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Our Shared Vision /
Te Matakite
Taranaki Together, a Healthy Community
Taranaki Whānui, He Rohe Oranga

Our Mission / Te Kaupapa
Improving, promoting, protecting and caring
for the health and wellbeing of the people of
Taranaki

Our Aims / Ngā Whainga

Our Values / Te Ahu
Partnership / Whanaungatanga
We work together to achieve our goals
Courage / Manawanui
We have the courage to do what is right
Empowerment / Mana motuhake
We support each other to make the best
decisions
People matter / Mahakitanga
We value each other, our patients and
whānau
Safety / Manaakitanga
We provide excellent service in a safe and
trusted environment

• To promote healthy lifestyles and self
responsibility
• To have the people and infrastructure to
meet changing health needs
• To have people as healthy as they can
be through promotion, prevention, early
intervention and rehabilitation
• To have services that are people-centred
and accessible, where the health sector
works as one
• To have a multi-agency approach to
health
• To improve the health of Māori and
groups with poor health status
• To lead and support the health and
disability sector and provide stability
throughout change
• To make the best use of the resources
available.

Maternity services Vision
Taranaki together, committed to caring in pregnancy, birth and beyond, for a Healthy
Community:
• HE URUNGA WHENUA
• HE URUNGA TANGATA
• HE URUNGA OHI
• HE URUNGA TARANAKITANGA
• KI TE TAIAO
• MAU TONU
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INTRODUCTION
FROM SHARON HOWE MATERNITY QUALITY
SAFETY COORDINATOR FOR TARANAKI DHB
Taranaki DHB’s (TDHB) Maternity Annual Report Period
of July 2019 to June 2020, has seen Taranaki DHB’s
Maternity Services continue their ongoing commitment
to the Maternity Quality and Safety Programme.
The period of time covering this Annual Report has
been perhaps one of the most challenging of this
century with the emergence of COVID-19. Taranaki
DHB Maternity Services worked collegially and placed
all safety networks with great speed, to protect not
only our Mama’s, pepe and whanau but our entire
maternity workforce. Communication was key and all
new information and updates were relayed daily to
our workforce and to our community in partnership
with our Taranaki DHB communications department,
Ministry of Health, New Zealand College of Midwives
and New Zealand Midwifery Council.
Emphasis was placed on upskilling of the maternity
workforce regarding PPE along with Red Zones and
a Red workforce if they were required. TDHB worked
with our workforce to provide PPE to our community
workforce also. This was not without challenges, as
with the rest of the NZ workforce, all PPE in short
supply initially. The supply was sourced and we
continued to have a positive workforce who engaged
with their women and families safely.
Meetings and planning commenced on our new
birthing unit, though this slowed during the COVID-19
period of levels 4 through 1 due to secondment for
the key planners to COVID related work. All is back on
track now for 2024.
In November 2019 our DHB welcomed our new
Associate Director of Midwifery Rachael Peek who
joined us from Nelson/Marlborough Region having led
an innovative redesign of a primary birthing unit and

birthing model in Motueka. Rachael’s appointment
coincided with an H&SS restructure.
Our maternity workforce continued to be under FTE
but Taranaki DHB continued a strong recruitment
programme within New Zealand and overseas. The
appointed clinical midwife co ordinators proved crucial
to the safe staffing and guidance for staff during the
COVID-19 period of time, to maintain safety and to
ensure calm within our units. An exciting appointment
was made also of a Clinical Midwife Specialist, who
advises, teaches and guides our workforce with her
specialist skills.
TDHB’s Maternity workforce continued with our
WOMAD parent hub in March 2020, a week before
Level 4 Lockdown commenced. Breastfeeding event
the ‘Big Latch on’ continued to be supported long
with the Teddy Bear’s picnic to celebrate SUDI. Our
workforce continues to support Auckland University
with the fifth and sixth year Trainee Intern Programmes
and it is always a pleasure to see our interns now
employed as House Officers within our DHB. We also
continue to have AUT’s student midwifery programme
and placements within our community. Ongoing
student midwives will ensure our midwifery workforce
will have home grown midwives who are more likely to
remain in our region in the future.
Our Postpartum haemorrhage rate continues to decline
thanks to the education and dedication to practice of
our workforce. Transitional care for our late preterm
babies became a priority and importance placed on
keeping mama and pepi together. Our DHB’s Maternity
Care, Wellbeing and Child Protection Multi Agency
Group (MCWCP or MAG) continues to provide a wrap
around multi disciplinary service for our vulnerable
women and children in Taranaki.
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PROFILING TARANAKI
POPULATION PROFILE
According to the 2018 Census, Taranaki DHB serves a
population of 117,561 people1. This is approximately 2.5%
of the New Zealand population.
Within Taranaki, the Māori population is projected to
increase to 23.4% of the total population by 2033^.
The European, Māori, Pacific and Asian populations
have grown since 2006, as at the 2018 Census. Taranaki
has 84.8% identified as European, 19.8% as Māori as
compared to 15.7% nationally, 2.1% as Pacific and 4.5%
as Asian1.
Note: Where a person reported more than one ethnic
group, they have been counted in each applicable
group. As a result percentages do not add up to 100%..

A total number of people under the age of 24 are
37,599 (32.0%), the number of Māori in this age
group is 3,933 which represent 39.1% of Māori in the
region. 24.0% of Māori population is under 15 years as
compared to 19.6% of the total population1.

SOCIO-ECONOMIC
INDICATORS
Around 37.3% of the Taranaki population lives in
NZDEP2018 Decile 1 to 5 compared to 48.5% nationally
and 62.7% in Decile 6 to 10 compared to 51.5%.

1

Based on usually resident population, 2018 Census

^ Based on updated information received from Statistics New
Zealand Population Projection released December 2018

AGE STRUCTURE
Our population is ageing and older than the national
average, and is expected to age further in the future.
The total number of people over the age of 65 is
20,436 (17.4% of the population)^.

New Plymouth
District population

80,679 1

Stratford District
population

9,474 1

South Taranaki
District population

27,534 1
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MATERNITY SERVICES
IN TARANAKI

BASE HOSPITAL
PRIMARY & SECONDARY
MATERNITY UNIT

Caesarean section
Complex birth
Inpatient antenatal care
Inpatient postnatal care
Lactation consultant services
Management of miscarriage/baby loss
Newborn hearing screening
Normal birth
Orthopaedic hip checks
Support for private obstetrician LMC (labour
and birth)
Ultrasound

Amniocentesis
Fetal day assessment
Outpatient specialist consultation clinics
Secondary antenatal team clinics
Secondary midwife clinics
Vaccination clinic for flu and pertussis

POST NATAL WARD

BIRTHING AND
ANTENATAL WARD
1
5
7
1

ANTENATAL CLINIC

16

pregnancy loss room “The Willow Suite”
primary and secondary birthing rooms

beds which include boarder mother
facilities

LEVEL 2A NEONATAL UNIT
6 cots 3 rooming in/transitional care rooms
2 intensive care cots

antenatal single rooms
birthing pool room

HAWERA HOSPITAL
PRIMARY MATERNITY UNIT

Inpatient primary postnatal care
Lactation consultant services
Newborn hearing screening
Normal birth
Orthopaedic hip checks
Outpatient specialist consultation and secondary clinic

1
3

birthing room
postnatal beds

Homebirth is offered by Lead Maternity Carers in Taranaki
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OUR
PEOPLE

9 Registered
Nurses

22 Midwives

WE HAVE...

1 CLINICAL MIDWIFE SPECIALIST

1 Associate Director
of Midwifery

41 LMCs
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3 Senior
House
Officers

1 Lactation State
Certified Nurse

2 Ward

1 Antenatal
Clinic Coordinator

8 Paediatricians

1 MIDWIFE/NURSE MANAGER

1 Head of Department O&G
5 Obstetrician/Gynaecologists

2 Medical Officers O&G
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Graduate

O&G = Obstetrician/Gynaecologist

1 Clinical Midwife
Educator
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17 CASUAL MATERNITY STAFF
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1 Clinica Administra
l Midwife tors
Manager

1 ELECTIVE
CLS MIDWIFE
3 CLINICAL MIDWIFE COORDINATORS

5 Healthcare Assistants
4 Newborn Hearing Screeners

G
&
O

TARANAKI DHB MATERNITY
WORKFORCE
AS OF 30 JUNE 2020
Age distribution

(incl HCA/administrators)

66+

18-25.................................................................... 0

26-35

26-35................................................................... 8
36-45.................................................................. 16
46-55.................................................................. 21
56-65................................................................... 23
66+....................................................................... 3

56-65

36-45

46-55

Total.............................................................. 71

Ethnicity

Māori

Māori................................................................... 10
Non-Māori......................................................... 47

Non-Māori

Total.............................................................. 57

Full time equivalent (FTE)
Base Hospital Materntiy Unit..................... 31.1
Hawera Hospital Maternity Service......... 3.0
Total.............................................................. 34.1

* Inclusion criteria: Base Hospital Maternity Unit,
Hawera Maternity Service, pool/casuals who
have a position title of midwife, registered
nurse, enrolled nurse, health care assistant, ward
administrator, lactation consultant and associate
director of midwifery and LMCs.
^ Non-Māori includes those who did not disclose
ethnicity status
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REPORTING ON ‘GOOD
EMPLOYER’ PRACTICES
Taranaki DHB’s role in workforce planning and development is to identify strategic actions and mechanisms that
when implemented will contribute to the organisation having health workers with appropriate clinical and ‘soft’
skills now and into the future. Actions identified are from a perspective of the DHB being a planner and a funder, a
major employer, and a provider of health services in our district.
In addition to these sector wide responsibilities, Taranaki DHB is the largest single employer of health employees
in Taranaki. The DHB ensures good employer practices are provided to staff, such as excellent leadership, people,
culture, relationships and processes. The table below is a summary of those human resources practices that assist
the organisation to be a good employer for its employees, with a patient-centric focus to its people management.

