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Mihi/Foreword
Kua hau mai te rongo he ao hou kei te waihangatia e tātou. Arā, he ao hou e noho nei ko te tangata e tino
ora ana, ko te hauora te tino aronga, ko te whai whakaaro o tētahi ki tētahi, ahakoa ko wai, ahakoa nō hea.
Heoi anō, ka wetewetea ngā ratonga e Te Pae Hauora o Ruahine o Tararua hei noho aropū ai, kia whai
pānga I waenga I ngā ratonga. He koanga ngākau ki te whakaatu I te pātuitanga hou a Te Uru Pā Harakeke.
Nau mai e hika mā ki tēnei whakaaro kua marara ki ngā tōpito katoa o Te Pae Hauora o Ruahine o Tararua
whenua. Nei te mihi kau ake o Te Uru Pā Harakeke ki ngā kāinga katoa o Te Pae Hauora o Ruahine o
Tararua.
The word is out there a new world is being created. A new world where everyone is very healthy and
health is the focus, along with being thoughtful to each other, regardless of who or where we are from.
Services within the MidCentral District Health Board have been formed into clusters to enable more
cohesiveness between services. We are pleased to introduce the new Healthy Women, Children and Youth
cluster (Te Uru Pā Harakeke). So welcome to this new perspective being dispersed to all corners of the
MidCentral district. This is an unconditional greeting from the Healthy Women, Children and Youth cluster
(Te Uru Pā Harakeke) to all homes of the MidCentral district.
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Paula Spargo, Midwifery Director
It is with a sense of pride that the fourth annual maternity report for MidCentral
District Health Board (MDHB) is presented. The past 12 months have been both
challenging and rewarding. The national context of midwifery shortages in the
maternity sector has finally impacted MidCentral District Health Board but, despite
this, our amazing workforce has risen to the challenge.
We are delighted to have commenced work on the Tuia Framework, which has
been a long time in the planning. The core purpose of the framework is to provide
effective, responsive services to wāhine Māori and their whānau. We have initiated
the project with key focuses on staff education, workforce and environment.
We have launched new initiatives to support primary birthing, including working in partnership with our new
primary birthing unit colleagues at Te Papaioea, an active birthing room in delivery suite, and a new policy for
management of labour dystocia. MidCentral’s new induction of labour policy, low dose epidural rollout and
wireless electronic fetal monitoring all focus on improving outcomes for women requiring secondary care.
These combined initiatives have culminated in a decreased rate of caesarean section in our DHB.
The past year had a focus on supporting midwives to work at the top of their scope of practice. Opportunities
available to midwives in our service now include: Specialist diabetes midwifery roles, Jadelle insertion training
for midwives, and midwifery rather than paediatric attendance at low-risk elective caesareans.
We are developing a more collaborative approach with the multidisciplinary team including our Lead
Maternity Carer (LMC) colleagues. In this past 12 months we have initiated a Maternity Services Clinical
Governance Group, Maternity Guidelines Group and multidisciplinary labour and birth case review meetings,
which have a true multidisciplinary flavour. The TOGETHER project is a co-designed project aimed at reducing
term admissions to the Neonatal Unit (NNU). We have achieved and sustained a reduction in NNU admissions
over a two-year period, despite the acuity pressures within the unit, thanks to our dedicated team of staff.
We are proud of our unique Consumer Liaison role who alongside other consumer representatives enables
the woman’s voice to be heard in our service. The consumer lens is able to be applied in the various project
groups, meetings, policy formation, consumer information and consumer surveys. This valuable insight helps
us develop and adjust our service to the needs of our consumers and ensure we are providing women-centred
care.
The work featured in this report is a combined effort of many different staff within the service. I feel
privileged to work with such an amazing, talented, dedicated group of people.

8

Purpose and Executive Summary
This annual report demonstrates MidCentral District Health
Board’s delivery of the expected outputs of an established
Maternity Quality and Safety Programme (MQSP) DHB. Our
aim is to achieve excelled status over the following 12 months.
•

Progress towards the 2017-2018 deliverables is
summarised in Appendix One.

•

Alignment with recommendations from the National
Maternity Monitoring Group (NMMG) and the Perinatal
and Maternal Mortality Review Committee (PMMRC) is
demonstrated.

•

MidCentral District Health Board clinical outcomes are
analysed and compared with other DHBs nationally.

•

Several key projects have been implemented as part of the
MidCentral District Health Board MQSP program, which
have improved outcomes for both mothers and babies.

•

Consumer input into the service has been strengthened
with an appointment to the permanent Consumer Liaison
role. Consumers are represented at working party, service
improvement and governance levels.

•

Workforce has been a key focus this year. Emphasis has
been placed on working midwives to the top of their scope
as well as initiatives to recruit and retain staff midwives.

•

The relationship between secondary and community has
been strengthened through links with our community
partners.

•

The face of Primary Birth in our community has been
celebrated and highlighted.

•

Transition to an Integrated Service Model for the Healthy
Women, Children and Youth cluster is described.

•

The work plan for improving maternity quality and safety
in MidCentral District Health Board for 2018/19 is
summarised in Appendix Three.
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The Maternity Quality and Safety Programme
The aim of the Maternity Quality and Safety Program (MQSP) is to enhance safety for women, babies and whānau.
This is achieved through 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.

Maternity Quality and Safety Governance and Structure
The Maternity Quality and Safety Programme at MidCentral District Health Board has a coordinator, which is a
senior midwifery role. The MQSP is overseen through the Maternity Clinical Governance Group (MSCGG).
The current MSCGG membership consists of the following:
Current Members
Clinical Director (Obstetrician)
Midwifery Director (Chairperson)
Charge Midwife
Midwifery Advisor
Service Manager
Quality & Risk Coordinator
MQSP Coordinator
Primary Birthing Unit Representation
Nominated/Elected Members
Obstetric Representative
LMC Representation (x2)
Consumer Representatives (x1)
Māori Consumer Representative (x1)
Members As Required
Anaesthetic Lead for Obstetrics
Neonatal Lead for Maternity
Neonatal Charge Nurse
Endocrinology & Diabetes Lead
Radiology Lead
Maternal Mental Health Lead
Orthopaedic Lead
Theatre Lead for Obstetrics
Emergency Department Lead
General Practice Teams
Invited Guests/Stakeholders

MQSP Governance Group 2017

Amanda Rouse:
MQSP Coordinator
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MQSP Project Plan 2016/17 – Update
The table in appendix one provides an update on the 2017/18 project plan with some of the projects, for example
improving early engagement continuing in the coming year. The past year has seen the MQSP support the
development, release and auditing of the new induction of labour protocol. This process is ongoing with a
consumer survey to be completed in the coming months.

Service Review Update
Following the external review of the Regional Women’s Health Services in October 2015, a steering group and
working group were established to work through 31 recommendations. The Regional Women’s Health Service was
disestablished. The majority of the 31 recommendations have been implemented. Those outstanding are the
development of a Memorandum of Understanding (MOU) with Whanganui DHB with regards to specialist cover,
and the transfer of care audit. The MOU is under development with the MidCentral District Health Board. With
regards to the transfer of care audit the project lead was unable to access any transfer of care audit or find results
from other DHBs to potentially benchmark against. However, the maternity service has completed the following:
•

Four communications workshops were held in 2016/17. These worked through many of the issues
regarding transfer of care, the New Zealand maternity model of care, referral guidelines and son on. A
variety of health professionals and consumers were able to work through concerns and make suggestions
to improve/build on relationships and ultimately improve care for women and their whānau.

•

LMCs and consumers are more involved with the maternity service as a whole and are members of the
following groups:
o
o
o
o
o
o

•

Service improvement
Maternity Service Clinical Governance
Tuia Framework
Together project
Maternal case review
Labour and birth case reviews.

The transfer of care process was discussed as part of the new induction of labour protocol and the
presence of a Charge Midwife and Associate Charge Midwives on Delivery Suite means that there is senior
core midwifery oversight on the floor with regards to transfer of care. This has meant that both LMCs and
core midwives are better supported through this process.

Therefore, it is thought that conducting a transfer of care audit is no longer necessary and would add little value to
the work that has been completed in the past two years.
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MidCentral District Health Board: Vision, Aims, Values
Te Pae Hauora o Ruahine o Tararua

“Together we choose excellence”
Our strategy for success

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

Maternity Services Purpose and Vision

Purpose

We provide safe and
effective, culturally
appropriate care in
partnership with the
woman and her
family across
generations

Vision

We are recognised
internationally for
providing
outstanding
dynamic,
collaborative
women-centred
care
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Ahua Whakakotahi Ratonga Hou
Integrated Service Model

MidCentral District Health Board is undergoing a transformational change programme to
firmly establish itself as a high-performing health system that meets the current and future
demands of its communities.
The transformation will provide improved patient’s experiences for service users that achieve patient and
community health and wellbeing, and a working environment where staff feel valued and empowered to carry out
their work with excellence.
With the enhancements of MidCentral District Health Board’s strategy to include “well communities”, there is
explicit emphasis and importance on the health and wellbeing of our community. With the strategy and four
strategic imperatives in place, the Integrated Services Model will become the vehicle by which MidCentral District
Health Board will implement the strategy.
Maternity services are deeply embedded within the Healthy Women, Children and Youth cluster, recognising the
unique contribution that midwives, nurses, obstetricians, Well Child providers and others play in the first 1000
days.
A more detailed 10-year cluster development plan is in progress.
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MidCentral District Health Board
Our Profile
MidCentral District Health Board is based in
Palmerston North and covers an area from the east
coast to the west coast, and from north Manawatū
down to Ōtaki in the south.
Palmerston North is the largest territory. The overall
populations of these territories are increasing as well
as the Māori population in these areas.
Knowing who “our people” are is key to delivering
timely, appropriate, accessible care.
Source: www.stats.govt.nz

Our People/Our Region
Our Region – He oranga tangata, he oranga taia - Our Health, Our District
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MidCentral District Health Board Population:
Women Birthing in the Region
MidCentral District Births
In 2017, the birthing rate for women who have MidCentral District Health Board as their DHB of residence was the
highest it has been since 2014.

MidCentral District Births
(domicile)
Calendar Year

CY 2010

CY 2011 CY 2012

CY 2013 CY 2014 CY 2015

CY 2016 CY 2017

Stats NZ MidCentral

2379

2355

2166

2121

2055

2181

2085

2184

2299

2150

2122

2089

2110

2082

2135

1986

1792

1852

1837

1902

1876

1891

MoH MidCentral Domicile
MCIS/PAS MidCentral
Domicile*

2032

* Excluding Primary, Home and IDF.

2014

2015

2016

2017

2122 births

2110 births

2082 births

2135 births

Source: Maternity data set, Ministry of Health 2018

Although the birth rate in MidCentral District Health Board has slightly increased from 2016 – 2017, overall our
birth rate is static. Despite this, greater resource is needed to care for our birthing population due to increasing
maternal complexity and growing socio economic needs.
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The following charts outline the MidCentral District Health Board population demographics and show
trends within that population.

Number of women birthing

Ethnicity of women birthing who have MidCentral District Health Board as their
DHB of residence
1200
1000
800
600
400
200
0

Māori

Pasific Island

Asian

European/other

2013

714

102

175

1131

2014

719

103

175

1092

2015

741

126

180

1063

2016

750

97

188

1047

2017

715

102

205

1113

Maternal age groups total
40%
35%
30%
25%
20%
15%
10%
5%
0%

Maternal age 15- Maternal age 21- Maternal age 26- Maternal age 31- Maternal age 36- Maternal age > 40
20
25
30
35
40
2016

2017

2018 Jan-June

Source: Maternity Dataset; Ministry of Health 2018

As in last year’s report, the births for the groups under 20 and over 40 remain stable and Palmerston North
continues to have most births in the 26-30 age range. Compared to nationally where most births have been in the
31-35 age group.
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Outcomes in Relation to Ethnicity July 2017 - June 2018
60%
50%
40%
30%
20%
10%
0%

NZ European (n
1067)

Maori (n 430)
CS

Pacific Islander (n
21)
Preterm

Indian (n 70)

PPH > 1000 ml

Smoking

Other Asian (n 101)

Other (n 42)

IOL

Source: MidCentral District Health Board Maternity Service collated data 2016-2018

The data above is collected by the MQSP Coordinator and produced within the service. The smoking status in the
chart above refers to the woman’s smoking status at booking. As there is only one year’s worth of data it is difficult
to draw statistically significant conclusions.
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Our Services – ki te Hōhipera me te Hapori
Palmerston North Hospital
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Primary/Secondary Care Maternity Unit
Normal Birth
Complex Birth
Caesarean Birth
High Risk Antenatal Clinic
Inpatient Antenatal Care
Inpatient Postnatal Care
Long Acting Reversible Contraceptive service
Diabetes Inpatient Services
Diabetes Midwives
Community Midwifery Team
Lactation Consultant Services
Universal Newborn Hearing Screening Programme
Perinatal Mental Health Service
Pāruru Mōwai- Multi Agency Forum
Orthopaedic Baby Hip Checks
Ultrasound
Allied Health Services

BEDS:
Antenatal Day Unit
8 Labour/Birth rooms
22 Ante/Post Natal beds
Pregnancy Loss/SANDS room

Neonatal Unit: Level 2A
5 Intensive Care Cots
9 Special Care Cots
Stabilisation all Infants
Manages >28 weeks gestation
and >1000g
Short term ventilation

MidCentral District Health Board is in the process of developing bilingual names for all services throughout the
hospital. As part of this process Delivery Suite will be re-named Birthing Suite and gifted a Māori name.
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Primary Birthing in MidCentral District Health Board (MDHB)
Birthing Closer to Home
Current research into the safety of birthing at home/primary birthing centres confirms that these are the safest
places for low risk healthy women to birth. Giving birth in these settings means low risk healthy women are more
likely to have a normal birth with fewer interventions than if they birthed in hospital. As well as this, their babies
are no more at risk of an adverse outcome than they would be if they were born in hospital.
Evidence to support birthing in the primary setting is supported by The Birthplace England Study (published in
early 2015), The National Institute for Health and Care Excellence (NICE) Guideline Intrapartum Care: Care of
healthy women and their babies during childbirth, as well as research conducted in New Zealand.
Primary birthing options in the MidCentral District Health Board region are:
1. Homebirth.
2. Rural primary birthing units – Horowhenua, (Levin) MidCentral District Health Board facility.
3. Dannevirke Community Hospital Birthing Unit (privately owned Trust).
4. Urban primary unit – Te Papaioea (privately owned) in Palmerston North.

