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General Manager, Maternal, Child Youth Public and Oral Health Services

| am pleased to, yet again, see the progress that has been made under this programme within the
maternity services in Northland. Key work over the past year has been the establishment of:

1 The Maternity Clinical Governance Group (MCGG) i a multidisciplinary group (with consumer
input) with its key focus being the setting and communication of priorities and direction of the
quality and safety framework that has strategic oversight of the DHB-wide Maternity service. It
includes two consumer representatives;

1 A Maternity Guidelines and Document Committee;

A maternity dashboard displaying regional maternity outcomes and interventions;

1 A Maternity Trigger Tool Process - One of the significant achievements of the MQSP in Northland
has been the development and ongoing i mpl ement ati on of the O0trigger
of clinical risk (driggersd are identified by midwives and medical staff and are used to identify
cases for multidisciplinary discussion at the twice-weekly meetings.

=

Implementation of the MQSP programme has enabled improvement clinical networking. There are a
number of initiatives and projects in progress in Northland which encourage a large amount of
multidisciplinary clinical networking, both nationally and locally, across primary, secondary and tertiary
services, in urban and rural settings. Clinical networking is evident within a number of the MQSP
initiatives, including the Maternity Clinical Governance framework, Clinical Guidelines and Documents
Committee, Trigger Tools and Mortality & Morbidity processes, where representation from all maternity
service stakeholders are evident.

| look forward to another year of progress within this programme framework and would like to take the
opportunity of acknowledging the MQSP facilitator, Michelle Bailey, for her work on the programme, along
with other staff within Maternity Services.

Jeanette Wedding

Associate Director of Midwifery

2014/15 has been a busy year once again with significant work going into planning for the move to the
new maternity unit in Whangarei. We had expected to move to the new unit about now. However a
decision was made to build the shell of the next floor above the maternity unit prior to moving in so as to
avoid the possibility of having to move out while it was being further developed in the future.

Clearly this was a little disappointing to mums and staff but also the most appropriate option, ensuring a
safe and smooth transition, despite the delay. The unit is almost complete as planned and looking
fantastic. We just need to wait a few more months before the big move.

Northland DHB has been working towards some significant changes, including a strong move towards
providing a truly family/whanau centred care environment. This model fits very comfortably within the
maternity area which places the woman and her family at the centre of all care and service provision
decisions.

Northland DHB has a collaborative maternity service which is continually measuring itself both locally and
nationally and actively working to improve services at all levels when required. The Maternity Quality and
Safety Programme has enabled processes to achieve this and ensured that they are now embedded in
the culture of care provision and planning in the region.

Deb Pittam
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Northland DHB Clinical Midwife Manager

The maternity service currently has midwifery vacancies, with recruitment ongoing. Discussion is also
ongoing around the development of a fixed term, 0.8 FTE, new midwifery graduate position/yearly.

We are facing increasing numbers of women with clinical risk factors due to obesity; this is also impacting
on stretched ultrasound services with research suggesting these women should have serial growth scans
routinely.

The core midwifery staff are increasingly being called on to take over care of primary care women who are
requesting epidural services when the LMC is choosing not to provide this. Careful monitoring of the
impact of this on core/secondary midwifery service is occurring.

There is a lot of work continuing on the new maternity facility, and the Leadership model.

The MQSP initiated trigger tools, M&Ms and Clinical Governance are well-integrated as business as
usual. They are leading to improvements in patient care, good collegial relationships between core staff
andLMCés and between mlstdffivi ves and medi ca

In the community we continue to provide well-attended teen and general Antenatal education
classes. The assessment of women for pepi-pods and distribution of the same is now well-integrated into
the service. We have also continued with a restricted home visiting lactation consultant service, following
the successful completion of the He Ha funding project.

Analysis is also being undertaken on how we can better meet the needs of Maori women during the ante
natal period, in regard to early booking with an LMC and education in key health messages, such as

breastfeeding, safe sleeping for the baby and smoking cessation.