Leadership, accountability and culture
Formal policies or procudures include:
• Code of Conduct
• Equal Employment Opportunities (EEO)
• Taranaki DHB Values documentation
• Performance Review Policy
Other practices

Priority issues

Action taken

•

•

•

•
•
•
•

•
•
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Employee Engagement Survey (July 2017,
Dec 2018 and scheduled for Feb 2021)
‘Te Ahu Taranaki’ Values (2018 launch)
Formal management and management/
union meetings
New managers’ induction
Advanced Leadership (ALP) and
Team Development & Collaboration
programmes Front-line Leadership
(‘Leadership in Action’),
Change Management & Continuous
Improvement programme
Team development workshops to support
our ’Te Ahu Taranaki’ Values and effective
team functioning

•
•

Leadership and team
development aligned with
Taranaki DHB strategy
‘Te Ahu Taranaki’ Values to
support Taranaki DHB strategy
Develop employee engagement

•
•

New suite of leadership & team development
programmes for 2017/2018, continuing into 2019 &
2020. The following have been implemented:
• Advanced Leadership for senior leaders (3
participants)
• ‘Front-Line’ Leadership (22 participants)
• NCEA level 3 & 4 Introduction to Management
(40 participants)
• Team Development, Collaboration & External
Partnering (27 participants)
• Change Management & Continuous
Improvement (120 participants)
• Team building & development workshops
(internally facilitated)
Launch of Te Ahu Taranaki new Values (2018)
Employee Engagement Survey - Teams identify
employee engagement improvement actions,
utilising engagement survey outcomes for their
area

Recruitment, selection induction
Formal policies or procudures include:
• Recruitment and Selection Policy
• Recruitment Guideline Procedure
• Induction and Orientation Policy
• Worker Safety Check Policy and Procedures
Other practices

Priority issues

Action taken

•

•

•

•
•
•
•
•
•
•

Comprehensive Induction Programme
with elements online combining eLearning
modules
Recruitment training for managers
Recruitment and Selection Toolkit
Scholarships across all disciplines
Schools Career Expo
Working with clinical schools to provide
work experience placements
Police and Ministry of Justice criminal
records checking
Behaviour-based recruitment

•
•
•

Better management of the online
talent pool to access suitable
candidates
Use of social networking to target
youth
Vulnerable Children’s Act and the
implementation of procedures
relating to this legislation
Focus on hard to fill occupations
to reduce re-advertising

•
•
•
•
•
•
•
•

National Heath Careers website targeting
students, return-to-work and international
candidates
Continue to collaborate with the national Kiwi
Health Jobs working group to promote the New
Zealand health sector brand
Continue to collaborate with the Whakatipuranga
Rima Rau project to place Māori into the health
sector employment over 10 years
Implementation of Vulnerable Children’s Act
procedures
Electronic Onboarding – to improve the new hire
experience
Use networks an sources to identify potential
talent
Introduce Values-based questions into patterned
interview formats; use of personality profiles in
recruitment
Full review of recruitment tools for managers
Participation in national and regional international
recruitment campaigns

Employee development, performance, promotion and exit
Formal policies or procudures include:
• Study, conference and course leave
• Termination of Employment Policy and Procedure
• Medical Incapacity Policy
• Professional Development Policy
• Performance Review Policy
• Performance and Disciplinary Policy
• Employment Agreements
• Continuing Medical Education (CME) policy
Other practices

Priority issues

Action taken

•
•
•
•
•
•
•

•

•

•
•

Exit interview and survey
Coaching available to all staff
Clinical supervision
Employee Assistance Programme (EAP)
Non-clinical skills training for employee
Professional development funding
National qualifications for non regulated
workforces (e.g. orderlies, cleaners and
health care assistants)
Annual calendar of educational events
Performance appraisal

•
•
•
•
•

Training Needs Analysis
completed for 2019 & 2020
Continuing development of
e-learning resources
Enabling technology for accessing
learning tools
Further rollout of non-regulated
workforce training – NZQA
Review of performance review
tools and processes to increase
feedback
Rollout of the OMA process for
nursing functions

•
•
•

eLearning platform in operation, enabling greater
access to eLearning resources. New clinical
courses added. Aim to increase number of courses
for non-clinical staff. Site also to be used for
e-portfolios
Professional Development Policy finalised
HCAs, orderlies, cleaners, dental assistants,
newborn hearing technicians enrolled in NZQA
(Careerforce) training
New Values-Based performance appraisal &
development framework (launched 2019)
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Employee engagement
Formal policies or procudures include:
• Flexible Working - Request and Complaints Procedure
• Collective employment agreements
• Worker Engagement and Participation Agreement
• Recognition framework – Values-based (see below)
Other practices

Priority issues

Action taken

•

•

•

•
•

Work in conjunction with individuals and
unions in consultative manner
Employee Well-being initiatives
Stress & Resilience resources for
employees

•
•

Employee engagement
assessment
Employee wellbeing
Recognition framework – Values
based (see below)

•
•
•
•

Employee Engagement Survey and
implementation (see above)
National (20 DHB’s) Framework for Employee
Wellbeing launched
Active Wellbeing programme in place
Values based Peer-to-Peer Recognition scheme in
operation (launched 2018)
On-going provision of Stress & Resilience seminars
& workshops

Remuneration, recognition and conditions
Formal policies or procudures include:
• Job Evaluation Procedure
• Recognising Long Service Procedure
• Collective employment agreements
• Recognition framework (Values-based)
Other practices

Priority issues

Action taken

•

•

•
•

Comprehensive Progression/Merit criteria
via collective agreements

Recognition framework – Values
based

Promoting employee benefits for all staff
As above, Values based Peer-to-Peer Recognition
scheme in operation

Stress and resilience support; harassment and bullying
prevention
Formal policies or procudures include:
• Anti-Bullying/Unprofessional Behaviour Policy and Procedure (incorporates harassment)
• Employee Assistance Programme (EAP)
• Stress & Resilience Support initiatives
Other practices

Priority issues

Action taken

•
•
•
•

•

•

•
•

Interpersonal skills programmes
Coaching/training Union reps
Conflict resolution
Stress & Resilience training workshops
provided for staff during restructures;
‘lunch-n-learn’ sessions for staff on stress,
meditation, mindfulness etc.
Mental Health Awareness Week
EAP promoted regularly

•

Launch new anti-Bullying/
Unprofessional Behaviour
programme (2020)
Change Management training

•
•

New Anti-Bullying/Unprofessional Behaviour
policy and procedure approved and implemented
(2020)
Education & communication programme
underway
Teams at high risk of bullying identified
and change programmes with these teams
implemented

Pay gap – pay equity
Formal policies or procudures include:
• Recruitment and Selection Policy
• Recruitment Guideline Procedure
• Flexible Work Policy
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Other practices

Priority issues

Action taken

•

•

•

Participation in National 20-DHB
initiatives, including pay equity claims
being co-ordinated centrally by TAS

Addressing gender pay gaps via
National & Regional programmes.

Active participation in National & Regional pay
equity programmes

Equal employment opportunities
Formal policies or procudures include:
• Equal Employment Opportunities / Diversity Policy
• Recruitment and Selection Policy
• Recruitment Guideline Procedure
• New Flexible Work guidelines
Other practices

Priority issues

Action taken

•

•

•

•
•
•
•

•

Impartial selection of candidates in
recruitment process
Recognition of employment requirements
for Māori, ethnic or minority groups and
persons with disabilities
WhyOra Māori recruitment programme
‘Subliminal Bias’ training workshops
Engaging with Māori seminars to increase
awareness of Māori culture, including
recruitment, patient contact and working
relationships
Complement of people permanently
employed after participation in work skills
development programme

•

Increasing the number of Māori
is a key strategic priority. 9% of
employees are Māori vis-à-vis a
Taranaki population of 19%.
Flexible work provides support
for existing staff and assists
with retention and assists with
recruitment by widening options

•

•
•

Through recruitment process, offering people the
ability to have whānau present during an interview
Taranaki DHB, local iwi groups and community
trusts fund the WhyOra Māori recruitment
unit. This organisation provides programmes
that support Māori to enter the health sector
workforce in Taranaki.
Subliminal Bias training in place and Midlands
Region ‘Institutional Racism and HR’ training
programme targeted for end of 2020
New flexible work guidelines implemented 2020

Safe and healthy environment
Formal policies or procudures include:
• Health and Safety specific policies and procedures
• Risk management and compliance policies and procedures
Other practices

Priority issues

Action taken

•
•

•

•

•
•
•
•
•
•
•
•
•
•
•
•
•

Health and Safety Programme
Pre-employment health Declaration for all
staff, contractors and students
Health and Safety induction, orientation
and compulsory refresher sessions
Health monitoring programme for
applicable staff
Risk and Hazard registers
Input into renovation/construction and
purchase of new equipment decisions
Member of ACC’s Accredited Employer
Programme
Accident/incident/near miss reporting
system
Employee Assistance Programme
Free staff vaccination programme that
includes the annual influenza vaccination
Health and Safety Representative
and Health and Safety Committee
programmes
Bipartite Action Group
Quarterly reporting to the Taranaki DHB
Board on Health and Safety matters
Wellness Committee
Security

•

•
•
•
•
•
•

Maintaining entry in the ACC
Accredited Employer programme
Maintenance of the electronic
risk register that includes
health and safety risks and
hazards. Strengthening our
processes in relation to our
joint responsibilities with other
Persons Conduction a Business or
Undertaking (PCBUs)
Strengthening our health and
safety reporting
Strengthening our training
Encouraging partnership by
empowering the Health & safety
Rep roles
Clarifying and strengthening the
worker rehabilitation program
Strengthening our Contractor
Management H&S framework
Improving our Hazardous
Substances framework

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Investigation training provided to managers and
H&S Representatives
Health and Safety requirements in all job
description templates and included in all staff
performance reviews
Development of Incident management Policy and
associated documents
Updating of existing health and safety procedures
to ensure compliance with the Health and Safety
at Work Act 2015 and associated regulations
Refreshed H&S Policy and H&S Framework
approved (2020)
Worker Participation Agreement approved (2020)
and election of additional H&S Reps (2020)
Introduction of a new Pre-Employment Health
Declaration which includes improved health
monitoring and vaccination processes.
Improvements to our follow up process in regard
to new starters vaccination status
Improvements to the TB health surveillance and
monitoring procedure
Continuing our hearing conservation programme
Asbestos Management Plan finalised
Contractor Management standard approved and
related H&S processes being implemented (2020)
Hazardous Substances project commenced
New suite of fire & emergency training being
developed
Planning a programme of work to review and
improve security for staff, patients and visitors
Recreation society available to all staff
Wellness Committee has run and number of
wellness initiatives throughout the year
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OUR COMMUNITY
A SNAPSHOT OF WOMEN GIVING BIRTH
1 JULY 2019 - 30 JUNE 2020
Maternal ethnicity

