a women as well as an identified midwife providing care 
(sometimes this is the same person). There is no longer 
an expectation that primary care LMC midwives will be 
providing secondary care in areas such as theatre and 
the increased staffing on delivery suite and maternity has 
had a huge impact on safety. There is clear leadership 
with the ACM’s on every shift and LMC communication is 
now directly with the ACM’s. 

Change so far has been positive although I am acutely 
aware of how much work is ahead of us. But I continue 
with my belief the service will be excellent at the end of 
this process.

”Jayne Waite, LMC Midwife

Consumer Representative  
on the Working Group

“Earlier this year, I was invited to provide a consumer 
perspective to the team employed by MidCentral 
DHB to conduct a review of their Maternity Services 
following a cluster of sad outcomes for women, 
babies and families. Following this review, I was 
asked to be part of the Maternity Services Review 
Implementation Working Group assigned with the task 
of implementing the review recommendations. As a 
Consumer Representative, I have been heartened by 
the motivation and commitment of the Working Group 
to the process of implementing some big changes to 
how Maternity Services are organised at MidCentral 
DHB. There is a huge amount of work to do and this 
project will take many months, possibly years, to see to 
its fruition. However, I do feel confident that the services 
will be improved and the experience of women and 
their families will become more positive, efficient and 
effective as a result.

”Kelly Wylie, Consumer Representative
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MDHB was one of the first five DHB’s that were involved in the initial 
implementation of MCIS, this commenced in October 2014. For MDHB it 
was a necessity, as the former system, Terranova was no longer supported. 
Following a competitive bidding process the Ministry of Health (MOH) 
awarded the contract for the new Maternity Clinical Information System 
to Clevermed, which is a United Kingdom based system. The system was 
adjusted to be compatible with the New Zealand maternity model of care 
and has been regularly undated as required following feedback from the 
early adopter DHBs.

Implementation  
of the Maternity 

Clinical Information 
System (MCIS)
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The Maternity Service Review made the following 
comments regarding MCIS:

The project was viewed more as a technical 
implementation project rather than a service 
process change; hence there has not been good 
support for clinical staff to engage with the 
system. This has resulted in some keeping both 
paper and electronic records. 

Most internal interface services and LMCs could 
not access the system; therefore they had to 
go to the maternity unit to access results of 
consultations or referral on their clients. 

Staff using the system experienced problems 
working out where to enter information and 
had not been able to easily extract meaningful 
information when trying to print out information 
for those who are not using the system. 

Positioning of the computers in the birthing 
rooms required the clinician to turn their back on 
the woman to use the system; COWs (computers 
on wheels) are now available. 

The three way consultation between the LMC, 
Obstetrician and woman (which is a key element 
of the referral guidelines) was increasingly 
difficult to implement when communication is 
becoming more “virtual”. 

Some noted that handovers have also become 
more virtual; again reducing the amount of time 
clinicians communicate directly with each other. 

The additional time needed to complete accurate records 
has added up to 30 minutes midwifery time per shift. 
Overall feedback is that the programme has potential, 
but needs significant further development and more 
on-site support for clinicians to work out how to change 
work processes safely. The overall feeling is that staff have 
invested too much time learning how to use the system to 
cease using it. 

The Whanganui DHB service appears to have been more 
wary of the system and continued with some paper/note 
taking.

The review recommended – the RWHS should mitigate 
risk associated with the MCIS rollout until the system and 
processes are identified as clinically appropriate.

Measures to Improve MCIS
MDHB employed an experienced Information Technologist 
(IT) project manager to undertake an assessment of 
the current situation with regards to MCIS. The project 
manager has met clinical staff, and key staff involved 
internally and externally in supporting the implantation of 
MCIS. A preliminary assessment on the current situation 
with MCIS has been undertaken.

During this process Clevermed were preparing to release 
a major upgrade to the system software (Version 10). The 
project manager coordinated the testing of the upgraded 
software, which was released in early June. 

Assessment findings:

• Unclear expectations as to how the system is used 
and that to date there has been insufficient training to 
support clinician’s efficient use of the system.

• There is a need for the introduction of a much improved 
Release 10, along with a robust training programme to 
ensure this version is well understood and able to be 
used by everyone.

• There is a need to strengthen the role of DHB 
Information Systems staff to support the system and 
ensure that it operates without problems.

• Need for a plan to strengthen local governance 
and leadership for MCIS to be more involved in the 
developments nationally.
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The MidCentral DHB district covers four whole territorial 
authorities and part of a fifth, Kapiti Coast. The four whole 
territorial authorities are Palmerston North, Horowhenua, 
Manawatū, and Tararua. Palmerston North is the largest with a 
population of around 80,079, Horowhenua and Manawatu are 
similar sized, with 57,552 residents. Tararua has a population 
of 16,854 at the 2013 census. The portion of the Kapiti Coast 
District within MidCentral DHB district’s boundaries comprises 
Ōtaki, Ōtaki Forks, and Te Horo census area units‐together 
called the Ōtaki Ward. This is the smallest of the five areas, 
with a population of approximately 8,073, most living in Ōtaki 
township.

Primary birthing centres are located at Dannevirke, Levin 
and primary and secondary birthing services are located at 
Palmerston North Hospital.

MIDCENTRAL DHB

childbearing 
population 
demographics

MidCentral DHB Distribution and Trends 
The Determinants of Health for Children and Young People 
in MidCentral and Whanganui report was published in 
November 2014 (Simpson, J et al 2014). This report focuses on 
the underlying determinants of health for children and young 
people in MidCentral and Whanganui. These indicators relating 
to births in MidCentral DHB are set out below:

Regional Births
In MidCentral, 47.7% of the newborn babies registered during 
2013 were identified as European, 36.7% as Māori, 8.6% as Asian/
Indian, and 5.0% as being Pacific. While 7.5% of babies were born 
to mothers aged <20 years, 17.9% were born to mothers 35+ 
years of age. The proportion of babies who were born to mothers 
living in the least deprived areas (NZDep deciles 1 and 2) was 
8.1%, and the proportion born to mothers living in the most 
deprived areas (NZDep deciles 9 and 10) was 26.9%.

From the MCIS database the following population statistics 
have been extracted. It must be noted that this data is not 
complete and the accuracy of this data has not been tested. 
Measures to gauge the accuracy and validity of the MCIS data 
are underway.
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Ethnicity of Women Birthing at MDHB 2015

Ethnicity Number  
of Women

Percentage  
of Women

European/Pakeha 1224 63.6

Maori 403 20.9

Asian 160 8.3

Pacific Island 93 4.8

Not stated 13 0.7

Blank 0.7

Grand Total 1926

MDHB Statistics
The charts below outlines the MDHB population 
demographics and show trends within that population. The 
birthing rates for Maori have remained constant, with births 
among European women declining, while the birth rates in 
the Asian population are increasing. We have had a sharp 
increase in the number of women in the most deprived 
quintile, (quintile 5); this requires further investigation and 
services developed in high areas of deprivation. The age of 
women given birth has changed slightly with downward 
trends in the under 20’s and over 40s; with the most women 
that give birth are in the 25–29 and 30–34 age groups.

Birth Rate by Ethnicity

Birth Rate by Deprivation Quintile MDHB

Birth Rate by Age MDHB

Smoking Rates for 2015 – Non-Maori

Jan-
March

April-
June

July-
Sept

Oct- 
Dec

Prevalence of smokers % 20.6 19.9 13.8 16.4

Smokers offered brief 
advice % 95.7 97.6 95 93.8

Smokers offered cessation 
support % 77.4 80.5 72.5 64.1

Smokers who accepted 
cessation support 35.5 26.8 17.5 15.6

Smokers (average) gestation  
at registration with LMC 12.8 11.4 13.8 12.3

Data from the Ministry of Health and Midwifery & Maternity Providers 
Organisation (MMPO)

Smoking Rates for 2015 – Maori

Jan-
March

April-
June

July-
Sept

Oct- 
Dec

Prevalence of smokers % 37.7 38.8 39.3 45.9

Smokers offered brief  
advice % 96.2 92.3 90.9 89.3

Smokers offered cessations 
support % 84.6 96.2 84.8 64.3

Smokers who accepted 
cessation support 38.5 23.1 21.2 14.3

Smokers (average) gestation  
at registration with LMC 16.7 14.6 16.7 13

Data from the Ministry of Health and Midwifery & (MMPO)

The above data shows the prevalence of smoking in 
Maori women is double that of the non-Maori population; 
however the acceptance of smoking cessation support 
is similar between both populations which could mean 
that Maori women are receptive to smoking cessation 
advice if offered. Continued smoking cessation support 
and initiatives are required within MDHB to reduce 
the number of women and families smoking during 
pregnancy and around newborn babies. This in turn will 
reduce the risk of SUDI for many babies and reduce the 
number of small for gestational age babies born within 
the DHB.

These figures also show that Maori women are registering 
later with LMC’s than their non-Maori counterparts, which 
would appear to show more work is required to improve 
early registration with LMC among Maori women.
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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. An 
independent private provider is planning to open a private 
birthing unit in Palmerston North around mid 2017. 

As well as birthing facilities, the MidCentral DHB region has 
many other maternity service providers based in the community 
that support the maternity service such as maternity resource 
centres.

Secondary maternity services are provided at Palmerston North 
Hospital and include: labour and birthing services, antenatal 
consultations, elective caesarean section, and inpatient 
antenatal and postnatal services.

Self Employed Lead Maternity Carers (LMC)
In the MidCentral DHB district there are currently 34 midwives 
and two General Practitioners (GP) who hold access agreements 
as LMCs. A small number of the midwives hold access 
agreements as locum midwives and provide locum services in 
MidCentral DHB district as well as in other part so New Zealand. 
The LMCs provide continuity of care to healthy pregnant women 
and some remain as LMC for those women with complexities 
that require their care to be transferred to the obstetric team 
for clinical responsibility. The midwives engage fully with the 
Midwifery Council processes for recertification to ensure their 
knowledge and skills are up-to-date.

The LMCs are a very important workforce as they provide 
most of the antenatal and postnatal care for the women in 
the community, while also providing labour and birth care 
for those women who are well. A proportion of the women 
with complexities have their LMC midwife continuing to 
provide labour and birth care. However when the woman has 
complexities that require a skill set other than that held by the 
LMC midwife, that care is provided by the core midwives (eg 
insulin dependent pregnant women). 

Home Birth
Home birth is an option for healthy women who have no 
complications during pregnancy or labour. 

Twenty three midwives in the Manawatu are listed as offering 
home birth as an option to Manawatu/Horowhenua/Tararua 
women. With an additional two LMCs primarily listed as offering 
home birth only. Many LMCs have stated an increase of home 
births in their practice, during the previous 2015/2016 period, 
with one midwife stating her home birth caseload had increased 
to 50% from an estimated 10% in previous years. Maori have 
been identified as one of the largest groups increasing in home 
birth numbers. 

The Manawatu Home Birth Association provides information 
pregnancy home birth sessions, postnatal coffee based groups 
combined with positive parenting affiliate groups such as 
Babywearing, resources and home birth equipment hire such as 
pool hire, caliphonts and birth stools. 

MATERNITY 
SERVICES 

                                                                  in the 

MidCentral DHB  
region
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Supporting and protecting normal birth is the foundation of the midwifery scope of practice and system 
in New Zealand. At the Ministry of Health’s Maternity Conference (MATCON) 2015, there was a general 
acknowledgement that primary birthing for well women would have positive benefits for all involved in 
the maternity journey and also reduce stress (facility, staff and financial) on current facilities with a shift to 
appropriate use of primary facilities.

Intervention rates remain low in comparison to the increasing intervention rates within the secondary care 
facility. Planned home birth continues to demonstrate high quality and safe maternity care, with high levels 
or best outcomes. Home birth is responsive to whānau needs and consistency achieves the highest levels 
of healthy outcomes for mothers and babies. This is further supported by the Birthplace Study conducted in 
England (Birthplace in England Collaborative Group 2011).

The New Zealand rate for home birth in 2014 was 3.4%. The West Coast rate had dropped from 13.2% to 
6.1% between 2010 and 2014, while in the Hawke’s Bay the home birth rate has increased from 1.7% to 3.5%. 
Northland usually has the highest rate, between 6.1–9.0%. (Report on Maternity 2014). 

Home birth data has not been collected within the MidCentral DHB in 2015, but from information provided 
by the Manawatu Home Birth Association, and midwives, the current home birth rate is estimated to be 
approximately 7%, showing a steady increase. Home birth enquiries, and equipment hire demand, continues 
to increase.

Overall in New Zealand, home births were more common among:

• Older women (4.0% of women aged 40 years and over)
• Women in the Māori and European or Other ethnic groups (4.4% of Māori women and 4.0% of women in 

the European or Other ethnic group).

The proportion of women having a home birth across neighbourhood deprivation quintiles was less varied, 
ranging from 2.7% to 3.6%. (Report on Maternity 2014).

In New Zealand, it is common for rural areas to have the highest numbers of home births demographically; 
however Palmerston North bucks this trend with Highbury as the highest demographic volume of home 
birthing women.

Percentage Of Women Giving Birth At Home, By Age Group, Ethnic Group and 
Neighbourhood Deprivation Quintile, 2014 All Of New Zealand

Home birth is a primary birth option for women with low risk healthy pregnancies. Within the MidCentral DHB 
approximately 62% of midwife LMC’s provide home birth services, with two primarily focused on home birth. In 
2014 home births accounted for 5.1% of births in the MidCentral DHB region (report in Maternity 2014, MoH).

The Manawatu Home Birth Association Inc. (MHBA) provides information and resources to the community 
and health professionals in the wider Palmerston North Area.
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Primary birth units are run by midwives and designed for healthy women 
who have no complications during pregnancy or at the onset of labour. 
The MidCentral DHB region has currently two primary birth units, the 
Horowhenua Maternity Unit at Levin and the Dannevirke Community 
Hospital. Outreach obstetric clinics are held in Dannevirke and Levin.

Should a woman or her baby require 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 midwifery 
and obstetric team.

primary maternity  
services and  
facilities



– page 25 –

Rural Primary Birthing Units
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/Ōtaki are for MidCentral District Health Board. The facility has four 
beds and is staffed 24 hours a day by midwives who work rostered and rotating 
shifts alongside a Charge Midwife. The facility is accessed by LMC midwives and 
a local GP for primary births. All have access agreements for this unit. Women 
who have birthed their babies at Palmerston North Hospital may also transfer for 
inpatient post natal care. All women admitted to the Horowhenua Maternity Unit 
are under the care of an LMC.

An antenatal clinic service for women requiring secondary level input is provided 
on site on a fortnightly basis. The unit is a Baby Friendly Hospital accredited 
(BHFI) facility. During 2015 there were 115 births at Horowhenua maternity unit.

There is a planned upgrade and redecoration to the birthing room at 
Horowhenua Maternity Unit which will include the installation of a permanent 
birthing pool and the structural changes to accommodate this.

Dannevirke Community Hospital
The 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 2009. This private company comprises of two GP practice sites 
and a community hospital located in the Southern Hawke’s Bay with the sites 
based in Dannevirke and Pahiatua. There is a birthing room and three postnatal 
beds within the community hospital. The facility is supported by a team of LMC 
midwives and GP’s. Self-employed midwives using this service have an access 
agreement with the Dannevirke Community Hospital maternity service. As well 
as providing midwifery and maternity birthing/postnatal inpatient services 
the Dannevirke Community Hospital also provides a pregnancy and parenting 
education programme.

An upgrade is also planned for the Dannevirke primary birthing unit with regards 
to the installation of a birthing pool, removal of the existing bath and new 
flooring and decoration. MQSP has supported this upgrade with a small financial 
donation.

Dannevirke Community Hospital Statistics for 2015

Service Contracted Jan Feb Mar Apr May Jun Jul Aug Sept Oct Nov Dec Total

Births in facility 4 4 2 5 3 3 5 3 4 3 4 4 44

Transfers in labour 3 5 1 3 0 2 1 3 4 3 1 1 27

Antenatal 
admissions 0 1 0 0 0 0 0 0 0 0 0 0 1

No. of transfers  
back from 
secondary care

5 3 1 5 7 2 4 2 6 No 
data

No 
data

No 
data 35

Total no. of 
postnatal stays 9 7 3 10 10 5 3 1 2 6 5 6 67

Palmerston North 
A privately owned primary birthing centre is planned for Palmerston North and is 
due to open in mid 2017.

The centre will occupy the upper level of 
a new building opposite the hospital. The 
remaining space in the building may be leased 
to midwives, other stakeholders, and other 
health providers to create a hub of services that 
support mums, babies, and their families. 

Community Maternity 
Services in Palmerston North 
2015–2016
•  Community Birth Services (CBS)
Community Birth Services is a charitable trust 
established in 1996. They currently hold several 
contracts with the MidCentral District Health 
Board to provide services such as free antenatal 
classes and breastfeeding support services. 
CBS also supports community groups such as 
the Manawatu Home Birth Association and 
Babywearing Manawatu, both of which meet 
regularly in their child-friendly rooms. CBS is 
governed by a Trust Board.

Barnardos Bumps to Babies Service
Barnardos has been contracted to provide 
pregnancy and parenting education and 
information and advisory services beginning 1 
July 2016 and their work will be reported on in 
the next Annual report. 

More information on the Barnardos Bumps to 
Babies service can be found by phoning 0508 
247 8433, emailing bumpstobabies@barnardos.
co.nz or visiting www.barnardos.org.nz/bumps-
babies

The Pregnancy Centre
The Pregnancy Centre offers a caring, 
friendly, non-judgmental environment for 
clients to come and talk over their particular 
circumstances. Many young girls and women 
find themselves in situations that are just too 
big for them to deal with alone. Their trained 
staff are able to talk over options and refer 
clients when necessary to the appropriate 
agencies. The Pregnancy Centre offers:

• Respectful confidential support
• Pregnancy testing and full information about 

pregnancy options
• Pregnancy counselling
• Problem-solving: no problem to big or too 

small
• Counselling after an abortion
• Counselling after a miscarriage
• Infertility issues.

The Pregnancy Centre also offers Youthplus, 
a teenage pregnancy group that provides 
food, fun and information about labour, 
birth, parenting and life skills in a friendly 
environment.
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Secondary maternity services at Palmerston North Hospital include: 
antenatal consultations, elective/emergency caesarean sections and 
inpatient antenatal and postnatal admissions. The Women’s Health Unit 
supports an antenatal/gynaecology service and outpatient clinic as well as 
supporting birthing services for all women in the MidCentral DHB region. 
This is arranged into the following areas:

• Antenatal and Gynaecological clinic on the ground floor of the hospital
• Birthing Suite which includes eight birthing rooms, five of which have spa 

baths. This also includes a bereavement facility or Stillbirth And Neonatal 
Death Society (SANDS) room, for families who have experienced the loss 
of a baby.

• Access to operating theatre close to the birthing suite
• A 24 bedded maternity ward, for antenatal and postnatal care. The ward is 

comprised of single and shared twin rooms with ensuite bathrooms.
• Neonatal Intensive Care Unit, adjacent to the birthing suite.

Other maternity services at Palmerston North Hospital include: the Diabetes 
Service and Diabetes/High Risk clinic, Maternal Mental Health Service, 
Hospital Lactation Consultancy Service, and community midwifery care for 
women with complex pregnancies/births and GP postnatal care.