Yvonne Morgan
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Maternity Quality and Safety Programme Purpose

The purpose of establishing the Maternity Quality and Safety Programme (MQSP) is to find effective ways
to strengthen clinical leadership. This will enable all maternity providers and consumers to work together
at the local level in a way that builds the workforce and improves safety and quality of maternity services
for women and their babies, with a particular emphasis on integration of hospital and community services.
The MQSP is underpinned by the New Zealand Maternity Standards, the New Zealand Maternity Clinical
Indicators and the Guidelines for Consultation with Obstetric and Related Medical Services (Referral
Guidelines).

Maternity Annual Report

This Annual Report covers the implementation and outcomes of Northland DH B 6Maternity Quality &
Safety Programme in 2014/2015 and:

f
f
f

Demonstrates Northland DHB 6 s d el i v e rted outcbmes ds set oeibinghe strategic plan

Outlines progress towards Northand DHB 6 s MQS P R deladrablesiin014/15

Highlights Northland DHB&s pl an to i mpr ove t hneatergity selvicessyn and
2015/16

Demonstrates Northland DHB & s al i g n meootmmendatiorts oftthe éNational Maternity
Monitoring Group.

Alignment Northland Health Services Plan

The vision and mission statements of the Northland DHB align with the purpose and establishment of the
Maternity Quality and Safety Programme. The Northland Health Services Plan 2012-17 (NHSP) uses
Triple Aim methodology to provide a strategic framework for achieving improvements in population health,
patient experience and cost and productivity. This has informed the work undertaken by the MQSP
alongside national priorities from the National Maternity Monitoring Group and the recommendations from
the Perinatal and Maternal Mortality Review Committee.

Northland DHB 6 s v tAdeatthier Noghlandd The mission is to work with the Northland population to
improve population health, reduce inequity and improve the experience of all patients.

Northland DHB Values

The Values are of particular importance as they are the organisat i on 6 s for therwawit works.

They are:
1 People First i Tangata i te tuatahi: People are central to all that we do
1 Respect - Whakaute (tuku mana): We treat others as we would like to treated
1 Caring 7 Manaaki: We nurture those around us, and treat all with dignity and compassion
1 Communication T Whakawhitiwhiti korero: We communicate safely, openly and with respect to
promote clear understanding
1 Excellence - Taumata teitei (Hiranga): Our attitude of excellence inspires success, competence,

confidence and innovation.
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Alignment with New Zealand Maternity Standards

Standard One:

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

8.1 Multidisciplinary meetings convene at least every three months

8.2 Report on implementation of findings and recommendations from multidisciplinary meetings
8.4 Produce an annual maternity report

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

Northland DHB

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

111 The number of national evidence-informed guidelines implemented in Northland increases
over time.

Standard TwoMaternity services ensure a womeentred approach that acknowledges pregnan

and childbirth as a normal life stage.

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

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

Standard Three: All women have access to a nationally consistent, comprehensive range of n

services that are fuded and provided appropriately to ensure there are no financial barriers |
access for eligible women.

22.1 Demonstrate local services are consistent with national and regional plans and appropriate for
the local birthing population

24.1 Report on implementation of the Maternity Referral Guidelines processes for transfer of
clinical responsibility

24.2 Local multidisciplinary audit demonstrates effective linkages between services.
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Alignment with Northland DHB Annual Plan

The DHB annual plan highlights the following objectives for maternal services. Most of the objectives
aligned with the objectives of the MQSP. Some of the work is facilitated by the MQSP co-ordinator and
some is within the 6 F i 2008 Daysoproject.