Homebirth
Home Birth Statistics for MidCentral District Health Board region
150

Home birth (MoH)

100
50
0

Home birth, MoH

2010 2011 2012 2013 2014 2015 2016 2017

Home birth is a safe choice for many women with straight-forward pregnancies. Women who have home births
use less pain relief and have fewer caesarean sections and instrumental births (forceps and ventouse/suction
cup) than women who give birth in hospital. At home births midwives have a second midwife present to help
support women and provide assistance in an emergency if required. Home birth statistics in the MidCentral District
Health Board region are declining. Reasons for this may include more primary birthing unit options and the
increasing co-morbidities amongst pregnant women.
For more information regarding home birth see the link below for the Home Birth Aotearoa website:
www.homebirth.org.nz
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Horowhenua Primary Birthing Unit (MidCentral District Health Board)
The Horowhenua Birthing Unit is situated in Levin and provides support and
advice to the women and whānau of Horowhenua. The unit is supported by a
team of core midwives as well as LMC community midwives who provide birthing
supports at home and within the birthing centre.
The birthing unit offers a quiet, calm and safe environment for the woman and her
whānau. It consists of four rooms, two of which have double beds, two have
electric single beds and there is a birthing pool which 27% of women birthed in
during 2017. The unit is a Baby Friendly Hospital accredited (BFHI) facility. The midwives have close links with the
community and local iwi, who have supplied the unit with weaved ipu whenua (special box to bury the placenta
in). The local community also donated knitted clothes and blankets.
Other services: An obstetrician visits weekly to provide a clinic for women experiencing complicated pregnancies.
This reduces the need for women to travel to Palmerston North. This is supported by ultrasound and laboratory
facilities in Levin. An open door policy operates whereby women can come in for pregnancy tests, and advice
during their pregnancy and postnatal period.
Horowhenua Birthing Statistics
Pregnancies booked
Births in primary unit
Transfers to Palmerston North
Postnatal Inpatient
Exclusive BF on discharge
Specialist Antenatal Clinic attendances

July 2017 to June 2018
126
100 (79% of booked)
26 (20% of booked)
75
91%
216

Dannevirke Primary Birthing Unit: Dannevirke Community Hospital
The Dannevirke Community Hospital is an NGO contracted to provides care for women and babies with
uncomplicated pregnancies and births, as well as providing a community midwifery
team and home births, in the Tararua area. There is one birthing room and three
comfortable postnatal bedrooms. Women who have birthed their babies at Palmerston
North Hospital may also transfer back to Dannevirke Community Hospital following
their birth for postnatal care. An antenatal clinic service for women requiring specialist
review or consultation is provided at the birthing unit, on a fortnightly basis, saving the
travel to the hospital-based services in Palmerston North. Achievements in 2018
include: the development of a new midwifery team model (four midwives providing
continuity of care) and Baby Friendly Hospital accreditation (BFHI). This is supported
with the availability of a lactation consultant based in the Tararua region. The number of pregnant women in our
community remains constant but the numbers of women birthing locally is always a challenge. This challenge sits
with the co-morbidities that haunt pregnancies: High BMI, Gestation Diabetes, hypertension and Intrauterine
Growth Restriction. Women who have these complex issues are referred in to the secondary services.
Dannevirke Birthing Statistics
Pregnancies Booked
Births in primary unit
Transfers to Palmerston North
Postnatal Inpatient
Exclusive BF on discharge

July 2017 to June 2018
126
52 (42% of booked)
27 (22% of booked)
24
95%
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Te Papaioea Birthing Centre – Privately Owned Urban Birthing Centre
The Te Papaioea Birthing Centre is a new birthing centre in Palmerston North, which opened in
November 2017. The centre has 12 birthing and postnatal rooms, all with their own en suite and furnished with a
queen-sized electronic bed. Midwives work 12-hour shifts, with two midwives rostered on each shift.
In addition to the 12 rooms, there is an education room within the birthing centre, which is used for the New
Zealand College of Midwives meetings, local education days by several providers and a weekly Milk Café. The Milk
Café is held every Wednesday, 10am – 12 noon and facilitated by a Lactation Consultant. The centre participated
in the national ‘Big Latch On’ on Friday 3 August 2018.

Birth Numbers

Te Papaioea Birthing Centre Total Births
40

30

30

20

22

Dec-17

Jan-18

20

33

31

24

25

Jun-18

Jul-18

23

10
0

Feb-18

Mar-18

Apr-18

May-18

Months

Birth Numbers

Te Papaioea Birthing Centre Primip & Multip Births
30
20
10
0

16

14

6
Dec-17

13

6
Jan-18

Feb-18

25

21

17

10

Mar-18

19

15

8

Apr-18

8

May-18

11

5
Jun-18

14

Jul-18

Number of Births
Primips

Multips

Transfer in Labour to Palmerston North Hospital
Transfer rates
Total admissions
Labour transfers
Labour transfer %

Dec-17
24
4
16%

Jan-18
26
3
11%

Feb-18
33
3
9%

Mar-18
38
7
18%

Apr-18
29
6
20%

May-18
37
4
10%

Jun-18
30
6
20%

The above transfer rates are in line with national transfer rates from primary to secondary facilities of 20%.
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Supporting Services within Secondary Care
Neonatal Unit (NNU)
The NNU provides specialist nursing care for babies born from 28 weeks or weighing 1000g and above who need
extra support. The NNU is resourced for 14 beds with 17 physical bed spaces. This comprises five Intensive Care
beds and nine special care beds. Our tertiary care provider is Capital and Coast DHB.

NNU staff have developed an App called Babble, to support parents with babies in the NNU.
Babble was first developed in 2015 as part of the MidCentral District Health Board innovation
programme and contains information to orientate parents to neonatal care, links to external
education and a place to write a personalised diary of a family’s neonatal journey. It is now being
redeveloped to become a national App and has been sold to one other DHB so far.

Community Midwives
There are community midwives based at Palmerston North Hospital and the Feilding Integrated Family Health
Centre. They provide midwifery care for women and babies who need specialist maternity support with midwifery
care at some antenatal clinics at the hospital and a postnatal service.
The Community Midwives provide a women-centred approach to care for the families of our region.
This service:
•
•
•
•
•

Provides community midwifery care to all areas of the DHB with Feilding servicing as far afield as
Rangiwahia in the north and Scott's Ferry in the southwest, for the first six weeks post birth.
Coordinates support services for women with many complex pregnancy/social problems.
Provides home visits to support rural women.
Is preparing for an anticipated increase in demand for DHB community midwifery services over the
summer period as a result of the reduction of LMC community midwives available to provide care for
women over this time.
Refers clients to their chosen Tamariki Ora/Well Child providers.
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MidCentral District Health Board Lactation Consultancy Service
The Lactation Consultancy Service operates within the MidCentral District Health Board Healthy Women, Children
and Youth cluster. The service is designed to assist women to achieve their breastfeeding goals by supporting the
breastfeeding mother and baby. The service operates a Lactation Clinic onsite Monday to Friday, receiving referrals
from women, LMCs, Well Child providers, General Practitioners and other health practitioners.
Changes in 2018
The new role of Baby Friendly Hospital Initiative (BFHI) Coordinator (0.4FTE) has been established to provide
support to the service. The service now operates a seven-day service with a Lactation Consultant available on the
maternity ward for four hours on Saturday and Sunday in addition to Monday to Friday full days. This was in
response to consumer feedback.
Challenges in 2018
• There has been a decline in breastfeeding rates over the past year. The reasons remain multi-faceted:
o The continuing struggle to extract robust data from the Maternity Clinical Information System. We are
working with the Ministry of Health and other stakeholders on solutions for this.
o MidCentral District Health Board has higher than the national average rates for: smoking, obesity, and
preterm birth and caesarean section rates. Current evidence demonstrates an association with these issues
impacting on breastfeeding.
o Delays in recruitment have meant the service was understaffed for a while in 2018. The BFHI coordinator
role commences in August, supported by the addition of another part-time lactation consultant.
Achievements in 2018
• The Horowhenua Primary Birthing Unit attained Baby Friendly Accreditation for the fifth time. BFHI is a key
quality improvement tool for DHBs that supports babies, mothers and Whānau to breastfeed.
• Community Birth Services has introduced free weekly Community Lactation Clinics at the Women’s Centre in
Waldegrave Street. They also support peer development programme for student lactation consultants.
• A Lactation Consultant is available in the Tararua region to provide breastfeeding support at home visit or
clinic/postnatal appointments in the Maternity Unit at Dannevirke Hospital.

MidCentral District Health Board Breastfeeding Rates 2017 – New Zealand Breastfeeding Alliance
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Diabetes in Pregnancy –
The Obstetric/Diabetes Service at Palmerston North Hospital
To support the implementation of the national Gestational Diabetes Guideline the maternity service has
implemented the following developments:

Diabetes Midwives
Two midwives have been appointed to a pilot programme as Diabetes Midwives (total fte 0.8). The purposes of
these roles are:
•
•
•
•
•
•
•
•
•

Support and maintain the LMC/client relationship for women with Gestational Diabetes.
Provide meaningful midwifery input for women with pre-existing diabetes in collaboration with
obstetric/diabetes team.
Provide meaningful midwifery input into antenatal clinics and case review meetings in relation to women
with diabetes.
Provide follow-up care for hard-to-reach women with diabetes in pregnancy between clinic visits as
required in collaboration with diabetes/obstetric team.
Support/provide core staff education in relation to diabetes in pregnancy.
Support/provide LMC education in relation to diabetes in pregnancy.
Work effectively within a multidisciplinary team (endocrinologist, obstetrics, midwifery, diabetes specialist
dietitians and diabetes clinical nurse specialists).
Enable the communication required to ensure a seamless pathway for a woman’s care in the antenatal,
intrapartum, and postnatal periods.
Monitors outcomes and satisfaction of antenatal clinic women with diabetes.

The Diabetes midwives work in the Women’s Health diabetes clinic weekly alongside the endocrinology team. They
also attend the twice weekly case review meetings which discuss cases of pregnant women with diabetes. Both
midwives are receiving training from various members for the endocrine team and are currently completing a level
8 postgraduate paper “Advanced Diabetes in Nursing Practice” at Wintec. The hope is that these roles become
formalised and expanded over time. These roles offer the opportunity for midwives to practise at the top of their
midwifery scope and will enhance recruitment and retention of midwives to maternity.

Obstetric Clinic
The Obstetric, Endocrine and Midwifery services meet regularly to develop improved clinical pathways to ensure
the national guidelines for screening, diagnosis, and management of gestational diabetes are supported.
Moving into the future, the services are working together to ensure that there are mechanisms in place so that all
women receive consistent information and care as they progress through their pregnancies. To support this, work
has begun on improving the electronic data captured on the outcomes for the service, which can then be used to
support quality improvement initiatives.
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Universal Newborn Hearing Screening
and Early Intervention Programme
Data extracted for 1st July 2017 – 30th June 2018. MidCentral District Health Board Taken from NBHS quarterly
reports
Live Births
Offered screening (this includes DNAs and lost contacts)
Declined screening
Screening completed
DNAs and lost contacts
Follow-ups due to risk factors
Referred from screenings to Audiology
(including 2x passed screening but because of risk factors a refer to audiology is still required)
Hearing loss diagnosed at Audiology
Declined Diagnostic Assessment

2132
2060
12
2033
86
21
28
4
1

Newborn Hearing Screening Report- 2017/18
The service provides screening in the Maternity Ward, and the Neonatal Unit at Palmerston North Hospital, as well
as Outpatient Clinics held in the Audiology Department.
Outreach clinics are held at:
• Horowhenua Health Centre, Levin – these are held twice per month. Currently the Did Not Attend (DNA)
rate is 30%. We continue to explore all avenues to encourage these families to attend. Some initiatives to
reduce DNA include: patient information pamphlet going out with appointment card, text reminder day
prior to appointment and follow-up with LMC if DNA occurs at first appointment.
• Dannevirke Community Hospital – these are held once per month and are very successful. NBHS is also
carried out in the Maternity unit if needed.
The births at Te Papaioea Birthing Centre are screened as outpatients in the Audiology Department of Palmerston
North Hospital; the current waiting time is three weeks.
The text/messaging service is proving to be a successful way of advising and reminding families about
appointments.
The service is currently working on collecting ethnicity data in a more accurate way.
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Specialist Perinatal Mental Health Service (SPMHS)
The Specialist Perinatal Mental Health Service (SPMHS) covers the MidCentral District Health Board region and
comprises a Registered Nurse and a Clinical Nurse Specialist (CNS). The service delivers clinical care/treatment
follow up and support for those women who are pregnant and up to 12 months post-partum, with moderate to
severe/acute mental health needs.
The guiding principles to enhance responsiveness to mothers and babies are for the SPMHS to provide:
• A recovery-focused and strength-based service.
• Support for the infant/mother relationship.
• Culturally responsive approach.
• Partnership with mother, baby and family whānau.
• A whānau-ora approach.
• A collaborative link with maternity and child health services, NGO/community agencies and other
mental health service providers.
Objectives of the SPMHS are to:
• Strengthen mother’s ability to gain a settled mental health status.
• Provide continuity of care across a range of settings.
• Incorporate partners/whānau/family’s ability to support recovery.
• Provide a service that is valued by service users.
• Minimise need for crisis respite or hospitalisation.
Clinical Pathway
Referrals to the service are made through the Mental Health Acute Care team (Crisis Team) who triage the
referrals and forward them to the SPMHS.
Packages of Care
Packages of care remain accessible for those women, families/ whānau requiring respite care, wrap-around
support for mother and baby, family/ whānau in the home, plus ability to provide counselling for women that
meet criteria.
Service Linkages
The CNS regularly meets with the Midwifery Director and the service works with the following:
o Pāruru Mōwai.
o The Women’s Health and Neonatal Unit social workers. This work can include home visits to women in
the community for joint consultations.
o Community agencies such as Family Start, WCTO and Across Social Services.
The SPMHS Clinical Nurse Specialist is a member of the Maternal Mortality Review Working Group. This group is
attached to the Perinatal and Maternal Review Committee. The working group is charged with the responsibility to
review perinatal and maternal deaths and advise the Health Quality & Safety Commission on ways of reducing the
preventable ones. A maternal mental health focus is important in this working group due to suicide being the
leading cause of maternal mortality.
Training
Perinatal mental health training for student midwives was undertaken during the 2017 – 2018 period, with a study
session for midwives in August 2018.
Future Plans
A co-design project is planned between the mental health and maternity services in the 2018 - 2019 year to
identify the challenges and solutions for maternal mental health services.
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Pāruru Mōwai
Pāruru Mōwai was established in 2015 to strengthen families by providing a forum to advise and support health
practitioners caring for women and babies with health and/or social conditions. The forum meets weekly with LMC
community midwives either attending in person or by phone.
Membership
•
•
•
•
•
•
•
•

Pāruru Mōwai Co-ordinator
MidCentral District Health Board Midwifery Advisor (Chairperson)
Family Start
Safer families police team
Social workers
Maternal mental health workers
Paediatric specialist (monthly)
Charge midwife

Members of the team meet weekly to ensure support needs are identified and offered to all families referred with
medical, social, mental health and other complex needs. The aim is to ensure the best possible outcomes during
the maternity care period (antenatal to six weeks post-partum). Complex needs could include health (mental,
physical), social, cultural and economic needs.
A number of new members were welcomed to Pāruru Mōwai in 2017/18:
•
•
•

Ruman Ansari (Oranga Tamariki Hospital Liaison Social Worker)
Dr Jennifer Retsinas (Obstetrician)
Annie Kinloch (Clinical Manager, Te Papaioea Birthing Centre).