Secondary Care Services 
Palmerston North Hospital
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The Maternity Ward
The Maternity Ward was allocated a dedicated Associate Charge 
Midwife (ACM) position at the beginning of 2016 – prior to this 
there had been no clinical midwifery leadership allocated solely 
to this area since 2003. 

The role is an evolving one but essentially involves ensuring 
that professional standards are maintained, that the care given 
to women and babies is expert care and is provided safely and 
appropriately. Having leadership on the ward means that staff 
can be better supported and there is a visible go to person 
when they need it.

We have looked at some of the routine practices that we do and 
have new ideas about how these can be better done. We also 
have a planned upgrade to our office and reception area. The 
family day room has been decorated and updated and is a much 
brighter space for all.

Fiona McConnon, ACM

The newly decorated day room on the Maternity Ward,  
Palmerston North Hospital.

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 comprises five 
Intensive Care 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).

Over the past few years there has been a rising trend of term 
admissions to the NNU, with the highest admission rate in 2015. 
This affects the total number of admissions to the NNU, with 
the unit having to close to new admissions. When this occurs 
women who are likely to birth at 36 weeks or under have to be 
transferred to other maternity units for the possible birth and 
NNU admission. This in turn stretches the midwifery staffing if 
a midwife has to accompany the woman during the transfer. It 
also affects the timing of inductions of labour and management 
of complicated pregnancies.

At the January Perinatal Case Review meeting the 
Charge Nurse of the NNU presented a small audit 
of term admissions from September to December 
2015. Findings of the audit were:

• Admissions to NNU have increased over the last five years 
despite a falling birth rate

• Almost one in three babies born in PN and Horowhenua 
are admitted to NNU. 62.5% of these admissions to the 
NNU are term babies 

• 83% of term admissions to NNU are from within 
the hospital system. 32% of these term babies 
have a discharge diagnosis of hypothermia and/or 
hypoglycaemia

• 43% of term babies are admitted with some form of 
respiratory distress. Hypothermia and hypoglycaemia are 
also present in some of these babies and contribute to the 
need for respiratory support and intervention.

• 17% of term admissions to NNU are from home. 62% of 
these admissions are for jaundice or feeding issues (which 
may interrelate).

• 7% of term admissions are babies of diabetic mothers.

Considerations

• How can we improve feeding support in the community?
• What measures can we improve on within the hospital to 

prevent hypothermia and hypoglycaemia? (This ultimately 
decreases our need for medical interventions)

• How can we maintain skin to skin but improve our ability 
to keep the baby warm and adequately monitored?

• Term admission rates need to be reduced through a multi-
disciplinary team approach. 

A warming cabinet has been installed in the Delivery Suite 
of Palmerston North Hospital and contains warmed baby 
clothing and linen for mothers and babies. This is the first 
initiative to reduce the number of cold babies admitted 
to the NNU. Other initiatives are being discussed, with a 
possible further audit to investigate the high admission rate.

Year Total Births
(PN and HORO)

Total  
NNU admissions

2011 2190 379 

2012 2086 503 

2013 2019 522 

2014 1985 505 

2015 1988 545 

2015:  
Month

Total NNU 
Admissions 

Total Term 
Admissions 

Term 
Admissions  
(% of total)

January 40 20 50% 

February 32 22 68.7% 

March 35 23 65.7% 

April 41 31 75.6% 

May 54 41 75.9% 

June 39 25 64.1% 

July 42 27 64.2% 

August 44 27 61.3% 

September 46 32 69.5% 

October 59 41 69.4% 

November 58 33 56.8% 

December 53 40 75.4% 
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Neonatal  
App Developed  
for Parents 

The Neonatal Unit has developed an App named “Babble”. This 
is an app, free of charge, which is available on the App store as 
well as Google Play Store.

The targeted audience is parents of babies in the Neonatal Unit, 
but can be used by any parent expecting a baby, given about 
25% of all babies are admitted in the Neonatal Unit.

Parents of newborn babies who are admitted in the Neonatal 
Unit of Palmerston North Hospital will be given a lot of 
information during the admission of their baby. This important 
information is provided by healthcare professionals. The 
problem is that in the early days after giving birth and becoming 
a parent this information can be overwhelming and not always 
remembered. Having the information available on a personal 
device (mobile app) gives parents the opportunity to access 
information from one reliable source, to read and digest the 
information and share and discuss the information with their 
whānau/extended family. Most parents now have a Smartphone 
and having an app containing all the information available any 
time of the day and at any place can be very important.

The app was released in May 2016.

Hospital Lactation Consultancy Service
The Lactation Consultancy Service operates under the 
MidCentral DHB Women’s and Child Health Service. The service 
is designed to assist women to achieve their breastfeeding goals 
by supporting the breastfeeding mother and baby. The service 
provides staff with the education and skills required to protect 
and support mothers and babies.

The Lactation Consultants work across the organisation within 
the defined specialty. 

The role includes the:

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

• Provision of expert advice to other healthcare professionals 
• Ongoing development and implementation of breastfeeding 

educational plans targeted to all healthcare professionals 
• Ongoing development and implementation/maintenance of 

Baby Friendly Hospital Initiative (BFHI) throughout MidCentral 
Health, with specific development, implementation and 
evaluation of BFHI policy in line with subsequent change to 
National New Zealand Breastfeeding Authority Baby Friendly 
Hospital Initiative documentation.

Two lactation consultants work primarily in the Women’s Health 
Unit (WHU), working with healthy late preterm and term babies 
and mothers to establish breastfeeding. The service extends to 
inpatients in other areas of Palmerston North Hospital requiring 
specialist input.

The third Lactation Consultant is employed in the Neonatal/
Child Health service area supporting staff and mothers of unwell 
or premature babies in NNU, Children’s Ward and the Home Care 
Team.

The WHU Lactation Consultants provide a breastfeeding talk 
Monday to Friday at 10 am on the Maternity Ward. Women 
and their whānau are welcome to attend alongside antenatal 
women who are encouraged to attend in preparation for 
breastfeeding.

The Lactation Consultancy Service operates a Lactation Clinic 
onsite Monday to Friday, receiving referrals from women, LMC’s, 
Well Child providers, General Practitioners and other health 
practitioners.

The Lactation Consultant undertakes a comprehensive skilled 
assessment with the mother and baby, formulating a plan with 
the mother and evaluates progress.

Lactation Consultants assess and assist with complex 
breastfeeding difficulties on the postnatal ward and throughout 
the hospital. Staff are encouraged to be present during the 
consultation so they can build on their knowledge and acquire 
the skills to support mothers and babies.

The Lactation Consultants provide breastfeeding education 
onsite with informal learning opportunities on the ward and 
formal Breastfeeding Education Days held throughout the year. 

Baby Friendly Hospital Initiative
Palmerston North Hospital maternity and neonatal service 
gained BFHI re-accreditation in May 2016, the first secondary 
level hospital in New Zealand to reach that achievement five 
times in a row. The hospital was first accredited in 2002, and 
reaccredited every three years until 2011 when, because of our 
success, it was moved out to a four years’ cycle. The accreditation 
is an external assessment requirement of the Ministry of Health, 
and is carried out by an independent body – the New Zealand 
Breastfeeding Alliance (previously Authority).

The Baby Friendly Hospital Initiative seeks to improve 
exclusive breastfeeding from birth to six months, and 
continued breastfeeding throughout the first two years of 
life. Accreditation is based on the 10 steps to Successful 
Breastfeeding and compliance with the World Health 
Organisation Code of Marketing of Breast milk Substitutes. 

Palmerston North Hospital maintains exclusive breastfeeding 
results of between 78 to 80 percent.

Horowhenua Health Centre is also a Baby Friendly Hospital, 
being separately reaccredited for the fourth time, in 2014. 

MDHB Community Midwifery Service
In an ongoing effort to improve the maternity care experience 
DHB employed Community Midwives have been seeing more 
women in their homes to provide antenatal midwifery input 
alongside the secondary care clinic service. This initiative 
arose to support women with high risk pregnancies who were 
attending the secondary care clinics, and as part of the Women’s 
Health Regional Review (2012–2013), where it acknowledged 
that the Community Midwives were increasingly being asked 
to visit women, who were not attending clinic appointments, in 
order to check on their wellbeing. 

Palmerston North community midwives also work within the 
specialist diabetes clinic and offer midwifery support to long 
term antenatal hospital admissions.

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, and childcare difficulties. 

The Community Midwifery team continue to provide antenatal 
and postnatal care to women who present “unbooked” or are 
unable to find an LMC midwife. 
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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 Well Child Service providers, Lactation 
Consultants, Social Workers, Maternal Mental Health, 
Gynaecology Day Unit, GPs and Child Youth and Family (CYF). 
The Community Midwives are able to attend women’s multi-
disciplinary meetings to represent, and support the women. 
As individual midwives, they have specialist knowledge in the 
Keeping Baby Safe modules of SUDI, and Smoke free education, 
as well as Diabetes and Lactation Consultant services. 

The Community Midwives plan to continue increasing 
antenatal home visits along with the long standing postnatal 
care provision service. They also continue their input in 
the DHB Midwifery Clinic, and support women with their 
elective Caesarean sections. As a team they all look forward 
to representing Palmerston North Hospital positively while 
providing these services to the women, hoping to increase 
satisfaction for the woman and her family, giving 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 in their homes to 
discuss and help with any issues they have. 

DHB Feilding Community Midwives (along with other Feilding 
based DHB services) have recently relocated into the Feilding 
Integrated Family Health Centre – an integrated community 
primary healthcare facility – and look forward to the benefits 
their service provision to rural women will gain from working in 
this setting.

Pāruru Mōwai
Pāruru Mōwai is a multi-disciplinary forum that commenced on 
1 April 2015 in response to the need for a Maternal Wellbeing 
Child Protection process in the DHB. Membership of the forum 
consists of Midwifery Advisor (chair), Social workers (Maternity 
and Neonatal Unit), Family Violence Intervention Coordinator, 
Child, Youth and Family Hospital Liaison Social Worker, Neonatal 
Charge Nurse, Maori Health Representative, Well Child Provider 
representative and Maternal Mental Health, Paediatrician, 
Obstetrician and Charge/Associate Charge Midwife. Referrers 
are encouraged to attend the meeting to discuss the women 
referred. A coordinator has been appointed to support this 
important work which ensures women and families with 
complex health and social needs have access to the care and 
support they require to keep mother, baby and other children 
safe. This also ensures that the maternity team, including the 
LMC, are supported and kept safe while providing excellent care.

A survey of referrers was undertaken in April 2016 in an attempt 
to identify and address any issues of significance for referrers 
and referees.

A six month review meeting took place on 18 November 2015. 
A robust discussion was held about the present issues around 
meeting rooms, timing of meetings and meeting format. 
A number of improvements were identified and are being 
implemented, the main one being that the medical cases will be 
discussed at a separate sub-group of Pāruru Mōwai. This has not 
yet eventuated, however we endeavour to discuss medical cases 
at the beginning of the meeting to enable medical staff to leave 
after this.

The Pāruru Mōwai forum made referrals to the following 
groups: Maternal Mental Health, Alcohol and Drug Service, 
Parents as First Teachers, Barnardos, Red Cross Refugee Services, 
Teen Pregnancy Units, Child Youth and Family, Tararua Early 
Years, Whānau Ora Navigator, ACROSS, Physiotherapy, SANDS, 
Dietitians, Well Child Providers.

A MidCentral DHB Sharepoint Intranet site was created in July to 
provide a more secure and central reporting service. All meeting 
minutes, agendas and a list of Pāruru Mōwai cases are uploaded 
to the site.

In the 2015/16 year there were 118 referrals to the forum. 

Ethnicity of Pāruru Mōwai Women  
1 April 2015 – 31 March 2016

19.5% of the women referred identified as Maori, 65.3% as New Zealand 
European.

Referrers of Pāruru Mōwai Women  
1 April 2015 – 31 March 2016

*Other: MDHB Community midwife, Tairawhiti DHB FV Coordinator, 
Hawke’s Bay MWCP group, MDHB Cardiologist.
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Maternal Mental Health
The perinatal mental health service is a community based 
mobile specialist service that provides:

• Specialist assessment and diagnosis of mother and infant 
mental health

• Specialist treatment, care and support including attention to 
the mother and infant relationship 

• Consultation, liaison and advisory function to other service 
providers regarding the wellbeing of mothers and infants

• Shared care and joint planning with other health and social 
services and agencies in the care of the mother and infant.

With the MOH’s campaign to enhance acute responsiveness for 
mothers and infants the services provide:

• Ability to respond to the needs of mothers and infants 
experiencing acute deterioration of their mental health status 
during pregnancy or within the first 12 months post partum

• A greater intensity and frequency of treatment and support 
than could have otherwise be provided by perinatal mental 
health services 

• Packages of care to enable women to regain a settled mental 
state, strengthen their own ability to maintain their safety and 
address the needs of their infant/children.

Enhancement of Acute Responsiveness
In 2015 extra funding was approved for the provision of 
perinatal mental health acute options within the central region, 
as a result additional resources were allocated to MidCentral 
Health’s mental health and addiction’s perinatal mental health 
service. The mental health and addiction service appointed 
another full time equivalent (FTE) nursing position to work 
alongside the Clinical Nurse Specialist (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 additional FTE provided 
to perinatal mental health to enhance acute responsiveness 
appears to have proven to be advantageous.

The Community Psychiatric Nurse (CPN) has been undertaking 
comprehensive assessments, and providing short term follow-
up for those women requiring support during the perinatal 
period. The definition for short term is flexible, on a case by case 
basis, dependent on the clinical/support requirements for the 
woman, whānau/family. There has been an increase in referrals 
and the workload demand for the CNS and CPN appears to 
have increased. However, both the CPN and the CNS undertake 
peer review of cases to ensure ongoing follow-up and/or 
service coordination is in the best interest for women/families/
whānau and that they are receiving appropriate services. Due 
to the extra demand the CPN now carries a caseload which can 
cover women living in the Horowhenua, Tararua and Manawatu 
regions. Due to the increase in demand in the Horowhenua 
area the CPN is currently working 1–2 days a fortnight in the 
Horowhenua region.

Packages of Care
Packages of care were slow to start however good use of 
resources is now been utilised, with excellent anecdotal 
feedback from service users, family/whānau and other 
providers. Services provided include: respite care, wrap around 
support for mother and baby, family/whānau in the home, plus 
ability to provide counselling for women that meet criteria via 
an NGO. 

Service Linkages
The MCH Women’s Health Vulnerable Pregnancy Multi-agency 
(Pāruru Mōwai) Forums have commenced. The perinatal mental 
health team were instrumental in the development of this forum 
and the perinatal clinicians are a part of a larger MDT/multi-
agency group. The group is represented by professionals from 
Women’s Health, Child, Youth and Family, MidCentral Health's 
Social Work department and Perinatal Mental Health.

The perinatal mental health clinicians continue to work well 
in collaboration with women and child health services at 
MidCentral Health. The CNS is now able to visit the Women’s 
Health post natal ward and meet new mothers to advise of the 
support available for those women experiencing mental health 
difficulties in the perinatal period.

The perinatal mental health service continues to link with Across 
Social Services who run the postnatal depression groups.

Training
Perinatal mental health training for midwives has been 
undertaken and is an integral part of the midwifery education 
programme provided at MCH. The CNS in conjunction with the 
midwifery educator provided three, three-hour training sessions 
at the compulsory midwifery training days in 2015. Midwifery 
Council has determined that perinatal mental health training 
is a compulsory component of that training day. Feedback 
has been positive: “content was very informative, interactive 
and precise, really enjoyed the informal discussions and group 
work”, “group work was effective for reviewing information” 
and “well presented, made participation easy and comfortable, 
session was thorough and very informative. I have found it 
very valuable”. The CNS for the second year provided perinatal 
mental health training for second year midwifery students at 
Whitireia New Zealand.

Regional project lead, continues on the process of setting up 
video-conferencing so that regional clinicians can ‘sit in’ on 
meetings, MDTs or undertake case conferences with the central 
Wellington MMH team. The software and camera required to 
undertake video-conferencing has been completed and case 
conferencing has commenced.

Clinical Pathway
The perinatal procedure, referral form and clinical pathways 
have recently been reviewed and approval signed off. The 
new clinical pathway and referral guideline framework was 
acquired from the work undertaken by the specialist perinatal 
mental health services (Wellington) however adjusted to meet 
the services and need of the MidCentral DHB community. The 
Maternity Quality and Safety Programme group (MQSP) were 
involved in the development and approval of the new pathway 
and referral guideline. The MQSP have also organised for the 
pathway and referral guidelines to be added to a ‘pad’ which 
includes the Edinburgh post natal depression screening tool. 
These ‘pads’ will be distributed to lead maternity carer and other 
referrers as appropriate. 
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Service Demand
From the 2015 calendar year:

• 147 new referrals, this is up on the 2014 year when 103 
referrals had been received

• Of the 147 referrals received 100 women were seen face-
to-face for assessment and continued to receive care from 
perinatal mental health services or were referred on to other 
community agencies for follow-up. A small number of women 
declined services, were forwarded on to services within their 
geographical location or were unable to be contacted. Those 
women who declined services were advised of other supports 
available in the community.

• Nine referrals were received for those women deemed to be in 
‘crisis’. This number does not necessarily include those women 
seen as direct referrals from the Women’s Health inpatient 
ward.

• Of the 147 new referrals 63 women reported multiple 
adversities ranging from mental health and/or addictions, 
social issues including financial difficulties, relationship issues, 
domestic violence and historical childhood issues. 

Universal Newborn Hearing Screening 
and Early Intervention Programme

Why Screen Babies For Hearing Loss?
The first six months of a baby’s life is a critical period for learning 
to hear and speak. Lack of exposure to language during this 
critical period, such as through a hearing loss, can affect a 
child’s development, communication skills, educational and 
career achievement. The early detection of hearing loss, and 
the initiation of early medical and educational interventions, 
has been demonstrated to significantly improve long-term 
communication skills and cognitive ability for children with 
hearing loss and their families and whānau.

Universal Newborn Hearing Screening is the standard of care 
internationally. Screening programmes have been established 
in the United Kingdom, the United States, Canada, Australia and 
a number of other nations. The successes of newborn hearing 
screening programmes in detecting hearing loss at an early 
stage, and improving outcomes for children and their families, 
have been widely published.

An effective newborn hearing screening programme will 
identify babies with permanent congenital hearing loss 
soon after birth. It will also initiate medical and education 
intervention during the most important period of language 
development, that is, 0–3 years of age. Evidence shows that 
babies who begin to receive appropriate intervention before the 
age of six months can maintain language, social and emotional 
development commensurate with their physical development.

The New Zealand newborn hearing screening programme 
is designed to identify moderate or more severe permanent 
congenital hearing loss, which affects approximately 1 in 1000 
babies born.

Prior to the introduction of universal newborn hearing screening 
in New Zealand, the average age of detection of hearing loss 
was around 3½ to four years of age (approximately 45 months 
of age). By international standards, our age of identification was 
very late. Historical data also indicated that Māori and Pacific 
babies and children may be more likely to have a hearing loss 
than other babies and children. Participation in the UNHSEIP is 
strongly recommended by the Ministry of Health.