Births

66.5%
24%
2%
7.5%

1,275
births in Taranaki.
Thats an average of
3.5 births per day

Births by facility type

49

Hāwera Hospital
Maternity Unit

1216

Taranaki Base Hospital
Maternity Unit

10

Born before arrival

European/other
Māori
Pacific
Asian

Age

85.2%
of Taranaki DHB mothers
were below 35 years, with
the highest percent of
Taranaki DHB mothers in
the 27-34 year age bracket

Body Mass Index

13.9%
of Taranaki DHB women
had a BMI of over 34 at
LMC registration

Smoking

18.4%
of women identified as
smoking at first LMC booking

15.7%
Registration

82.6%
1st Trimester registration
with LMC

14

of women identified as
smoking on discharge from
Taranaki DHB postnatal

CLINICAL INDICATORS
Maternity clinical
indicators
1

Registration with an LMC in the first
trimester of pregnancy
INCREASED Taranaki rates have increased in the past
year, with a 4% increase in Māori registering with an
LMC in the first trimester. Focus remains on inequity
and the success of the Taranaki DHB Hapu Wananga
workshops are starting to show the difference as
launched in 2018. We are still above average for all
DHB’s data.

2

Spontaneous vaginal birth
INCREASED Taranaki’s spontaneous vaginal birth
has increase by 7% in 2018 and is above the national
average. The most significant increase is for Māori with
81.6% of all primiparae having a spontaneous vaginal
birth.

3

Instrumental Vaginal birth
DECREASED Taranaki DHB’s instrumental birth
numbers have decreased by 1% from 2017-2018 and is
5% below the national average. Our Māori primiparae
are less than the national average also. Increased use
of oxytocin augmentation may have had an impact on
these rates.

4

Caesarean Section among primiparae
DECREASED Significant decrease in caesarean
sections among primiparae for Māori in Taranaki
of 13%. The overall number has decreased by 5%.
Education for antenatal Māori women at Hapū
Wānanga may have had an impact on these rates. We
continue to case review all Category one Sections.

5

Induction of labour among primiparae
DECREASED While our numbers of Inductions of
labour have decreased from 2017 by 4%, we remain
above the national average by 4%.

6

Intact lower genital tract among standard
primiparae giving birth vaginally
INCREASED Our overall number of intact lower genital
tract has increased slightly during the year 2017-2018
but there has been a decrease of 7% for Māori woman
having an intact lower genital tract following birth. We
have higher rate of intact lower genital tract than the
national average.

7

Episiotomy and no 3rd or 4th degree tear
INCREASE An increase in this indicator of 4% overall
with non Māori increasing more. Māori have less
episiotomies than non Māori which may be linked to
the lesser numbers of instrumental births for Māori.
We remain as having less 3rd or 4th degree tears after
episiotomy than the national average.

All DHBs
2018

Taranaki
DHB
2017

Taranaki
DHB
2018

Māori
Non Māori
Total

59.7%
83.1%
72.7%

63.3%
85.2%
78.8%

67.0%
85.8%
79.7%

Māori
Non Māori
Total

77%
64.3%
64.7%

72.3%
62.4%
64.6%

81.6%
68.1%
71.2%

Māori
Non Māori
Total

11%
17.6%
17%

8.5%
14.5%
13.2%

10.2%
12.5%
12.2%

Māori
Non Māori
Total

11%
17.2%
17.2%

19.1%
21.2%
20.8%

6.1%
19.4%
15.7%

Māori
Non Māori
Total

6.4%
7.8%
7.8%

14.9%
15.2%
15.1%

10.2%
11.2%
11.8%

Māori
Non Māori
Total

40.2%
27.9%
26.5%

44.7%
24.6%
29.2%

37%
28.7%
30.1%

Māori
Non Māori
Total

13.1%
23.7%
24.6%

5.3%
16.9%
14.3%

10.9%
18.6%
18.1%

15

Maternity clinical
indicators
8

3rd or 4th degree tear sustained with no
episiotomy
INCREASED Taranaki DHB are above the national
average overall for 3rd and 4th degree tears sustained
with no episiotomy. We are double the national
average in 2018 for Māori women who have sustained
a 3rd or 4th degree tear with no episiotomy, where we
were below the national average for Māori in 2017.

9

Episiotomy and 3rd or 4th degree tear
sustained
DECREASED We remain below the national average
for this clinical indicator. Reported numbers remain
low. There were no indicators for Māori women in 2017
or 2018.

10

General anaesthesia for all caesarean
sections
INCREASED Taranaki DHB has seen a rise in total
General anaesthesia in 2018 for all caesarean sections.
Significant rise of 6% for Māori and is 7% above the
national average for Māori having GA sections. We are
2.1% above the national average.
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Postpartum haemorrhage (PPH) blood
transfusion after cesarean section birth
INCREASED Taranaki DHB has doubled in blood
transfusion after a PPH following a caesarean. The
numbers remain low and we are below the national
average. Significant decrease by half for Māori women
in Taranaki having a blood transfusion following a PPH/
CS. Ferinject introduction may have had an impact on
our women.
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PPH and blood transfusion after vaginal
birth
STATIC Taranaki DHB remains static overall and less
than national average. There is a reduction in non
Māori of 0.7% which is nearly half but has doubled in
Māori to 2.3%.

All DHBs
2018

Taranaki
DHB
2017

Taranaki
DHB
2018

Māori
Non Māori
Total

4.4%
3.9%
4.5%

2.6%
6.9%
6.0%

8.7%
4.7%
5.2%

Māori
Non Māori
Total

0.7%
1.5%
2.1%

0.0%
0.8%
0.6%

0.0%
0.8%
0.5%

Māori
Non Māori
Total

12.8%
7.1%
8.5%

13.6%
9.3%
10.4%

19.4%
8.7%
11.1%

Māori
Non Māori
Total

4.7%
2.1%
3.0%

3.4%
1.1%
1.7%

1.9%
2.4%
2.5%

Māori
Non Māori
Total

1.9%
1.6%
2.1%

1.2%
1.8%
1.6%

2.3%
1.1%
1.7%

Māori
Non Māori
Total

0.02%
0.03%
0.03%

0.0%
0.0%
0.0%

0.22%
0.0%
0.06%

Māori
Non Māori
Total

0.09%
0.04%
0.06%

0.2%
0.0%
0.1%

0.0%
0.0%
0%

Māori
Non Māori
Total

0.5%
0.1%
0.3%

0.0%
0.0%
0.0%

0.0%
0.0%
0.0%

Indicators 13-15 of women giving birth in
2017
DHB’s with cases pertaining to these indicators should
investigate each case to confirm accuracy of the data
13

Diagnosis of eclampsia at birth admission
Taranaki DHB had one reported diagnosis of eclampsia
at birth admission in 2018, with none in 2017.

14

Peripartum hysterectomy
Taranaki DHB had no peripartum hysterectomies
performed. One peripartum hysterectomy was
performed in 2017.

15

Mechanical ventilation during pregnancy or
postnatal period
Taranaki DHB had no one ventilated during pregnancy
or postnatal period since 2014.

16

Maternity clinical
indicators
16

Maternal tobacco use during the postnatal
period
A slight decrease overall in Maternal tobacco use
during the postnatal period. We remain above the
national average for postnatal tobacco use. Smoking
among Māori women is more prevalent and Taranaki
DHB indicators show we are 6% above the national
average.
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Premature births
Māori and non Māori is above the national Taranaki
DHB reported 145 live premature births in 2018. This
was an increase from 94 in 2017. Our rate for all
premature births both Māori average.
We continue to monitor our rate of preterm births via
our analytics and Quantative Fetal Fibronectin testing
is undertaken and early tocolysis where appropriate.
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Small babies at term (37-42 weeks
gestation)
Taranaki has an increase in small babies at term
from 4.5% in 2017 to 4.6% in 2018. So remains static.
The education is continuing for the GROW/GAP
programme and has a multidisciplinary approach
encouraging the use of the birth weight centile
calculator. Case reviews weekly also discuss any
undiagnosed Small babies at term with anonymized
practitioners.
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Small babies at term (40-42 weeks
gestation)
Taranaki DHB remains above the national average
despite decline in numbers in 2017. Monitoring by case
review remains an important tool for trend monitoring
and also monthly ultrasound meetings with O&G
discuss discrepancies in estimated fetal weights on
Ultrasound and differing birth weights. Ongoing GAP
education will impact on these numbers in the 20182020 period.
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Term babies requiring respiratory support
Numbers remain static. 22 babies required respiratory
support at term with 23 babies in 2017. In 2018 we
remain just below the national average for respiratory
support. In 2018 all babies admitted unexpectedly to
neonatal unit were case reviewed.

All DHBs
2018

Taranaki
DHB
2017

Taranaki
DHB
2018

Māori
Non Māori
Total

25%
5.5%
9.4%

37.1%
7.8%
16.4%

31.2%
10.5%
15.7%

Māori
Non Māori
Total

8.1%
7.2%
7.5%

7.5%
6.1%
6.6%

9.9%
8.7%
9.2%

Māori
Non Māori
Total

3.5%
2.2%
3.1%

4.5%
1.5%
2.6%

4.6%
2.1%
3.2%

Māori
Non Māori
Total

30.3%
31.8%
29.9%

38.1%
46.2%
41.2%

45.5%
41.2%
45.7%

Māori
Non Māori
Total

2.4%
2.0%
2.1%

1.7%
1.8%
1.7%

1.0%
1.8%
1.5%
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MATERNITY QUALITY AND
SAFETY PROGRAMME AND
CLINICAL GOVERNANCE
Taranaki DHB now has a Clinical Governance Support Unit with a dedicated Clinical Governance Advisor (CGA) for
the Maternity services.
The key principles for clinical governance to be effective are:
• Consumer/patient-centred care
• Open and transparent culture
• All staff actively participate and partner in clinical governance, and
• Continuous quality improvement focus.