The Pāruru Mōwai Co-ordinator hours were increased from 20 to 24 hours per week in November 2017 due to the
increasing numbers of referrals. A contact list of similar such groups in the other DHBs has been compiled to
ensure transient pregnant women continue to receive the support and follow-up they need.
There were no formal complaints during the 2017/18 year. The Annual Survey of Referrers was completed in
February 2018. The issues identified have been discussed and an action plan to address the issues has been
developed. This action plan includes an update of the Terms of Reference, the information leaflet, the referral
form and communication with the Lead Maternity Carers and other relevant practitioners.
Referrals
The last year has shown a 54% increase in referrals with 150 referrals being received (previously 118 and 97). This
year an increased number of Police Referrals for Family Violence have been received compared to the two
previous years. The majority of referrals have been received from the LMC midwives and the obstetricians in the
Antenatal clinic.
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Pregnancy and Parenting Information
Barnardos Bumps to Babies is now established as the Pregnancy and
Parenting Information and Education Service provider for MidCentral
District Health Board. Pregnancy, birth and early parenting classes are
routinely run from:
•
•
•
•
•

Palmerston North
Feilding
Linton Army Camp
Levin and Ōtaki
Dannevirke and Pahīatua.

Palmerston North has seen an increase in participant numbers this year, in response extra classes are being held.
Bumps to Babies also offer one-to-one and small group support and education at its ‘Hotdesk’ locations for women
and whānau/families that prefer a smaller and more familiar environment.
A key initiative undertaken by Barnardos Bumps to Babies this year was the self-funded pilot of a series of
Postnatal classes – “Babies and Beyond”. This pilot was born through a belief from the team that new parents
need further support once baby arrives. The classes focused on support with regards to feeding, sleeping and the
emotional and mental health aspects of the transition to parenthood. These classes were an excellent opportunity
to share the science and evidence surrounding brain development in the first 1000 days with parents. A proposal
for funding of these classes has been submitted.
The evaluation of the series of six hour pilot programmes showed a decrease in levels of anxiety of participants,
pre and post course along with very high course satisfaction ratings. Feedback from participants included:

•
•

Te Kete Hauora O Rangitāne in Dannevirke, through their Haputanga Ropu.
The Teen Parent Units at He Ngakau Matua (Te Aroha Noa) and Whakatipuria in Palmerston North and He
Whare Manaaki Tangata in Levin.
Bumps to Babies supported the “Birthing in the Horowhenua – a Community
Approach” initiative by facilitating a rāranga (weaving day) where ipu whenua were
made and donated to the birthing unit there.

Te Kokiri Levin Weavers with the completed Ipu Whenua
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The Pahīatua Trust

The Pahīatua Community Services Trust (‘The Trust’) has been serving southern Tararua for more than 27 years by
providing social work support, parenting support and education, counselling, free pregnancy tests, and access to
LMC Midwives. The trust provides a base for whānau/families to meet with out of town services, like ACC
Psychologists and Te Kura Correspondence School tutors. They provide access to services that represent the entire
community, particularly families and young people, and have strong networks with other social service providers
across the MidCentral region.

L-R: Steph Aspinall, Leeanne Hunt, Kelly Wylie & Keryn Doyle
Maternity services at the trust include providing a space for LMC midwives to meet with their hapū māmā and
whānau and hosting the Barnardos Bumps to Babies antenatal groups. The trust’s childbirth educator can provide
individual antenatal education sessions for those in the community who are not able to access the Barnardos
groups. They also provide a free Medula Symphony breast pump loan system.
“We know the LMC Midwives appreciate our little hub of services. It makes it easy for them to wrap the support
around the new parents that they work with here.” Kelly Wylie, Service Delivery Manager.
The Pahīatua Trust provides a valuable hub of services for the rural communities in Pahīatua and Eketāhuna,
especially for those whānau/families without their own transport. For further information see their website;
www.thetrustpahiatua.org.nz, or follow them on their Facebook page: ‘The Trust Pahīatua’.
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Community Birth Services
Community Birth Services (CBS) has an experienced Lactation Consultant (LC)
team that provides free, direct support for Mother, Pēpi and Whānau
experiencing challenges with breastfeeding. They offer:
• Certified Lactation Consultant support.
• Community-based Lactation Consultant clinics based at Te Hā o Hine-ahuone/Women’s Health Collective.
• A peer Coordinator offering ongoing support for whānau/families engaged in
their services.
• A peer development programme (PDP) to support Lactation Consultant
Students who are gaining clinical experience (with the consent of the
families) towards sitting their IBCLE exams.
Breastfeeding Education Workshops have been successful this year in helping Peer to Peer support and Health
Professionals understand and spread their knowledge of the importance of breastmilk and breastfeeding for a
newborn baby and their whānau. These workshops are facilitated by an experienced Lactation Consultant.
For further information see the CBS website: www.communitybirthservices.org.nz or Facebook page.
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Our Workforce – Te Ohu Mahi
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Staffing Initiatives in the Maternity Service
The past three years have brought about considerable change within the maternity service, with the service review
and changes to the senior midwifery team. The core staff have adapted to these changes as well as leading many
exciting projects in the service. The core midwifery and nursing staff are to be congratulated on their
professionalism and dedication to providing care to the mothers, babies and whānau in the region.
Midwifery staffing recruitment and retention challenges that have faced other DHBs in New Zealand are now
affecting MidCentral District Health Board. The members of the senior midwifery team are advocating for change
at a national level. In 2017/18 the Maternity Service would like to share the following success:
•
•
•

One core midwife completed the Postgraduate Certificate in Complex Care at Victoria University in 2017,
with two more midwives completing this qualification in 2018.
Two core midwives are working towards Masters degrees, with one midwife completing her Masters in
2019.
Twenty midwives have completed the Quality and Leadership Programme in 2017/18.

Over the past year the following midwifery roles have been established to strengthen and build resilience within
the midwifery team.

Charge Midwives
In late 2017 the Charge Midwife job description was updated. It was recognised that additional leadership was
required, so the position was split into two full-time roles; one dedicated Charge Midwife for Delivery Suite and
one for the Maternity Ward. They have reported to the Midwifery Director and also worked closely with other
members of the maternity leadership team (Acting Clinical Director and Service Manager) with regards to the
operation of the service.
The Charge Midwives have consolidated their management and leadership skills during their first year and are in
the process of building capacity and expertise with Associate Charge Midwives (ACM). A team of six ACMs provides
expert clinical support and leadership out of hours; the development of these roles came from the service review
work programme. These roles were made permanent in late 2017.
Feedback on the ACM role has been:
• The medical staff find it easier to have one identified person to contact with regards to the care of women
and the management of Delivery Suite.
• LMCs feel more safe and supported.
• The core staff can concentrate on caring for the women and not the management of the ward.
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Our Staff
Profiles of the Charge Midwives
Fiona is a Registered Nurse and Registered Midwife. Through her career
she has worked on acute medical wards, as a LMC, Core Midwife and ACM.
This wide experience provides insight into the challenges, pressures and
rewards for staff working at MidCentral District Health Board.

Fiona McConnon
Charge Midwife
Maternity Ward

Megan Grieve
Charge Midwife
Delivery Suite

Lesley Gummer
Charge Midwife
Horowhenua Primary Birthing Unit

She believes that core midwifery is integral to the maternity system in New
Zealand. As core midwives they are versatile as they are competent in
primary midwifery skills, but have an added layer of expertise that allows
them to care for the women with complex pregnancies. This expertise sees
core midwives supporting women through complicated labours, births and
postnatal periods, whilst still making this time unique and special for
women and their whānau/families. Fiona plans to build on the expertise of
core as Midwives and Nurses specialising, in secondary antenatal and
postnatal care. Aiming to provide a family-centred approach in our care
provision, ensuring that our families leave the Maternity Service for home
having received quality care, information and support.
Megan moved to Palmerston North from Australia with her family three
years ago. She also brings a wide background in nursing and midwifery to
the role. Her experience both in New Zealand and Australia provides
diversity to core midwifery where she now leads a team in the provision of
care to women within the region. She is a strong supporter of secondary
care midwives as they provide experience and knowledge to assist those
with more complex care requirements to achieve optimal birthing
experiences. Core midwives adapt their midwifery skills to make the most
of birthing in this environment whilst providing care and respect for every
woman. Her view for the Delivery Suite is to have a team of midwives who
work strongly as a unit, providing innovative practice with strong emphasis
on evidence and best practice. The aim is to provide the best possible
birthing experience for all women, no matter how complicated their
pregnancy.
Lesley has been a midwife for 38 years and is originally from the United
Kingdom. She has extensive experience across all aspects of midwifery
including natural birth, water birth and high risk pregnancies. She has
worked with many different ethnic groups within the UK, rural Australia
and New Zealand. She believes in supporting women to be autonomous
and that by working in partnership, providing information and ensuring a
calm, safe and private environment, women will be empowered to achieve
an optimal birth experience. Lesley is excited at having the opportunity to
support the midwives and women of the Horowhenua to achieve a
physiological birth in the friendly atmosphere of Horowhenua Birthing
Unit.
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Robyn has worked as a rural midwife for almost 25 years and has worked
in Dannevirke as a locum midwife for the past five years. She is the New
Zealand College of Midwives Central region chairperson. She enjoys the
challenges and rewards of rural midwifery, which allows midwives to work
autonomously utilising their primary midwifery skills to the maximum.

Robyn McDougal
Acting Charge Midwife
Dannevirke Primary Birthing Unit
Annie has worked as a midwife in the community for many years and has a
strong belief that birth is a natural process for healthy women. She has
also worked as an Associate Charge Midwife at Palmerston North Hospital.
Annie is the current chairperson for the Central Region New Zealand
College of Midwives. Working as the Clinical Manager at Te Papaioea
Birthing Centre allows Annie to combine her love for the primary birthing
environment with the opportunity to lead a team sharing the same values
and passion.

Annie Kinloch
Clinical Manager
Te Papaioea

Diabetes Midwives – Developing the Role of Specialist Midwife
The two diabetes midwife roles have been recently developed to enhance the current Obstetric Diabetes Service.
The development of these roles is to provide midwifery expertise for diabetic women and to improve both the
experience for women and outcomes. They work alongside specialist diabetes nurses, dietitians, endocrine
specialist, obstetric specialist and clinic midwives to facilitate a team approach to care.
Steph graduated as a midwife in 2012. Since then she has worked mostly
at Palmerston North Hospital as a core midwife but did work for 18 months
as a LMC in Taihape/Waiouru. Her interest in diabetes and nutrition stems
from her previous career as a chef. She is in the process of completing an
Advanced Diabetes Nursing paper at WINTEC and is keen to share her
knowledge with her colleagues. Steph plans to build on this foundation for
further postgraduate study. Steph would like to see a collaborative
women-centred diabetes service at MidCentral District Health Board,
which is the best in New Zealand.
Steph Seymour
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Sue Gilmer

Sue has a background in nursing and midwifery working in a variety of
settings. During the past 10 years she has worked as a community midwife, as
well as working in the diabetes antenatal clinic. Her interest in diabetes
comes from a family history of Type 2 diabetes, providing her with an insight
into the burden and discrimination faced by those with the disease. Sue has a
keen interest in secondary care and providing midwifery care for women with
challenging pregnancies. She sees the diabetes midwives as working in
partnership with the women, advocating for choices in their care. As well
being a resource for the Maternity Service.

Profiling Two Members of the Obstetric Team who have contributed to the
Maternity Guidelines Group and the Tuia Framework Group

Dr Per (Pelle) Kempe
Specialist Obstetrician
Gynaeacologist and member of
the Maternity Guidelines Group

Pelle and his family moved from Sundsvall, Sweden, to Palmerston
North in February 2017 when he joined MidCentral District Health Board
and the Women’s Health Unit as an Obstetrician Gynaecologist. It has
been an exciting and challenging time for Pelle, learning about a
different healthcare system and model of maternity care. He has a keen
interest in quality assurance and quality improvement through the
collection of data to understand the actual outcomes of the service. This
data can be used to compare time periods and with other units. The
changes happening within the Maternity Service are based on this
knowledge and the improvements in outcomes that have been achieved
so far are exciting. Pelle is pleased to see how midwives and
obstetricians working together on improving outcomes are working
better together as a team for the best of the women and babies in the
service.