1 Timely Registration with a Lead Maternity Carer (LMC)

1 Ensuring all new-born babies are enrolled with a Primary Health Organisation (PHO) and
registered with a GP, Well Child Tamariki Ora provider, Newborn Hearing Screening, National
Immunisation Register and Community Oral Health provider

1 An effective continuum of services across primary and referral health services to meet the needs
of pregnant woman with complex needs, vulnerable women and their families, women with
mental health and or addiction issues

1 A new Maternity unit with the introduction of new pathways and processes to improve care co-

ordination for all women

1 Implementation of the National Screening, Diagnosis and Management of Gestational Diabetes

Guideline

1 Specialist Mental Health Services are available for high-needs families and whanau with infants
1 Prevention of number of babies born with Fetal Alcohol Spectrum disorder.

Overview of 2013/2014 Deliverables

Objective

Increase of women
registered with a LMC by
10 weeks of pregnancy

Outcome

A business case has been developed as part of the first 2000 days project

which is intended to provide women in Northland who experience significant
adversity with improved access to multidisciplinary care and to support the
additional LMC care required by these women. This project has also included
work to improve access to LMC care in the first trimester as many of these
women are late to access care and has been submitted to the strategic
investment group for consideration of funding.

Evidence-based
guidelines will be updated
and easily accessible on
Clinical Knowledge
Centre (CKC)

Most of the Maternity guidelines located on CKC have been updated. There
has been a process put in place to manage any remaining. Regional
guidelines have been developed in alignment with the national guidelines
where they have been available.

Clinical Risk
Management process will
be evaluated

The Maternity Trigger Tools is embedded within Northland DHB maternity
department and continues to highlight quality initiatives. Feedback was
sought from attendees and, although very little written evaluation was
received, verbal feedback was very positive and the sessions continue to be
well-attended by core and LMC midwives, doctors and students alike. An
administration pathway has been developed to support its move to the usual
business plan and the process has now been allocated ongoing
administration support

Data Review, including
Clinical indicators review

2014 fiscal year data has been analysed and is reported upon in this report.
Audits in response to the clinical indicators outside the national average are
planned and the progress will be discussed further in this report.

Health point will be
updated

Some of the information on Health Point has been updated but this work is
ongoing

Review of Maternal
Mental Health Services in
Northland

A small working group was formed and a new Maternal and Infant Mental
Health Referral form and pathway has been developed. The pathway is
currently undergoing a trial and preliminary feedback from LMCs accessing
the process for women in their care is positive.

Review the numbers of
preterm births between
34-36 weeks gestation

This review was completed and repor

|
|
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Aligning Projects and Programmes

The First 2000 Days Programme

The First 2000 Days Programme (F2000D) has been selected as a special NHSP programme of work,
including a collection of projects,and refers to the period of ti me
birthday.

As there is an unacceptable inequity in health outcomes measures for Maori children in Northland, they
are the central focus of all activity in this programme of work.

The F2000D programme aims to address issues and gaps along the continuum of care, that impact on
health outcomes for Maori infants and children, and over time, into their adulthood. There is widespread
agreement on the role of universal child and family health services in identifying health needs within the
family in order to provide families with support as early as possible.

The programmed rimary objective is to ensure that No Child is Left Behinddi all children have
equitable access to the universal screening and entitlements, early intervention and treatment as needed.
It is a programme of work with a focus on creating environments through systems improvement and
change that enable all children to have the best start in life, beginning in pregnancy.

Areas of Focus include:

1 Comprehensive assessment at pregnancy confirmation at first point of contact with General
Practice and first trimester engagement with a LMC;

91 Greater options for antenatal education;

Case management for women where multiple issues are identified;

1 Reduction of SUDI risk factors through promotion of Safe sleep, breast feeding and early
engagement for pregnant women with Smoking Cessation services;

1 Integrated new born notification and enrolment to five core services;

1 Effective transition to Well Child services.

=

The programme is divided into four work streams for action. The four streams are headings for the groups
of evidence-informed approaches and initiatives that are known to positively impact health outcomes.
The following work streams are addressed in each project:

1. Know Every Child

2. Informed Whanau

3. Enabled Workforce/ Enabled Whanau

4. Seamless Service

There are key transition points at which the care of a pregnant woman or an infant/child needs to be
referred or transferred from one health professional or service to another.