The framework has four components or ‘building blocks’ as illustrated in the diagram above:
• Patient safety and quality improvement
• Consumer engagement and participation
• Clinical effectiveness
• Engaged, effective workforce.
The intent of the Clinical Governance Framework is to:
• Improve consumer/whanau experience
• Improve Health Equity
• Reduce harm and mortality
• Reduce unwarranted variations in care
The CGA for maternity supports the clinicians in incident, risk and complaint management systems and
processes. Provides data and information on patient safety and quality; identifying themes and trends for quality
improvement projects and initiatives.
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MATERNITY QUALITY & SAFETY
PROGRAMME
AIMS AND OBJECTIVES
Expectations of the New Zealand Maternity
Standards:

STANDARD ONE:
Maternity services provide safe, high-quality services
that are nationally consistent and achieve optimal
health outcomes for mothers and babies
8.2

Report on implementation of findings and
recommendations from multidisciplinary (MDT)
meetings including access holders.

8.4

Produce an annual maternity report.

8.5

Demonstrate that consumer representatives are
involved in the audit of maternity services at
Taranaki DHB.

9.1

Plan, provide and report on appropriate and
accessible maternity services to meet the needs
of the Taranaki region.

9.2

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

9.4

The proportion of women with additional
health and social needs receive continuity of
midwifery care.

10.1

Clinical audit demonstrates effective
communication among maternity providers.

10.2

The number of sentinel and serious events
in which poor communication is identified is
monitored and decreases over time.

11.1

21.1

National evidence informed clinical guidelines
are implemented. (National postpartum
haemorrhage (PPH) and observation of
the mother and newborn implemented,
working forwards with implementation of the
gestational diabetes mellitus (GDM) guidelines).
100% maternity service specifications are
implemented in each funded DHB-funded
maternity service.

STANDARD TWO:
Maternity services ensure a women-centred approach
that acknowledges pregnancy and childbirth as a
normal life stage
16.1

Taranaki DHB provides access to pregnancy,
childbirth and parenting information and
education services.

17.2

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

18.1

Consumer feedback demonstrates that
consumers consider the services to be
culturally safe and appropriate

18.2

Consumer feedback demonstrates that
consumers consider the services to be
culturally safe and appropriate. Taranaki DHB
to report on how they have responded to
consumer feedback.

19.2

Taranaki DHB provides information about
local maternity facilities and services and
facilitates women’s contact with Lead Maternity
Carers (LMC) and primary care. Taranaki DHB
report on the proportion of women accessing
continuity of care from an LMC for primary
maternity care.

STANDARD THREE:
All women have access to a nationally consistent,
comprehensive range of maternity services that are
funded and provided appropriately to ensure there
are no financial barriers to access for eligible women
22.1

Local services are consistent with the national
and regional plans and are accessible and
appropriate for the local population.

23.1

Clinical audit demonstrates women and babies
have access to levels of care that are clinically
indicated.

24.1

Report on implementation of the Maternity
Referral Guidelines processes for transfer of
clinical responsibility (reported in 2012/13
annual report).

24.2

Clinical audit demonstrates effective linkages
between services.

25.1

Report on local and regional maternity and
neonatal emergency response plans.

25.3

Clinical audit demonstrates effective
communication among maternity providers in
cases of clinical emergency.

26.1

Taranaki DHB provide a model of continuity of
midwifery and obstetric care when secondary
services are responsible for the woman’s care.

26.2

Consumer feedback shows that women
requiring secondary level care are satisfied with
the continuity of midwifery and obstetric care
received.
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MQSP GOVERNANCE AND
OPERATIONS
The Maternity Quality & Safety Programme (MQSP)
Governance Group is known as the Maternity Quality
Committee (MQC). In October 2019, Taranaki DHB
underwent restructuring with many changes to
maternity services structure wise. Renamed Child and
Maternal Health Service, neonatal, paediatric inpatient
and community paediatrics were all included as part of
this service.
The project co ordinator position became vacant in
February 2019 and the Committee monthly meetings
were put on hold until a new Project coordinator was
selected. This eventually became a part of the newly
formed Clinical Governance Unit under the direction of
the Clinical Governance Advisor for child and maternal
health (child section) and the meetings reconvened
with a two tier approach. The Child and Maternal
Health Directorate Tier and the Maternity Quality
& Safety Programme Governance Group meetings,
who began to work together to support the Taranaki
maternity services, the Taranaki DHB Clinical Board
and maternity related multidisciplinary clinical teams
to monitor and manage standards of clinical care to
ensure highest quality of care for the women, children
and whanau of Taranaki.
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The MQC and Child and Maternal Health Directorate
tier main functions are to:
• Monitor and oversee regional and local activities
associate with:
- The National MQSP
- The National Maternity Standards
- Maternity Service Specifications
- The Universal Newborn Hearing Screening
Programme
An example of priorities for the MQC is to review,
monitor and recommend improvements for:
• Actions and themes arising from adverse events
submitted to the Serious and Sentinel Events
Committee (SSEC, now renamed SIRC), Reportable
Events Committee (REC) and the Perinatal Mortality
& Morbidity reviews
• Clinical Indicator Reviews
• Actions and themes arising from complaints
submitted to Customer Services.
• The National MQSP
• The National Maternity Standards
• Maternity service specifications
• Actions and themes arising from Newborn Hearing
Screening audits

•

•

•
•

Overseeing quality improvement, quality assurance
and risk management activities within the maternity
services and Newborn Hearing Screening
To provide a forum in which decision making and
responsibilities for the quality of maternity care
are shared between clinicians and managers in
consultation with consumers and stakeholders
To report these activities to the Taranaki DHB
Clinical Board
To manage obstetric clinical risk

Membership consists of:
Child and Maternal Health Directorate Team
• Clinical director of Maternal Child Health
• Business Manager Maternal Child Health
• Head of Department O&G and Paediatrics
• Associate Director of Midwifery
• Associate Director of Allied Health
• Midwife/Nurse Manager Child & Maternal Health
• Nurse Manager Community Paediatrics
• Clinical Governance Advisor (CGA)Paediatrics
• Clinical Governance Advisor Women’s Health
Maternity Quality Committee Team:
• CGA Paediatrics (appointed MQC lead in May 2020)
• Clinical Midwife Manager
• Clinical Nurse Manager Neonatal Unit
• Maternal Mental Health Intake Co ordinator
• Maternal and Mental health Social Worker
• Clinical Nurse Specialist Infection prevention and
control and quality improvement facilitator
• Midwife Educator
• LMC rural representative
• LMC urban representative
• Consumer representative
• Core Midwife/NZ College of Midwives
representative
• Planning and Funding Maternity portfolio manager
• Māori Health representatives

The MQC evaluates service improvements as a result
of the Committees’ recommendations:
• To set audit priorities, schedules and review
audit outcomes and to endorse and monitor
implementation of audit recommendations.
• To monitor retrospective clinical record reviews with
feedback to individual practitioners by nominated
lead reviewers.
Recommendations and actions from the MQC are
forwarded to all relevant units within Taranaki DHB.
• The activities/minutes are submitted monthly to
the Chief Operating Officer, Director of Nursing and
Midwifery and to the Quality Risk Manager.
• Information and direction is communicated to
multidisciplinary clinical teams, including LMC’s and
stakeholders through relevant members of the MQC.
Consumer Representation on Taranaki DHB MQC:
These positions were vacant at the time of the
Maternity Annual Report. Previous consumers
have a formal contract with Taranaki DHB and sign
an agreement of confidentiality and the Taranaki
DHB Code of Conduct. They complete training
in confidentiality and consumer service and is
remunerated for her attendance at meetings.
The consumers we seek will be active advocates for
empowered birthing and informed consent. They bring
open minded and honest view/approach to maternity
services in Taranaki. Preferable that our consumers
have birthed here in Taranaki
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PROGRESS OF PROJECTS
Continue with planning for the future maternity services with a new primary and secondary maternity unit
included in Stage 2 of Project Maunga.
Focus on strengthening primary birth in Hawera Hospital Maternity Unit and within Taranaki Base Hospital
Maternity Unit
Rationale

•

Current Base Maternity Unit is outdated and has been identified as being earthquake
prone. Having a maternity unit on one floor will provide improved staffing, efficiency and
continuity of care. Is co located with the new Neonatal Unit so will improve separation of
mothers and babies as transitional care rooms have been included.

Actions

•

Project Maunga Stage Two planning has been in place since July 2019. This includes
primary and secondary birthing with antenatal secondary clinics, transitional care rooms
and neonatal unit all co-located.

Measures

•

Taranaki DHB complete a business plan to have sufficient primary, secondary maternity
and neonatal facilities in the future that are conducive to safe birthing and a satisfying
experience for women and their whānau. With a focus on providing continuity of care,
integrated, efficient and effective use of equipment, staff and sustainable workforce.

Outcomes

•

Working party with representatives from all consumers and Project Maunga team.

Future

•

Estimated Base Maternity facilities will be relocated by 2024. COVID-19 has impacted on
the project build commencing.
Hui seeking feedback from all regarding strengthening Hāwera Maternity and services for
South Taranaki.

•

Workforce Development
Rationale

•

Trendcare benchmarks are improving, VRM process in place, planning a child and
maternal health pool for future VRM. Recruitment of midwives is difficult, although
recruited four new graduate midwives (two in the community and two in the hospital),
still FTE down for base and community primary unit. Māori lactation scholarships have
been offered and commenced. Project on having a 24/7 core midwife/NNU nurse in the
operating theatre and Post Anaesthetic Care Unit (PACU) has not commenced due to
challenges in recruitment and current FTE.