Statistics for January – December 2015 – MDHB

Live births 2156

Offered screening 1920

Declined screening 7

Screening completed 1898

Screening not completed 
(including DNA’s)

274 (Some December babies were 
screened in January 2016)

Targeted follow-ups  
due to risk factors

48

Referred from screenings 
to Audiology

47 (This number includes passed, 
DNAs, retesting and ongoing)

Hearing loss diagnosed  
at Audiology

3

From the Newborn Hearing Screening 
Team

2015 saw significant changes to the Newborn Hearing 
Screening Programme across all DHBs.

This period of change was at times challenging, but 
with the great support and patience we have had from 
the Ministry of Health, our fellow colleagues, and the 
Women’s Health Unit (the areas where we most work) 
the service has improved and adapted to the changes 
required.

When the new screener commenced work in June 
2015, staff focused on reducing the waitlist down to a 
manageable level. With both screeners completing the 
‘rounds’ in the Maternity Ward and the NNU unit in the 
mornings, the majority of babies are screened prior to 
discharge.

Audiology waiting time is now minimal for the babies 
that are referred to the service.

Outreach clinics have increased with Levin now having 
two per month to accommodate as many Levin/Ōtaki/
Shannon families as possible. Monthly clinics will be 
reintroduced March 2016 on a trial basis.

With the implementation of the new NSU protocols and 
equipment (2015), the service now runs more efficiently 
and smoothly. Targeted follow-ups have decreased, thus 
reducing impact on the Audiology Department.
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Multi-disciplinary Education
In July 2015 the MQSP funded four members of the maternity multi-
disciplinary team: two midwives, one obstetrician and one anaesthetist to 
attend the Practical Obstetric Multi-Professional Training (PROMPT), Train the 
Trainer course in Sydney, Australia. With the plan to increase the number of 
PROMPT study days offered at MDHB. There has already been one course run 
in August, with three more courses booked for 2016. Other areas of multi-
disciplinary education/training are:

• Monthly Perinatal Case Review meetings – These meetings are well attended 
by core midwives, LMC midwives, Obstetrics, Paediatrics and Radiology.

• Weekly CTG education sessions with midwives, registrars and obstetricians 
have recently commenced. These teaching sessions are held every 
Monday morning. So far these sessions have been a benefit to all and have 
improved communication between registrars and midwives. Hospital 
midwifery attendance at these meetings is dependent on the acuity of the 
maternity unit on the day, LMC midwives attend as they are able to diary 
the time. Effort is being made to increase the attendance of LMCs as well.

• Vaginal Breech workshop organised by two local LMC’s with Dr Denys 
Court (Obstetric Specialist MBChB, FRANZCOG) as the key speaker was 
held in February 2015. It was well attended by Medical staff (specialists, 
Registrars and Senior House Officers), LMC midwives, core midwives and 
student midwives. It initiated an open discussion on offering vaginal 
breech births to the appropriate women.

education 

professional 
development
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Midwifery Education/Professional 
Development – 2015/16
The Midwifery Council of New Zealand (MCNZ) recertification 
programme is compulsory for all midwives who wish to 
maintain a practising certificate in New Zealand. The MDHB 
Midwifery Educator plans and runs a programme of compulsory 
and elective study days at the DHB, therefore ensuring that 
all employed midwives complete the MCNZ recertification 
requirements for the triennium (2014–2017). Midwives are 
provided with all compulsory Annual Practising Certificate 
(APC) requirements and are able to access financial support for 
external education through a variety of sources.

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), for those 
preparing to become childbirth educators, student midwives 
and lactation consultants.

Midwifery Emergency Study Days – Ten of these were held 
during the year, with all emergencies discussed ranging from 
Amniotic Emboli (increase nationally) to inverted uterus and 
breech. Vaginal breech birthing skills are being developed so 
that women can be offered a safe alternative if appropriate to 
do so.

Midwifery Practice Study Days – Three were held in 
conjunction with maternal mental health workshops (suicide 
a leading cause of maternal death in New Zealand – PPMRC 
Annual Report 2015). Other issues discussed were:

• Intravenous opioid education for midwives
• MCIS and documentation
• Long latent phase of labour, monitoring and when to transfer 

care to secondary care.

Fetal Surveillance – MidCentral DHB utilises the Royal Australian 
and New Zealand College of Obstetricians and Gynaecologists 
(RANZCOG) Fetal Surveillance Education Programme (FSEP), 
which is taught through a combination of study days and an 
online education programme. Core midwives are required to 
complete either the online training or the study day on alternate 
years. To improve the attendance by LMC’s the cost of attending 
the course has been drastically reduced. Two courses were held 
in 2015, one in Palmerston North and one in Whanganui in 2016.

Newborn Life Support – This is a multi-disciplinary course that 
doctors, nurses and midwives attend and has been held four 
times in 2015. As with the FSEP the course costs have been 
reduced to encourage LMC participation and courses are being 
held in 2016. There is a lack of qualified trainers for this course 
which is being addressed in 2016.

Practical Obstetric Multi-professional Training (PROMPT) 
– This is an evidence-based multi-professional training for 
obstetric emergencies and is attended by midwives (core and 
LMC) and doctors from Obstetrics, Paediatrics and Anaesthetics. 
PROMPT is associated with direct improvements in perinatal 
outcomes and has been proven to improve knowledge, clinical 
skills and team working. One course has already been held at 
MDHB with another one booked for November 2016. To improve 
LMC attendance at this course it is now offered free to LMCs 
within MDHB. Following the publication of the PMMRC 10th 
Annual Report, there is a plan to include the management and 
treatment of women with Amniotic Fluid Embolism (AFE) in the 
next PROMPT course.

General – Half of the current core midwifery workforce had 
applied for Midwifery External Education Development (MEED) 
funding during 2015, to attend workshops/study days outside 
of MDHB. Many education days are in addition to midwives 
contracted working hours, ie study days attended on the 
midwife’s ‘day off’. Occasionally due to high acuity/low staffing 
numbers midwives are removed from study days to work within 
the maternity unit.

Quality Leadership Programme
The Quality and Leadership Programme (QLP) provides a 
professional development pathway/framework for hospital 
employed midwives and their employers to develop mutual 
responsibilities in a manner which models partnership between 
the employer and 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. The programme has three 
domains of practice:

Competent – New graduate, new staff member, return to 
practice midwife. A midwife who is competent to practice but 
needs to develop skills and experience to function effectively in 
the role.

Confident – A midwife who has the necessary skills and 
experience to function confidently within her employed practice 
area. They will have a minimum of 12 months clinical practice 
experience and will be using evidence informed practice.

Leadership – A midwife who has significant midwifery 
experience and is a role model and resource within the 
maternity service. Takes a lead role in quality improvement, 
innovation and practice development in their practice. 

As a consequence of a national survey conducted by midwifery 
leaders in 2013, that indicated poor alignment between QLP, 
DHB performance appraisals and Midwifery Standards Review 
(MSR). The QLP has been amended and simplified to make 
it easier for midwives to align this with their performance 
appraisals and midwifery standards review, in a bid to 
encourage more midwives to participate in the programme.

Currently there are five MDHB staff with the Leadership Domain 
and just three midwives with the Competent Domain. Four 
staff have almost completed their portfolios for assessment. 
Of concern is the four staff that have chosen not to renew the 
Domains that they had already held.
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Quality Improvement  
Outcomes and Responsiveness

Maternity Audit and Case Review Committee
The Maternity Audit and Case Review Committee (MA and 
CR) has been reviewed in line with the Maternity Service 
Review recommendations, under workstream four. The plan 
is to develop the position of a Maternal Care Review (MCR) 
Coordinator who may also present the maternity monthly 
statistics, guideline launch, audits and trend analysis with 
support from the MQSP Coordinator.

During the past year there has been considerable difficulty in 
obtaining correct and robust data with the change to MCIS. 
Until recently the case review committee members relied on a 
paper tracking system which only had a 50–60% completion 
rate and was dependent upon clinicians completing the form 
after the birth and again prior to discharge. The completion rate 
of the Maternity Outcomes Tracking form was discussed at the 
February Obstetric Service Improvement meeting, as despite 
a memorandum being sent out to all staff in October 2015 to 
remind them of the importance of completing the form, the 
completion rate continued to be inadequate.

 From November 2015 the MQSP Coordinator had been 
compiling a weekly then monthly facility statistics chart. This 
data was felt to be more accurate and corresponded well with 
data from MCIS. While there are still areas of improvement with 
regards to data entry, it was deemed more accurate to utilise 
the facility statistics chart and MCIS data than the Maternity 
Outcomes Tracking forms. 

Due to the challenges in obtaining robust data from MCIS and 
the hospital’s Data Quality and Health Information Department’s 
ongoing issues with the configuration of the MCIS data system, 
the MA and CR Committee has not been able to utilise data to 
assist with Maternity Audit and Case Review during 2015. There 
have been updates to MCIS in early and mid 2016 which will 
address some of the issues of data entry and data collection, in 
order to provide more robust and accurate data for clinicians 
and analysts.

Perinatal Case Review
The Midwife Educator organises monthly multi-disciplinary 
PCR meetings where recent cases are presented by clinicians 
for discussion and feedback. When appropriate guest speakers 
such as Dr Jane Zuccollo, Pathologist, are invited to attend the 
meeting.

There has been a request from members of the maternity 
service improvement meetings (SIM) that the Root Cause 
Analysis (RCA) from sentinel events be presented to staff 
for feedback and discussion on the recommendations, thus 
‘closing the loop’. After some discussion it was decided to trial 
presenting the RCAs at the PCR meetings.

At the October 2015 PCR meeting a member from the hospital’s 
Quality and Risk team presented a RCA from a case that was 
discussed earlier in the year. While attendees at the meeting 
appreciated the follow-up on the case they felt that the time 
between each presentation was too long. 

During 2015 11 meetings were held, with an average 
attendance of 52 health professionals. Topics that were 
discussed at the meetings were:

• Critical review of the Hannah Breech Trial
• Cardio Toco Graph (CTG) interpretation and staff education
• Access afterhours for ambulance transfers – the safest and 

quickest options for unwell women and babies. Including 
what emergencies should go to the Emergency Department 
(ED), Delivery Suite and the NNU

• Educating the ED staff regarding maternity and new born 
issues at birth

• The monitoring of women with long latent phases
• Documentation on the Maternity Clinical Information System 

(MCIS), Maternity Outcomes Tracking form and the processing 
of information discussed at the meeting

• Perinatal Maternal Mortality Review Committee (PMMRC) 
feedback, that has had an effect on outcomes and 
presentations at the PCR meetings.

There was a marked increase in the number of perinatal cases 
presented in 2015.

Maternity Dashboard
The development of a maternity dashboard has been delayed 
in an effort to maximise the information available through the 
Maternity Clinical Information System (MCIS). Workstreams 
four and seven will begin to address this and formalise groups 
to review data, audits and trends. In the meantime a monthly 
statistics chart has been developed to inform staff of the 
current statistics and as a basis for trends to be observed. The 
Monthly Statistics chart is distributed to all specialists and senior 
midwives for discussion at the Service Improvement Meeting 
as well as being distributed to the consumer representatives on 
the MQSP. The chart is also placed on the staff noticeboard in 
Delivery Suite for all practitioners to see.

The chart on the next page is a combination of the monthly 
statistics for January to June 2016. It has only recently been 
completed and as of yet has not been discussed at the Service 
Improvement meeting. 
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MDHB Maternity Unit Statistics Chart for January to June 2016

MidCentral DHB Maternity  
1st January to 30th June 2016 Statistics

Births (number of babies)
Palmerston North 916 }    977
Horowhenua Maternity 61

Mode of Birth

Normal vaginal 602                                   66%

Ventouse 56 }    Total  71          8%
Forceps 15

Elective Caesarean* 106

 }    295                  32%
Emergency Caesarean* 189

Perineal trauma
3rd/4th degree tear 24/3.5%

Episiotomy 90/15%

Outcomes measures

Term labour           37/40 + 887

Preterm labour    <37/30 94

Twins 13

Epidural in labour 153/23% 75 LMC, 63 Core, 15 shared care  
(numbers  from beginning of year)

Successful VBAC 25

IUFD 10

Shoulder dystocia 15

PPH >1000mls 62 1.0L>35, 1.5L>18, 2.0L>9

Induction of labour 227/34% 33% progress to a caesarean section

GA caesarean section 17

Vaginal breech 3

Neonatal
Apgar <7 at 5 mins 21

Term admission without abnormality to NNU 98

*CS indication

Elective  
83 Previous CS 

23 Other

Emergency

74 Abnormal CTG

10 Twins 

17 Failed IOL

46 Failure to progress 

42 Malposition/other
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Website
A small working group has been formed to 
update the MidCentral DHB maternity website. 
The group includes a consumer, LMC midwife 
and the Maternity Quality Coordinator who are 
working with a member of the Communications 
Department. At the first meeting it was decided 
to:

• Change the title of the website as it is currently 
under ‘Women’s Health’ and it was thought that 
this was misleading and confusing. Permission 
was sought to change the name to Maternity 
Services

• Maintain the current website until the work on 
the new website has been completed

• Make the website appear less ‘wordy’, by having 
clear titles and brief information with links for 
consumers to access further information if 
required

• Not to have a separate website outside of the 
MDHB website due to cost and the difficulty in 
maintaining up-to-date information. This does 
mean that our colour options for the website 
will be limited.

There also has been some work commenced on 
updating the ‘staff’ part of the website, in order to 
improve the information for prospective staff. 

The updating of the website has become part 
of the communications plan developed by the 
Clinical Project Lead and Project Manager.

Audit
Clinical audits are conducted by both the 
medical and midwifery staff. Some of these 
are discussed at the monthly maternity service 
improvement meetings. Recently there has been 
an opportunity to present these audits to all 
maternity providers at the Perinatal Case Review 
(PCR) meetings. The medical audits are also 
presented at the Medical Development Meetings. 
Current audits planned or completed are:

• Term admissions to the NNU without 
abnormality (planned)

• Induction of labour – (completed and 
presented to the PCR meeting July 2016).

Community Services
Community Engagement – Annual Report Presentation Day

The first MDHB combined Annual Maternity Report and MQSP Report 2014/15 
was presented in November 2015. Community groups, consumers and 
maternity service providers were all invited to the presentation day and to two 
of the three workshops booked for the afternoon session. The presentation day 
was held at a community venue to emphasise the maternity service’s place in 
the community. The feedback from the presentation day was that it was great 
to have the venue in the community rather than at the hospital. 

Quotes from the feedback:

“Fantastic day. Please repeat!”

“I wasn’t sure if this workshop would be relevant to me as a first year student 
midwife, but it has been so interesting! Thank you so much! The VBAC discussion 
was especially interesting”.

The morning session consisted of feedback on the report from midwifery and 
an obstetric perspective. Three workshops in the afternoon focused on:

• Professional Interactions in Maternity Services
• Vaginal Birth After Caesarean Section
• Development of a Maternity Service Vision.

A second Annual Maternity Report presentation day is planned for late 2015.

Consumer Feedback
Maternity Experience Survey

Since December 2014 women who have stayed on the Maternity Ward at 
Palmerston North Hospital have been given the Maternity Experience Survey 
to complete. These surveys are collated by the hospital’s Quality & Risk 
Department and summaries of the surveys are presented monthly to the 
Maternity Service Improvement meetings where any themes are discussed and 
followed up by the Charge Midwife. The summaries are also discussed at the 
fortnightly staff meetings by the Charge Midwife with the positive comments 
passed onto the named staff. From October 2015 these survey results will be 
forwarded to the consumer members of the MQSP Locality and Governance 
groups. Currently the service is looking at ways to improve the completion rate 
of the surveys as it currently sits between 11–46%. Another area of concern is 
the lack of diversity of respondents, noted that most women who complete 
the forms are NZ European.

Ethnicity

Overall women appear satisfied with their care and provide positive comments 
about staff.

“The staff exceeded my expectations; I wasn’t expecting them to be so 
understanding and attentive to my needs.”
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There are reoccurring themes throughout the monthly surveys, these are:

• Partners should be allowed to stay overnight, for the first or second night
• Conflicting information regarding breastfeeding
• More information regarding post op cares/care of baby
• Staff to come into the room more often to check on mothers and babies and 

some request that staff do not come in unless they ask for assistance, ie ring 
the call bell

• Not enough food/snacks
• More frequent checks on baby
• Improved pain relief options following birth.
• Most women were satisfied with their care on Delivery Suite but their 

postnatal care was not as good.

Reason Stay Was Different To What Was Expected

Most women’s stays were longer than expected due to an unplanned 
Caesarean section, breastfeeding problems or having a baby in the NNU. Other 
reasons for a longer stay were for checks/screening.

“I would have gone home earlier if it wasn’t for checks early. Monday morning-hip 
and hearing.”

“I had an emergency c-section so spent a lot longer recovering than expected. 
Also my baby had five days worth of antibiotics so had to stay until that was 
completed.”

Reasons for going home sooner than planned were that their partners couldn’t 
stay overnight, sharing rooms, inconsistent advice and inadequate food.

“Mothering skills very limited info/support from staff seemed to assume I know 
what I’m doing. Food was not good and there wasn’t enough. No drinks offered 
and had to go and find it all myself.”

“Food was terrible and also a long wait between lunch and dinner. No snacks 
offered.”

“The food!!! Not enough for newly breastfeeding mother.”

“Food some days couldn’t tell what it was. More fresh fruit and veges.”

Satisfied With Visiting Arrangements

Most comments were regarding partners 
staying overnight.

“Allowing fathers to stay to help mother and 
baby.”

“It would be very nice if there was a place for 
husbands to sleep. It was sad to have to say 
goodbye every night.”

“Would be great if partners could stay at least 
one night.”

Would have preferred if husband could have 
stayed overnight postnatally for his and my well 
being. It was tough excluding dads from night 
time life.”
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When Thinking About My Care I Was...

“So much information, quite conflicting from one midwife to another. Very 
overwhelming for a first time mum.”

“Much better than my first birth, midwives were excellent and there if needed 
without hovering. Went a lot better than expected as my last birthing experience 
and recovery was rocky.”

“Lots of mixed messages.”

“I felt having a c-section the focus was almost all on me, while I wanted to ensure 
the baby was ok.”

“The staff involved in the birth process were amazing.”

“Even better than I expected. Amazing midwives. Also breastfeeding information 
and support.”

The maternity experience survey and different options to gain consumer 
feedback will be reviewed as part of the Maternity Service review work 
programme.

Areas for Improvement
Consumer Engagement
We acknowledge that we have not developed strong relationships or they 
have been poorly maintained in the past. We are excited that the next step 
in our service development will be to embrace consumers in all levels of 
engagement. This means having a voice (or several) at Governance, in projects, 
when developing feedback mechanisms and parent information, when 
considering audits and research, and planning for future.

Several consumer group meetings have so far been held in our wider 
community: Tararua, Manawatu and Horowhenua. We have utilised existing 
consumer groups that are already well established and represent a wide group 
of women and families. We have also met with the Teen Parent Unit and Maori 
through the Iwi representative on the Service Review recommendations 
Working Group. We have elicited feedback and established communication 
channels going forward. In order to strengthen these further, we are 
considering employing a permanent consumer engagement facilitator, who is 
a recent consumer of our Maternity Services. We have sought help and advice 
from other DHBs who have done so. 