Tēnei te mihi ki a koutou. Ko Philip Suisted ahau.
Phil has worked within the Women’s Health Unit and maternity service
at Palmerston North Hospital for almost 15 years.

Dr Phil Suisted
Specialist Obstetrician
Gynaeacologist and member of
the Tuia Framework Group

He is excited to be a part of the Tuia Framework group in addressing
inequity in maternity care for wāhine Māori and their whānau, excited
to consider different ways of achieving this, and excited because of the
skills, the knowledge, and the care of all of those people involved. He
quotes: “I te orokoputanga mai o te tamariki i roto i tona whaea, ka
timata tēnei mea, te mana. Ēngari no mua mai, no nga tupuna. In the
very coming forth of the child from its mother, from there indeed, its
mana began. But it comes from right back, from its ancestors”. The Tuia
Framework group and the service as a whole owe it to the mothers of
our community to get them access to best practice maternity care. But
more, we owe it to their mothers and to their mothers.
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Partnering with LMC Community Midwives

LMC community midwives are a vital part of the maternity service, due to the uniqueness of the New Zealand
maternity model.
MidCentral District Health Board has LMC representatives on the following:
• Maternity Service Clinical Governance Group (MSCGG)
• Service Improvement Meeting
• Tuia Framework group
• The Together project
• Maternity guidelines group
• Maternal case review
• Diabetes Pathways group.
The senior midwifery team, LMC community midwives and core midwives meet at the monthly midwifery forum to
share news, updates on the service/group practices and any other issues are discussed. Midwives in the region
also meet regularly at the monthly New Zealand College of Midwives meetings.

Profile of a LMC Midwife
Ko Ngaati Raukawa ki te Tonga toku Iwi
Ko Ngaati Takihiku toku Haapu
Ko Tararua Nga Pae Maunga
Ko Manawatu te Awa
Ko McGregor toku ingoa whānau
Ko Amanda Douglas toku ingoa

Amanda Douglas
LMC Midwife

Amanda Douglas is a Māori LMC midwife who works in the community.
She is a dedicated homebirth and primary birthing midwife. She has been
a member of the Maternity Service Review Steering Group, the Maternity
Service Clinical Governance Group and now is a member of the Tuia
Framework Implementation Group.
Her passion is bringing equity to Māori whānau and improving the
outcomes for Māori. She is positive about the work that the Tuia
Framework group is achieving. With better understanding of culture and
an insight to our Te Whare Tapu Wha Model of care, that encompasses
not only the physical health but the mental health, spiritual health and
family health, this will inspire change.
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The Pirie Street Midwives are a collective of 12 midwives, who share the philosophy of promoting normal birth.
They work with their backup midwife providing care within their scope of primary practice and collaborate with
the secondary team at the hospital when required.
The midwives in the practice work within a partnership with women and whānau. They provide care and
information that centres on enabling women and their families to feel supported in their choices and safe during
their pregnancy and birth. By building a professional, personalised relationship and providing relevant
information, they work together to empower women to make informed choices about their care through
pregnancy, their birth and the postnatal time.
Pirie St Midwives offer midwifery care within Te Papaioea Birth Centre, hospital and home, although more of them
are choosing to just provide care at the Birthing Centre for well women and babies. The midwives believe in the
evidence that place of birth impacts on the pregnancy/labour journey, so empower well women to birth outside of
the hospital.

The Ruahine Midwives practice, formerly known as Midwives at the Palms, is based in the Te Papaioea Birthing
Centre hub. The practice consists of four full-time midwives and one part-time midwife who is also their Practice
Manager.
The Ruahine Midwives birth women at home, at Te Papaioea and at Palmerston North Hospital. They are enjoying
having their own dedicated space close to both Te Papaioea and Palmerston North Hospital. The practice has a
light and airy reception with two consulting rooms. There are plans to install a television offering pregnancy
information and education, as well as seasonal notice boards offering information for women and families.
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Workforce Education and Professional Development
We support the ongoing professional development of our workforce. The Midwifery Council of New Zealand
(MCNZ) programme is compulsory for all midwives who wish to maintain a practising certificate in New Zealand.
The Midwifery Educator coordinates and runs the Combined Emergency Skills study days for core and LMC
midwives. There are 10 study days per year with 15 spaces per day. In 2018, the educator ran a skills and drills
workshop at the Horowhenua Primary Birthing Centre.

Mandatory Training

All MidCentral District Health Board staff who work in Delivery Suite are required to participate in the Royal
Australian New Zealand College Obstetrics and Gynaecology (RANZCOG) fetal surveillance education programme,
either through the attendance of study days or the online course.

Other Study Days and Conferences
The Lactation Consultant Service held three breastfeeding study days for midwives as part of the Baby Friendly
Hospital Initiative.
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Throughout 2017 and 2018 midwives attended the following conferences:

PMMRC Conference – Coming Together to be
Better. Eight midwives and other MidCentral
District Health Board health professionals

A variety of midwives, including new graduates, core and LMC, will be attending the New Zealand College of
Midwives (NZCOM) Biennial Conference in Rotorua.

Midwives from MidCentral District Health Board region will be presenting on the following topics:
•
•
•
•
•

Empowering women through breastfeeding.
Malnutrition in pregnant women, New Zealand.
The Together Project.
Enablers and Barriers to optimal control with GDM.
Women with a high BMI in New Zealand.

As well as coordinating study days the Midwifery Educator organises the orientation process for new staff and has
updated the orientation and preceptor booklets for midwives. She has worked in collaboration with the Child
Health Educator to develop orientation packages for nurses. The educator also attended a career in health expo –
Sort It Careers, in Palmerston North, encouraging high school students to choose midwifery as a career. As well as
talking annually to the Otago Polytechnic midwifery students about a career as a core midwife.
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New Zealand Maternity Clinical Indicators 2016 –
MidCentral District Health Board
These clinical indicators are set by the Ministry of Health (2016) and are benchmarked across the 20 DHBs within
New Zealand.

1: Registration with an LMC in the First Trimester of Pregnancy – All Women

Percentage of women

Clinical Indicator 1 - Registration with an LMC in the
First Trimester of Pregnancy
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All women

75.1

73.4

73.2

71.1

Maori

63.1
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59.1

60.7

Pasifika

56.2

50
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Indian

82.8

82.1

82.1
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Asian
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77

74.6
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European/other

84.6

83.9

83.8

79.4

All births

71.9

70

67.8
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Overall MidCentral District Health Board has shown a steady increase since 2009, and remains above the national
average. However, this is not equitable for all ethnicities with only 56.2% of Pasifika women and 63.1% of Māori
women registering with an LMC in the first trimester. An early registration project group has been formed and is in
the early stages of developing changes.

2: Standard Primiparae who have a Spontaneous Vaginal Birth
Percentage of women

Indicator 2 - Standard Primiparae who have a Spontaneous Vaginal Birth
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The spontaneous vaginal birth (SVB) rate has remained reasonable steady over the past few years, with Māori and
Pasifika women experiencing a higher SVB rate than their European counterparts. For Asian and Indian women the
figure appears to fluctuate, this could be attributed to the smaller numbers of women in this category.
It is hoped that the privately owned primary birthing centre in Palmerston North (which opened in November
2017) will improve the SVB rate. The birth rates for the primary maternity units in the MidCentral District Health
Board district are included in a separate chapter of the annual report.
To improve the SVB rate and reduce the caesarean section rate the induction of labour policy and method of
induction were changed with a labour dystocia guideline released at the same time, in late February 2018. It is
expected that these policies will have an impact on the SVB, instrumental birth and caesarean section rates. These
policies and their outcomes so far are discussed within our projects section.

Percentage of women

3: Standard Primiparae who Undergo an Instrumental Vaginal Birth

Indicator 3 - Standard Primiparae who Undergo an
Instrumental Vaginal Birth
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This has remained consistent over the past few years and is slightly above the national average. The above
strategies may influence this rate with either reducing it or by reducing the caesarean section rate but increasing
the instrumental rate.
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4: Standard Primiparae who Undergo a Caesarean Section
This saw a small decline in 2016, it will be interesting to see if this trend continues. Indian women appear to be
over represented in this category. Further investigation into this group of women may be required to assess for
any statistically significant trends. This will be monitored by the service improvement meeting.

Percentage of women

Indicator 4 - Standard Primiparae who Undergo a Casesarean Birth
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5: Standard Primiparae who Undergo and Induction of Labour

Percentage of women

Indicator 5 - Standard Primiparae Undergoing an Induction of Labour
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The steps described in indicator two are planned to reduce the rate of inductions of labour at MidCentral District
Health Board. The induction of labour criteria has also been updated and the booking of inductions has to be
approved by the Charge Midwife. Dr Kempe is a member of a national group of clinicians working on developing a
national induction of labour guideline.
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Percentage of owmen

6: Standard Primiparae with an Intact Lower Genital Tract (no 1st to 4th degree tear or
episiotomy)

Indicator 6 - Standard Primiparae with an Intact Lower Genital Tract
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The rate of an intact perineum appears to fluctuate, however, MidCentral District Health Board remains above the
national average.

7: Standard Primiparae Undergoing Episiotomy and no 3rd to 4th Degree Perineal Tear

Percentage of women

Indicator 7 - Standard Primiparae Undergoing an Episiotomy and No 3rd or
4th Degree Tear
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The episiotomy rate appears to be increasing across all ethnicities and is much higher than the national average.
Given that the instrumental birth rate hasn’t increased during this time it can be assumed that the rate of
episiotomy is increasing with SVBs. Given that the standard primiparae is a small sub set of women we aim to look
at the episiotomy rate for all women to determine whether there is a true trend.

51

8: Standard Primiparae Sustaining a 3rd or 4th Degree Perineal Tear and No Episiotomy

percentage of women

Indicator 8 - Standard Primparae Sustaining a 3rd or 4th Degree Tear
with No Episiotomy
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This appears to fluctuate over the years and within ethnicities. An audit of perineal trauma is planned for late 2018
to further explore the episiotomy and 3rd and 4th degree tears.

percentage of women

9: Standard Primiparae Undergoing Episiotomy and Sustaining a 3rd or 4th Degree Perineal
Tear

Inidciator 9 - Standard Primiparae Undergoing Episiotomy and Sustaining a
3rd or 4th Degree Tear
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The overall rate appears to be increasing and is higher than the national average. As stated above an audit is
planned.
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10: Women Having a General Anaesthetic for Caesarean Section – All Women

Indicator 10 - Women Having a General Anesthetic for Caesarean Birth
Percentage of women
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The rate has remained consistent since 2014, however, it is slightly above the national average.

11: Women Requiring a Blood Transfusion with Caesarean Section – All Women

Percentage of Women

Indicator 11 - Women Requiring a Blood Transfusion with Caesarean Birth
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This rate is consistent, but is below the national average.
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12: Women Requiring a Blood Transfusion with a Vaginal Birth – All Women

Percentage of women

Indicator 12 - Women Requiring a Blood Transfusion with a Vaginal Birth
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This rate is consistent and in line with the national average. Following a recommendation from the National
Maternity Monitoring Group (NMMG) MidCentral District Health Board has introduced the administration of
Intravenous (IV) Tranexamic Acid for the treatment of Post-Partum Haemorrhage (PPH). The administration of
Tranexamic Acid has been included in the Midwifery Emergency Skills study day and in the PROMPT training days.

13: Diagnosis of Eclampsia at Birth Admission – All Women
14: Women Having a Hysterectomy – All Women
15: Women Admitted to ICU and Requiring Ventilation During the Pregnancy or Postnatal
Period – All Women
The three indicators above all have low numbers; therefore the graphs have not been included but can be found at
https://www.health.govt.nz/publication/new-zealand-maternity-clinical-indicators-2016
There appears to be an increase in the number of women experiencing eclampsia and peripartum hysterectomy,
however, the numbers are too small to draw any conclusions. So further monitoring of these outcomes is required
by the maternity service improvement and maternity case review groups.
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Percentage of women

16: Maternal Tobacco Smoking During Postnatal Period – All Women

Indicator 16 - Maternal Tobacco Use During Postnatal Period
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This indicator continues to demonstrate a significantly higher rate of tobacco use for Māori women, with the
European rate remaining largely unchanged. Collaborative work to reduce these rates is further explored in the
Initiatives for Healthy Whānau section of the report.

17: Preterm Births, 32-36 Weeks – All Women

Percentage of women

Indicator 17 - Preterm Birth
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The preterm birth rate appears to be on the increase. An audit of preterm births, including the administration of
corticosteroids and transfer to tertiary centres is planned in the 2018/19, as recommended by the Perinatal and
Maternal Mortality Review Committee (PMMRC) 12th Annual Report.
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18: Small Babies at Term (37-42 Weeks’ Gestation)

Percentage of women

Indicator 18 - Small Babies at Term (37-42 Weeks' Gestation)
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Overall the rate is declining and is consistent with the national average, the rate in Indian and Asian women may
be worth investigating further.

19: Small Babies at Term Born 40–42 Weeks’ Gestation
Indicator 19 - Small Babies at Term Born at 40-42 Week's Gestation
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This has declined over the past couple of years and is more in line with the national average.
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20: Babies Born at 37+ Weeks’ Gestation Requiring Respiratory Support

Percentage of women

Indicator 20 - Babies Born at 37+ Weeks' Gestation Requring Respiratory
Support
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Again a small number of babies, consistent rate and below the national average.