Actions

•
•
•
•

Clinical midwife coordinator positions advertised in October 2019
Elective C/S midwife position advertised February 2020
Continuous advertising locally, NZ wide and worldwide
AUT taking student midwives but now a four year degree so will be one year (2022) with
no local graduate midwife.
Registered nurse (RN) temporary contracts advertised. This will enable the RNs to gain
confidence, education and skills required for maternity so they can support in the future.
Look at scope of health care assistants (HCAs) in Maternity

•
•
Measures

•
•

Increase Trendcare education and support for staff to ensure benchmarking is met to
enable the full time equivalent (FTE) calculations to work for us with more FTE for staff.
Registered nurse positions on temporary contracts.

Outcomes

•
•
•
•

Clinical midwife coordinator positions appointed November 2019
Elective C/S midwife position appointed 2020
Clinical midwife specialist role appointed January 2020
Meetings and planning with HCAs.

Future

•

Continue with recruitment and encouraging Quality Leadership Programme Leadership
Levels
Continue working with RN’s to support and become part of a Maternal Child Health Pool

•
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Health Equity for Access and Outcomes in Maternity Care
Rationale

•

Health equity for access and outcomes in maternity care

Actions

•
•
•
•
•
•

Hapū Wānanga antenatal classes held monthly all around Taranaki
SUDI/smokefree coordinator to be appointed as position vacant
Hāwera Secondary Clinic weekly on Thursday morning
Pregnancy support diary available
Maternity Care, Wellbeing and Child Protection Multi Agency Group (MCWCPG)(MAG for
short) in place to support vulnerable women and children
Scholarships for Māori lactation consultants underway.

Measures

•

Ensure equity for all mothers, whānau and children in Taranaki.

Outcomes

•

Hapū Wānanga antenatal classes held monthly all around Taranaki and are very
successful
SUDI/smokefree coordinator to be appointed as position vacant
Hāwera Secondary Clinic weekly on Thursday morning
Pregnancy support diary available
Maternity Care, Wellbeing and Child Protection Multi Agency Group (MCWCPG)(MAG for
short) in place to support vulnerable women and children
Scholarships for Māori lactation consultants underway.

•
•
•
•
•
Future

•
•
•
•
•
•
•
•

Pregnancy support diary to be updated annually
Continue with MCWCPG (MAG) two weekly forums
Antenatal hub for Māori
Continue with SUDI/smokefree/breastfeeding workshops
Hapū Wānanga to continue
Continue to work, support and encourage our Māori women to ensure increase all of the
rates for our clinical indicators
Health Equity education for all Taranaki DHB maternity core staff
Hui seeking feedback from all regarding strengthening Hāwera Maternity and services for
South Taranaki to encourage women to birth in Hāwera Maternity.

COVID-19
Rationale

•

To develop an overview of expected care and management of women in self isolation, at
risk, symptomatic or confirmed COVID-19.

Actions

•
•
•
•
•

Develop Standard Operating Procedure (SOP) for managing COVID-19
Education on PPE and COVID-19 to workforce
Updates communicated from MOH, NZCOM, Taranaki DHB and community
Regular meetings with workforce to decrease anxiety and to support
Plan for COVID-19 areas within maternity and able workforce.

Measures

•

Women, babies, whānau and maternity workforce will be educated and protected from
COVID-19 to the best of our DHB’s ability.

Outcomes

•
•
•
•
•
•

SOP developed
Roster for “Red and Green’ teams
Daily education and updating regarding PPE
Supplying PPE for community midwives
Regular meetings held and information disseminated to workforce
Daily communication from Taranaki DHB communications team sent out to wider
maternity workforce
Videos made for setting up rooms, transfer to Operating Theatres and for Neonatal
retrievals from maternity wards for COVID-19.

•
Future

•
•
•
•

SOP a living document that can be updated as new research comes in
Videos helpful and accessible for quick set up when alert levels change
Regular stocktaking of PPE to ensure good supply if alert levels change and PPE is
required again
Scenarios during education sessions.
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NATIONAL MATERNITY
MONITORING GROUP
PRETERM BIRTH
Taranaki DHB has a guideline for Preterm Labour and
Magnesium Sulphate for Preterm Labour. Taranaki DHB
also has guidelines for Pre Term Pre Labour Rupture of
Membranes which includes Group B Strep Management
and Pre Labour Rupture of membranes which includes
Group B Strep Management.
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Referral Guidelines number 3014. A plan is then put in
place in consultation with the woman and LMC for her
pregnancy. Consistent communication and access to
women’s records ensure the three way conversation
feedback process is paramount.

In the period from 1 July 2019 to 30 June 2020 132
women birthed between 20 and 36+6 gestation which
was a increase from the same period for year prior of
85 births

Taranaki DHB promotes early engagement with an LMC
in the first 12 weeks and has had a robust campaign
in place since 2015. Our engagement statistics have
increased each year with a visible rise in Māori women
engaging in the first 12 weeks, since the Hapu Wananga
workshops have been in place.

Women in Taranaki who have been identified by their
lead maternity carer (LMC) as having a previous
preterm birth are offered a referral to our Secondary
Antenatal Clinic, either in South Taranaki or at Taranaki
Base Hospital for a consultation with an obstetrician
as per the New Zealand Ministry of Health Maternity

In the period from 1 July 2019 to 30 June 2020, all
women who have birthed in Taranaki have engaged
and registered with and LMC and Taranaki DHB has not
had to be a provider of last resort during this time.

MATERNAL MENTAL HEALTH
In Taranaki, the following criteria is required for admission to our secondary care Maternal
Mental Health Service
•

women who have a mental illness arising from the pregnancy or baby

•

has a baby who is under 1 year old

•

has a referral from a Well Child/Tamariki Ora nurse, GP, maternity service or midwife

•

are exhibiting some mental health symptoms/signs

•

has had a screening tool score in moderate to severe range

•

Taranaki DHB adult inpatient psychiatric unit has
single rooms but the overall level of noise makes the
facility inappropriate for mothers and babies to stay
overnight.

•

Women are cared for and observed in the postnatal
and paediatric wards, with the aim of keeping
mother and baby together.

•

There is a robust policy in place and referral
pathway for inpatient and outpatient pathways and
has been in place for four years (see appendix 2).

•

The volume of referrals is double now what was
used to quantify the current FTE available required
for the role of intake coordinator. This puts an
incredible strain on the pathway and FTE available.

•

•

The crisis doctor is available by phone during
working hours and after hours/weekends. Email
queries are also passed on daily to the crisis doctor.
The intake coordinator is also the consult liaison for
primary care to phone, email or text.

•

At Taranaki DHB all LMCs and DHB core midwives
along with Well Child Tamariki Ora nurses are
educated on Taranaki DHB referral pathway
for perinatal maternal mental health, either by
attendance at workshops or in service attendance.

Taranaki DHB also has EAP available for midwives/
maternity health services to make sure they
are well supported for the midwives who are
constantly looking after women with complex
mental health unwellness or who are experiencing
suicidal tendencies or who have committed suicide.
Maternity also have case reviews and substantial
debriefs for sentinel events. The liaison nurse is
available by phone, email or text. De facto clinical
supervision/debriefs/encouragement and strategies
are given over the phone also to midwives having
issues with complex clients.

•

New perinatal maternal health team leader Sharon
Scott has replaced Patrick Morris who designed the
Taranaki DHB Perinatal Maternal Health Pathway.

More in services are needed for GPs. A suggestion
has also identified that this could be discussed at
Taranaki DHB new employees induction to capture
more employees.

59
201

referrals
still active

total referrals
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PLACE OF BIRTH
There are three options for place of birth in Taranaki, home, primary facility in South Taranaki and Taranaki Base
Hospital which have a combined primary/secondary facility.
South Taranaki Midwives are passionate about their primary facility and advise all women of the benefits of
birthing and commencing your birthing journey in a primary facility.
All LMCs discuss birthing place options with their women and advise as required if changes are needed.

EQUITABLE ACCESS TO CONTRACEPTION
Taranaki DHB offers a postnatal Long Acting Reversible Contraception (LARC) service, prior to discharge from our
facilities to all women in Taranaki, regardless of age or ethnicity. LARC service is also available in Hāwera Hospital
at the contraception clinic based there. Work is in place to train midwives to also provide this service and work
out of the antenatal clinics and also as a drop in ability in Hāwera Maternity in South Taranaki.
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TARANAKI DHB MATERNITY
QUALITY IMPROVEMENTS
2019-2020

Project Maunga Stage Two
launched

Telemetry in maternity

COVID-19 preparation

Maternity volunteers

LMC casual contracts to booster
workforce

Clinical midwife specialist
appointed

Decontamination for fetal scalp
electrode process
Clinical Governance Support Unit
maternity advisor appointed

PPE education

Pre-filled morphine syringes

Recycling

New coordinator
Taranaki Tau te Moe

Baby nasogastric
preparation box
Dedicated elective caesarean
section midwife in place

Nurse/midwife manager
appointed

CTG stamp updated to follow
new terminology
Community secondary clinic
midwife appointed

New national MEWS chart
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RECOMMENDATION FROM 2019
REPORTS FROM: PMMRC, NMMG,
MMWG
Recommendations

Theme

Detail

District health boards (DHBs) should
demonstrate that they have codeveloped and implemented models of
care that meet the needs of mothers of
Indian ethnicity

Delivery of care

Evidence
Babies of women of Indian ethnicity have
increased mortality from stillbirth and perinatal
related mortality.
Justification
Models of care that increase acceptability of and
access to services should be
investigated to reduce avoidable mortality.

DHBs should monitor key maternity
indicators by ethnic group to identify
variations in outcomes. They should
then improve areas where there are
differences in outcome.

Health data
- ethnicity
indicators

Justification
Subgroups, particularly minority groups, of the
population are likely to experience worse
outcomes than others. If their outcomes are not
specifically monitored, poor outcomes
can go unnoticed.

The PMMRC recommends that
DHBs provide interdisciplinary fetal
surveillance education for all clinicians
involved in intrapartum care on a
triennial basis.