Maori
28% of our birthing women identify as Maori and 
we are aware of deficits in our current services 
in respect of cultural appropriateness for Maori 
and there is work to do. MidCentral has a Maori 
Health Unit, and we plan to build much stronger 
relationships with them as a first step. We are 
also implementing the Tuia framework, with 
particular focus on the principle to ‘recognise and 
accept the involvement of whānau in the care of 
wahine Maori’. As well as an Iwi representative on 
the Working Group, we have also invited Oriana 
Paewai on the Steering Group. As both these 
groups are making most of the planning and 
strategic decisions for the service, this ensures the 
Maori voice is present when major decisions are 
made. 

Relationships between the new Maori Directorate 
and the MQSP are being strengthened and 
developed and have already included inviting 
the Maori Quality Improvement Coordinator to 
join the MDHB Breast Feeding Collective and 
attending the Mama Aroha talk card training day. 

Teen Parents
Although the rates of teen parents are declining 
(from 172 births in MDHB in 2012 to 129 in 
2014), we have not had strong links or sought 
feedback from this group, until now. There has 
been an initial meeting with the Teen Parent Unit 
in Palmerston North, and we are just working 
through the feedback from this interaction to 
work out our next steps. 

Teen parents are often referred to as Pāruru 
Mōwai, our “most vulnerable” where key providers 
of link services aim to wrap around and care for 
teens especially those in more complex social 
situations. 
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Stakeholder Engagement
Work has commenced on engaging with our 
stakeholders both internally and externally. We 
acknowledge that we have good/close working 
relationships with some departments such as the 
NNU/Child Health; while we need to improve our 
relationships with other departments such as the 
Emergency Department. Initial meetings have 
occurred with some departments and regular 
meeting times have been established. We are 
keen to continue with this dialogue and to build 
strong work relationships.

Mental Health
Stakeholder engagement has been strengthened 
considerably in recent months. Monthly meetings 
with Maternal Mental Health including the 
maternity liaison nurse are occurring. We have 
so far clarified the referral pathways, are rolling 
out the Edinburgh scale for all women to either 
self-assess, or have their midwife assess their 
situation, and also provided access to staff and 
LMCs for the Manawatu Mental Health Directory. 
From discussions so far, we are considering 
developing a birth trauma debrief service, as we 
have learnt that early intervention may prevent 
a more serious depression episode. We are 
currently supporting a member of our staff to 
develop the knowledge and skills to support this 
initiative. We also recognise that we need to open 
a conversation with women and families who 
have been affected by mental health issues in or 
after pregnancy and are committed to doing so.

Child Health/NNU
An initial meeting with NNU Charge Midwife 
and Paediatric SMO’s has occurred. As stated 
previously the maternity service works extremely 
closely with this department, with good 
relationships and opportunities for informal 
discussions throughout the day. Matters 
discussed to further improve/strengthen this 
relationship have been contacting the Paediatric 
SMO overnight, improving the sharing of relevant 
information between obstetrics and paediatrics 
when an emergency caesarean section occurs 
(using communication tools such as ISBAR)1 and 
early discussions when considering transfer of 
pregnant women under 25 weeks gestation. 

The meeting highlighted other areas/
organisations shared by both departments that 
required further improvements such as exploring 
out of hours access to Broadway Radiology and 
Pacific Radiology scan reports.

Anaesthetics/Operating Theatre
There had been a productive first meeting between the maternity service 
and Anaesthetics/Operating Theatre, with regular monthly meetings 
commenced. There has been discussion and clarification regarding the role of 
the duty anaesthetist and the allocation of operating theatres for emergency 
caesarean sections. Both departments are keen to improve communication 
and relationships between them. The anaesthetic department have also 
suggested the use of the ISBAR communication tool which will improve the 
communication of a woman’s clinical status. The anaesthetic department 
are currently conducting an audit on the waiting time for an epidural, it was 
suggested that there could be a joint audit session for both departments. 

Other topics discussed were:

• More clear communication for Category 1 and 2 caesarean sections2. 
Training to be incorporated into PROMPT study days

• The role of the midwife in the operating theatre
• The development of a liaison role to support communication between the 

Maternity and Operating theatre
• There has been improvements made with contacting the duty anaesthetist 

by using the new fast dial number.

Communications/Intranet Access for LMC’s
Representatives from maternity, quality and risk, LMC’s and a consumer 
representative met with the web designer from the Communications 
Department to discuss improvements to the maternity website and access 
to the hospital intranet for LMCs. Work is underway to facilitate the easy 
intranet access by LMCs by using the Citrix network and to improve LMC’s 
access to MCIS from the community. The current information on the maternity 
website has been discussed and will be reviewed. It was suggested that links 
could be inserted on the website to Health Navigator and Healthpoint. Other 
options discussed were to explore adding QR codes to newsletters/consumer 
information and the use of text as a means of communications.

1ISBAR-Identify, Situation. Background, Assessment & Recommendation – a mnemonic used in healthcare to improve safety in the transfer of critical 
information. 
2Royal Australian and New Zealand College of Obstetricians and Gynaecologists – Categorisation of urgency for caesarean sections -http://www.ranzcog.
edu.au/component/docman/doc_view/948-c-obs-14-categorisation-of-urgency-for-caesarean-section.html
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The New Zealand Maternity Clinical Indicators provide information on a 
series of maternity outcomes, which relate to an optimal health outcome. 
The data on the next page is from the New Zealand Maternity Clinical 
Indicator 2014 (Ministry of Heath. 2016) and from the National Maternity 
Collection (Ministry of Health.2015)

NEW ZEALAND  
MATERNITY  

CLINICAL  
INDICATORS
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NZ Maternity Clinical Indicators MidCentral DHB

MDHB  
Trend 2009 2010 2011 2012 2013 2014 Rest of NZ 

2014

1  Registration with an LMC in the first trimester of pregnancy 65.4 65 67.7 69.1 71.2 73.1 67.7

2  Standard primiparae who have a spontaneous vaginal birth 65.8 70.4 76.1 69 65.3 64.1 68.9

3  Standard primiparae who undergo an instrumental vaginal birth 15.3 13.5 12.4 15 15.2 17.8 15.2

4  Standard primiparae who undergo a caesarean section 18.9 15.4 11.5 16 19.2 17.4 15.6

5  Standard primiparae who undergo an induction of labour 3.3 2.2 3.8 5.3 4.7 7.4 5.6

6 
Standard primiparae with an intact lower genital tract (no 1st to 
4th degree tear or episiotomy 31.6 39.8 32.3 31.3 33.8 28.0 27.7

7 
Standard primiparae undergoing episiotomy and no 3rd to 4th 
degree perineal tear 24.2 19.3 24.7 21.4 18.3 28.9 22.7

8 
Standard primiparae sustaining a 3rd or 4th degree perineal tear 
and no episiotomy 4.1 5.6 4.3 4.4 2.5 3.7 4.5

9 
Standard primiparae undergoing episiotomy and sustaining a 3rd 
or 4th degree perineal tear 1.2 1.1 1.7 0.4 0.8 1.2 1.5

10  Women having a general anaesthetic for caesarean section 9.2 8.5 7.7 10.7 7.7 9.4 8.4

11  Women requiring a blood transfusion with caesarean section 4.3 3.3 4.5 3.0 3.4 2.9 3.2

12 – Women requiring a blood transfusion with a vaginal birth 1.7 2.4 1.8 2.0 1.5 1.5 2.1

13 – Diagnosis of eclampsia at birth admission 0.00 0.00 0.00 0.00 0.00 0.00 0.00

14 – Women having a hysterectomy 0.14 0.04 0.09 0.09 0.09 0.00 0.01

15 
Women admitted to ICU and requiring ventilation during the 
pregnancy or postnatal period 0.00 0.13 0.04 0.00 0.05 0.00 0.00

16  Maternal tobacco smoking during postnatal period 19.1 20.4 20.2 20.3 20.2 18 12.8

17  Women with BMI over 35 6.9 6.8 7.3 8.5 8.4 9.7 8.8

18  Preterm birth 9.4 7.1 7.0 8.5 8.0 7.9 7.4

19 – Small babies at term (37–42 weeks’ gestation) 3.6 3.6 3.2 2.3 2.9 2.9 3.0

20  Small babies at term born 40–42 weeks’ gestation 38.4 50.0 52.9 57.4 50.0 50.9 39.4

21  Babies born at 37+ weeks’ gestation requiring respiratory support 0.4 0.5 0.8 0.8 1.3 1.9 2.0
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Clinical Indicator 1: Registration with an LMC in the first 
trimester of pregnancy

There has been a steady increase in the number of women 
registering with an LMC in the first trimester of pregnancy. 
This reflects the improvements made by the “5 things to do 
within the first 10 weeks” campaign. Early registration with an 
LMC improves pregnancies with the offer of early screening, 
prescription of supplements such as folic Acid and Iodine and 
health promotion such as avoiding smoking, alcohol and drugs.

Clinical Indicators 2–4: Standard primiparae who have 
a spontaneous vaginal birth, instrumental vaginal birth 
and caesarean section
Of concern is the falling spontaneous vaginal birth rate with an 
increasing vaginal instrumental rate. The caesarean section rate 
has fallen slightly but is still higher than the average for the rest 
of New Zealand. All practitioners within the maternity service 
will have to work together to improve our spontaneous vaginal 
birth rate. This may be improved once the primary birthing 
unit opens as studies such as the Birthplace Study England 
(2011) have shown that healthy low risk women giving birth 
in midwifery led units have fewer interventions, less caesarean 
sections and more vaginal births than those birthing in an 
obstetric unit. Other initiatives such as the “ Active Birth Room” 
proposal go some way to making a difference. Ways to support 
normal birth was also discussed at the Maternity Conference in 
Wellington in 2015.

Clinical Indicator 5: Standard primiparae undergoing an 
induction of labour

This has already been highlighted as an area of concern with an 
audit investigating the induction of labour within the maternity 
unit at Palmerston North Hospital currently underway, led by 
one of the maternity units experienced midwives. The findings 
from this audit will be evaluated and addressed by a maternity 
multi-disciplinary team and interested stakeholders.

Clinical Indicators 6–9: Standard primiparae with an 
intact lower genital tract, undergoing an episiotomy, 
sustaining a 3rd or 4th degree tear with or without 
episiotomy

Both the fall in primiparae with an intact lower genital tract 
and the rise in those undergoing an episiotomy are following 
national trends. However, this does not mean that local 
practitioners should not examine their practice. The increase in 
episiotomies maybe due to the increase in instrumental births, 
an audit examining when episiotomies are conducted may be 
required. Other initiatives such as antenatal perineal massage 
and warm compresses to the perineum may improve outcomes.

Clinical Indicator 10: Women having a general 
anaesthetic for caesarean section

The increase in general anaesthetic for caesarean section will 
require examination by Obstetricians and Anaesthetists.

Clinical Indicators 11–15

There is sufficient data to analyse and comment on.

Clinical Indicator 16: Maternal tobacco smoking during 
postnatal period

While there has been a slight decline in maternal smoking, the 
MDHB rate remains higher than the rest of New Zealand. The 
smoking rate is the highest among Maori women compared 
with other ethnic groups; this is an area that will require further 
collaboration between the MDHB and Te Ohu Auahi Mutunga 
(TOAM) to improve smoking cessation rates in pregnant women 
and their families.

Indicator 16: Maternal Tobacco Use During Postnatal 
Period – Maori population MidCentral DHB

Error bars represent 95% confidence interval for DHB rate.

Rate% 2009 2010 2011 2012 2013 2014

MDHB 30.9 36.1 38.2 38.6 37.9 35.3

NZ 32.5 34.5 33.2 34.7 34.4 34.0

Initiatives to Support Smoking 
Cessation – Introduction of 
Smokerlysers
A key action in the MidCentral DHB 2015/16 Annual Plan is to 
decrease the number of smokers in our district. To help achieve 
this outcome the use of smokerlyzers in maternity services was 
explored and 15 smokerlyzers have been provided to LMCs and 
key maternity services to encourage pregnant women and their 
whānau to stop smoking and consequently reduce the serious 
impact of smoking on unborn babies. 

The smokerlyzers have been provided to maternity resource 
centres and clinics in the Manawatu, Horowhenua, Ōtaki, 
Palmerston North, and Tararua. Services include the Maternity 
Unit at Palmerston North Hospital, Tararua Early Years Service, 
Horowhenua Health Centre and Feilding Resource Centre. Initial 
distribution of the smokerlyzers commenced in late March 2016. 
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Clinical Indicator 17: Women with BMI over 35

This is another area of a slow and steady increase which will 
require collaboration between health professionals within 
the hospital and community to promote healthy weight gain 
in pregnancy and also align with other DHB and government 
initiatives regarding diet and exercise.

BMIs over 35 are common in the following ethnicities:

Ethnicity MDHB rate % NZ rate %

Maori 12.0 12.5

Pacifica 21.6 27.7

European 8.4 5.9

However, it is only the rate of European women that is higher 
than the New Zealand average.

Clinical Indicator 18: Preterm birth

Again this has remained stable but higher than the national 
average, this could be linked to the fact that our NNU does have 
babies transferred to them from other units such as Whanganui 
that don’t admit babies below 32 weeks gestation. 

Clinical Indicator 19: Small babies at term (37–42 weeks’ 
gestation)

No significant change and in line with the national average

Clinical Indicator 20: Small babies at term born 40–42 
weeks’ gestation

The high number of small babies at term may be linked to the 
high rate in maternal smoking, in particular among Maori. As 
well as promoting smoking cessation initiatives MDHB will need 
to develop a guideline and clinician education regarding the 
Grow charts that will become part of MCIS.

Indicator 20: Small Babies At Term 40–42 Weeks’ 
Gestation Maori

Rate % 2009 2010 2011 2012 2013 2014

MDHB 42.9 47.1 53.3 50.0 59.1 54.5

NZ 45.7 47.4 44.5 41.5 37.5 40.9
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The Maternity 
Service working 
with our 
community 

working 
together
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Midwifery Forum
The bi-monthly midwifery forums have been meeting for a number 
of year’s now prior to the PCR meetings. At the beginning of 2016 the 
MQSP Coordinator instigated a change to monthly meetings to improve 
collaboration and sharing of information. Guest speakers have been invited to 
the forums to present topics of interest and this is an ideal place for midwives 
to share experiences/present feedback on study days and conferences. 
Guest speakers so far in 2016 have been Te Ohu Auahi Mutunga (TOAM) 
smoking cessations coaches, presenting an evaluation on the incentivised 
smoking cessation scheme and the Pepi Haumaru/Keeping Babies Safe Nurse 
Coordinator presenting on Pepi-Pod referral. Planned presentations are 
additional visits by Plunket and feedback from a skin to skin study day.

Midwives attending the April 2016 Midwifery Forum

Stop Smoking Services in Palmerston North

Te Ohu Auahi Mutunga (TOAM)
For the first time, Maori and non-Maori services are working together to 
provide a seamless and inclusive district-wide stop smoking service across the 
MidCentral District Health Board region using Kaupapa Maori practices. TOAM 
is available for everyone who wishes to stop smoking.

TOAM offers a menu of opportunity for smokers to address their tobacco 
addiction including face-to-face assessment and treatment, group-based 
withdrawal treatment, general practice and community-based clinics, 
incentivised pregnancy support, stop smoking competitions and a radio 
show.

Partnering with secondary care (PN Hospital), Central PHO, general practices, 
pharmacies and Maori/Iwi providers across the region, it is envisaged that any 
smoker should have easy access to stop smoking support. 

Assessment, advice and ongoing support are free and include some nicotine 
replacement therapy provision. This works well alongside the subsidised 
therapies accessed via the Quit Card or a prescription for oral medication. 

From March 2015 to March 2016, TOAM ran an incentivised stop smoking with 
the support of a Whakahau Ora Midwife Matanga. Unfortunately the funding 
for this initiative was for a set period only.
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Holding On and Letting Go: 
Supporting Families Facing an 
Unexpected Diagnosis in Pregnancy 
Workshop Palmerston North
This workshop focuses on providing practitioners working 
within the maternity service the skills to support families 
during this emotional time, as well as providing support 
structures for themselves. The MQSP locality group felt 
that it was important to provide maternity staff with this 
workshop following the sentinel events of 2015 and the 
service review.

Request for Woollen Clothing 2015
At the beginning of 2015 a request was made via the media 
for woollen clothing to be donated to the maternity unit 
as they were experiencing an extreme shortage in woollen 
items. Kelly Fage, core midwife coordinated the donations 
and liaised with the knitters.

MidCentral DHB held a morning tea today to recognise the 
generosity of the many knitters who responded to the call 
for knitted goods: blankets, singlets, cardigans, beanies and 
booties for babies born at Palmerston North Hospital. 

Photo from the morning tea held for the knitting volunteers, 
NNU staff, Core Midwife, Charge Midwife, Director of Midwifery 
and CEO.

The response to the call for donations has been 
overwhelming, with hundreds of items flooding in on a 
weekly basis. To say thank you to the kind people who 
donate, a morning tea was held in the boardroom at 
Palmerston North Hospital. 

MDHB Chief Executive Kathryn Cook said: “It’s wonderful to 
see the level of generosity in our community. This means 
babies in our region will get a warm start to life thanks to 
the talents of the knitters in our wonderful region. This is 
particularly important for our premature babies being cared 
for in our neonatal intensive care unit. It also means all 
babies are going home with woollen clothing and blankets, 
when needed. 

“I talked to many of these kind people and they had some great 
ideas on how we could make this easier going forward. One of 
the common themes was that wool is quite expensive, so we will 
be looking at ways to help make it cheaper for the knitters. If any 
people or companies in our community are able to donate wool, it 
would be gratefully received.” 

Nearly 100 knitters attended the celebration, with some having 
been knitting for newborns for over a decade. Representatives from 
both the maternity ward and neonatal unit were also on hand to say 
thank you. 

Pepi Haumaru/Keeping Babies Safe
A Pepi Haumaru/Keeping Babies Safe Nurse Coordinator was 
appointed in June 2014 to oversee the programme which 
includes Safe Sleep, Shaken Baby Prevention and Smoke Exposure 
Prevention; this programme intends to have influence over both 
primary and secondary care across the paediatric continuum. The 
aim of this programme is to:

• Reduce the incidence of confusion and misinformation about 
safe sleep for babies and that there is a further reduction in the 
incidence of SUDI

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

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

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

At the beginning of 2015 maternity staff at Palmerston North 
Hospital and Horowhenua Primary Birthing Unit were provided 
with easy access to online training modules. These modules gave 
the staff information regarding safe sleep practices via the Change 
for our children programme ‘Baby Essentials’ and prevention of 
Shaken Baby Syndrome via the Power to Protect-Shaken Baby 
Protection Course. To assist staff with discussing these subjects on 
the maternity ward portable DVD players were purchased so that 
parents could watch the DVD while inpatients.

There have also been” Keeping Baby safe” study days held 
throughout the MDHB during the year, in conjunction with Smoking 
Cessation training. 