Improving Outcomes
The Induction of Labour and Active Management of Labour improvement projects
In August 2017, the Maternity Guidelines Group (MGG) was formed with the aim to develop guidelines to improve
outcomes for women alongside updating current guidelines and policies. This was in response to the Clinical
Indicators for 2016 and an audit and presentation conducted by a small multidisciplinary team on the unit’s
statistics. In particular, those relating to outcomes for nulliparous (never been pregnant before) women, who
either had a spontaneous onset or an induction of labour, as well as addressing the need for a systematic review
of the maternity service documents.
The first two documents written by the MGG were the new induction of labour policy and consumer information
leaflet and a labour dystocia guideline. These documents had wide spread consultation with midwives, LMCs,
medical staff and consumers.
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Equity - He kura te tangata

He kura te tangata
Achieve Equity of Outcomes Across Communities
Initiatives to Support Healthy Whānau
The following initiatives are working towards reducing inequities and improving outcomes for Māori women and
whānau utilising Māori approaches to health and wellbeing. They have the following aims:
•
•
•
•

To improve engagement.
Promote Māori models of health.
Promote smoking cessation.
Promotion of safe sleep spaces and practices.
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Cultural Responsiveness
Tuia Framework
The Tuia Framework was developed by the Māori advisory group to the regional Women’s’ Health Service in 2013
and endorsed by Manawhenua Hauora. Building on from the 2016/17 Annual Maternity Report the Tuia
Framework project guides cultural responsiveness of maternity services across all aspects, including service policy,
planning, delivery and integration, workforce, whānau self-management and information and facilities.
The Tuia framework is based on the Māori approach of Whānau Ora and Te Whare Tapa Whā. It includes the
following values: whakapapa, kotahitanga, manaakitanga, mātauranga, whanaungatanga, kaitiakitanga, te reo
Māori, and wairuatanga.
The aim is to improve the health of wāhine Māori and their whānau by equitable access to high quality clinical
services delivered through a strengths-based model of care that incorporates approaches and supports whānau
wellbeing. The vision as a service that is centred on wāhine Māori and their whānau, where wāhine Māori feel
welcome, safe and cared for, where Tikanga Māori is understood, accepted and practised and where their whānau
are welcome and able to fully participate in their care.
There is a readiness to work together to implement the Tuia Framework to ensure Maternity Services are culturally
responsive when engaging māmā and whānau. The maternity Tuia Framework began meeting in August 2017.
There continues to be constraints without a dedicated project lead to drive changes from within the services.

The Tuia Framework Implementation
The group members include:
•
•
•
•
•
•
•
•

Quality and Service Improvement Manager, Pae Ora (Chairperson)
Midwifery Director
MQSP coordinator
Quality and risk coordinator
Consumer Liaison
Māori consumer
Māori midwives both LMC community and core
Obstetrics & Gynaecology Specialist and Obstetrics & Gynaecology Registrar.

Service Planning, Delivery and Integration
The top five indicators were agreed by the project group. These indicators are broken down into ethnicity
and include:
1.
2.
3.
4.
5.

Induction of labour
Smoking status
Preterm births
Post-partum haemorrhage
Caesarean section.
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Workforce: Nurture – Grow – Keep
To improve cultural awareness the maternity service has sent the core midwifery and nursing staff to the two-day
Treaty of Waitangi workshop. The small numbers that have not completed the training have dates booked in the
near future. The next group to focus on are the medical staff.
There has been a drive from Senior Staff to ensure that both new staff and students coming to work at MidCentral
are welcomed to the ward by the process of mihi Whakatau and that staff coming through the New Staff Pōwhiri
are represented as a service. This is currently being done in partnership with Pae Ora Māori Health Directorate
Tikanga Cultural Facilitators.
Whānau Self-Management
There have been initial discussions with Te Tihi o Ruahine as to Te Ara Whānau Ora training and dates for available
courses for Maternity Staff. The aim is to identify and develop four Whānau Ora champions within Maternity
Services. Te Ara Whānau Ora is a strength-based programme focused on engagement, perceptions, hopes and
dreams using practical applications/specific conversations around teaching Whānau ora as a health model and
connecting Maternity Services with what is available in the community as an approach for improving health for
women and whānau.
Information and Facilities
MidCentral, as an organisation, has adopted Te Wao Nui o Tāne – The great domain of Tāne, as an overarching
philosophy. The Healthy Women, Children and Youth cluster will be known as Uru Pā Harakeke. This name will help
to inform the signage for Maternity and Child Health.
Tuia Framework Information Board for Staff - Delivery Suite
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Mokopuna Ora
Mokopuna ora is a collaboration of organisations and individuals in the Manawatū Horowhenua areas who are
passionate about supporting whānau in their journey to bringing new life into this world and creating pathways to
wellbeing. Mokopuna ora is community driven and Māori-led.

Key Aims:
•
•
•
•
•

Effectively engage with hapū māmā and their whānau.
Provide culturally responsive infant and parental support through engagement and connection.
Remove barriers to accessing (non-Māori/other) infant and maternal health services.
Reduce disparities in infant and maternal health for Māori (particularly safe sleep/SUDI, power to protect
(shaken baby), smokefree environment for infants and breastfeeding).
Promote positive cultural identity and overall health and wellbeing.

Key Principles:
•
•
•
•
•
•
•
•
•

Māori-led
Community driven
Whānau-centred
Holistic
Mokopuna-focused
Sustainable
Mana-enhancing/empowering
Kaupapa Māori
Wahakura as a vehicle for whānau ora.

Mokopuna Ora Collective
During 2017/18 the Mokopuna Ora collective have achieved the following:
• The organising of a symposium for health professionals who engage with whānau, māmā and pēpi
in the local community – Whānau ora-Mokopuna ora: Māori approaches to promoting wellbeing
from conception. This symposium was attended by 150 health professionals at the Highbury
Whānau Centre and received an enormous amount of positive feedback. The speakers at the
symposium were:
o Dr Naomi Simmonds (Māori maternities researcher)
o Professor David Tipene-Leach – SUDI and wahakura researcher
o Amy Wray – Māori Midwife and Lactation Consultant
o Nathan Mikaere-Wallis (Child development expert)
o Professor Meihana Durie (Mātauranga Māori researcher)
o Gene Takurua and Bruce Kereama (Whānau Ora systems navigators).
• The development of a vision statement, terms of reference and a community partnership guide.
• A two day wahakura wānanga at the Whakatipuria Teen Parent Unit in Palmerston North. Young
mums and their partners engaged with health professionals through the weaving of their
wahakura. Health messages such as safe sleep, pregnancy and parenting information were
discussed.
• Worked in partnership with two communities; Pahīatua and Raukawa Whānau Ora in Levin to hold
weaving wahakura in August and early September 2018.
• A strategic planning day and the development of Mokopuna Ora Coordinator role to facilitate
wahakura initiatives in the MidCentral District Health Board region.
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Future Plans for Mokopuna Ora
The Mokopuna collective is focusing on a more strategic framework, which will be enhanced with the employment
of a Mokopuna Ora Coordinator. The wānanga held so far have consolidated the programme and quality standards
for the wahakura. A combination of pregnant women and their whānau have attended the wānanga alongside
health professionals. The plan moving forward is to increase the number of women and whānau attending and
establish a timetable for wānanga.
Other key steps are:
• To train kaitiaki wahakura to distribute wahakura to whānau who urgently require a safe sleep space for pēpi.
• Increase referrals to wahakura wānanga and kaitiaki wahakura. Continue to work with communities to deliver
wahakura wānanga.
• Undertake research to support mokopuna ora.

A hapū māmā weaving a wahakura at a weaving wānanga
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Pēpi Haumaru/Keeping Babies Safe Programme
MidCentral District Health Board
Key Highlights; 1 July 2017 – 30 June 2018
The Mokopuna Collective sits alongside the Pēpi Haumaru/Keeping Babies Safe Programme. Pēpi Haumaru is
responsible for implementing, managing and evaluating a programme of work to reduce Sudden Unexplained
Death in Infancy (SUDI) rates in the MidCentral District Health Board region. To achieve long lasting change, within
MidCentral District Health Board, this role works in an integrated way across the hospital and community
environments and the paediatric continuum.
This is specific to the four modules:
•
•
•
•

Safe Sleep
Shaken Baby Prevention Programe
Infants will be smokefree
Infants will be breastfed.

A wahakura weaved at a Mokopuna Ora weaving wānanga.
This last year has been seen several staff changes within the Pēpi Haumaru team and the development and success
of Mokopuna Ora Collective. Other achievements throughout the year:
• Pēpi Haumaru/Keeping Babies Safe Policy currently under review for MidCentral District Health Board and will
be amended so it will cover Primary Health application. NZ College of Midwives ratified a Safe Sleep consensus
statement in August 2016 that aligns with the MidCentral District Health Board Policy – and is available for all
LMCs.
• Well Child Tamariki Ora (WCTO) safe sleep practice audit is in development.
• Child Health Community Team Audit was 90-100% for all aspects of Keeping Baby Safe clinical documentation.
• Engagement with TOAM kaimahi to visit the Maternity Ward daily to support māmā and whānau with brief
advice and support to stop smoking has commenced.
• A local wahakura wānanga was lead and coordinated by the Mokopuna Ora Collective. Nine hapū māmā
attended and were able to complete their own wahakura. A follow-up with hapū māmā from the weekend
wānanga in September 2016 was delivered bringing an opportunity to hand over their custom made wahakura
and reinforce the safe sleep messages that accompany the wahakura.
• 113 Pēpi -pods provided to whānau this year. Neonatal unit and Plunket Well Child services continue to
distribute the majority of pods. A four-hour Pēpi Pod Distributor training provided to approximately 20 Plunket
staff and other relevant providers to become distributors.
• Planning meetings commenced with two local Lactation Consultants to provide education sessions for midwives
and LMCs along with strategising ways to improve breastfeeding rates.
• A two day Wahakura Wānanga was held at Whakatipuria Teen Parent Unit, Palmerston North. A local
Lactation Consultant and LMC midwife were amongst the health professionals that spent specific time
alongside the māmā to share their particular messaging.
• Planning meetings have commenced with Raukawa Whānau Ora to deliver a three-day Wahakura Wānanga in
Levin and also the community of Pahīatua to invite the people of Tamaki Nui a Rua.
• Planning and delivery of ‘Mokopuna Ora Symposium’ for 150 people at the Highbury Whānau Centre.
Evaluations provided an overwhelming response to lots of positive feedback. Amy Wray also provided an
additional workshop with LMCs and midwives on Breastfeeding with a Māori world view.
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Hāpai te Hauora – National SUDI Prevention Coordination Service
National and Local Services Working Together
The National SUDI Prevention Coordination team collaborated with Women’s Health Action (WHA), MidCentral
District Health Board and Te Ohu Auahi Mutunga (TOAM) to hold a SUDI Prevention stall at Ngā Kapa Haka Kura
Tuarua o Aotearoa. The event draws a large number of whānau from across Aotearoa and provides an occasion
whereby intergenerational dialogue can occur about SUDI Prevention across whānau.
The space sought to provide a comfortable area for mothers to breastfeed and where tamariki, rangatahi and
whānau could discuss current information relating to SUDI Prevention. The project gave the opportunity for a
shared and collaborative approach across agencies where a stop smoking coach provided information on where to
access help to quit and a lactation consultant offered information on breastfeeding support.
The Hāpai team used safe sleep messaging questionnaires to allow people to be in a draw to win a wahakura. The
stall provided a great opportunity to engage with whānau Māori of all ages and backgrounds. There were many
whānau who are proactively weaving wahakura for their tamariki or mokopuna. It is fantastic to see how much the
wahakura is valued, as it provides a strength-based approach to health promotion.
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Te Ohu Auahi Mutunga (TOAM)
The collaboration above demonstrates that all these services are working together to
improve health for Māori women and their whānau. Key to all their messages is the
promotion of a smokefree pregnancy and home for pēpi/baby. The smoking cessation
programme in the MidCentral District Health Board region is coordinated by Te Ohu
Auahi Mutunga (TOAM).
TOAM coordinates the promotion of smoking cessation throughout the MidCentral District Health Board region,
directing referrals to the appropriate matanga (quit coaches).
Over the past year TOAM has received:
• 51 referrals into the service for pregnant women who smoke.
• 32 of these referrals were from midwives.
• 19 referrals from other health services.
During the past year TOAM has:
• Dedicated a matanga to work within the Maternity Ward at Palmerston North Hospital, supporting and
educating the staff on the use of smokerlyzers and the prescribing of Nicotine Replacement Therapy
(NRT).
• Continued its partnership with Good2Grow based at the Public Health Organisation (PHO), collaborating
on small projects to increase the number of smokefree pregnancies in the region.
• Sent their leadership team to the Mokopuna Ora Symposium, which was in partnership with Hapai Te
Hauora around SUDI prevention. This was a great opportunity for TOAM to gain knowledge, build and
maintain relationships within the maternity and stop smoking sector.
To improve the rates of smoking cessation TOAM has:
• Worked with Broadway Radiology so that the sonographers discuss brief smoking advice with women and
offers to refer them to TOAM.
• Participated and completed an incentivised programme using nappies as an incentive to motivate
pregnant women to stop smoking. Women were given a pack of nappies after setting a target quit date
and for the next four weeks. Measurement of abstinence was by completing a Smokerlyzer test with the
Matanga Midwife. We are yet to commence another incentivise programme for pregnant women.
• Plans to employ a matanga midwife to support pregnant women and their whānau to quit smoking so that
there is midwifery/holistic focus on smoking cessation.
TOAM are working hard to find ways to improve the statistics of maternity within the MidCentral region and are
looking for innovative ideas. Two upcoming initiatives are:
• A multi-discipline/sectorial hui is planned for August 2018 so that a collaborative approach to smoking
cessation can be discussed.
• A stop smoking/Vape to quit education session (hospital-based) and symposium (community-based) are
planned for 3 October. These events are an excellent opportunity for health professionals to update their
knowledge on the latest innovations as well as networking.
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Smoking Statistics – MidCentral District Health Board
The smoking statistics below reflect the high smoking rates for pregnant Māori women that have already been
discussed. By continuing to monitor these statistics the maternity service will be able use these figures as one
measure to evaluate how successful the above initiatives have been.
Health target: >= 90% of pregnant women who identify as smokers upon registration with a DHB-employed midwife or Lead
Maternity Carer are offered brief advice and support to quit smoking. Data taken from Maternity & Midwifery Providers
organisation (MMPO).