Fetal
surveillance
education

This is to be provided free for staff and at
no cost to lead maternity carers (LMCs). The
PMMRC encourages the Midwifery Council, the
New Zealand College of Midwives (NZCOM) and
Royal Australian and New Zealand College of
Obstetricians and Gynaecologists (RANZCOG)
to work with DHBs in the implementation of this
recommendation.
a. This education includes risk assessment for
babies throughout pregnancy as well as
intrapartum observations.
b. The aims include strengthening of supervision
and support to promote professional
judgement, interdisciplinary conversations and
reflective practice

All neonatal encephalopathy (NE)
cases need to be considered for a
Severity Assessment Code (SAC)
rating. Neonatal hypoxic brain injury
resulting in permanent brain damage
(or permanent and severe loss of
function) should be rated as SAC 1.
Those who received cooling with as
yet undetermined outcome should be
rated as SAC 3.

Neonatal
encephalopathy
(NE)

Justification
SAC reviews can be a useful tool for identifying
systems issues that can be modified to
reduce the chance of further harm. Having a thirdparty assessment of the quality of the
review will help DHBs to fully utilise this
opportunity for improvement.

PMMRC
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Recommendations

Theme

Detail

All babies with NE, regardless of
severity, should have a multidisciplinary
discussion about whether to refer
to the Accident Compensation
Corporation (ACC) for consideration
for cover as a treatment injury,
using ACC’s Treatment Injury Claim
Lodgement Guide.
Parents should be advised that not all
treatment claims are
accepted.

Neonatal
encephalopathy
(NE)

Evidence
Currently there is little consistency as to which
babies with NE are notified to ACC for
assessment of a treatment injury claim.
Justification
Quality of life for the baby and their family or
whānau may differ considerably depending
on whether their condition is covered by ACC.

For the management of suspected
ectopic pregnancies, the Perinatal and
Maternal Mortality Review Committee
(the PMMRC) recommends:
a. DHB gynaecology services have:
i. clear pathways/processes for primary
care regarding early pregnancy
management
ii. clear hospital guidelines for
assessment of the collapsed woman
of reproductive age that include
the differential diagnosis of ectopic
pregnancy. Collapse due to ectopic
pregnancy requires rapid assessment
and surgical management.

Eptopic
pregnancies

Justification
Deaths due to ruptured ectopic pregnancy are
highly preventable. Deaths have occurred in the
10-day interval between scans, and therefore
current practice needs to be improved.

DHBs should demonstrate that they
have co-developed and implemented
models of care that meet the needs of
mothers under 20 years of age.

Mothers under
20 years

Evidence
Babies of women under 20 years of age have
increased mortality from stillbirth and neonatal
mortality.
Justification
Models of care that increase acceptability of and
access to services should beinvestigated to reduce
avoidable mortality.

DHBs to provide data for women who
receive DHB-led antenatal care, and
for this to be uploaded into MAT in its
entirety.

Data reporting

As a matter of urgency, the Ministry of Health
requires....
Evidence
Women who receive antenatal care from their
DHB can differ considerably from those
who receive non-DHB LMC care.
Justification
In order to accurately calculate mortality rates for
risk factors for different population
groups, precise denominator data are required.

NMMG
For 2019, NMMG would like further
information on the insertion and
removals of LARC to identify equity
of access. It would also be valuable
to obtain data on the percentage
of women requesting removal,
timeframes, and the reasons why, to
evaluate the efficiency of LARC.

Equity of access
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Recommendations

Theme

Detail

DHBs to report on mental health
referral and treatment pathways
including:
• information on what challenges make
pathways difficult
• implementation issue with maternal
mental health pathways
• what the criteria is for admission to
treatment programmes, and
• the number of people that get access
and the number that are declined.

Mental Health

Concern that maternal mental health issues remain
unaddressed in the majority of DHBs. NMMG
would like DHBs to report on their mental health
services as listed.

Support for appropriate services so
that parents feel safe to deliver in nonhospital environments.
Further investigation of what
determines women’s preferences
regarding place of birth, location of
primary birthing facilities, staffing
levels, and use/occupancy rates, access
to primary maternity facilities in rural
and remote areas, the integration of
primary birthing facilities into DHB
management and quality frameworks,
data gaps and the guidance DHBs
require to maintain and manage
primary birthing units within the MQSP
framework explored.

Primary birth

NMMG remain concerned at the inadequate
infrastructure to support place of birth.

Provide evidence of efforts to engage
with and ensure equity of access to
services for all consumers (particularly
Māori, Pasifika, Asian, Middle Eastern,
Latin American and African women,
women with disabilities and young
women). Further, we would like to see
strategies developed that allow NMMG
and PMMRC to support DHBs to
embrace cultural responsiveness and
effect change within DHBs.

Equity of access

The NMMG would like DHBs to provide evidence in
their next MQSP report

We would like DHBs to monitor any
data which is has variance outside
national averages. Maternity clinical
indicators - data expectations:
• Review the data;
• Investigate variances;
• Implement initiatives; and
• Report on outcomes.

Clinical
indicators

We would like DHBs to report in their
MQSP Annual Reports on what they
are doing about staff engagement,
workplace culture, bullying and the
need to be women centred.

Workplace

NMMG are recommending DHBs
adopt the midwifery safe staffing
standards when considering staffing
for maternity care

Workplace staffing

The NMMG believes that DHBs should be
responsible for their own workplace culture, and
that the NMMG’s role is to monitor DHBs’ work
in this area. Workplace culture affects staff both
leaving and entering the workforce and, also,
women receiving care.

Recommendations

Theme

Detail

DHBs should use the Health Equity
Assessment Tool (the HEAT) to assess
their services for the impact on health
equity.

Addressing
equity

The HEAT aims to promote equity in health in
Aotearoa New Zealand. It comprises 10 questions
for assessing policy, programme or service
interventions for the current or future impact
on health inequities. The HEAT is a flexible tool
that can be used in its entirety or, alternatively,
selected questions can be asked for specific
purposes. The HEAT is available online at
www.health.govt.nz/system/files/documents/
publications/healthequity-assessment-tool-guide.
pdf.

DHBs should increase their surveillance
and monitoring of maternal
morbidity, with a focus on identifying
opportunities for achieving equitable
outcomes for wāhine Māori and their
whānau.

Addressing
equity

The MMWG’s maternal morbidity review toolkit for
maternity services (see page 37) and the HEAT
can be used to support this process, as well as Dr
Jones’ framework.

MMWG

Jones CP. 2002. Confronting institutionalised
racism. Phylon 50(1): 7–22. URL: https://sph.umd.
edu/sites/default/files/files/JonesConfrontingInstitutionalized-Racism_Phylon%202003.pdf
(accessed January 2019).
Health Quality & Safety Commission. 2018.
Maternal morbidity review toolkit for maternity
services: A foundational document. Wellington:
Health Quality & Safety Commission. www.
hqsc.govt.nz/our-programmes/mrc/pmmrc/
publications-and-resources/publication/3604/

When data on maternal morbidity
reveals inequities, DHBs should initiate
‘free, frank and fearless’ conversations
about the causes of inequitable
outcomes in maternity, and how they
can be proactively addressed.

Addressing
equity

In addressing these, DHBs should focus on the
way they work, the environment they work in,
and the systems and processes within which they
deliver care, and should take action in all of these
domains.
Chin MH, King PT, Jones RG, et al. 2018. Lessons
for achieving health equity comparing Aotearoa/
New Zealand and the United States.
Health Policy 122: 837–53.
MidCentral DHB 2018. Achieving health equity
think piece 2018. Palmerston North: MidCentral
DHB.

All women who give birth through
caesarean section should be informed
of the associated short and longterm risks, including the risk of
abnormal placentation in subsequent
pregnancies.

Clinical
Education:
Informed choice

In relation to Unplanned peripartum hysterectomy
72 Gupta M, Saini V. 2018. Caesarean section:
Mortality and morbidity. Journal of Clinical and
Diagnostic Research 12(9): QE01–6. DOI: 10.7860/
JCDR/2018/37034.11994 (accessed November
2018).
73 Sandall J, Tribe RM, Avery L, et al. 2018. Shortterm and long-term effects of caesarean section
on the health of women and children.
The Lancet 392: 1349–57.
74 Bohiltea R, Dumitrache M, Ciontea B, et al. 2018.
The application of the management protocol of
invasive placenta. A case report. Romanian
Society of Ultrasonography in Obstetrics and
Gynecology 14: 67–71. DOI: 10.18643/gieu.2018.67
(accessed January 2019).

31

32

Recommendations

Theme

Detail

Psychological wellbeing: Women with
suspected or confirmed morbidly
adherent placenta should be referred
to appropriate psychological
counselling.

Improving
pathways for
women with
abnormal
placental
implantation

In relation to Unplanned peripartum hysterectomy

Understanding and risk: The risk of
peripartum hysterectomy should
be discussed with all women with
suspected or confirmed abnormal
placentation. This should be done in
a sensitive manner, and in a way that
ensures the woman and her family and
whānau understand.

Improving
pathways for
women with
abnormal
placental
implantation

In relation to Unplanned peripartum hysterectomy

DHBs should consider establishing
a clinical pathway for women with
identified placental implantation
abnormalities, who are at high risk
for haemorrhage and peripartum
hysterectomy.

Improving
pathways for
women with
abnormal
placental
implantation

Depending on local resources, the pathway
should include care from a multidisciplinary team
comprising midwives, an experienced obstetrician,
anaesthetist, neonatologist, allied health, urologist,
vascular surgeon and interventional radiologist75
(on an ‘as needed’ basis76). The pathway should
also include: a) consideration by secondary
hospital clinicians to seek specialist opinion
from a tertiary centre b) access to appropriate
counselling about risks and treatment options
related to abnormal placentation to enable shared
decision-making and proactive care for the
woman.

LMCs identify any history of uterine
surgery (eg, caesarean section,
myomectomy, evacuation of retained
products of conception or surgical
termination of pregnancy) at
pregnancy registration, this history
should be included on ultrasound
request forms to ensure detailed
scanning to identify the position of the
placenta (with the woman’s informed
consent).

Improving
pathways for
women with
abnormal
placental
implantation

The corresponding ultrasound report should
contain placental location and any features of
abnormal placentation in the report.