The process of issues and gaps identification has already informed several initiatives and future projects
that focus activity in the four work streams across the care continuum.

Projects initiated in the Programme include:

1. Kohunga Aituaa Ohorere T SUDI Prevention
Safe sleep education and distribution of safe sleep spaces for Maori infants.

2. Integrated new-born notification and enrolment (the High Five)
Systems improvement of processes of new born notification and enrolment to:

NIR (National Immunisation Register)
New born hearing screening

General Practice

Well Child Tamariki Ora provider
Oral health

O O O O ©°

10
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3. The Maternal and Infant Case Co-ordination and Forum project initiation document will be submitted
to the Strategic Investment Fund for consideration in June. This project aims to reduce inequities
experienced for Maori infants by improving the health outcomes for pregnant women who have
adversities. Three key approaches are:

A Improving the quality of physical and psycho-social assessment of women at
confirmation of pregnancy;

A Facilitating co-ordination and integration of health and social services through
effective case management;

A Providing more timely, effective and accessible support for pregnant women through
a partnership model with LMCs and Kaiawhina.

Over the past twelve months a series of stakeholder Hui, focus groups, and consultations with key
providers, have been held around Northland to gather feedback on the current provision of services to
pregnant women with adversities which may compromise their health and wellbeing of themselves and/or
that of their baby. The feedback from these forums demonstrate there are many points of disconnect
between the women and relevant health service providers, as well as between service providers, which
limits or delays women accessing services they would otherwise benefit from.

Investigation into how these gaps are being addressed in other parts of New Zealand indicated that
strategies such as improved screening, assessment, and coordination of care for women in the perinatal
period is beneficial in improving the responsiveness of services, especially early engagement with a
midwife enabling the facilitation of a pathway for women through this vulnerable period.

Project Scope
This project identifies four components that, when implemented, will directly impact improved outcomes
for pregnant women experiencing adversities and for their infants.

1. Establishment of Maternal and Infant Care Coordination Forum.

2. Enhanced support of the care co-ordination model through provision of packages of care that
include Kaiawhina support roles and antenatal social worker co-ordination (outside of Whangarei
district).

3. The Early Pregnancy Assessment Tool. First point of contact assessment in General Practice at
confirmation of pregnancy.

4. Community awareness raising activities toward improving visibility of key messages that
encourage early engagement with LMC and enrolment of both the woman and her infant with
General Practice.

The Maternal Infant Care Co-ordination Forum

The Working Group which has overseen the development of this project recommends that Northland
develop two such forums to operate in Whangarei and Kaitaia, with a third one to be developed at a later
stage in the mid-north and most probably alternating between Kawakawa and Kaikohe. Cases that meet
the referral criteria can be made to the forum over the time an ongoing pregnancy is confirmed, to a
maximum of three months post birth. This time period incorporates areas that are known gaps that exist
from first confirmation of an ongoing pregnancy to registration with a midwife, and from handover from a
midwife through to engagement with a Well Child provider.

Kaiawhina Services

Partnership with Maori Health providers, particularly those who have Well Child Tamariki Ora services, in
provision of Kaiawhina support and for social services co-ordination outside of Whangarei is an essential
component of this application. Kaiawhina support of pregnant women and their whanau and in partnership
with the LMC (modelled on the Te Hiku Hauora Maternity Support Kaiawhina support service) is of
demonstrated added value in approving health outcomes for pregnant women. This includes facilitating
access to and strengthening the community network of support for a woman and her whanau and

11
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reducing barriers to access through, for example improved health literacy, transport to and co-ordination of
appointments and facilitating seamless transition of care and successful engagement of services for a
woman and her infant.