NNU Keeping Baby Safe Audit 2015
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In the community health promotion activities such as 
Whānau Ora days are attended by the Keeping Babies Safe 
co-ordinator. The latest Shannon school health day was a 
perfect opportunity to share the messages of keeping baby 
safe and show the public what a Pepi-Pod looks like and why 
it is used. 

The photograph above shows the display at Shannon.

Pepi-Pod Distribution 
The Pepi-Pod distribution scheme commenced in January 
2015, with trained distributors throughout the DHB. These 
distributors educate parents regarding safe sleeping 
practices as well as distributing the Pepi-Pods. The eligibility 
criteria for Pepi-Pods has been reviewed and amended 
to emphasise the risk of second-hand smoke exposure. 
Smoking remains the leading modifiable risk factor for SUDI.

The criteria have changed for whānau who have 
experienced a previous baby death from SUDI, where they 
will be offered a Pepi-Pod regardless of the rest of the 
criteria. 

The eligibility criteria for Pepi-Pods are:

Infant four weeks before birth to four weeks after, and three 
of the following:

• During pregnancy mother smoked or used alcohol or used 
drugs

• Infant is exposed to second-hand smoke due to whānau 
smoking in the home

• Family/mother lives in a high deprivation situation
• Baby is early gestation, less than 37 completed weeks
• Baby had low birth weight, less than 2500g (or below 10th 

centile on customised growth chart)
• Baby is of Maori or Pacific ethnicity
• Mother is 20 years old or younger.

Other issue of concern, eg no safe sleep space for baby, bed-sharing, 
family violence concerns, mental health concerns, limited antenatal 
care, IUGR. 

To be eligible for a Pepi-Pod women/families have to satisfy three 
of the above criteria. Compared with some other DHBs it is more 
difficult to access a Pepi-Pod due to the three criteria families need 
to meet, other DHBs have 1–2 criteria. See the table below for the 
criteria met for distribution of Pepi-Pods. However this criteria has 
ensured that those at highest risk of SUDI are being recognised.

Pepi-Pods Distribution Criteria Met 
As at December 2016

Total Number of Pepi-Pods Distributed 
MDHB As at December 2015 Total = 72

Pepi-Pods Distributed By Month
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Pasifika Maternal Child Health Service 
– Central PHO
The Pasifika Maternal Child Health service continued to be 
delivered with the full support of the Central Primary Health 
Organisation and has endeavoured to deliver on its service 
specifications and milestones and these are discussed below.

 Strategic Networking With Health and Wellness 
Providers for the Pacific Populations of 
MidCentral DHB

 The service continued to harness its networking 
relationship with many of the health and wellness 
service providers such as the Community Birthing 
Services, WCTO providers such as Plunket and the 
Iwi providers, Immunisation Outreach team, LMC/
Midwives, the Perinatal Mental Health providers, 
Smoking Cessation Coaches and General Practices. 
Networking and maintaining regular contacts with 
other social service providers such as the Ministry of 
Social Development (MSD), Housing New Zealand, 
Immigration, Churches and Food Banks and City 
Council, Women’s Refuge Centre, Sports Manawatu and 
Youth Networks was also important during the year.

 Clinical Services Pathway
 The service has over the past two years realised that a 

clinical pathway for the service was inevitable due to 
the nature of Pacific families that are referred to the 
service either by other providers or through Drop In 
clinics. Clients that need to be referred out to other 
health services need Health and Clinical assessments 
before referral and this warrants a change in the service 
pathway for the MCH service. 

 Pacific Whānau Ora Team: Teao Manino Trust – 
Wellington

 At the end of 2015, a number of families were referred 
to the above health provider administering the Whānau 
Ora service pathway for Pasifika families in the Greater 
Wellington region which includes MidCentral DHB and 
Whanganui. 

 Complex and high needs families from Palmerston 
North and Levin were referred for further assessments 
and support for education, health, financial literacy 
and mental health support for parents. It is envisaged 
that Whānau Ora service for the Pacific would continue 
to provide more tangible support for families in the 
coming year.

 Women’s Health Issues
 Women’s health issues continue to challenge the 

service as the fragmentation of women’s health service 
continue to create gaps which Pasifika women are 
falling into. Most of these gaps are related to services 
that have been franchised out of the mainstream 
service such as Family Planning, Cervical screening, 
Antenatal education and breast feeding. Pasifika 
mothers who are already failing to navigate their own 
health pathways through the mainstream services and 
the outpatients system are greatly disadvantaged by 
their lack of awareness of the existence and the location 
of other women’s health services in the private sector.

 Pasifika Outreach Clinics
 The service continued with its Drop-in Outreach 

clinics during the year in Palmerston North and Levin. 
The service plans to rotate and move the clinics in 
Palmerston North to four suburbs that are densely 
populated by Pasifika populations: these are Highbury, 
Awapuni, Milson and Roslyn. The Levin clinic continues 
at the Horowhenua Community Practice on Fridays. 
A new feature of the clinic is the involvement and 
presence of other service providers such as the 
Diabetes Trust who use the clinic once a month; and the 
Smoking Cessation Coach (midwife) from Te Wakahuia 
Manawatu Trust Hauora.

 Children’s Eczema Team
 The service continued to work closely with the 

Children’s Eczema Service based at the Central PHO in 
ensuring that Pasifika children continue to engage with 
the nurses and follow their Eczema Management Plans. 
Challenges continued also in terms of Disengagement 
and the nomadic nature of Pasifika families moving in 
and out of the cities as well as residences. The service 
needs to be vigilant in ensuring that mothers are aware 
of their responsibilities in the management of their 
children’s eczema which also includes the children not 
missing their eczema and dermatology appointments. 
The Pasifika service proposes that a more vigilant 
process need to be in place to ensure that parents take 
their parental responsibilities seriously and prioritise 
their children’s health above all others.

 Advocacy
 The service coordinator advocates for Pasifika 

population health through support and membership 
of many committees and groups such as the Maternity 
Quality and Safety at MidCentral DHB, SPIN, Well Child 
Networks, Breast Feeding groups, Perinatal Mental 
Health NZ and other Pasifika community groups. 
During the year, the service also supported and 
contributed to research and service reviews involving 
Maternal Child Health locally and nationally. 
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Sands Manawatu/Horowhenua 
The families and health professionals in the Manawatu and 
Horowhenua regions are extremely fortunate to be supported 
by our local Sands group when a baby dies. 

Sands Manawatu-Horowhenua is a parent run group supporting 
families who have experienced the death of a baby. All 
supporters are bereaved parents. Sands offers empathy and 
understanding. The Sands supporters are not counsellors and 
do not give advice, more importantly they offer an opportunity 
to share experiences, talk and listen. The Sands group allows for 
recognition, acceptance and expression of our babies grief.

Sands offer:

• Phone contact – Sands volunteers can provide phone support. 

• Support meetings – These are held bi-monthly and offer 
a non-judgemental space to share stories, concerns and 
feelings.

• Sands support pack – This contains practical information for 
going through the necessary steps to be taken after a baby 
has died.

• Library books – Sands has a small selection that can be lent 
out.

• Christmas memorial service – This is held at the beginning 
of December at the Sands Memorial Garden, Kelvin Grove 
Children’s Cemetery. A tree is placed at the garden for the 
month of December and families are welcomed to put a 
decoration on the tree in remembrance of their baby.

• Sands Manawatu-Horowhenua is an invaluable resource and 
support for both families and staff within the region.
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The Regional Women’s Health Service was established in 2013 as a planned 
amalgamation of Whanganui and MidCentral District Health Boards’ 
Women’s Health Services. 

These services include both gynaecology and maternity. 

The RWHS Maternity Service consists of two separate DHB maternity 
services, one funded and managed by Whanganui District Health Board and 
the other by its neighbour MidCentral District Health Board. 

The two DHBs have a collective fund to establish and maintain the 
overarching RWHS, with a stated aim to have “one service two sites”.

As stated earlier in the report the RWHS has been disestablished and will be 
replaced by a Memorandum of Understanding (MOU) with Whanganui DHB 
which will detail the clinical integration and collaboration for the women’s 
health services going forward from 1 July 2016. 

As the RWHS did operate during the time period of this report (June 2015–
June 2016) the details of the RWHS governance and operational structures 
have been included. 

regional women’s  
  health service
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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 consisted of senior management and clinical 
leaders from both DHBs. The purpose of the group was 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 were in 
accordance with the RWHS Development Plan (2012)

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

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

The RWHS leadership group last convened in January 2016. 
The Memorandum of Understanding (MOU) to detail clinical 
integration and collaboration for both women’s health services 
is under development by the professional leaders from MDHB 
and WDHB. A draft MOU is currently being written and will be 
distributed for consultation and feedback in due course.
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RWHS Document Committee
The Documents Management Committee is responsible for 
ensuring that all RWHS clinical forms and documents (policies, 
guidelines consumer information leaflets and procedures) are 
effectively/efficiently developed and managed in line with 
MidCentral and Whanganui wider policies and procedures.

During 2015 the RWHS Document committee:

• Was co-chaired by the Director of Midwifery and a MDHB SMO
• Met six times, with an average attendance of five members. 

Most attendees were midwives
• Completed and signed off the Terms of Reference and the 

process flow chart
• Struggled with membership due to the challenges of 

heavy workloads and the lengthly approval process with 
some forms being sent to both DHB forms committees and 
pharmaceutical committees. This added up to three months 
to the process.

• 21 documents that were completed in 2015.
 – 1 Clinical Guideline
 – 1 Form
 – 8 Policies
 – 1 consumer information leaflet, with another five leaflets  

 approved and pending printing.

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.

MQSP Governance Group 
The membership of the MQSP Governance Group includes:

• Regional Clinical Director of Women’s Health
• Regional Director of Midwifery
• Regional Midwifery Advisor
• Primary Care representative (currently a GP)
• LMC representative (dual representation by the 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 Maori)

• Maternity Quality Coordinator/s – ex officio.

Until late 2015 the MQSP Governance Group was responsible 
for both the MDHB and the WDHB MQSP; at that time the 
members of the Whanganui MQSP Governance and Locality 
groups had requested that the structure change so that the 
Governance groups were separate for each DHB. The MQSP 
governance structure at MDHB is currently under review and 
re-development as per maternity review work plan.

MidCentral DHB/Regional Womens’ Health 
Service (RWHS) Maternity Service Leadership/
MQSP Roles

Midwifery Leadership

The MidCentral DHB leadership roles include the Regional 
Midwifery Advisor, the Regional Director of Midwifery and a full 
time Charge Midwife at Palmerston North Hospital. These roles 
are supported by a part-time Charge Midwife at Horowhenua 
Primary birthing unit and by Associate Charge Midwives at 
Palmerston North Hospital who work as senior midwifery 
leaders after hours.

Regional Director of Midwifery

The Director of Midwifery (DOM) is responsible for providing 
professional leadership and support to midwives employed 
within MidCentral DHB (MDHB) and Whanganui DHB (WDHB). 
The DOM strongly advocates for midwifery within both DHBs, 
within the central region and at a national level. The DOM is a 
standing member of the MDHB Clinical Board and the WDHB 
Clinical Governance. 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, women centered practice and 
inter-disciplinary teamwork. The DOM is a member of the MQSP 
Governance group. 

Regional Midwifery Advisor

The Midwifery Advisor is a 0.4 FTE role across the Regional 
Women’s Health Service (RWHS).The role provides advice to the 
Business and Service Planning Division (WDHB) and Strategy, 
Planning & Performance (MDHB) as well as advise the Boards 
and Committees on matters pertaining to midwifery across both 
DHBs (including Lead Maternity Carer midwives). The Midwifery 
Advisor is also a member of both DHB MQSP locality groups and 
the MQSP Governance group.

Medical Leadership
Regional Clinical Director

The Regional Clinical Director of Women’s Health has overall 
responsibility for the service, alongside a strategic role. While 
medical leadership is delegated to the Medical Heads at 
MidCentral Health and Whanganui, who are largely responsible 
for the day-to-day aspects of the medical service.

All of the above roles and job descriptions have been or will be 
re-evaluated in light of the services review and restructuring 
of the MDHB Executive Leadership team. The MDHB Clinical 
Director of Women’s Health vacancy has been advertised and 
closed in June. MDHB advertised for an Executive Director 
Nursing and Midwifery in June with the plan to develop a job 
description and then advertise for a new Director of Midwifery 
role once the Executive Director of Nursing and Midwifery has 
been appointed.
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Midwifery Workforce
Recruitment
2015 brought with it challenges regarding midwifery workforce 
recruitment and retention. 

In June 2015 MidCentral Health had -3.3 FTE vacancies, 
for midwives, in addition to those that covered by 3.2 FTE 
Registered Nurses (RNs) employed on temporary contracts. 
Challenges to facilitate sufficient skill mix in the roster remained 
with a careful balance of experienced midwives, newly recruited 
midwives and registered nurses. However it was this month that 
started to see the turn around. LMC midwives started dialogue 
with the Service Manager or the DOM regarding the options 
of reducing their case loads to come and work in the DHB. As a 
consequence experienced local midwives joined the hospital 
midwifery team from December through to early March 2016. 

The DOM and a second year post graduate midwife together 
with the WDHB Midwife Educator spent time with the Otago 
Polytechnic potential new graduates for the coming 2016 
year. A two-hour interactive session was held at their campus 
in Paraparaumu with approximately 30 students. The DOM 
facilitated the same session in Waikato in August and again at 
AUT in January 2016 with positive feedback once again from 
lecturers and students. 

The new graduate vacancy for 2016 was placed on line in 
July 2015. The plan was for MDHB to take between 4–6 new 
graduates in 2016 and WDHB 1–2 new graduates. As of February 
2016 two new graduates commenced work at MDHB. 

In July 2015 the new Charge Midwife external to the district 
took up her position. The service was excited to recruit a 
midwife with extensive knowledge in midwifery practice and 
quality improvement. From this period until the end of 2015 
there were numerous challenges covering the Associate Charge 
Midwife (ACM) role due to ACMs leaving, taking extended 
previously approved annual leave or sickness/bereavement. 
In response to incident reviews and lack of senior midwifery 
support during out of hours, a decision was made to escalate 
recruitment of ACMs and to extend the role to cover night duty. 
Senior midwives were appointed to the ACM positions which 
were excellent to provide clinical leadership but challenged 
sufficient staffing skill mix while extra recruitment ensued. 
Since the publication of the Maternity Service Review in March 
2016 the Charge Midwife has been seconded to a project lead 
position while the review recommendations are implemented. 
Delivery suite and the Maternity Ward have appointed ACM 
cover Monday to Friday, 9–5 as well as an ACM on all afternoon, 
night and weekend duties, based in Delivery Suite.

At Horowhenua our primary unit was fully staffed with 
Registered Midwives (RMs) and also have a number of casual 
midwifes to assist with sickness gaps etc. Nearly all the local 
LMCs are employed as casual midwives.

Health Workforce New Zealand (HWNZ) has a scheme called the 
Voluntary Bonding Scheme (VBS) which facilitates additional 
funding to midwives who move to work in an area identified as 
hard to recruit. Historical attempts to change MDHB status have 
never been successful until July 2015. The DOM and Midwifery 
Advisor sent a combined strong submission. HWNZ reviewed 
and changed the status of MDHB. Midwives who move to 
become employed or LMCs in the Tararua or Palmerston North 
area are able to apply for VBS. 

The Midwifery Strategic Workforce plan
The Midwifery Strategic Workforce plan was developed and 
distributed for consultation and feedback from the midwives 
in the region. Changes were made to incorporate the feedback 
and the plan was approved by the General Manager in July 
2015. It contains a foundation of three strategies and objectives 
with the associated initiatives and performance indicators. An 
example was the review of clinical midwifery leadership for 
the night duty from 2300–0700 hours (the ACM role was seven 
days a week afternoon duties and morning/afternoon duties 
weekends or public holidays) this was escalated in November 
to implementation. The plan continues to be implemented with 
the first new graduates due to receive additional incentive for 
moving to the area at the end of 2016.

The Three Foundational Strategies to the Midwifery 
Workforce Strategic Plan

1
Strategy:  
Strengthen the Regional Midwifery 
Workforce

Objective:
Maximise the midwifery workforce potential 
across the region “being up to the job”.

2
Strategy:  
Foster Continual Improvement of all 
Midwives through Education (self-
employed and hospital)

Objective:
Improve midwives access to support and 
resources for ongoing education “being 
willing and able to learn”

3
Strategy:  
Strive for Excellence in Clinical Midwifery 
Practice

Objective:

Ensure midwives play a leading role in 
developing and maintaining clinical and 
community focused excellence “getting it 
right” and “being consumer and community 
focused”
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Maternity Quality Coordinator
At the commencement of the MQSP programme in 2013 there was one 
midwife employed as the MQSP Coordinator for both WDHB and MDHB. At 
the beginning of 2015 the coordinator resigned from the MidCentral DHB 
role and a new MQSP Coordinator was employed in March 2015. This role 
is based in the Strategy Planning and Performance Division of MDHB. The 
working hours of the MQSP Coordinator have been increased to 0.8fte from 
June 2016 for nine months to streamline MDHB policies and guidelines 
linked to the MQSP framework and service review. The Coordinator is 
responsible for the administration and operation of the MQSP at MDHB, 
the coordination of the Annual Maternity Report, quality initiatives within 
the DHB and is a member of the Working Group. The Coordinator is also 
a hospital employed midwife at Palmerston North Hospital with 22 years 
experience as a midwife both in New Zealand and in the United Kingdom. 

The MQSP Coordinator and the Midwifery Advisor work collaboratively 
within the MQSP. The coordinator attends when practicable the local New 
Zealand College of Midwives (NZCOM) meeting and the monthly MDHB 
midwifery forum to raise the visibility and promote the MQSP.

Maternity   
 Quality 

         Safety  
       Programme
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Consumer Engagement
The MQSP is fortunate to have three extremely enthusiastic 
and motivated consumers as members of the Locality and 
Governance groups. The consumer members have been 
supported to attend the Consumer Forum held in Auckland 
in May and the Maternity Conference in Wellington. As well as 
the Locality and Governance groups our MQSP consumers are 
involved in the following projects:

• The development and improvement of the MDHB website
• Improving maternity outcomes for Indian and migrant women
• Proposed Active birth room refurbishment at Palmerston 

North Hospital
• Partners in Care Programme, facilitated by the Health 

Quality & Safety Commission New Zealand. This programme 
focuses on co-designing of healthcare services with staff and 
consumers/patients working together to achieve successful 
and sustainable quality improvement. The MidCentral project 
group’s focus is “To understand the experience of women and 
their families/whānau that have severe nausea and vomiting in 
pregnancy “and to better design services to meet their needs.

MQSP Consumer Members
Jenny Warren

Kia ora Koutou. 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 organised 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. It has been a pleasure to see this initiative continue 
with weavers from the Manawatu keeping up a stock pile of 
wahakura for whānau in need within their region. 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 welcome anyone to share 
their maternity experience with me and any feedback they have 
should it be positive or constructive criticism is always something 
I can represent at the table. I can be contacted at henjenwarren@
gmail.com. I am a Childbirth Educator in both 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.
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Kelly Wylie

I live in Pahiatua with my husband Andrew and our four sons aged from 
four through to 15 years old. 