Percentage of women

MidCentral District Health Board Smoking Statistics Quarter 1 to 4 2017/18
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93%

78%

18%

21%

These figures are antenatal, if they are compared with the MOH 2016 Clinical Indicator data (Indicator 16 –
Maternal tobacco use during postnatal period) there appears to be a direct decrease in smoking prevalence for
Māori women from 43% antenatal to 33.6% postnatal. This may be due to smoke quit support being offered. It is
difficult to analyse this data due to the fact the most recent MOH Clinical Indicator data is for the 2016 year
compared to the above smoking statistics which are for the 2017/18 year.
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A Culture of Excellence: Maternity Quality and Safety Projects
•
•
•
•
•
•
•

The Induction of labour and active management of labour projects
Midwifery-led changes in operating theatre
Midwifery-led Long Acting Reversible Contraception (LARC)
Improving newborn metabolic screening transit times
The Together Project – reducing term admissions to the NNU
Perinatal case review
Maternal case review

The Induction of Labour and Active Management of Labour Projects
In August 2017, the Maternity Guidelines Group (MGG) was formed with the aim to develop guidelines to improve
outcomes for women alongside updating current guidelines and policies. This was in response to the Clinical
Indicators for 2016 and an audit and presentation conducted by a small multidisciplinary team on the unit’s
statistics. In particular, those relating to outcomes for nulliparous (never been pregnant before) women, who
either had a spontaneous onset or an induction of labour, as well as addressing the need for a systematic review
of the maternity service documents.
The first two documents written by the MGG were the new induction of labour policy and consumer information
leaflet and a labour dystocia guideline. These documents had wide spread consultation with midwives, LMCs,
medical staff and consumers.
Maternity Guidelines Group Members
Ex Officio

Nominated

Midwifery Director

NZCOM representative (LMC)

MQSP Coordinator

LMC representative x 2

Charge Midwife/Associate Charge
Midwife

Obstetric SMO and Registrar

Consumer Liaison

Core Midwife

To attend as required:
• Anaesthetist
• Pae Ora
• Paediatrician
• Pharmacist
• Diabetes/Endocrinology
• Nursing representation
• Lactation Consultant

Induction of Labour Policy – Low Dose Oral Misoprostol
In early 2017 Dr Kempe joined the Women’s Health Unit as a Specialist Obstetrician. He has a background in
statistics and quality improvement and was keen to audit the maternity service outcomes using the Ten Group
Classification System. Supported by one of the Registrars and MQSP coordinator they began collating the services
outcomes for 2016, 2017 and 2018. It became apparent that the service has a high caesarean section rate for
nulliparous women (first-time mums) in spontaneous labour and induced labour, as well as a high induction of
labour rate. The audits showed that nulliparous women being induced had a 40-50% chance of a caesarean birth
with 75% of women who had a previous caesarean birth having an elective/planned caesarean in subsequent
pregnancies. At the audit presentation the question was asked “Are you happy with this?” and if not, then “what
do we do about it”.
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This was the catalyst for introducing a method of induction of labour that is common in Northern Europe but had
not used in New Zealand before. The policy also sought to clarify the indications for induction of labour as a way to
reduce the rate of induction of labour, which had been on the increase (see New Zealand Maternity Clinical
Indicators). Research has shown that low dose oral misoprostol is a more effective way to induce labour and
reduces the rate of caesarean sections.
The Midwifery Director led the midwifery component of the new process. This involved widespread consultation
with all stakeholders including core staff, LMCs and consumers. A small midwifery team was trained to pilot the
new induction process. The new protocol commenced in February 2018 with the training rolled out to the wider
midwifery staff once the process was running smoothly. Weekly auditing was conducted to monitor results and
adjust ongoing staff education and communication.
Induction of Labour Policy – Progress so Far
The new policy has been in operation for six months and has been embedded into practice. The core midwifery
staff have gained confidence with managing early labour, analgesia and the new Oxytocin regime.
Positives:
• Core midwives feel that they can develop more of a relationship with women as they are seeing them
every two hours to administer the Misoprostol. They have also gained more skills in labour management.
• There has been an increase in vaginal births in the 2A nulliparous (not given birth before) women having
an induction of labour.
• Core midwives are able to manage the inductions fairly autonomously (including prescribing and
administering medication, vaginal examinations, IV insertions) due to a standing order for misoprostol.
This adds to job satisfaction. Inductions are appropriate (evidence-based).
Challenges:
• The workload acuity in delivery suite has increased due to minimal LMC input in the induction process
prior to labour establishing.
• Increased core support with epidurals.
• Quick labours (difficult to judge when to call LMC).
MidCentral District Health Board Maternity Statistics Using the Robson Classification
(For further details on the Robson Classification see Appendix Two.)
The following charts are using complete year data for 2016 and 2017 and the first three months of data following
the change to the induction of labour policy (April to June). The maternity service would like to share the initial
data following this change, however, because it is only a small timeframe, a small amount of data caution is
required when interpreting these results. The service is looking forward to sharing a year’s worth of data in the
next annual report, which will be better able to demonstrate outcomes. However, we are pleased to see the
increase in vaginal births for groups 1 and 2a with the consequent decrease in the caesarean section rate.
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Group 1 – Nulliparous Women with a Single Cephalic (Head Down) Pregnancy ≥37 Weeks Gestation in
Spontaneous Labour

Labour Events and Mode of Birth Rates Robson Group 1
80%

70.5%
61.4%62.7%

70%
60%
50%
40%
30%

51.4%
43.8%
35.0%

31.7%
26.7%

25.6%

17.1%19.4%18.1%

21.5%
17.9%
11.4%

Instrumental Vaginal
Delivery

Caesarean Section

20%
10%
0%

Oxytocin

Epidural

Normal Vaginal Delivery
2016

2017

April-June 18

Group 2 – Nulliparous Women with a Single Cephalic Pregnancy ≥37 Week’s Gestation who had Labour Induced
or were Delivered by Caesarean Section (CS)
2a – Labour Induced

Mode of Birth rates Group 2A

70%

63.6%

60%
50%
40%

45.5%

43.2%
37.2%

36.9%

30%
20%

17.7%

23.6%

19.6%
12.7%

10%
0%

2016
Normal Vaginal Delivery

2017
Instrumental Vaginal Delivery

April-June 18
Caesarean Section
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Group 2 A - Outcomes
Nullip, Term, Cephalic, Induced labour
25%

22.7%

21.8%
19.1%

20%
15%

12.0%

10%
5%

8.1%

6.3%

4.0%
1.0%

0%

2016
Sphincter tear

2.5%

5.4%
2.0%

0.0%

2017
Postpartum Bleeding over 1000 ml

April-June 18
Apgar < 7 at 5 min

Admission to NNU

2b – Pre-labour CS Group 2a Comparisons of 2016 and 2017 with April to June 2018
Outcomes for women in the Robson 2A Group are improving in response to the new Induction of Labour and Active
Management of Labour Projects (see previous section).

Midwifery-Led Changes in the Operating Theatre:

•

•
•

Research showed that routine paediatric attendance at planned caesarean birth was no longer required;
therefore midwives now assess and care babies immediately after a planned Caesarean birth, calling a doctor if
necessary. Midwives have yearly updates on maternal and neonatal resuscitation was well as attending
newborn life support courses every three years.
Midwives no longer need to ‘scrub’ and wear a theatre gown.
At all elective and emergency caesarean sections the surgeons now place the baby directly into a sterile sheet
in the cot.

Midwifery-Led Long Acting Reversible Contraception for Women at Palmerston North Hospital
MidCentral District Health Board has supported the development of a specialist midwifery-led Jadelle service. This
is available and free for all women birthing at Palmerston North Hospital prior to discharge.
The service involves giving written information and discussion of all contraception options, the benefits and risks of
Jadelle placement and follow-up services in the community. A letter is also sent to the women’s GP advising of the
Jadelle placement and follow- up care for any complications.
The service has been well supported by staff who are pleased to see women being offered more choice and a
highly accessible service. Women with multiple risk factors and complex social concerns are appreciative of the
service. Women have reported the procedure to be easier than expected and at one week are pleased with their
choice of contraception. An initial audit of all insertions has found no concerns reported by women.
There are plans for further implementation of this service continues, with more midwives undergoing training. A
publication is planned to explore the wider benefit of Jadelle to the Women’s Health Service due to the uptake of
the service by women with complex care needs.
For further information see: http://www.familyplanning.org.nz/media/241225/implants-pamphlet-june-2015.pdf
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Newborn Metabolic Screening Transit Time
During 2017 MidCentral District Health Board was one of the first DHBs to change over to using a courier service
instead of Fast Post for the transit of newborn metabolic screening cards. This was in response to a falling transit
time rate below the national standard. The change management process was over seen by the Charge Midwife
(Maternity Ward), Quality & Risk Coordinator for Maternity, MQSP Coordinator and the Maternity Ward Clerk.
The transit time standard is that 95% of blood spot cards reach the laboratory in four days or less.
During this process all staff that worked on the Maternity Ward had to complete the National Screening Units
online education programme. The newly updated orientation booklets now include this resource for all new
midwives and nurses working on the ward.
Percent of Samples that Reached the Lab in Four Days or Less, January 2016 to March 2018

Number of Samples that Reached the Lab After More Than Seven Days, January 2016 to March 2018

January to March 2018
•
•
•
•
•

82.7% of MidCentral District Health Board's blood spot cards reached the laboratory in the four-day
standard.
97.7% reached the laboratory within a week of being sampled.
6 took more than 7 days to arrive at the lab.
0 took more than 28 days to arrive at the lab.
6 blood spot cards had no date of sampling.
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Comments
•
•
•

This quarter there was a 17.4% improvement in the four-day rate of return compared to the same period
in 2017. In March a rate of 91.8% was achieved, which was the best monthly result for MidCentral in the
27 months reported.
A good result was also achieved in the number of samples taking longer than seven days; the lowest
number this quarter in the nine quarters reported.
The transit times will continue to be monitored by the MQSP Coordinator each quarter to ensure that the
trend continues to improve.

The Together Project
The Together Project commenced in late 2016 in response to an increasing
rate of term admissions to the Neonatal Unit (NNU) in 2015.
An audit conducted at the time showed:
• 32% of term babies had a discharge diagnosis of hypothermia (cold)
and/or hypoglycaemia (low blood sugars).
• 43% of term babies were admitted with some form of respiratory
distress, some of which could be linked to
hypothermia/hypoglycaemia.
• Some of these admissions could be preventable.
Reducing term admissions can:
• Improve parental bonding and attachment.
• Improve breastfeeding rates.
• Reduce parental anxiety due to separation.
• Reduce intervention rates.
The Together Group consists of:
• Core Midwives
• LMCs
• NNU nurses
• Consumer
• Lactation Consultant
• Medical staff: Obstetric Consultant, Paediatric Registrar
• Operating Theatre/Anaesthetics/PACU
• Quality & Risk/MQSP.
In 2017 the Together Group gathered information by:
• Conducting a staff survey of core midwives/nurses and LMC midwives.
• Auditing 160 notes – 90 term babies that were not admitted to NNU and 70 term babies that were
admitted to the NNU to investigate themes.
• Conducting telephone interviews with 1:5 of the women whose notes were audited, these telephone
interviews were conducted by the consumer representative on the Together Project.
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The information gained from the above let to the following solutions:

Warmth

Feeding

Skin to skin

Observations
and guidelines

Warmth

Feeding

Observations
and
Guidelines

Skin-to-Skin
in Operating
Theatre

• Explored techniques for taking babies’ temperatures
• Looked at different thermometers – how accurate are
they?
• Resourced Cositherm over blankets.
• Developed parent education posters.
• Worked in conjunction with SuperGrans Manawatū in
providing merino blankets for priority babies. See below.

Design a parent-friendly feed
chart

Develop a care of the at-risk
newborn guideline to support
practice (feedback from staff
survey)

Provide antenatal expressing
packs for LMCs to offer to
women

Increase the rates of antenatal
expressing

Update the current
hypoglycaemia guideline. To be
released in October 2018

Considered developing a
MidCentral District Health Board
Newborn Early Warning Score
(NEWS) chart, however, we are
now awaiting the publishing of
the National NEWS chart

To improve rates of skin-to-skin in the operating theatre
A small dedicated team of midwives worked with the
theatre and recovery staff
Education for medical staff
Keep mums warm in pre-admission by providing them
with a dressing gown/robe
Worked with Anaesthetists to place ECG leads in a
different position
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By placing the baby on the mother during the golden hour after birth, oxytocin is at
its highest within the mother’s blood stream. Oxytocin has many positive effects for
both mother and baby including stimulating milk production and enhancing
maternal/ infant bonding.
Skin-to-skin in theatre has been introduced for planned caesarean sections, with
healthy term babies. This was a significant change to the norm where babies were dressed, wrapped and given to
the father (or support person) to hold.
The aim of the ‘skin-to-skin in theatre’ project was threefold:
• To increase maternal and infant bonding and initiates breastfeeding
• Stabilise baby’s breathing, heart rate and temperature
• To reduce term admissions to the NNU.
The proposed changes involved:
• Having pre-operative discussions with the woman and her whānau/family about the opportunity to
support her baby’s transition to life with skin-to-skin in theatre
• As well as working with the staff in the operating theatre to ensure that skin-to-skin is an achievable option
for women.
Initially a small team of midwives began the changes so that any challenges could be resolved quickly and that the
team could provide support to other midwives once the practice of skin-to-skin is embedded.

The process in the Operating Theatre

Baby placed on mum’s chest with
dad

Baby being kept skin-to-skin and
warm with woollens

What skin-to-skin is all about:
baby suckling at the breast in the
operating theatre

Progress so far:

Number of babies admitted

The chart below demonstrates the drop in admission rates. The term admission rate to the NNU is continually
monitored.