All women with risk factors for
pre-eclampsia should be offered
information regarding the benefits
of low-dose aspirin and calcium
supplementation. This should be
documented in their clinical records

Improving care
for women
AT RISK OF
hypertensive
disorders

Recommendations

Theme

Detail

a) include the Ministry of Health’s new
hypertension and pre-eclampsia in
pregnancy guideline as a component
of the regular training and education
sessions for multidisciplinary teams
b) ensure continuity of care with one
clinical lead when care is transferred
c) establish timeframes for review by a
senior medical officer when a woman
is admitted to secondary care after
transfer from a lead maternity carer.

Improving care
for women with
hypertensive
disorders

Hypertensive disorders in pregnancy require early
recognition and proactive
management. Improved training and education
would support clinical judgement, expertise
and knowledge to enable earlier identification
and treatment, appropriate referral, anticipation
of deterioration and planning for emergencies.
Continuity of care enables the woman to be
confident in the plan of care and to understand
and trust changes. It also promotes a more
consistent team approach, as supported through
the women’s narratives.
Ministry of Health. 2012. Guidelines for
Consultation with Obstetric and Related Medical
Services (Referral Guidelines). Wellington: Ministry
of Health.
92 Ministry of Health. 2018. Diagnosis and
Treatment of Hypertension and Pre-eclampsia
in Pregnancy in New Zealand: A clinical practice
guideline.
Wellington: Ministry of Health.

a) review and restock medicines
identified in the Ministry of Health’s
hypertension and preeclampsia in
pregnancy guideline, and ensure these
are readily available in birthing suites
and acute care settings
b) develop an algorithm with start
times for hypertensive medicines, and
minimum times between doses, to
allow time for the medication to take
effect.

Improving care
for women with
hypertensive
disorders

A persistent theme in the reviews was the
administration of hypertensive medication
without sufficient time for the medicine to take
effect and the variation in medicines prescribed
(refer to page 31 for findings). This compromised
the delivery of care and appropriate clinical
decision-making. The women’s narratives often
included frequent changes in choice of medication
and clinician debate, which resulted in women
being isolated from and not involved in the
decisions being made.

Women who are admitted to an
HDU or ICU should be offered the
opportunity to debrief and discuss
their experience between three and
six months following the maternal
morbidity event.

Improving
women’s
narratives

Maternity services should ensure this appointment
is arranged through an appropriate clinical
appointment (as close to the woman’s residence
as possible), such as gynaecology outpatient, prior
to discharge from the maternity service, directing
her to agencies to enable attendance.

Preventing delays: All caesarean
sections should be categorised
in a consistent manner to enable
appropriate triage. The Royal
Australian and New Zealand College
of Obstetricians and Gynaecologists’
(RANZCOG’s) Categorisation of
urgency for caesarean section
should be the primary source for
categorisation of case acuity.

Caesareans
pathway

RANZCOG. 2015. Categorisation of urgency for
caesarean section. Melbourne: RANZCOG. URL:
https://www.ranzcog.edu.au/RANZCOG_ SITE/
media/RANZCOG-MEDIA/Women%27s%20
Health/Statement%20and%20guidelines/
Clinical-Obstetrics/Categorisation-ofurgency-forcaesarean-section-(C-Obs-14)Review-July-2015.
pdf?ext=.pdf (accessed January 2019).

Preventing delays: DHBs should ensure
there are enough senior medical staff
and resources available for both acute
work
and elective theatres or clinics.

Caesareans
pathway

Reference should be made to RANZCOG’s
Categorisation of urgency fo rcaesarean section
96 when planning staffing and equipment.

DHBs should ensure they teach and
maintain the obstetric skillset and
proficiency to select and apply the
most successful delivery technique to
effect urgent delivery.

Clinical
education:
Assisted
delivery
techniques

In cases of severe maternal or fetal compromise,
the choice of delivery mode or technique may
be different to the options for the more common
scenario of failure to progress.
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Recommendations

Theme

Prescribing antibiotic medication
should reflect a dosage appropriate to
the woman’s BMI, clinical indication,
route, comorbidities and susceptibility
of the organism. For example, redosing of cefazolin
during prolonged surgery or where
haemorrhage is extensive should occur
after four hours’ operating time or >
1,500 ml volume blood loss.97

Clinical
education:
Prescribing

Measurement of cumulative blood
loss, rather than visual estimation,
is essential to ensure adequate fluid
resuscitation.

Clinical
education and
documentation:
Blood loss

Maternity care providers should
refamiliarise themselves with the
national postpartum haemorrhage
treatment guideline, focusing on
correct dosage for Syntocinon infusion,
and when to activate the
massive transfusion protocol.

Clinical
education: PPH

Obstetric anaesthetic providers
should consider carefully, and in
discussion with the lead obstetrician,
the appropriate use of general
anaesthesia in women with preeclampsia. Anaesthetists should
proactively obtund the pressor
response to laryngoscopy in women
with hypertensive disorders.99

Clinical
education:
Anaesthetics
GA

The maternity vital signs chart includes
an early warning score and escalation
pathway to enable timely recognition
and escalation of care for women with
HDP. The maternity vital signs chart
can also be used
as a written reminder in the primary
setting to prompt referral.

MEWS

All clinical documentation should
include the rationale for treatment
decisions, and the clinician’s name and
role. All relevant parties delivering care
in an emergency should document the
care they themselves provided.

Clinical
education:
Documentation

All clinical documentation should
include the rationale for treatment
decisions, and the clinician’s name and
role. All relevant parties delivering care
in an emergency should document the
care they themselves provided.

Clinical
education and
documentation:
ISBAR

Lead maternity carers should discuss,
explain and identify the early signs and
symptoms of preeclampsia (and other
hypertensive disorders) with all women
regularly during pregnancy.

Clinical
education:
Health literacy

Detail

102, 103 An example of ISBAR
in maternity can be sourced within the maternity
early warning resources (available via www.hqsc.
govt.nz/
assets/MEWS/PR/Factsheet_for_clinicians_
clinical_communication_tools_Mar_2019.pdf)

TARANAKI TAU TE MOE
1 JULY 2019 - 30 JUNE 2020

67

Referrals were made to the
Taranaki Tau Te Moe Programme
Of the 67...

30

37

Pepi-pods were given out

Wahakura were given out

1 JANUARY 2020 - 30 JUNE 2020

25

referrals were smokers

25

are of Māori
ethnicity

5

were referred to
smoking cessation
services

5

are of NZ
European
ethnicity

0

10

babies were preterm or
low birth weight

are of Pacific
ethnicity

1

are of other
ethnicity
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APPENDIX 1 - PRE AND POST PREGNANCY
SUPPORT SERVICES DIRECTORY
Support needed
because

Ante Natal

Post Natal

Mother or baby
Māori

TKM Alliance
TuiOraFamilyHealth@tuiora.co.nz

Whanau Hapai Service
Peter Hokopaura 0272389008
Cilla Rei 0211286058
community.intake@ngatiruanui.org.nz

GP Services
Taranaki Tau Te Moe-Safe Sleep
Grace Maha 067536139 x 8901
Te Puna Trust Nurture Taranaki
Jo Patterson 0278961666
Hapu Wananga
haputaranaki@gmail.com
Face book page is
Hapu Wananga Taranaki
Plunket
taranaki@plunket.org.nz

Julie-Anne Barney-Katene
0275671680
Warren Nicholls 0275259356
ngaruanuihealth@xtra.co.nz
Carmen O’Carroll 0275559051
carmen.ocarroll@tuiora.co.nz
intake@tuiora.co.nz
Plunket Kaiawhina
Well Child Taranaki
taranaki@plunket.org.nz
Taranaki Tau Te Moe – Safe Sleep
Grace Maha 067536139 x 8901
Tui Ora Tamariki Ora Services
Outreach immunisation Administrator
Tamariki Ora/Well Child Nurses
TuiOraFamilyHealth@tuiora.co.nz

Well child/Tamariki
Ora provider

Plunket Antenatal Clases
taranaki@plunket.org.nz

Tui Ora Tamariki Ora Services
Tamariki Ora/Well Child Nurses
Outreach Immunisation Administrator
Tui Ora Mama Pepe Hauora Service
TuiOraFamilyHealth@tuiora.co.nz
Plunket Well Child Tamariki Ora
Schedule
Community Karitane
Plunket Kaiawhina
Plunket Nurses

Well child/Tamariki
Ora provider

Plunket
Well Child Tamariki Ora schedule 4-6
weeks to 5 years
Lactation consultant
Rose Haskell
0272758563
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Plunket
Plunket Nurses
Plunket Kaiawhina
Community Karitane

Support needed
because

Ante Natal

Post Natal

Mother under 20
years old

Young Parent Programme

Young Parent Programme

Te Puna Trust Nurture Taranaki

Stratford Teen Parent Unit

Great Fathers
On-line info for every new dad and
their partner

Youth Service (under 19 years)
(Benefit administration and SW
support)
SWITCH – Young Mums Peer support
(for those on a benefit and under 19)

Stratford Teen Parent Unit

Tutaki

Benefit administration for young
parents –
16 – 19 years

Tui Ora Tamariki Ora Service and

Tui Ora Mama Pepe Hauora Service

Tui Ora Mama & Pepe Hauora

Tui Ora Mama & Pepe Kaiawhina

Great Fathers
On-line info for every new dad and
their partners

Plunket Well Child Tamariki Ora

Young Parent Payment

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5 years
Parents Centre Antenatal Classes
info@parentscentre.org.nz
Come from or
will live in a high
deprivation area

Community Kaiawhina
South Taranaki NAV team c/o Ruanui
Health

Kaimahi Hauora

North Taranaki
Tui Ora

Young Parent Programme

Plunket Well Child Tamariki Ora

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5years
Great Fathers
On-line info for every new dad and
their partner
Te Puna Trust Nurture Taranaki
Young Parent Programme
Lactation
Consultant
Breastfeeding
Support

Taranaki DHB lactation consultant

Lactation consultant

Tiaki Ukaipo Tui Ora
La Leche League New Plymouth
Taranaki

Addiction issues
Smoking

Smokefree Pregnancy Tui Ora
Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5years
Taranaki District Health
Smoking/Safe Sleep Co-ordinator