The Early Pregnancy Assessment Tool

Within primary health settings, Whanganui PHO has developed a Med Tech tool to improve early
pregnancy screening and assessment to close the gaps between confirmation of pregnancy and
registration with a midwife. Local consultation with general practices on the usefulness of this tool has
been met with interest, and successful implementation of this, in addition to linkages to the Maternal Infant
Care Co-ordination Forum will enable pregnant women to access services in a timely way.

Community Awareness Raising

Community awareness raising activities to support improved health literacy of Maori women and their
whanau about importance of early engagement with primary care services and an 0800 number for
access to information are contributors to the overall aims and objectives of the project.

Review of Antenatal and Parenting Education

A project to review the current services available to women and their partners in Northland in regards to
antenatal and parenting education is underway. There are also plans to develop a more directed
programme of education, in particular targeting Maori women throughout the region. It is acknowledged
that attendance at previously existing classes by Maori was not strong. Work is underway to develop
education covering a number of initiatives, including safe sleep, SUDI, immunisation, smoking cessation
and general antenatal, breastfeeding and parenting education, and deliver it in an appropriate way for
Maori throughout the region.

Information Technology

We have recently commenced a project to look at improving the electronic transfer of information for our
early enrolment and High 5 projects as well as improving quality of information being entered into our
maternity IT system. We are planning implementation of the national DHB Maternity Information System
in the 2016-17 year but in the interim need to ensure quality data and safe transfer of information between
providers and Northland DHB. The development of the new maternity unit in Whangarei will improve
access to computers for all staff and LMCs and enable point of care input of information once it is enabled
in our system.

Trendcare is well embedded in practice within our unit and we are expecting to implement the new version
in the next month which should improve its ability to clearly identify staffing requirements in relation to
acuity in the maternity setting.

12
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Maternity New Build Project

The Maternity Service redevelopment was part of the Northland DHB site master plan to achieve the co-
location of Maternal and Child Health Services. Certification Audits (Compliance with the NZS 8134:2008
Health & Disability Sector Standards) identified that the current maternity facility in Whangarei was not fit
for purpose, affecting the way care is delivered and compromising safety for women and their
families/whanau. The aims being a service that is patient/family/whanau centred, that is responsive to
identified population health priorities and supports an integrated, flexible and co-ordinated service
delivery.

The purpose-built maternity unit is due for completion in March 2016. The unit consists of:

Five birthing rooms with two of these having birth pools;
Two assessment rooms with ensuite bathrooms;

Five double rooms with ensuite bathrooms;

Five single rooms with ensuite bathrooms;

One three-bed acute care unit with ensuite bathroom;
A dedicated Butterfly Room with ensuite bathroom;
Two inpatient lounges;

Pantry for inpatients;

A dedicated breastfeeding room for staff;

A dedicated new born hearing screening room;

Four antenatal clinic rooms.

=4 =4 =4 -8 84499499

As part of this process, several work streams were set up to investigate and develop new systems and
processes that will support a smooth transition to working within a purpose-built maternity unit. The
work streams involved representatives from the following groups:

Staff;

LMCs;
Consumers;
Obstetric team;
Paediatric service.

=A =4 =4 -8 -9

Work on a smooth transition is ongoing and will continue until successful decantation of women staff and
facilities in March 2016.

He Karere Kotuku
. . . . May 2015 Te Kotuku Issue 8
It was identified early in the project that

communication with staff was a priority and a
newsletter was developed to keep all maternity
stakeholders informed of progress. The newsletter
also includes updates regarding current
developments in Maternity. It is a two-page
newsletter and is emailed to all staff bi-monthly and
is displayed in staff areas for all to read.
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Northland Context

It is recognised that the health status in Northland is poor in comparison to other regions of New Zealand.
This is closely linked with deprivation, with the Northland region showing a greater disadvantage for all
measures of comparison including income, housing, employment social and occupational class and
educational achievement.