After completing a Degree in Business Psychology at Massey, I worked 
in HR and recruitment, both overseas and then in Wellington. Soon after 
becoming a Mum, we moved from Wellington to Pahiatua, where my 
husband began work as a Farm Manager, and I became involved in the 
local Plunket Group for the next 10 years. 

During this time, 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 (‘The Trust’). In 2007, I also worked for Plunket as our local 
Community Karitane.

I continue to be employed by ‘The Trust’ and until the end of June this 
year, I ran a maternity drop-in centre (Tararua Maternity Services) based 
in Pahiatua. I provided free pregnancy tests, access to LMC Midwives, 
pregnancy and parenting preparation, support and advocacy. My 
employment with ‘The Trust ‘ continues with my current role growing 
to incorporate Parenting and Family Support, including Triple P and 
Incredible Years Parenting Programmes and Strengthening Families 
Facilitation. 

I have been a Consumer Representative on the Midwifery Standards Review 
team for the NZ College of Midwives between 2007 and 2016, and joined 
the Resolutions Committee in 2015, also as a Consumer Representative for 
the MidCentral DHB region. 

I joined the MidCentral DHB Maternity Quality and Safety Locality Group 
in 2014 and have particularly enjoyed the opportunity to attend National 
Forums provided for Consumer Representatives across New Zealand as 
part of this role. It has been interesting to learn about how Maternity 
Services are managed differently across the District Health Boards and the 
experience of women and their families in other parts of New Zealand. This 
information has helped to inform me about the possibilities of improved 
outcomes for women and families in our region, as well as celebrating the 
areas where we are leading the way, such as the ‘Top 5 in 10’ initiative.

Earlier this year, I was invited to provide a consumer perspective to the 
team employed by MidCentral DHB to conduct a review of their Maternity 
Services following a cluster of sad outcomes for women, babies and 
families. Following this review, I was asked to be part of the Maternity 
Services Review Implementation Working Group assigned with the 
task of implementing the review recommendations. As a Consumer 
Representative, I have been heartened by the motivation and commitment 
of the Working Group to the process of implementing some big changes to 
how Maternity Services are organised at MidCentral DHB. There is a huge 
amount of work to do and this project will take many months, possibly 
years, to see to its fruition. However, I do feel confident that the services 
will be improved and the experience of women and their families will 
become more positive, efficient and effective as a result.

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 in 
my role as a Consumer Representative at MidCentral DHB. Please feel free 
to contact me directly for more information, or to have your experience of 
Maternity Services at MidCentral DHB heard and represented in this forum. 

Email: kelly@teys.org.nz Phone: 06 376 7608 (work)

Inez Schmidt

Kia Ora, hello and Moin Moin, as we say at the coast 
of North-Germany. My husband and I immigrated 
to Aotearoa/New Zealand in 2007 and I continued 
to work as a Scientist in the food industry. Our son 
was born in 2010 and the birth of our daughter in 
2013 brought a change in career, I studied Childbirth 
Education as well as (pregnancy) yoga and started 
facilitating Antenatal groups in Oct 2014. Palmerston 
North has been a great place for us to be part of 
a variety of consumer/volunteer and community 
groups and we are enjoying our rural life in the 
Horowhenua, sharing the land with a couple of beef, 
chicken and (now) a pony. I have been a maternity 
consumer representative in our DHB for four years 
and am thankful for the trust of parents as well as 
health professionals working with us to improve the 
service and working conditions in our area.
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Lead Maternity Carer Engagement
MDHB communicates with community-based LMC’s through the 
Regional Midwifery Advisor, who also chairs the MQSP Locality 
groups (Both MDHB and WDHB) and the MQSP Governance 
group. The Midwifery Advisor also attends several other 
DHB committees representing hospital and LMC midwifery 
throughout the DHB. The Midwifery Advisor is a strong voice 
and advocate for midwives.

The bi-monthly midwifery forum for both LMC and core 
midwives to attend where information is shared and any 
pertinent issues discussed has been changed to a monthly 
meeting with guest speakers invited to improve attendance 
and information distribution. This forum is chaired by either the 
Midwifery Advisor, the Director of Midwifery or Charge Midwife.

Maternity stakeholder and LMC engagement are part of 
workstreams five and six. Two community forums for core 
maternity staff, SMO’s and LMC’s have been held to discuss the 
New Zealand model of care and referral guidelines. Another 
meeting was scheduled for 12 July to discuss transfer of care/
referrals to secondary care in more depth.

MQSP Initiatives in the Community 

Breastfeeding Collective
The MidCentral District Health Board Breastfeeding 
Improvement Collective has met four times to discuss and 
implement quality improvement tasks that are intended to 
increase the rates of Breastfeeding in MDHB. The original driving 
force behind these meetings was to find positive ways of 
protecting more ‘hard to reach’ infants, specifically infants from 
Māori, Pacifica and low socio economic families who are at risk 
of SUDI. The improvement we desire is that breastfeeding rates 
for all infants will rise in MDHB, but particularly for those in the 
hard to reach group. 

 The MDHB Breast Feeding Improvement Group consists of:

• Pepi Haumaru/Safe Sleep Coordinator
• Regional Midwifery Advisor
• Maternity Quality Coordinator
• DHB employed Lactation Consultants
• Private Lactation Consultants
• Community Birth Services
• La Leche League 
• Consumers
• Child birth educators
• Lead Maternity Carers (Urban and rural)
• Well Child Tamariki Ora Providers (WCTO).

The first two meetings identified and discussed issues that 
the group felt contributed to low rates of breastfeeding in the 
region and what potential interventions could be developed to 
change the current status.

The themes that contribute to low rates of breastfeeding that 
emerged were:

• Education and Advice about breastfeeding – Mothers and 
families need better quality and more of it.

• Workforce – Breastfeeding best practice skills and knowledge 
is lacking among some professionals who work with families 
and infants. This needs to improve.

• Support – Women need support from their partners and wider 
whānau, they also need accessible support from health and 
social services. 

• Social/Family Related issues – Financial pressures, social 
norms, expectations of mothers can negatively impact on 
breastfeeding.

• Promotion – There is still negative media and stigma 
around breastfeeding. We need to combat this with positive 
breastfeeding promotion. 

From these themes some strategies were developed that would 
take small steps toward improvement.

These projects were:

• Develop a resource document for MDHB Health Professionals, 
available online. This document will provide best practice 
information, links to appropriate websites and contact details 
for community support.

• Develop a breastfeeding plan to help women cope with 
common problems when they occur.

• Engage Well Child providers with early contacts to help 
support breastfeeding where there is a risk of breastfeeding 
stopping and baby is more vulnerable to SUDI. 

• Develop a systematic approach to support women who are 
having breastfeeding problems. Using a system that includes 
LMC input and also lactation consultants.

•  Investigate and look at establishing the Baby Friendly 
Community Initiative in our region.

• Ensure that Healthline and Plunket Line provide families with 
the correct information and advice. 

• Gather feedback from consumers to gain their perspectives 
on challenges related to breastfeeding. This feedback would 
then be used to inform future initiatives.

Because we want to achieve important goals we have 
commenced our work using Quality Improvement theory. This 
process is for some a new way of approaching a goal. Research 
suggests that when we want to achieve lasting positive change 
then Quality Improvement is effective. 
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Another concept is using the Plan-Do-Study-Act (PDSA) cycle 
of change to try out small changes, and then to study what 
happened and either accept or reject the change. This is a better 
way of utilising the groups’ time and resources rather than 
launching big scale campaigns that run out of energy and leave 
us feeling disillusioned. 

• We have achieved some steps successfully thus far.

• We have gathered information from a number of consumers 
and collated their feedback. 

• We have discovered existing breastfeeding information that is 
provided to consumers within MDHB and gathered feedback 
on this. 

• We have supported the work of Plunket and Tamariki Ora 
nurses receiving education on using the Mama Aroha cards 
from our local expert community Lactation Consultant. 

• We have investigated and implemented action to ensure 
Plunket Line provides correct information to consumers in 
regards to local breastfeeding support.

• We have discovered that tongue tie is a polarising issue, but 
one that requires careful consideration and mutual respect. 

• We have developed terms of reference to give structure to our 
approach and work.

• MDHB scholarships are now available for health professionals 
such as Well Child nurses to undertake study to become a 
Lactation Consultant.

In order to prevent the group from becoming disengaged it is 
important that we refocus and set our priorities for 2016/17. The 
plan would be to focus on four projects where we each have 
a role and report back to our main meeting with our progress. 
There will inevitably be other items that arise for our attention 
and discussion, which we will incorporate as appropriate. 

The MQSP Coordinator has worked alongside the Pepi 
Haumaru/Safe Sleep Coordinator and the lactation consultant 
from Community Birth Services to organise a Mama Aroha Talk 
Card Training day in June.

Latest Breastfeeding Statistics
The Current (Sept 2015) Full Or Exclusive Breastfeeding 
Statistics

Total  
Population Maori

National 
Target June 

2016

MDHB All NZ MDHB All NZ

2 weeks  
(MAT Dataset) 72% 79% 68% 77% 80%

4–6 weeks  
(MAT Dataset) 64% 74% 62% 69% 75%

3 months  
(Plunket & TO) 48.1% 55.1% 39.1% 44.8% 60%

6 months  
(Plunket & TO) 56.8% 65.6% 47.5% 54.2% 65%

The Current Breastfeeding Statistics Converted to Babies

Current 
Number

Target 
Number Difference

National 
Target June 

2016

2 weeks 1,476 1,640 164 80%

4–6 weeks 1,312 1,537 225 75%

3 months 986 1,230 244 60%

6 months 1,164 1,333 169 65%

Provided by Craig Moore – Project Manager, Quality Improvement Well 
Child Tamariki Ora (TAS).

Mama Aroha Talk Card Training Day

Amy Wray, Mama Aroha Talk Card developer presenting her 
training programme.

This was held in June and organised in collaboration between 
the Pepi Haumara/Keeping Babies Safe Coordinators, MQSP 
Coordinator and the Lactation consultant at Community Birth 
Services. The guest speaker, Amy Wray is a Maori midwife who 
developed the talk cards to improve breastfeeding rates.
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This day not only incorporated training on the talk cards 
but breastfeeding issues from a Maori perspective, smoking 
cessation, safe sleep practices and Pepi Pod promotion as well as 
opportunity for participants to connect with Well Child Tamariki 
Ora providers, social/support agencies and other maternity 
services.

The training day was well attend by a variety of professionals 
including LMC, Core midwives/nurses, Lactation Consultants, 
Well Child providers and child birth educators.

Amy Wray (centre) and the team behind the day.

Collaborative Care Pathway (CCP) for Early 
Pregnancy (Map of Medicine)
A team of two LMC midwives, two GPs and the Regional 
Midwifery Advisor worked with Jess Long, the project 
coordinator for the CCPs, to develop a Map of Medicine focused 
on the early pregnancy requirements and referrals. Once a 
final draft had been agreed to it was sent out for consultation 
and reviewed to address feedback received. The CCP is now 
being localised for MidCentral and Whanganui DHBs before it is 
launched in each district.

Partners in Care Programme
MidCentral DHB is one of two DHBs chosen by the Health 
Quality & Safety Commission New Zealand to participate in 
this programme, with the Women’s Health Unit (WHU) keen to 
participate in this project.

The Partners in Care programme is a co-design programme 
which facilitates ways of bringing consumers and staff together 
to share the role of improving health services. The WHU 
midwifery leadership/service leader met with the hospital’s 
Director of Patient Safety & Clinical Effectiveness to discuss 
a possible project for the programme. At this meeting it was 
decided to develop a project to look at ways to improve the 
care/experience of women with severe nausea and vomiting 
in pregnancy with the view to provide rehydration in the 
community and develop a map of medicine. The project 
members are:

• Maternity Quality Coordinator
• Regional Midwifery Advisor (who is the LMC representative) 
• MQSP Consumer member 
• Lead Clinical Nurse Specialist for Gynaecology.

The project members attended a two day workshop facilitated 
by Dr Lynne Maher, which discussed how to co-design health 
services with consumers. The workshops were highly motivating 
and thought provoking. The programme ran for eight months 
and concluded in May 2016. See below for an outline on 
the project based on our final case study submitted in May 
2016. This will be published on the Health Quality and Safety 
Commission website later this year.

The project aim was to:

• Understand the experiences and support needs of women 
and their families/whānau

• Understand the experiences of healthcare providers who 
support those women and their families/whānau

• Explore the management and rehydration of women with 
SNVP in out of hospital settings

• Develop a collaborative care pathway for women with SNVP
• Explore referral for admission to hospital for those women 

who are not eligible for out of hospital rehydration/treatment
• Develop a consumer information leaflet about SNVP

We were then guided through the following co-design phases 
to assist us with developing our project.

Capture – to gather the experience of women, their 
families/whānau and health professionals.

• We developed an experience-based questionnaire (EBQ) to 
gather information from women with SNVP on how they were 
feeling and how intervention, education and information 
assisted or improved things for them. The results were 
analysed and displayed in the wordle below. 

• We then conducted in-depth interviews with women and 
LMC midwives to capture a wider range of views, to gain 
their perspective and to explore the option of at home 
management and rehydration for women who could be safely 
managed in the community. 

• Members of our project group also had conversations with 
representatives from the Primary Options for Acute Care 
(POAC) group to explore the possibility of women with SNVP 
being rehydrated in the community at GP surgeries rather 
than having to go to the Emergency Department (ED). This 
work is ongoing but ultimately we would like to see women 
being offered this service. Making it easier for them to receive 
treatment and reduce admissions to the ED. 

• We updated the Obstetric Registrars and Senior House 
Officers (SHO’s) during one of their teaching sessions. Two of 
the Registrars volunteered to participate in the development 
of the collaborative care pathway. This work is planned to 
continue after this programme concludes.
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Understand 

Based on the information we gathered during the capture phase 
from women seen in Gynaecological Assessment Day Unit and 
in the community common themes were identified such as:

• Seeking help too late
• Afraid and uncomfortable to travel 
• Had follow-up/best support from primary caregivers and 

family
• Costs and fees was an issue for some women to keep in mind.

The following quote is from a generous woman who shared her 
story with us, even though she was feeling dreadful at the time.

 “It’s like having a hangover without the party”

 “I was spewing at least 20 times a day. It made me feel 
disgusting. It was like my body was shutting down. I could 
feel it was giving up on me. I have been off work for a 
couple of weeks. I tried prescription tablets but they did 
not help at all. I tried so many other things: I’d been to the 
health food shop and got health pills from them, tried 
the Sea band bracelets, I tried ginger, I tried lemon, I tried 
cranial massage, I tried everything. Nothing was working. “

Improve Through Co-design

Although these themes supported the approach we are 
exploring, to offer these women who can be safely managed 
in the community rehydration and management through 
the process of capturing experiences, areas for improvement 
emerged and a high priority was the development of a 
consumer information leaflet (see Appendix 4).

We have identified and are implementing the following 
solutions:

1. Development of a consumer information leaflet. We are working 
closely with consumers in the development of the leaflet, and 
will trial it with some of the women who have had SNVP and get 
their feedback before finalising it.

2. Development of a clinical collaborative pathway – POAC.

Using a co-design approach has added more depth, and validity 
to our process and outcomes. The personal experience of the 
consumer on our project group, data and stories from women 
with SNVP has enhanced our understanding of the process that 
currently exists, where the gaps are, and allowed us to identify 
areas to improve the experience for women, their families/
whānau. One member of the project took the lead in the 
development of the consumer information leaflet but at each 
stage all members of the project group were asked for feedback. 
By working closely with the consumer in our project group 
we focused on the language that was used in the information 
leaflet ensuring that it was clear and easy to understand. 
Together we arrived at a consumer information leaflet that is the 
product of co-design.

Measure 

The consumer engagement from the beginning of this project 
has added depth and breadth of knowledge to our project 
and helped our project group to understand the experiences 
of women with SNVP and to develop a consumer information 
leaflet that will help to improve outcomes. Prior to this project 
there was no information leaflet available to support women 
experiencing SVNP and their families/whānau and now we have 
one ready to publish. 

To measure the changes made we will:

• Conduct a post change survey and trail the consumer 
information leaflet with a small focus group

• Repeat the EBQ leaflet with a small repeat group of women
• Feedback from LMC midwives and medical staff on the 

consumer information leaflet, how it was utilised and did it 
make a difference.

Meeting with LMC midwives and medical staff involved with 
the care of woman in pregnancy and talking to them about our 
project has increased awareness of the true impact of SNVP 
on some women. Profiling of the project work through DHB 
newsletters and Service Improvement meetings has meant that 
the condition is being talked about more widely with continued 
improvements and raising awareness of the condition this will 
mean that the women will no longer need to “suffer in silence”. 
The SNVP project group would like to thank all the women who 
participated in our questionnaires/interviews, we appreciate the 
generosity of their time. We would also like to thank the LMC 
midwives who gave their time for interviews and our medical 
staff for their support.

The Severe Nausea and Vomiting in Pregnancy group.
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MQSP and the Perinatal and Maternal Mortality Review Committee (PMMRC) 
Recommendations
(PMMRC) Recommendations from the Ninth Annual Report 2015.

The required audits have been delayed due to incomplete data entry to MCIS. The accuracy of data entry has not been measured to 
date, although there are plans to do so. The priority is to improve and test data entry prior to audit data being extracted. Measures 
to gauge the accuracy and validity of our MCIS data are underway.

Recommendations Progress to Date

Perinatal Mortality

Strategies to address modifiable risk factors include:
1. Improving the uptake of preconceptual folate.
2. Pre pregnancy care for known medical disease such as 

diabetes.
3. Access to antenatal care.
4. Accurate height and weight measurement in pregnancy and 

advice on ideal weight gain.
5. Prevention and appropriate management of multiple 

pregnancy.
6. Smoking cessation.
7. Antenatal recognition and management of growth 

restriction.
8. Prevention of preterm birth and management of preterm 

labour.
9. Following evidence-based recommendations for indications 

for induction of labour.
10. Advice to women and appropriate management of 

decreased fetal movements.

1. Contact PHO/GP’s and assign to a TI for an audit.
2. 5:10 Promotion campaign.
3. Audit LMCs/booking form, or MCIS.
4. Early specialist appointment/consultation in the ‘high 

risk’ clinic with early ultrasound booked with ongoing 
fortnightly appointments with specialist care and continued 
LMC involvement if agreed.

5. Local service TOAM, good relationships, smoking advice on 
admission stats, smokerlyzers provided by DHB to support 
LMCs and hospital staff.

6. MCIS is currently being updated to include access to 
customised fetal Grow Charts.

7. Audit to be conducted with subsequent data to drive the 
management and prevention of preterm birth at MDHB.

8. An audit is currently underway by one of our experienced 
midwives.

9. An ACM is undertaking Improvement Advisor training with 
Ko Awatea and has identified a ‘Baby Movements” as a 
quality framework project.

Offer education to all clinicians so they are proficient at 
screening women, and are aware of local services and 
pathways to care, for the following:
• Family violence.
• Smoking.
• Alcohol and other substance abuse.

• Family violence training offered via the DHB education centre 
and NZCOM workshops.

• Smoke Change study days for midwives have been held 
frequently, however funding has now ceased.

• TOAM visited a recent NZCOM meeting and their Kaiarahi/
Team Lead gave a presentation regarding the incentivised 
stop smoking project/Wahahau Ora to a recent midwifery 
forum.