Cessation Services
Ruanui Health Hawera
GP services
Plunket Well Child Tamariki Ora
Smoking cessation support
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Support needed
because

Ante Natal

Post Natal

Drugs

Alcohol & Drug team

Alcohol & Drug team

Alcohol

Alcohol & Drug team

Alcohol & Drug team

Gambling

Problem Gambling Foundation

Problem Gambling Foundation

Requiring pepi pods
or wahakura

LMC, well child providers, Pepi pod
distributors

LMC, well child providers
Requires an exchange card Obtained
from LMC/well child provider
Contact Tui Ora

Are they experiencing or have experienced;
Extreme budget
restraints (income
not covering
outgoings)

Work and Income

Work and Income

Budget Advice

Budget Advice

Oranga Tamariki
involvement of
either parent or
partner:
Child Protection

Oranga Tamariki Liaison

LMC, Maternal and Child Health
Social Worker

Vulnerable at risk
pregnancy requiring
wrap around
services

Taranaki DHB Child Protection
Coordinator

Taranaki DHB Child Protection
Coordinator

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5 years

Plunket Well Child Tamariki Ora

Immediate Danger

Maternal & Child Health Social
Worker
Clinical Midwife Manager
Family Start
Barnardos

Immediate Danger

Maternal & Child Health Social
Worker
Maternal Wellbeing and Child
Protection Multi Agency Group
Plunket well Child Tamariki Ora

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5yrs
Family violence or
domestic violence
concerns:
Partner Abuse

Immediate Danger

Immediate Danger

Tu Tama Wahine O Taranaki

Tu Tama Wahine O Taranaki

Taranaki Women’s Refuge

Taranaki Women’s Refuge

Work & Income: FV Response

Work & Income: FV Response

Taranaki DHB Maternal & Child Health
Social Worker

Taranaki DHB Maternal & Child Health
Social Worker

Primary Mental Health

Taranaki DHB Violence Intervention
Programme Coordinator

Taranaki DHB Violence Intervention
Programme Coordinator
Maternity Care, Wellbeing and Child
Protection Multi-Agency Group
Behaviour concerns
leading to prison
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Youth justice service if under 17
Tui Ora

Maternity Care, Wellbeing and Child
Protection Multi-Agency Group

Youth Justice Social Worker
NP Police

Support needed
because

Ante Natal

Post Natal

Perinatal Mental
health concerns
(MMH Pathway)

Perinatal Maternal Mental Health
Pathway

MMH pathway
GP services

Police if life is in immediate danger
otherwise Mental Health Crisis Team

Police if life in immediate danger
otherwise Mental Health Crisis Team

Tui Ora Mental
Health Concerns
(Including perinatal
and infant mental
health)

Infant Mental Health in development
– current peri-natal mental health as
per Maternal Mental Health Pathway

Infant Mental Health in development
– current peri-natal mental health as
per Maternal Mental Health Pathway

Tui Ora Mental
Health Concerns
(Including perinatal
and infant mental
health)

Infant Mental Health in development
– current peri-natal mental health as
per Maternal Mental Health Pathway

Infant Mental Health in development
– current peri-natal mental health as
per Maternal Mental Health Pathway

Family concerned
about mental health

Supporting families/whānau in
Mental Health Taranaki

Support, advocacy, information and
education for loved ones of someone
who has a mental health concern.

Concerns regarding
previous trauma
(TABs)

TABS
Trauma After Birth Information

Trauma after birth pathway

Language barriers

Kaumatua

Kaumatua

Language line

Language line

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5yrs
Language Line Interpreters

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5 years
Language Line Interpreters

Open Home Child & Youth Health
Programme
Triple P Programme
Mothercraft
Waikato

Plunket Community Services
Parenting Education

Concern regarding
parenting ability or
life skills

Maternal social worker

Plunket Community Services
Parenting Education
Maternal social worker
Concealed/
unwanted
pregnancy

Maternal Social

Adoptions?

Associate Director of Midwifery

Surgical and medical terminations
can be organised, along with sexual
health checks and treatment,
biopsies, wart treatment and HIV
tests all free of charge.

Sexual Health Unit if termination
requested
Transient lifestyle

Find your Midwife website

Kaiawhina

Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5yrs

Tui Ora Mama Pepe Hauora
Tui Ora Mama & Pepe Kaiawhina
Plunket Well Child Tamariki Ora
Plunket Nurses
Plunket Kaiawhina
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Support needed
because

Ante Natal

Post Natal

Poor engagement
with maternity care

Tui Ora Mama & Pepe Kaiawhina

Tui Ora Mama & Pepe Hauora
Kaiarahi

Poor social
supports

Maternity social worker
Tui Ora
Mama Pepi Hauora
Plunket Well Child Tamariki Ora
Schedule 4-6 weeks to 5 years

Tui Ora Mama & Pepe Kaiawhina
Parent as first teachers
Plunket
Well Child Tamariki Ora

Pregnancy Help Stratford: pregnancy
tests
Birthing & parenting classes
Parenting support
Information advocacy
counselling
Clothing (maternity, prem/newborn
& children - up to 2 years)
Bedding/linen/supplies etc
Baby equipment - loaned for 1 to 3
months
Living alone

Tui Ora
Mama Pepi Hauora

Parent as first teachers

Estranged from
family/whānau
or from another
district and have
no family/whānau
support close

Mama Pepi Hauora
Tui Ora

Parent as first teachers

Obesity BMI over
40

Dietitian

Dietitian

Tui Ora

Mama pepi

Mama Pepi Hauora

Green prescription

Green prescription
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Reassurance, lifestyle advice
PLUS Psychological Therapy &
monitoring Engage partner (assess
depressed?) and /or family support
Web-based self help e.g. CBT
Refer Counselling via voucher system or
Private Therapist for evidence – based
talking therapies: Brief Problem Solving
Therapy
Non directive counselling
Cognitive behaviour therapy
Interpersonal Therapy
References

Psychoses or immediate risk of
harm to self, infant or others

Referral to Perinatal Mental Health
(PMH] at DHB
Assessment & treatment by multi
-disciplinary team including access to
kaupapa Maori services; PMH birth
plan, risk assessment, relapse
prevention +/- management plan.
Coordination & referral to other
agencies, family & care coordination
meetings
Adjustment to Parenthood Group.

Consider Police or CYFS if risks
Crisis Team or E.D. referral
Urgent psychiatric assessment &
In-patient Treatment
(Start MHA if required)

Coordinated care & Interprofessional communication

Moderate-Severe mental illness
(SMI),Treatment resistant
depression, bipolar disorder,
psychoses; Risk of harm to self ,
infant or others (>14 EPDS & Q10)

Pre-conception psychotropic advice by consult or referral

E-mail consult: Attn: Psychiatrist Advice
Re: Psychotropic prescribing during
pregnancy or lactation.

Psychotropic medication requires
discussion of individual risks & benefits
during pregnancy & breastfeeding.
www.mothersmatter.co.nz
Consult MIMS; SSRI’s usually first line.
Low dose initially

Referral Guide

Currently mentally well but
history of SMI or already taking
psychotropic medication

Further Assess
Repeat EPDS
Mother-infant interaction

Refer PMH
send a copy of referral to GP

EPDS score > 14

Clinical judgement & or risk factors

Austin M-P, Highet N & the Guidelines Expert Advisory Committee (2011) Clinical Practice guidelines for depression and related disorders-anxiety, bipolar disorder & puerperal psychosis –in the perinatal period, A guideline for primary care health professionals.
Melbourne: Beyond Blue: the national depression initiative; NZGG (2008) Identification of common mental disorders and management of depression in Primary Care, Evidence-based best practice guideline; NICE (2007) guideline on clinical management and service
guidance antenatal and postnatal mental health, British Psychological Society & Royal College of Psychiatrists. Acknowledgement to Dr Jane Allan & Perinatal Mental Health Team Taranaki DHB

Reassurance, Lifestyle Advice &
Monitor
Psycho-education, Exercise (green
prescription), Sleep; Nutrition;
Smoking (NRT); Relaxation,
mindfulness, stress reduction; positive
activities; mood diary; contraception
Referral other agencies for parenting,
relationship counselling or support
A&D
Postnatal Support Group

Moderate depression and/or
anxiety disorder
(Q 3-5 EPDS-anxiety)
EPDS 13-14

(women’s preferences considered)

Mild depression and /or
anxiety
EPDS 10-12
Repeat in 2-4 weeks

Management Plan

Psychosocial risk factors
or concern re: motherinfant interaction
EPDS < 10

Exclude or Treat
anaemia, thyroid dysfunction, metabolic
disorder, vitamin deficiency, viral infections

Provisional Diagnosis based on clinical judgement, psychosocial assessment and EPDS

Investigate
FBC, U/E, LFT, TSH, Calcium B12/folate, Glucose,
? ECG

Barrier to seeing GP?

Ensure communication is empathic, woman & family- centred, non-directive

Score: 12-14: GP for further assessment

Score 10-12: Repeat 2/52, support, advise GP

Score < 10 if underscoring refer GP +/- PMH
Psychosocial Factors: Identify agency & refer

For GP: Further assessment of mother and infant

Ask: Would you like help?
Score EPDS :
Q.10 If Score > 0 Assess Safety

Clinical Assessment
As above plus symptoms of mood disorder, anxiety,
PTSD, Eating disorder, psychoses, bipolar disorder,
personality

Inform women re: screening for
emotional difficulties
Complete PHQ-3 / PHQ-9: if positive
complete EPDS
If immediate risk of harm to self, infant
or others ?Police or CYPS, Crisis Team
or ED asap.

All Health Professionals (midwife, Well Child Providers, social worker, psychologist, obstetrician etc.) assessing a woman during pregnancy and up to 1 year postnatally
have the opportunity for screening for perinatal mental health problems. This should occur at least once in the ante and post-natal periods, preferably twice.

Perinatal Mental Health (PMH): Local Referral Pathway

Resources: Edinburgh Post Natal Depression Scale (EPDS) PHQ-3 or 9 MIMS Internet access

APPENDIX 2 - PERINATAL MENTAL HEALTH:
LOCAL REFERRAL PATHWAY
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