Term Admissions to the NNU 2015 & 2017
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Challenges:
• The project lead became the Midwifery Director in 2017, which meant there was not a dedicated position
to lead the changes.
• Maintaining momentum over a period of time.
• Staff availability.
• Waiting for the national Newborn Early Warning Score chart.
Moving forward:

Embed new
policies

Introduce the
national NEWS
chart

Develop Parent
education posters

Continuous audit
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Perinatal Case Review (PCR)
These meetings continue to be organised by the Midwife Educator/PMMRC Coordinator MidCentral District Health
Board. The meeting is a multidisciplinary meeting and is held on the first Wednesday of each month, excluding
January and October (school holidays). The meeting is attended by LMC community midwives, core midwives,
obstetric staff, paediatric staff and other health professionals such as radiologists. When applicable, perinatal cases
are presented by one of the team members involved in the woman’s care. Any learning points are discussed by the
health professionals attending the meeting. These learnings are summarised in the monthly Maternity Matters
newsletter. This is a great opportunity for all health professionals to learn together. A key focus for 2018/19 year is
to develop and implement more robust action plans and audit any practice changes to ensure learning is
embedded.
Topics also discussed at the PCR Meetings:
• Sepsis in maternity - Specialist Anaesthetist
• Maternal review cases studies – Maternal Case Review Midwife, Jen Green
• Implementation of a midwifery led Jadelle service for women - Briony Raven, Midwife
• MidCentral District Health Board Perinatal Mortality Statistics 2015-2017- Midwifery Educator/PMMRC
Coordinator
• Dr Per Kempe - Robson Groups 2016 & 2017, MidCentral District Health Board outcomes and statistics
• Skin to skin project in theatre
• Cervical shortening, the latest research – Obstetric Specialist.

Number of cases

Perinatal Cases at MidCentral District Health Board 2015-2017
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Numer of cases

Reasons for Perinatal Loss 2015-2017
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Definitions:
Abruption – When the placenta separates from the uterine wall, causing severe blood loss for mother and baby.
Antepartum Haemorrhage (APH) – Bleeding from the genital tract, usually caused by placental abruption or
placenta praevia (when the placenta covers the cervix).
Chorioamnitis – Is the inflammation and infection of the amniotic sac surrounding baby.
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Maternal Case Review
Maternal Morbidity Case Reviews aim to identify ways to improve systems and processes to reduce maternal (and
neonatal) morbidity. Dr Nathalie De Vries has been welcomed to the team to provide Paediatric Specialist input.
The case review team meet regularly to review cases that have met the criteria for review.
They are now trialling a review tool to assist in identifying factors which may have contributed to the morbidity,
and whether the morbidity was potentially avoidable.
The multi-disciplinary team:
Pelle Kempe – Senior Medical Officer (O and G)
Paula Spargo – Midwifery Director
Trish Cleland – Lead Maternity Carer, Midwife
Jen Green – Core Midwife, Case Review Coordinator
Catherine Eckersley/Alison Davies – Anaesthetist
Nathalie De Vries – Senior Medical Officer (Paeds)
Forty cases that met criteria have been reviewed.

Maternal Morbidity Case Reviews 2017-2018
30
25
20
15
10
5
0

Post Partum
haemorrhage

Baby APGAR <7

Eclampsia

ICU admission

Other

(Note – some cases meet more than 1 criteria for review.)
Contributing factors are grouped according to organisational or management, personnel and barriers to access or
engagement.
Organisational/Management
Lack of communication between
services (6)
Failure or delay in emergency
response (4)
Inadequate supervision of staff (4)
Other (9)

Personnel
Failure to follow recommended best
practice (23)
Communication between staff was
inadequate (5)
Lack of recognition of seriousness or
complexity of condition by caregiver (5)
Other (3)

Barriers to ccess/engagement
Other (5)

A failure to follow the recommended best practice was the most significant contributing factor to morbidity
events. Communication issues also feature highly.
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Was the Episode Potentially Avoidable?

20%
Avoidable

38%

Unavoidable
20%

Unavoidable but decrease severity
Unknown/Undetermined

22%

Themes and learning outcomes are published in Maternity Matters newsletter. The review team have also taken
opportunities to provide positive feedback to staff and LMCs. As previously discussed a key focus for 2018/19 year
is to develop and implement more robust action plans and audit any practice changes to ensure learning is
embedded.
Next Steps:
With the upcoming release of the maternal morbidity review toolkit from the Health Quality and Safety
Commission, the case review team will be looking at how they can incorporate the recommendations into their
processes.

Multidisciplinary Labour and Birth Case Review Meeting
In June 2018, a multidisciplinary team meeting commenced to review cases that were identified with potential to
provide learning and service improvement opportunities. These meetings are informal and been a great
opportunity to discuss cases in a safe and supportive environment. Initially the cases were presented by the
medical staff, however, more LMC community midwives are now presenting interesting cases for discussion. The
meetings are attended by:
•
•
•
•
•

Core Midwives
LMC Community Midwives
Student Midwives
Obstetrics and Gynaecology Specialists
Obstetrics and Gynaecology Registrars.
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Maternity Matters Monthly Newsletter
The Maternity Matters newsletter had been developed by the Project Lead during the service review work
programme and was revamped and launched in November 2017. The aim is to include updates regarding quality
improvement and other relevant maternity service news. The newsletter is printed and placed on notice boards
within the unit and is sent out to all staff, LMC community midwives and primary birthing units. The newsletter is
coordinated and written by the MQSP Coordinator and is emailed to all key maternity stakeholders including the
Maternity Services Clinical Governance Group.
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Awareness Campaign Project

In response to some violence towards staff, a staff member Za Vivian (ACM) developed a poster as a co-design
project with the New Zealand police to raise public awareness of our zero tolerance policy towards violence
against staff.
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In an effort to increase staff immunisation rates to protect staff, women and their infants, a group of staff became
immunisers and staff were encouraged to take up the free flu vaccination. This poster was developed as part of
that campaign. Immunisation rates among the midwifery workforce are lower than preferred; there will be
ongoing work in 2018/19 to build on existing initiatives.
84
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Consumer Feedback

Kia tuhona e pai ake ai te atawhai tuatahi, te atawhai hapori, te atawhai
ngaio Partner with people and whānau to support health and wellbeing

The Consumer Experience - Women’s Stories
The MQSP Coordinator has had the privilege to meet with a local mum so that her story regarding her experiences
of pregnancy and birth can be shared and used by the maternity service to improve care and outcomes. In
February there was a spike of whooping cough cases in Palmerston North with some of the mums not offered the
whooping cough vaccine in pregnancy. Lee kindly agreed to share her story with us so that learning opportunities
could be enhanced and to raise the awareness of the importance of offering vaccinations to pregnant mothers.
Vaccination can be a controversial topic. MidCentral District Health Board advises parents to discuss the benefits
and potential risks with their LMC Community Midwife, Obstetrician or GP so that they can make an informed
choice decision for themselves and their baby. The links below provide additional information:
https://www.kidshealth.org.nz/whooping-coughhttps://www.health.govt.nz/your-health/conditions-andtreatments/diseases-and-ihttp://www.immune.org.nz/llnesses/whooping-cough

“If we knew what whooping cough could
do to a baby, how much it can affect her
and how easily she could pick it up; we all
could have been vaccinated whilst I was
pregnant to stop her from catching it.”
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Lee and Baby Mia’s story
Mia is Lee’s second baby and was born healthy at full term. Lee first noticed that something was wrong when Mia
started coughing at three weeks old. Lee knew that coughs were uncommon in newborn babies so she took Mia to
the emergency doctors to make sure that there wasn’t anything wrong with her chest or lungs. Mia was examined
by the doctor who advised Lee that Mia had a cold, to keep on breastfeeding and that Mia would recover. This
advice was repeated when Lee returned to her GP four days later as the coughing had become more frequent.
After a week Lee noticed that Mia’s cough;
“was getting worse and worse and she was beginning to stop breathing when she coughed. She was starting to
go blue around the mouth, it was around midnight when I noticed her face going purple when she coughed.”
At this point Lee started to investigate Mia’s cough online and came across a website with an audio clip of a baby
with whooping cough;
“And I listened to that and it sounded exactly like what my baby had.”
The following morning Lee took Mia to the emergency doctor, but Mia didn’t cough when she was there and didn’t
display any other symptoms. Mia was tested for whooping cough, prescribed antibiotics to stop her from being
contagious and Lee was advised to go home but return if Mia became worse. When Lee was at the doctor one of
the nurses asked if she had been vaccinated against whooping cough whilst pregnant;
“This was the first time I ever heard about it, that there was a vaccine out there that you could get while
pregnant/”
Lee was only home for half an hour when she noticed that it was taking Mia longer to take a breath and her colour
appeared to change. At this point Lee took Mia straight to A & E and Mia was immediately admitted to a ward.
During this time Mia was given oxygen every time she coughed, as her oxygen levels would become low.
“To be told she had whooping cough was really scary and that we could have been vaccinated to stop her having
it, I felt guilty that I didn’t know that.”
Mia was in hospital for 16 days and for the first three nights Lee hardly slept because she was so worried for Mia.
“So for the first couple of days it was a really scary time for us, as I wasn’t sure how it was gonna affect my baby,
or which way it was going to go. Whether she would improve or if she was just gonna get progressively worse.”
Mia is now eight weeks old and she still has a cough, Lee has been advised that it is a waiting game, waiting for the
cough to go away.
Lee would like other parents/families to know what whooping cough looks like in adults. Lee states she feels that
adults brush aside a cough and don’t take it seriously enough. She would also like other families to know that they
can be vaccinated too, to protect their newest family member. Since Mia was diagnosed with whooping cough
Lee’s parents have been vaccinated too.
Learning Points
Lee and Mia’s story was shared at meetings within the service and at the local New Zealand College of Midwives
meeting. By discussing their story it raised awareness amongst midwives and encouraged discussions regarding
immunisation. In response to LMC requests an Immunisation Update was organised in conjunction with the
Immunisation Advisory Centre. The update was in the form of three sessions held throughout the day and early
evening at the Te Papaioea Birthing Centre. Vouchers have also been produced to give to women so that they can
take them to their local pharmacy of GP to be immunised.
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June’s Story

June had her second baby at home surrounded by her whānau who all live together in a large house. Having
everyone under the same roof and close by was vital to June.
During her first pregnancy June’s relationship with her midwife deteriorated to the point that after the birth she
found another midwife to provide her postnatal care. So when she discovered that she was pregnant she knew
who she wanted as a midwife and that she definitely wanted a home birth this time as she wanted her baby to be
born in an environment that she felt secure in.
“It’s really important for me to have a midwife that understands me as a Māori, me as a woman and my
whakaaro (thoughts) and how I feel about everything.”
June’s pregnancy progressed well until the last two weeks when the baby’s movements were decreased; she
contacted her midwife and was sent for an ultrasound scan. This scan showed the fluid around baby was reduced
and June was referred to the obstetric team at Palmerston North Hospital, where an induction of labour was
discussed. June was extremely distressed at the thought of an induction, she contacted her midwife who came to
the hospital and conducted a ‘stretch and sweep’ to stimulate labour.
“I was just lucky that I didn’t need to be induced straight away as I just didn’t want to be induced. This wasn’t
how it was supposed to be.”
June had always pictured where she would birth her baby and that was in her bedroom at home, she planned who
would be there to support her and wanted her son close by. Thankfully she went into labour following the stretch
and sweep and birthed her baby girl at home surrounded by her whānau and supported by her midwife. June was
confident in her body and her ability to birth her baby at home.
“So I always envisioned that I would birth her in the room either on the mat in the room or on the bed. I had that
clear picture in my head from the start and that’s what I kinda just kept on thinking. This is gonna happen, this is
where it’s gonna be and this is who I’m gonna have there and that’s all that’s gonna happen.”
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Compliments from Maternity Consumer Survey 2017/18
“My experience was better than I ever expected. Birth was incredible; I had skin-to-skin straight away. Was not
half as painful as I thought. I had so much support with baby particularly from the overnight midwife. The room
I stayed in was massive and the food was delicious. I have been so well looked after that my baby is calm and
contented too.”

“I would like to thank all the Doctors, Nurses and Midwives for their help with my surgery and recovery. It was
my first experience having surgery and with the staff’s help I was able to get through it. I really appreciated their
help, support and hospitality during my stay. I thank all of the staff that took care of me and my baby.”

“The highlight for me was the midwives in the delivery suite because they were efficient, encouraging and
approachable. Also they were respectful of my Filipino culture.”

“They listened to our family’s needs and came up with a plan that suited everyone.”

“I was supported to have minimal interventions even with labour induction.”

“I enjoyed the continuity of care, seeing familiar faces from delivery through to postnatal care.
Excellent communication, friendly staff.”

“Staff definitely were our highlight. They are also amazing, caring and respectful. Very kind to me, my baby and
my partner. I cannot thank them enough.”
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Consumer Representation at MidCentral District Health Board
From its inception, the Maternity Quality and Safety Programme (MQSP) has had consumer representation on its
locality and governance groups but these sat outside of the maternity service. During the service review two of the
MQSP consumers became members of the steering and working group. Since then consumer representatives have
become key members of maternity service groups and meeting. In 2017, the consumer liaison role was established
and consumer representatives sit on the following groups or projects:
•
•
•
•
•
•

Maternity service improvement
MSCGG
Maternity guidelines group
Tuia Framework
Together Project
Improving security.

The Consumer Liaison is also asked to comment on consumer information leaflets developed by other specialities,
for example in the development of a low dose epidural consumer information leaflet.
Below are the profiles of the MidCentral District Health Board Consumer Liaison Bec Hancock and Felicity Ware
who is a Māori consumer representative on the Tuia Framework group and MSCGG.