• Smokerlyers have been provided to local LMCs and to the 
maternity unit to utilise as a visual tool when discussing 
smoking cessation with women and whānau.

Multi-disciplinary fetal surveillance training to be mandatory 
for all clinicians involved in Intrapartum care.

• Core midwives attend FSEP education yearly, alternating 
between attending a workshop and completing the FSEP 
online course. MDHB has reduced the cost of the FSEP 
workshop to enable more LMCs to attend. Work is in progress 
for Registrar/SMO education.

• The midwifery educator will maintain an attendance record 
and provide data for the annual report.
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There is observational evidence that improved detection 
of fetal growth restriction, accompanied by timely delivery, 
reduces perinatal mortality. The PMMRC recommends that 
assessment of fetal growth should incorporate a range of 
strategies including:
a) Assessment and appropriate referral for risk factors for fetal 

growth restriction at first antenatal visit and throughout 
pregnancy.

b) Accurate measurement of height and weight at first 
antenatal assessment.

c) Accurate measurement of fetal growth by measuring fundal-
symphysial height in a standardised way, recorded at each 
antenatal appointment, preferably by the same person.

d) Plotting of fundal height on a tool for detection of fetal 
growth restriction, such as a customised growth chart, from 
26 weeks gestation.

e) If fetal growth restriction is confirmed by ultrasound, 
appropriate referral and assessment of fetal and maternal 
wellbeing and timely delivery are recommended. The New 
Zealand Maternal Fetal Medicine Guideline (2013) describes 
criteria for the management of small for gestational age 
(SGA) pregnancies after 34 weeks.

• Plan an audit of current practice.
• Grow programme to be added to MCIS.
• Develop a clinical guideline for the assessment and 

management of SGA-review of MDHB policies and guidelines 
will be conducted as part of the workstreams developed from 
the Maternity Service Review.

• Develop a parent information leaflet for care of the late 
preterm infant.

• Conduct a follow-up audit following the publication and 
distribution of the above guideline Maternal Mortality.

(Maternal Mortality Review Working Group)

Seasonal or pandemic influenza vaccination is recommended 
for all pregnant women regardless of gestation, and for 
women planning to be pregnant during the influenza season.
a) Vaccination is also recommended for maternity care 

providers to reduce the risk to the women and babies under 
their care.

b) The PMMRC recommends that the Ministry of Health consult 
with women and maternity care providers to address barriers 
to the uptake of influenza vaccination in pregnancy and 
implement strategies to increase access to, and awareness of, 
the benefit of vaccination.

• Staff and LMCs encouraged to become vaccinated.
• One Nurse on the Maternity Ward is a certified vaccinator – to 

look at the feasibility of training more staff in vaccination. In 
particular the staff working in the antenatal clinic.

All pregnant women with epilepsy on medication should be 
referred to a physician.
a) Women with a diagnosis of epilepsy or change in seizure 

frequency should be referred urgently.
b) The PMMRC recommends a review of epilepsy in the 

Guidelines for Consultation with Obstetric and Related 
Medical Services (Referral Guidelines).

• Audit current practice at MDHB.
• Review the local referral process.
• Await changes to the referral guidelines.

Neonatal Encephalopathy

Widespread multi-disciplinary education is required on the 
recognition of neonatal encephalopathy with a particular 
emphasis on babies with evidence of Intrapartum asphyxia 
(eg babies who required resuscitation) for all providers of care 
for babies in the immediate postpartum period.

This should include:

a) Recognition of babies at increased risk by their history.

b) Signs suggestive of encephalopathy.

c) Knowledge of clinical pathways to induced cooling if 
required.

All DHBs review local cases of neonatal encephalopathy. 
The findings of these reviews should be shared at a multi-
disciplinary local forum and from the basis of quality 
improvement activities as appropriate.

• Four Newborn Life-support Courses to be held at MDHB 
in 2016, with a reduced cost for LMCs to support their 
attendance. Multi-disciplinary attendance is encouraged.

• Neonatal resuscitation is annual continuing education 
requirement for midwives (midwifery emergency study days 
held monthly).

• To investigate the possibility of having NE case reviews 
discussed at the monthly Perinatal Case Review meetings.
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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.

• The Maternity Service Improvement Meeting convenes 
monthly and has LMC representation. A case review 
and audit committee is under development, with plans 
to have consumer membership in the future.

• The monthly Perinatal Case Review meetings have 
multi-disciplinary attendance; there are plans to 
lengthen this meeting by half an hour to discuss 
current statistics and trends.

• MDHB published its first Annual Maternity Report and 
is available online via the MidCentral DHB website.

• The maternity service operates a ‘High Risk Clinic’ 
through the Antenatal Clinic service.

• Women at high risk, or with complex social needs, 
are encouraged to be referred to the Pāruru Mōwai 
committee which convenes weekly and produces 
plans and support for women, their families and their 
LMCs.

• A Pepi Haumaru/Keeping Babies Safe Nurse 
Coordinator was appointed in June 2014 and the 
Pepi-Pod distribution scheme commenced in February 
2015.

• The RWHS Document Committee updates and 
implements clinical polices and guidelines. A guideline 
review and update is in progress with regards to 
the work programme from the Service Review 
recommendations.

• The MDHB website is currently being upgraded and is 
now part of workstreams five and six.

• A maternity experience survey has been developed 
and has been in use for almost a year. Initiatives 
to improve the response rate are currently being 
discussed, (workstream six).

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

• MDHB currently funds pregnancy information and 
advisory services and childbirth education through 
community groups. From July 2016 these will be 
provided by one agency for a three-year period.

• The maternity experience surveys are discussed at 
the Maternity SIM and staff meetings as well as being 
sent to MQSP consumer members for feedback and 
are reported on in the Annual Report. Plans to widen 
the feedback on the service are underway under 
workstream six.

Standard Three: All women have access to 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.

• MDHB provides secondary maternity services at 
Palmerston North Hospital and primary birthing 
services at Horowhenua primary birthing unit and at 
Dannevirke Community Hospital.

• A five-year midwifery staffing strategy has been 
developed.

• A privately funded primary birthing unit for 
Palmerston North is planned to open in early 2017.

• The Annual Maternity Report discussed the services in 
the community that are available to women and their 
families.

• The Regional Midwifery Advisor has a wide network of 
links throughout primary and secondary services with 
the Maternity Quality Coordinator developing links 
with primary care and maternity/child health service 
providers such as Plunket and Smoking Cessation.

• MDHB coordinates Newborn Life Support, RANZCOG 
FSEP and PROMPT training days for hospital staff and 
LMCs.

• A proposal is underway to refurbish a current delivery 
room to an Active Birth Room to facilitate low risk 
birthing options for women accessing the facility, in 
line with other secondary care facilities nationally.
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Progress on MQSP Deliverables 2015–2016

MQSP integration into everyday business.
• MQSP has formed the basis for the Service Review work 

programme.

MQSP promotion to the Service Review steering group, 
maternity service staff via education sessions and Service 
Improvement Meeting.
MQSP Central to the work programme.

Early registration with a LMC.
• Continue the 5:10 Promotion.
• Develop Map of Medicine pathway.

The number of women registering with an LMC in the first 
trimester continues to increase with 73% in 2014.
Early Pregnancy Map of Medicine pathway almost complete.

Emergency maternity care

Early adopter MCIS.
• Continued problems with data entry and sector 

engagement.
• Community component in development.

Highlighted as an issue at the service review.
Project manager employed to assess, evaluate and outline 
training improvement strategies.
Community release due August 2016 at NZCOM conference.

Dashboard and goal monitoring.
• Delayed due to data issues with MCIS.

Monthly statistics chart developed and distributed across the 
maternity service.
Workstream four will develop an audit and case review 
process/groups.

Continuity of care for all secondary care women.
• Women to remain with their LMC where possible.
• Women whose care is a transfer of clinical responsibility to a 

specialist have LMC midwifery input, as discussed following 
a three way conversation.

• Expansion of MDHB community midwifery service.

New Zealand model of care, referral guidelines and service 
specifications discussed with LMCs, SMOs, core midwives and 
consumers at community forums.
Work in progress to support LMCs continue to provide 
midwifery care while clinical responsibility held by the 
specialist obstetrician.

Improved consumer engagement.
• Consumers to be embedded within the maternity service 

and supported in their role.

Workstream Six focusing on consumer engagement.
Partners in Care co-design project completed.

Access to accommodation for rural families.
• Policy under review.

Fire safety regulations for the Maternity unit at Palmerston 
North Hospital do not accommodate for all women to have 
a support person stay overnight. Criteria based approach 
continues for the time being.
A facility review is underway in workstream two.

Maternity workforce and professional development
• Associate Charge Midwife (ACM) role and job description 

reviewed. 
• Orientation programme reviewed and evaluated.

ACM handbook in development.
ACM based on the Maternity Ward Monday–Friday.
ACM on Delivery Suite Monday–Friday to support the Charge 
Midwife and ACMs on all afternoon, night and weekend 
duties to provide senior clinical midwifery leadership.

• MDHB leadership structure changed with an Executive 
Director of Nursing and Midwifery in the executive 
leadership team (vacancy advertised).

• Director of Midwifery job description, role and reporting 
lines under review and will be advertised once the 
Executive Director of Nursing and Midwifery post has been 
filled.

Midwifery workforce strengthened by effective midwifery 
leadership structure.
Increased number of midwives completing their QLP.
Increased number of midwives completing post graduate 
education.

Implementing/achieving the National Maternity Standards.
• A priority as part of the service review work programme.

The service review work programme has the MQSP at its core 
driving and Implementing changes.

Active birth room.
• To improve the vaginal birth rate.

Proposal ready for submission to service leader August 2016.

Primary Birth Unit Palmerston North.
• A private company plan to open a primary birth unit in 

Palmerston North to offer low risk, healthy women an 
alternative place to birth.

No fixed opening date.
No consultation with local LMCs or stakeholders.
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Gestational Diabetes Guidelines.
National guidelines to be implemented 30 June 2016.

Primary Care – MedLab forms updated, Community 
Pharmacists to distribute Glucometers and teach women 
how to use them, Pharmacists to also assist LMCs with the 
prescribing of medicines and consumables to reduce costs, 
Sport Manawatu to give ‘green prescriptions’ to overweight 
women identified as at risk of GDM.
A video recorded teaching session for LMCs, GPs and core 
staff is planned. The recording will be available on the intranet 
and via You Tube.

Secondary Care – There have been challenges with obtaining 
full service collaboration due to under resourcing of some 
departments and the maternity service review. A referral 
pathway and space for the diabetes clinic is to be decided.

3rd and 4th degree tears.
• Improved referral and follow-up.

A Clinical Nurse Specialist (CNS) Urology/Continence has been 
employed part-time in the Maternity outpatient’s clinic.

• Improved education regarding reduction of perineal 
trauma.

A perineal trauma guideline is in development as per 
workstream seven of the work programme.
A consumer information leaflet is under development under 
workstream seven.

MDHB Website.
• To update the maternity website.

In progress as part of the communications plan for the service 
review recommendations.

“Wool for Warmth, Fleece for Fun”.
• A project planned to promote the use of wool for newborn 

babies.

The plan is to give every baby born in August a woollen 
blanket, alongside safe sleep messages.
The MQSP Coordinator is working with community groups 
such as Peggy Purl and Kind Hearts to organise the making 
and distribution of woollen blankets throughout the DHB.

To be achieved

Achieved
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The MQSP is central to the service review work plan and as such will be 
embedded within the maternity service over the next one to two years. The 
current priority is the support of the work programme and implementing 
the recommendations of the service review. As the workstreams become 
embedded into the Maternity Service and the Clinical Governance is 
established, MQSP projects will be developed via these workstreams. Each 
category of Safe Care, Effective Care, Experience of Care and Key Projects 
will report to the Clinical Governance Group, this reporting will link into an 
Annual Report with updates on the necessary data and updates on MQSP 
projects.

Recruitment and development of the Maternity Service medical and 
leadership roles is essential to progress the service to a centre of excellence. 
Once this has been confirmed a Maternity Clinical Governance group can be 
established to support both the Maternity Service and the MQSP.

future  
of MQSP 
at MDHB
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Appendix 1     
Recommendations from Independent Review

No Recommendation

Contextual Factors

1. In light of the failure of the RWHS to develop into a fully integrated service, it is recommended that the project be reviewed and 
a less complex process developed to enable reliable obstetric cover for Whanganui DHB to be maintained.

2. Whanganui DHB and MidCentral DHB develop a memorandum of understanding or similar arrangement that lays out clearly for 
staff and the community steps to take in the event of suspension of services due to staff shortages.

3. Accountability and responsibility for developing and maintaining relationships between clinicians within these maternity 
services need to be clarified.

4. MDHB needs to provide clear leadership and an expectation that the Clinical Leaders will work to support the New Zealand 
Model of Maternity Care.

5. The role of the LMCs within the service need to be supported within a collegial environment reflective of the philosophy 
underpinning the New Zealand Maternity Service model of care.

6. The resources required for these nationally-mandated activities need to be adequately assessed and provided. Obtain broader 
DHB support for the activities to achieve economies of scale and better integration with other similar activities within the DHBs.

7. Mitigate risk associated with the MCIS rollout until the system and processes are identified as clinically appropriate.

Organisational and Management Factors

8. The MDHB organisational and governance structure needs to be reviewed to provide more clarity over the responsibilities and 
accountabilities of the clinical leaders and management.

9. • Consider greater integration of the quality activities within the MDHB maternity service with the DHB quality team, including 
training of staff and LMCs in the standardised quality processes, such as the RCA process and related quality assurance 
activities. This may require additional resources.

10. • Clarify the lines of accountability and responsibility for quality and outcomes at both service and organisational level.

11. • Actively include all maternity staff including LMCs in maternity service quality assurance and policy development activities.

Work Environment Factors

12. • Alter the SMO requirements of the service to ensure appropriate Obstetric cover 24/7 and support for registrars in training.

13. • Alter the midwifery staffing model to include the presence of an Associate Clinical Charge Midwife on every shift. This is an 
important cornerstone of clinical safety and should be undertaken as a matter of urgency.

14. • Undertake a (DHB Midwife Leaders and NZCOM) Transfer of Care Audit to obtain a more accurate picture of how often and 
why transfer of care occurs. The results will be benchmarked with other DHBs and shared with LMCs and core midwives to 
inform discussion on continuity of midwifery care strategies.

15. • The role of the DOM should be reviewed to ensure that they have responsibility and accountability for safe staffing and 
sufficient latitude and influence to manage the unit safely.

16. • Explore ways that the service can respond more efficiently and effectively to workload variance, by implementing an on-call 
system or similar.

Team Factors

17. Given the increased complexity in maternity care, the midwifery and obstetric staffing needs to be reviewed to ensure that 
appropriate cover and skill mix is provided 24/7.

18. The clinical training programmes need to be multi-disciplinary and attended by all clinicians.

19. • The MCIS development process needs to be inclusive of all clinicians and services that interface with the Maternity Service. 
This includes the quality team.

20. • Once the leadership and management accountabilities are established, team building activities need to be developed that 
include LMCs and interface clinicians.

21. • At the beginning of each SHO quarter all members of each team have the roles of the SHO and the registrar explained.

22. • Identify and support attendance at mandatory clinical training/learning sessions for all clinicians.
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Individual Staff Factors

23. • Clarify the roles and responsibilities of the clinical leaders, then support them to develop a more collegial environment among 
clinicians, including LMCs.

24. • Ensure standards are met around communication, inter-disciplinary training, and service planning.

Task and Technology Factors

25. • The main means of managing the adverse events seemed to be the generation of more policies and guidelines. Once the 
clinical leadership responsibilities are clarified, a genuine multi-disciplinary process, including LMCs, interface providers and 
consumers needs to be established to review all of the policies and guidelines for the service.

Patient Factors

26. The service should consider more active engagement with consumers in service development and feedback.

27. • The service should consider more actively engaging Maori and consumers in service development and feedback. With a 
growing level of patient complexity, the service needs to ensure that it meets the growing service need.

Adverse Events

28. All RCA reports should be completed as soon as possible and the key themes that emerge out of these need to inform future 
service development activities.

29. • All RCA reports should be completed as soon as possible and should consider the service context (similar to the London 
Protocol framework).

30. • The key themes that emerge out of the full set of RCA reports need to be shared with clinicians and management to inform 
future service development activities.

Environment

31. The working environment within the MDHB Maternity Service needs to improve as a matter of priority. Both the physical 
surroundings and the way the LMC and facility maternity staff work within it need to be addressed.
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Appendix 2 – Terms of Reference Steering Group, Maternity Services Review 
Implementation Project

Project Title Maternity Services Review Implementation Project

Project Sponsor Mike Grant – General Manager, Clinical Services and Transformation

Clinical Sponsors Michele Coghlan – Director of Nursing; Dr Kenneth Clark – Chief Medical Officer

Project Manager Nicholas Glubb – Operations Director, Specialist Community and Regional Services

Project Team Steering Group

• Mike Grant, Chair – General Manager, Clinical Services and Transformation
• Jenny Warren – Consumer Representative
• Amanda Douglas – LMC and Maori Representative
• Michele Coghlan – Director of Nursing
• Dr Kenneth Clark – Chief Medical Officer
• Dr Jeff Brown – Clinical Director, Child Health
• Anne Amoore – Manager, Human Resources
• Muriel Hancock – Director, Patient Safety & Clinical Effectiveness
• Oriana Paewai – Iwi Maori

Project Team

• Nicholas Glubb – Operations Director
• Robyn Williamson – Service Manager
• Diane Hirst – Charge Midwife/Project Lead Midwifery
• Steven Grant – Acting Clinical Director
• LMC Representation – TBC
• Barbara Ruby – Quality Coordinator
• Amanda Rouse – Maternity Quality & Safety Coordinator

Project Start Date: 3 March 2016 Project End Date:  2 March 2017

Background:

In October 2015, an external review was requested by the DHB CEOs following concern that there had been seven reported serious 
adverse events in the Regional Women’s Health Services (RWHS) over the previous nine months; six at Palmerston North Hospital and 
one at Whanganui Hospital. The events had led to two intrauterine deaths, three neonatal deaths and three neonates with significant 
morbidity.

The main aim of the review was to establish whether the RWHS was equipped to provide safe and effective maternity care. Together, 
MDHB and WDHB wanted to ensure that women can access woman and family-centred maternity care at both Palmerston North 
Hospital and Whanganui Hospital which meets all established standards for service delivery.

The review was carried out by Emma Farmer, Head of Division – Midwifery, Waitemata DHB, Dr Chris Hendry, Midwifery and Maternity 
Service Development Advisor and Dr Ian Page, Clinical Head, Obstetrics & Gynaecology, Northland DHB.

The review made eleven (11) major recommendations: 

Regional Women’s Health Service

1. In light of the failure of the RWHS to develop into a fully integrated service, it is recommended that the project be reviewed and a 
less complex process developed to enable reliable obstetric cover for Whanganui DHB to be maintained.

2. Mitigate risks associated with the MCIS rollout until the system and processes are identified as clinically appropriate.

MidCentral DHB

3. The organisational and governance structure needs to be reviewed to provide more clarity over the responsibilities and 
accountabilities of the clinical leaders and management.

4. Consider greater integration of the quality activities within the maternity service with the DHB quality team including training of 
staff and LMCs in the standardised quality processes, such as the Route Cause Analysis (RCA) process.

5. The working environment within the Maternity Service needs to improve as a matter of priority.  Both the physical surroundings and 
the way the LMC and facility maternity staff work within it need to be addressed.

6. Given the increased complexity in maternity care, the midwifery and obstetric staffing needs to be reviewed to ensure that 
appropriate cover and skill mix is provided 24/7.

7. Conduct a Transfer of Care Audit (DHB Midwife Leaders and NZCOM) to obtain a more accurate picture of how often and why 
transfer of care occurs. The results should be benchmarked with other DHBs and shared with LMCs and core midwives to inform 
discussion on continuity of midwifery care strategies.

8. The clinical training programmes need to be multi-disciplinary and attended by all clinicians.
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9. The service should consider more active engagement with consumers in service development and feedback.
10. All RCA reports should be completed as soon as possible and the key themes that emerge out of these need to inform future service 

development activities.

Whanganui DHB and MidCentral DHB

11. Whanganui DHB and MidCentral DHB develop a Memorandum of Understanding, or similar arrangement, that lays out clearly for 
staff and the community steps to take in the event of suspension of services due to staff shortages.

Purpose/Objectives:

The Steering Group is to take responsibility for addressing the recommendations and the work arising from them, undertaking the 
following steps:

1. The development of a comprehensive work programme and action plan to implement the recommendations.
2. Establishing a working group to undertake the actions identified to implement the recommendations.
3. Establishment of robust clinical governance arrangements that encompass all aspects of primary and secondary maternity care in 

MDHB District.
4. Robust engagement of Lead Maternity Carers as key partners in care with MDHB.
5. Building on the existing Maternity Quality and Safety Framework initiative to further engage with women across our district to 

ensure we address their expectations of our maternity services.
6. A service development and improvement plan to embed the steps above and undertake a comprehensive development of our 

maternity services.
7. Establishing timeframes for the transfer of the ongoing responsibility of the above objectives to the service leadership, management 

and clinical governance to take the service forward.

The steering group will provide oversight of and support to the programme of work, however the changes including the service 
development work will be undertaken through the working group. The leadership and management of the service will continue to be 
provided by those with established leadership and management roles.

Project Team:

The project team will:

• Implement the work programme as determined by the steering group
• Engage all involved  across the continuum of care over the changes to be made
• Use continuous quality improvement principles
• Ensure service developments reflect the New Zealand Model of maternity Care; and
• Make recommendations to the Project Sponsor and Clinical Sponsors of any changes to current service delivery are proposed.

Workforce Issues/Implications:

Workforce roles and functions are a key focus of this project, both for internal MDHB positions and the interface with external clinicians. 
Role scoping/sizing exercises will be incorporated into the work programme consistent with the review recommendations.

MDHB change management process will be involved as required.

Key Stakeholders:

• Director of Maori Health and Disability
• Emergency Department
• Anaesthetics
• Child Health
• Diabetes Service
• Planning and Funding Division Consumer representatives
• Human Resources
• Senior Medical Staff
• Resident Medical Officers
• Charge Midwife/Associate Charge Midwifes
• Lead Maternity Carers
• Midwifery Advisor, MDHB/WDHB

• Association of Salaried Medical Specialists
• Midwifery Employee Representation & Advisory Service
• New Zealand Nurses Organisation
• New Zealand Resident Doctors Association
• Public Service Association
• Royal Australian and New Zealand College of Obstetricians 

and Gynaecologists
• New Zealand College of Midwives
• NZ Midwifery Council
• Health & Disability Commissioner MP for Palmerston North
• MP for Horowhenua

External Linkages:

• GP teams
• Well Child providers 
• Plunket
• Child Birth Educators

• Community Lactation Consultants 
• Information and Advisory Services 
• Central PHO
• Whanganui PHO
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Critical Success Factors/Benefits:

The following critical factors for success have been identified:

• Participation of key stakeholders.
• Partnership approach to identifying how the changes are to be implemented
• Communication is timely and effective.
• Alignment of service development with the New Zealand Model of Maternity Care.
• Models of Service Delivery – deliver to established standards of clinical practice.
• Benchmarking information is available and is valid to use in comparisons. Benefits:
• Better health outcomes through a more integrated model of service delivery.

Key Deliverables:

1. The development of a Work Programme with initiatives and actions to implement the review recommendations.
2. Revised leadership and governance arrangements for the Women’s Health Service.
3. Milestones and timeframes identified to support this programme.
4. Successful transition of Steering Group role to the service leadership once work programme substantially completed.

Scope Inclusions/Exclusions:

The following defines what is and what is not in scope of the project:

What is in scope What is out of scope

Implementation of all aspects of the Review Recommendations Major facilities redevelopment

Development of partnership arrangements will other providers Re-defining clinical standards

Links to the annual plan, clinical services plans and regional planning Ongoing operational management of leadership of service

Detailed benchmarking against comparable DHBs and national/ 
international standards

Linkages to Other MDHB Projects:

Gestational Diabetes Review.

Key Assumptions:

The following assumptions have been made:

• Stakeholders and staff are available to participate during the timeframes identified for the implementation.
• An inclusive, open style of engagement will be used throughout the project.
• Analytical, financial and human resource support will be provided during the project as needed.
• Compliance with consultation and industrial provisions of MDHB’s employment agreements will be met.

Emergent Issues:

Nil.

Conflict Resolution Process:

If conflict arises that cannot be resolved through reasonable discussion, then the following may apply:

• Any differing views will be considered by the Project Sponsor and Clinical Sponsors.

Project Plan/Milestones:

The accountability for project delivery rests with the Project Sponsor.

This process does not preclude implementing service improvement initiatives at any time.

Terms of Reference developed and supported by ELT 2 March 2016

Working Group Established 4 March 2016

Initial Work Programme developed by Working group 18 March 2016

Project Steering Group endorsement of preliminary work programme 24 March 2016

Working group Reporting to Steering group Monthly from April 2016

Steering group Reporting to HAC via ELT Six-weekly from April 2016 (HAC 26 April 2016)
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Appendix 3 – Terms of Reference Maternity Services Review Implementation 
Project – Working Group

Project Title Maternity Services Review Working Group

Project Sponsor Mike Grant – General Manager, Clinical Services and Transformation

Clinical Sponsors Michele Coghlan – Director of Nursing; Dr Kenneth Clark – Chief Medical Officer

Project Manager Nicholas Glubb – Operations Director, Specialist Community & Regional Services

Purpose/Objectives:

The Maternity Services Working Group is to take responsibility for implementing the recommendations from the service review, 
incorporating MDHB Strategic Imperatives:

• Quality and Excellence by design
• Patient and Whānau centered (Partnering)
• Connect and Transform Services
• Equity of outcomes. 

In addition the working group will:

1. Review existing clinical governance arrangements working towards a single governance structure which includes MQSP.
2. Robust engagement of Lead Maternity Carers as key partners in care with MDHB.
3. Building on the existing Maternity Quality and Safety Framework initiative to further engage with women across our district to ensure 

we address their expectations of our maternity services.
4. A service development and improvement plan to embed the steps above and undertake a comprehensive development of our 

maternity services.
5. To fully implement principles of Safe Care working towards a framework of effective, safe, experience based care

Service development work will be undertaken through the working group. The leadership and management of the service will continue 
to be provided by those with established leadership and management roles.

The Working Group will achieve the purpose/objective by:

• Implementing the work programme as determined by the steering group;
• Engaging all involved across the continuum of care over the changes to be made;
• Using continuous quality improvement principles;
• Ensuring service developments reflect the New Zealand Model of maternity Care; and make recommendations to the Project Sponsor 

and Clinical Sponsors of any changes to current service delivery are proposed.

Key Stakeholders:

• Director of Maori Health and Disability 
• Emergency Department
• Anaesthetics/Theatres
• Child Health
• Diabetes Service
• Orthopaedics
• Consumer representatives
• Human Resources
• Senior Medical Staff
• Maternal Mental Health
• Alcohol and Drug Services 
• Local iwi and Providers
• SANDS
• Well child/Tamariki Ora services includes Plunket

• Resident Medical Officers
• Charge Midwife/Associate Charge Midwifes
• Lead Maternity Carer’s
• Midwifery Advisor, MDHB/WDHB
• Women and their whānau
• Core staff
• Nga Maia
• Pāruru Mōwai
• Social workers
• Current antenatal/parenting/resource providers – Barnados 

(CBE’s)
• Women’s Health Unit
• Horowhenua Birth Unit
• (Interpreter service)
• CYF liaison

Additional stakeholders may be identified throughout the life of the project and will be incorporated as required.



– page 73 –

External Linkages:

See Appendix 1.

Additional external linkages may be identified throughout the life of the project and will be incorporated as required.

Critical Success Factors/Benefits:

The following critical factors for success have been identified:

• Participation of key stakeholders.
• Partnership approach to identifying how the changes are to be implemented
• Communication is timely and effective.
• Alignment of service development with the New Zealand Model of Maternity Care.
• Models of Service Delivery – deliver to established standards of clinical practice.
• Benchmarking information is available and is valid to use in comparisons. 

Benefits:

Better health outcomes through a more integrated model of service delivery.

Key Deliverables:

1. The development of workstreams with initiatives and actions to implement the review recommendations.
2. Revised leadership and governance arrangements for the Maternity Service.
3. Milestones and timeframes identified to support this programme.

Successful transition of Working Group role to the Maternity Governance group including MQSP once work programme substantially 
completed.

Scope Inclusions/Exclusions:

The following defines what is and what is not in scope of the project:

What is in scope What is out of scope

Implementation of all aspects of the Review Recommendations 
as it relates to the Working group

Major facilities redevelopment

Development of partnership arrangements will other providers 
both external and internal

Links to the annual plan, clinical services plans and regional 
planning

Ongoing operational management of the service

Women’s Health and Child Health facilities review

Key Assumptions:

The following assumptions have been made:

• Stakeholders and staff are available to participate during the timeframes identified for the implementation.
• An inclusive, open style of engagement will be used throughout the project.
• Analytical, financial and human resource support will be provided during the project as needed.
• Compliance with consultation and industrial provisions of MDHB’s employment agreements will be met.
• Funding for Iwi, Consumer and LMC reps.

Linkages to Other MDHB Projects:

• Gestational Diabetes Review
• Hyperemisis gravidarum community project
• Smoking cessation project
• Safe sleep (Pepi-Pod) project
• MCIS.
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Meeting Schedules:

Weekly initially to be held on a Thursday 12–1.30pm. 

The working group may at any time decide to move the meetings to fortnightly to allow for attendance at the workstream meetings.

Attendance:

Attendance is required, apologies to be emailed to the Chair prior to the meeting.

Quorum:

Minimum of five members to proceed

Roles and Responsibilities:

The Chair and Deputy Chair are to be agreed by the working group. All members are required to review minutes and action points prior 
to the meeting. If unable to attend a meeting the member is required to feedback to the chairperson any comments to ensure that their 
perspective is included in the discussion. This can be done in the form of an email or by phone.

At times members will be required to review and feedback on documents or actions outside the meeting itself and will be required to do 
so in a stated timeframe.

Workstreams:

All members will participate in identified workstreams. Members will be expected to attend workstream meetings and to participate in 
discussion relating in workstream activities as required and to report back to the working group as required.

Other personnel will be co-opted into the workings groups as required and who have relevant skills to achieve outcomes.

Clerical support will be provided for the meetings, (If required members may be asked to assist with minute taking to cover leave).

Minutes and Agenda:

The minutes will be distributed on the Monday following the working group meeting.

The agenda will be distributed on the Wednesday prior to the meeting given the tight timeframes

Appendix 1 – External Linkages:

• GP teams
• Community Lactation Consultants
• Well Child providers/Plunket
• Child Birth Educators
• HIPPY Facilitators (e.g. TANCS)
• Barnardos
• Information and Advisory Services
• Indian Community
• Central PHO
• Access holders
• Across Social Services
• Ambulance Services
• Birthright
• Community Lactation Consultants
• Parent to Parent/Early arrivals and SANDs Rep
• Parentline
• PHO/GP teams
• Plunket coffee groups
• PN Parents Centre
• Well Child Providers
• Student midwives/Midwifery schools
• CYPS
• Police
• IRD
• MSD
• Social workers

• Dannevirke Community Hospital  
• Manawatu Home Birth Association   
• Manawatu/Wanganui Regional Plunket Services
• Maori Health Unit
• Maternity Resource Centre PN,Levin, Pahiatua and Fielding
• NZ College of Midwives  
• NZ Midwifery Council  
• Pacific Community 
• Public Health Nurses  
• Refugee Community  
• Te Aroha Noa  
• The Pregnancy Centre
• Te Tihi
• Whakawhetu
• Te Ohu Auahi Mutunga (TOAM) smoking cessation
• Whānau Ora Navigators
• Highbury Whānau Centre
• YMCA
• YOSS
• Te Aroha Noa
• Refugee Services
• Interpretation services
• Home Birth Association
• Women’s Refuge
• Scanning,(Broadway Radiology and Pacific Radiology)
• Community birth services
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Severe Nausea  
and Vomiting  

in Pregnancy  
(SNVP)

After reading this information 
are there any questions you 
would like to ask? 
List them below and ask your midwife/ 
LMC at your next appointment

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

.....................................................................................

Feedback
If you have any concerns please talk to a 
member of staff providing your care. They  
will do their best to address your concerns.
If you are still not satisfied, you can contact our 
Customer Relations Coordinator, phone  
(06) 350 8980 or (06) 350 8974 or email 
customer@midcentraldhb.govt.nz
You can also provide feedback to us by completing 
a “Tell Us What You Think” form located in most 
services, or using our online feedback form via  
our website www.midcentraldhb.govt.nz

Anxiety and depression
Ongoing nausea and vomiting can make you feel 
miserable and depressed. If you are feeling like 
this speak to your family and midwife/GP as soon 
as possible so that they can help you with this. 
Please don’t suffer in silence.

Hospital admission
Not all women with SNVP are admitted to 
hospital, you may be treated in the Gynaecology 
Day Assessment Unit (GDAU) or the Emergency 
Department, then discharged home. Occasionally 
some women with SNVP require a hospital 
admission for rehydration, anti-sickness 
medication and rest. 

Hospital discharge
Family support is also important in helping treat 
SNVP. It is vital that family and friends know 
how you feel so they can help you through this 
difficult time. They may be able to help especially 
when you go home by helping to prepare food, 
doing housework and helping to look after other 
children to allow you to get some rest.

Helpful resources
Compendium for a Healthy Pregnancy  
and Normal Birth by Joan Donley. 
ISBN: 0473098776. Available to borrow from the 
Manawatu Home Birth Association website:  
www.homebirthmanawatu.wordpress.com/library 
Hyperemesis Education and Research  
Foundation (HER):  
www.helpher.org/mothers/survival-guide-downloads/

MDHB-7165 Ver: 1 
July 2016 Communications Ref: 2354

(non alcoholic) may be effective for relieving 
nausea and vomiting.

 È Make sure that you have plenty of rest and get 
enough sleep in early pregnancy. Being tired is 
thought to make nausea and vomiting during 
pregnancy worse.

 È Move around slowly and avoid sudden 
movements.

 È Acupressure. P6 (wrist) acupressure may be 
effective for relieving nausea and vomiting in 
pregnancy. Acupressure is the application of 
pressure only and does not need needles. 

Some women find homeopathic or herbal 
remedies effective – but check with your midwife/
GP that these are suitable during your pregnancy.

Treatment
The aim of SNVP treatment is to:

 È Rehydrate: Break the cycle of vomiting that 
leads to dehydration.

 È Medication: To stop/ease the nausea/vomiting 
Stop medication such as iron supplements that 
can worsen the nausea and vomiting.

 È Ensure that there are no other medical problems 
that could be causing the nausea and vomiting.

How is SNVP treated?
 È Fluid replacement: Provided via an 

intravenous drip - often this is enough to start 
making you feel better and then you will be 
able to start eating and drinking again.

 È Anti-sickness medication: There are several 
anti-sickness medications that can be used on 
their own, or in combination. None of the anti-
sickness tablets commonly used in pregnancy 
are known to have ill effects for the baby.  
If you are in hospital we can give you anti-sickness 
medication as an injection, once you feel better 
you can have this medication prescribed in a 
tablet form to take home.

 È Vitamin therapy: Initially vitamin B can be 
given intravenously (through a drip) but once 
you are feeling better vitamin B and folic acid 
can be taken as tablets. 

Signs and symptoms:
 È Constant and ongoing severe nausea and 

vomiting (more than three or four times  
per day) 

 È Weight loss 
 È So tired that it is difficult to look after yourself  

or your family
 È Passing less amounts of, but more  

concentrated urine 
 È Experiencing headaches 
 È Dizziness and fainting 
 È Skin becoming pale and dry. 

Contact your Midwife or GP if you have been 
unable to keep down water or food for 24 hours  
or more.

Investigations 
Investigations/tests may be needed if:

 È Your symptoms are severe
 È You are not able to keep any food or fluids down
 È If you start losing weight.

Blood tests and a urine sample will be taken to 
check how dehydrated you may be. Your midwife/
GP may check your blood pressure, pulse rate and 
body temperature to assess how the dehydration 
is affecting you. 
Ultrasound scan – Your midwife/GP may arrange 
for you to have a scan to check that the pregnancy 
is progressing normally and to check the number 
of babies.

Relieving symptoms
 È Eating little but often (every 2–3 hours) may 

help, especially when you first wake up.
 È Take your time getting out of bed.
 È Avoid eating rich, spicy or fatty foods. Bread, 

crackers and cold meals may be better, 
especially if nausea is associated with food 
smells. Aim to drink 2–3 litres a day taking 
small sips at a time. Avoid alcohol and caffeine. 

 È Some studies have shown that taking ginger 
in the form of biscuits, tea, tablets and drinks 

DON’T SUFFER IN  
SILENCE – SEEK HELP
Nausea and vomiting in early pregnancy is very 
common. When the nausea and sickness becomes 
constant and overwhelming and you are unable 
to keep food or drinks down, it is then called 
‘hyperemesis gravidarum’ or Severe Nausea and 
Vomiting in Pregnancy (SNVP).

You may start to feel unwell as early as the 6th 
week of pregnancy or when you realize that you’re 
pregnant; this may persist for several weeks and 
usually improves by the 12th to 14th week. Very 
rarely, it may continue throughout the pregnancy.

SNVP can become a serious condition without 
treatment and can lead to dehydration, weight 
loss and malnutrition (the body unable to absorb 
food vital for wellbeing). 

What causes SNVP?
The definite causes are poorly understood; SNVP 
is one of the most misunderstood and often 
unseen problems of pregnancy. The most likely 
cause is the rising levels of pregnancy hormones 
(chemicals produced in the body to maintain the 
pregnancy).

Other possible causes:
 È Family history
 È Twin pregnancies
 È An abnormal form of pregnancy called  

‘molar pregnancy’
 È Other medical conditions such as: asthma,  

pre-existing diabetes, thyroid disorders, 
depression or psychiatric illness and GI 
disorder.

Appendix 4 – Severe Nausea and Vomiting in Pregnancy Brochure