Consumer Liaison – Bec Hancock
Bec has been in the role of Maternity Consumer liaison since early April 2018. She is also a
member of the MidCentral District Health Board consumer council.
Bec has a background in women’s health and has worked at Te Hā o Hine-ahu-one/The
womens’ Health Collective Palmerston North for a number of years. This provides her with a
wide network of resources and contacts throughout the wider maternity community.
Bec is a mum to three children aged 5, 9 and 14, so she can bring a consumer perspective to the service from both
her personal and professional life.
Having the opportunity to provide a consumer perspective in policy, planning and the implementation of services
has been challenging and rewarding for Bec. However, she has been well supported by the maternity staff who has
welcomed her input on various issues, groups, policies and guidelines.
Her main focus has been the maternity services survey, which was updated into an iPad survey by her predecessor.
Moving the survey from paper to an iPad has made it easier for women to provide feedback on the service. Bec
read through the comments and collates themes for the MQSP Coordinator and for the MSCGG.
This role has given Bec the opportunity to liaise with a wide range of consumers, health professionals and health
care providers to foster relationships that will positively impact on women's experiences in the maternity service.
“If you want to go fast, go alone, if you want to go far, go together”
African Proverb.
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Māori Consumer Representative – Felicity Ware
He uri ahau o Rāhiri, arā, nō Ngāpuhi nui tonu. Ko Ngātokimatawhaorua te waka, Ko Te Ahuahu te maunga tapu,
ko Ōmapere te waiū, Ko Rawhitiroa te marae, ko Felicity Ware tōku ingoa. Tokotoru āku tamariki. Nō Ngāi Tahu, nō
Hāmoa hoki rātou. Kei Te Papaioea mātou e noho ana. Me mihi ki a rātou mā kua wheturangitia. Me mihi hoki ki
ngā mana whenua o te rohe nei, ko Rangitāne, ko Raukawa, ko Muaupoko, ko Ngāti Kahungunu hoki.
Felicity is privileged to be a Māori consumer representative on the MSCGG, drawing on the outcomes and
experiences of Māori māmā and their whānau to advocate for Māori needs and interests and support the work of
the group to improve maternity services. She has been fortunate to work alongside and gain guidance from her
fellow colleagues Jenny Warren (Consumer Representative) and Oriana Paewai (Manawhenua Hauora
Representative) and the Māori health directorate Pae Ora.
Felicity grew up in Christchurch and after completing an undergraduate degree in Te Reo Māori, she moved to
Palmerston North with her partner, where she completed a Master of Arts (Māori Studies) in Māori youth
development. Following this she worked as a tutor for Te Rau Puawai Māori Mental Health Workforce
Development. After the birth of her first son she was inspired to undertake research with young Māori parents
about their experiences of support during pregnancy, birth and parenting. Felicity is a Ngā Pae o te Māramatanga:
New Zealand’s Māori Centre of Research Excellence, Health Research Council, and Wahine Ora: Research award
from New Horizons for Women Trust recipient. She lectures in hauora Māori at Te Pūtahi a Toi: School of Māori
Knowledge at Massey University and is also a Mana Ririki Māori parenting facilitator and member of a local group
Mokopuna Ora Collective who engage whānau and the community in weaving hauora for māmā and pēpi.
She believes that bringing a new life into this world strengthens the link with our tupuna and is an opportunity to
develop whānau ora. It is important that Māori māmā, pāpā and whānau are supported by the community and
with services that can respond to their physical, social, cultural and spiritual needs during this precious time.
“He aroha whaereere, he pōtiki piri poho” (a mother’s love, a breast-clinging child).
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Maternity Experience Survey
In August 2017 the Consumer Liaison in conjunction with the MQSP Coordinator adapted the paper survey
questionnaire into a Survey Monkey format, which could be used with an iPad or online via the MidCentral District
Health Board website.
Two iPads are provided for women to use on the Maternity Ward whilst inpatients. The surveys are usually given
to women on discharge. Responses to the new format were slow to start with and there were a few technical
issues to solve. However, the completion rate now is around 30% each month. This is a fantastic response rate and
the Maternity Service would like to acknowledge and thank those women who have completed the surveys and
the staff who have supported this. The online survey can be found at:
http://www.midcentraldhb.govt.nz/HealthServices/WomensHealth/MaternityServices/Pages/default.aspx

Percentage of women responidng

The tables below demonstrate the response rates for 2017 and for January to June 2018.

2017 Maternity Survey Response Rates
35%
30%
25%
20%
15%
10%
5%
0%
Jan

Feb

Marc
April May June July
h

2017 Maternity Survey Response rates 10% 13% 17% 16% 14.00% 0

0

Aug Sept

Oct

Nov

Dec

15% 30% 17% 21% 33%

Data unavailable for June and July 2017

Percentage of women
responding

2018 Maternity Survey Response Rates
60%
50%
40%
30%
20%
10%
0%

2018 Maternity Survey Response Rates

Jan

Feb

Mar

April

May

June

23%

31%

48%

32%

33%

27%

The survey has been recently updated to include the option for women to leave contact details so that their
feedback can be followed up by the senior midwifery team with the consumer liaison as a support person if
necessary. The aim of this is to learn more from women’s feedback and to incorporate this into service
improvements. The feedback is shown in graph form.
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Ethnicity of Women Completing the Survey Aug 2017 to June 2018
70

Percentage of women

60
50
40
30
20
10
0
Ethnicity of women Completing the
survey Aug 2017-June 2018

Māori

NZ Euro

Pacifika

Asian

Indian

Other

17.5

66

2.7

5.7

3

5

Was Your Stay in Hospital Different to What You Had Expected?
3%
3%

Birth experience

7%

My recovery following birth

21%

Care provided by staff

12%

Support with my pēpi/baby
Comfort with environment

18%

9%
12%

Breastfeeding support
Room sharing experience

15%

Health of my pēpi/baby

Were the Visiting Hours Suitable?
Very happy

Happy
5%

12%

Neutral

Unhappy

Very unhappy

7%

46%

30%
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Listening to Feedback
One of the strongest themes from the maternity survey is the request from women and their partners to allow a
support person to stay overnight. The service is now working towards offering partners the choice to stay
overnight with their partner. The MidCentral District Health Board ‘Partners Staying Overnight’ policy is being
updated by the Charge Midwife on the Maternity Ward and three chairs have been purchased to support this.
Similar policies have been introduced into other DHBs with great success.
Future Plans
•
•
•

To continue to monitor consumer feedback, collate themes and report them to the MSCGG
Develop a quarterly maternity newsletter for the maternity community and stakeholders
Develop a ‘welcome to the Maternity Ward’ folder with key information for women to refer to during their
stay. E.g. mealtimes, shift times, newborn hearing screening etc.
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In Progress

PMMRC 2018 recommendation for
improved equity for access to care,
reduce barriers for young mums,
Māori, Pasifika and Indian women.
To improve perinatal outcomes and
reduce preterm birth.

Lifestyle changes
Smoking cessation
Compiled a list of local LMCs
Reducing preterm birth
– found the Find Your
Reducing the incidence
Midwife website difficult for
of IUGR
women to navigate – need to
Improving access to services and
make finding a midwife
information – the MidCentral
easier.
District Health Board Maternity
Service would like to develop a
pregnancy app with input from
Working with the Mokopuna priority groups as a means to
support early registration and to
Ora Collective
assist women through their
pregnancy journey
•
•
•
•

Has improved overall currently 63%
first trimester registration for Maori
and 56% for Pasifika

Requires a ‘cluster’ wide
approach as impacts on:

Booking process needs to be
streamlined and be available
online

MidCentral District Health Board
working with Clevermed & MOH
on making improvements to
MCIS

Progressing/needs more input

Small working group
established in 2017

Monthly audit recording all
outcomes is completed
manually due to ongoing
issues with MCIS

In Progress

Not Achieved

Early registration with LMC, 5:10
promotion

Access to care

2017 PMMRC recommendation –
DHBs to provide complete &
accurate registration data to the
MAT dataset – ethnicity, smoking
status, BMI & parity

Ethnicity at booking

Achieved

Reduction in preterm
births and babies born
under the 10th
customised centile

Reduction in cigarette
smoking for priority
groups

Availability of staff
with full workloads
to support projects

Improvements seen in
the NZ Maternity
Clinical indicators for
early registration

100% completion of all
dataset requirements

Measures

The new induction
of labour protocol
was not planned in
the previous report
and has been time
consuming

Other priorities
within the service

Data entry for
unbooked women
and clinic clients

MCIS usability

Challenges

Appendix One: Maternity Quality and Safety Programme Plan Update on Work 2017/18

Will continue
into the 2018/19
plan

Ongoing audit

Completed
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A Tuia Framework working group has
been formed and is making progress
with implementing the framework.
The key focus areas are:
• service policy, planning,
delivery & integration
• workforce
• whānau self-management
• information and facilities

Tuia Framework Implementation

Monitoring and prioritisation of
cultural education for staff

Socialising the Tuia
Framework amongst staff

Midwifery/nursing staff have
attended a Treaty of
Waitangi workshop in the
last 5 years
Medical staff have attended
a Treaty of Waitangi
workshop in the last 5 years

Re-decoration of the staff
lounge room on Delivery
Suite to honour the memory
of a valued and well
respected member of staff

A Tuia Framework
information board in
Delivery Suite for staff and
consumers

Embedding the framework
within all aspects of the service

Partner with services that do
engage well with priority women
e.g. Mokopuna Ora, Te Aroha
Noa The Pahīatua Trust and the
teen parent units throughout the
region

Explore better ways to operate
clinics for rural women i.e.
virtual clinics

The Tuia framework group
has a 2018 project plan

Strengthening relationships
is ongoing and the Consumer
Liaison role is providing a link
between the maternity
service and wider

Staffing availability

Increased number of
Māori staff

Number of staff who
have attended Treaty
of Waitangi and
cultural competency
workshops

Signage project-The
maternity service
signage will be in
English and Te Reo
Māori

Will continue
into the 2018/19
plan
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The room has been decorated and
most of the equipment purchased

Promoting normal birth – Active
birth room

MidCentral has been overdue to
implement the “Screening, Diagnosis
and Management of Gestational
Diabetes in New Zealand” guideline
(MOH, 2014)

Gestational Diabetes Guideline

The writing of an admission
guideline and completion of
mural for the room

Two diabetes midwives
appointed and commenced
work in July. Both are
undertaking post graduate
study at WINTEC

A multidisciplinary group
including: obstetrician,
midwifery, endocrine team,
LMC and consumer
representatives has been
meeting monthly since May
2018 to review three
diabetes pathways for
pregnant women (which are
in line with the MOH
guideline)

Establishing who will use the
room as The clientele coming
through Birthing Suite has
changed with the opening of the
Te Papaioea primary birthing
unit.

The number of
primary women
birthing at
Palmerston North
Hospital has
reduced

Two of the 3 pathways have
Establishing collegial
been reviewed so far. On track to relationships
have final pathway reviewed by
end September with socialisation
and implementation
Developing the role
commencing October 2018
of a specialist
midwife within the
maternity service

Number of women
using the room,
consumer satisfaction,
improved outcomes

Both midwives
complete their postgrad qualifications and
the roles become
permanent

Improved consumer
satisfaction with the
service – survey
feedback

The clinics are
streamlined and
waiting times are
reduced

The 3 pathways are
embedded into
practice

Will continue
outside of MQSP

Will continue
outside of the
MQSP project
plan for 2018/19
and will be
business as
usual for the
service
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Support of primary birthing units

Reducing perineal trauma

Meetings initiated with LMCs
Horowhenua

Extra education at
Horowhenua unit by midwife
educator

Midwifery Director meets
monthly with midwifery lead
Horowhenua

Monthly meeting with
midwifery lead Te Papaioea
to debrief over transfers

Promote primary birthing
units for low risk women

The Clinical Nurse Specialist
for Gynae/Urology will be
able to support WHU staff to
develop education resources
to improve education on
bladder and perineal care.

Larger bowls provided to
support the use of warm
compresses

Promotion of primary birthing
units for well women

Audit of 2017 and 2018 perineal
trauma

A second study day is planned
for early 2019, once staffing
numbers have improved

Educational resources

Closure of the
gorge, for women
travelling from the
Tararua region

Staffing difficulties
and other projects
have meant that
running extra study
days in 2018 has not
been possible

Increased birth rates at
the regions primary
units

Increase in the rate of
intact perineum

Reduction in 3rd and 4th
degree tears

Will continue
into the 2018/19
plan

Appendix Two: Robson Classification
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100

In progress

Build a business case to support
increasing baseline FTE for core
midwifery
Workforce reflects cultural
demographics of MDHB region
Explore option of supporting RNs to
bridge to Bachelor of Midwifery
Planning

Planning

In progress

Apply for Voluntary Bonding Scheme

Ongoing

Achieved

Ongoing

Prepare business case to formalise
roles.
Work towards permanent roles
Midwifery Director/Educator to
visit undergraduate campuses

Ongoing

Promotion of core midwifery with
undergraduate Midwifery schools
Bi-monthly meetings between
MDHB Maternity Service and Otago
undergraduate tutors
Recruitment: advertise locally,
nationally and internationally

Promotion of NZCOM/Health
workforce New Zealand funding

Ongoing

Support staff to complete the
complex care postgraduate
certificate and with other
postgraduate study
Development of Diabetes Midwifery
Roles

To be addressed via the Tuia
Framework

Negotiate the application process

Develop a recruitment brochure

Evaluate trial of 12 hour shifts at 3
month mark

Achieved

Offer flexible shift options e.g.12
hour shifts

Work to be undertaken

Local Project:
Workforce

Status

Objectives

Project

Appendix Three: 2018 – 2019 Plan

Increased the midwifery
headcount

Outcomes

Timeframe
2018/19
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Review and update the “Specialist
Perinatal Mental Health Service
Referrer’s Guide”

Conduct an audit of preterm birth,
corticosteroid administration and
referral to tertiary centres at MDHB

Access to primary
mental health
services

PMMRC:
Reduce preterm
birth and neonatal
mortality.

MMWG:
Implement the
Sepsis 6+2.
Included in MDT
teaching/education.
Establish 6+2
bundle kits.
Establish sepsis
pathways across
primary and
secondary services.

Review and update the 5 in 10
campaign

National projects:
More varied early
engagement
options.

To be
Establish a MDT working group,
commenced reporting to MSCGG to develop
the pathway, education package
and bundles for Sepsis 6+2

To be
Form a cluster wide working group
commenced to conduct the audit.

To be
Socialise Guide with LMCs, core
commenced maternity staff and primary care

To be
Update the 5:10 promotional
commenced material, work with primary care
in the promotion of early
registration.

Sepsis 6+2
operationalised

Identify areas for
improvement

Audits completed.

New poster/leaflets
developed

June 2019
& ongoing

2018/19

2018/19