Northland population distribution

Nor t hllagest drban area is Whangarei,
which contains around one third of the
Northland population. The remainder live in
small towns, the largest of which are Kaitaia,
Kerikeri, Kaikohe and Dargaville and other
rural areas across the district.

Less than 1 person per square km
1 person per square km and above
S people per square km and above
10 peopie per square km and above

| 50 people per square km and above

| 100 people per square km and above

| 250 people per square km and above
500 people per square km and above
750 people per square km and above
1000 people per square km and above
2000 people per square km and above
3000 people per square km and above
4000 people per square km and above

Travel times across Northland and to Auckland

Cape Reinga

2
hours

Northland is a long narrow peninsula and is about
343km long (by road) and only 80km across at its
widest point. Northland has many isolated
communities; it takes over five hours to travel from
Northland& northern to southern extremities and up
to two hours east to west.

1
g hour
Auckland

A small amount of the Northland population live more than 60-90 minutes away from any hospital but
access to care continues to be difficult for many people. Barriers to accessing services result from a
combination of factors, including long distance, deprived and scattered populations, poor road conditions
and minimal public transport services.

2013 census data estimates Nowhiclhis 4 peccénsof theoNew Fealand o n
population. Maori comprise of around 30 percent o f Northlandds popul ation.

themselves as MU o inthe census. The MUor i ethnic group includes
being either their only ethnic group or one of several ethnic groups.
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Comparative Northland Region Ethnic

Distribution 2006 /2013

180000 m Other Ethnicity nec
160000
New Zealander
140000
120000 m Middle Eastern/Latin
American/African(2)
100000 )
H Asian
80000
60000 m Pacific Peoples
40000 man 2 NR
20000
0 H European

2006 2013

Northland has one of the most deprived
populations in the country (Figure 5).
Deprivation levels vary across Northland
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This graph shows a direct comparison of
Northland ethnicities in the 2006 and 2013
censuses. The benefit of this comparison
is potentially limited as the data includes
all people who stated each ethnic group,
whether as their only ethnic group or as
one of several. Where a person reported
more than one ethnic group, they were
counted in each applicable group.

The data indicates that there may be an
increase in the number of people who
identify themselves as European and a
small increase in those who identify as
Maori. In the 2013 census there were less
people identifying themselves as New
Zealanders

Northland deprivation by area and compared to New Zealand
profile (Quintile 5 most deprived, Quintile 1 least deprived)

100%

80% f---

60% |-

40% [

20% |-
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Northland Health Services

Northland hospitals

Northland has one major secondary
care hospital, Whangarei Hospital. A
further four district hospitals provide
urgent care and acute medical, primary

maternity, intermediary, and e Ray.of
rehabilitative care. Women in need of e
secondary services e.g. for caesarean

section are transferred by road Whangarei
ambulance or in urgent cases by e
helicopter to Whangarei.

Kaitaia®

Dargaville
g °

Hospitals in Auckland, primarily Auckland City Hospital, provide more specialised (tertiary) services for
Northlanders. This includes Maternity services. It takes about two hours to reach Auckland by road from
Whangarei. Acute cases are transferred by helicopter.

Maternity Services

Northland DHB maternity services are provided on four hospital sites: Whangarei, Kaitaia, Bay of Islands and
Dargaville. Whangarei Hospital provides secondary maternity care and is a primary facility for the women of
Whangarei and Dargaville. Kaitaia and Bay of Islands hospitals provide primary birthing facilities and Dargaville
Hospital provides postnatal services only. Women requiring tertiary level maternity care are transferred to Auckland
City Hospital.

Whangarei Hospital has eight rooms in delivery suite which can be used for assessment, induction of labour,
birthing and care of women requiring high dependency care. There is one room which can be used as an isolation
room, one birthing pool and 18 ante/postnatal beds. Kaitaia has six beds. Bay of Islands has eight beds and
Dargaville has four beds.

A new purpose-built maternity unit is planned to open in November 2015 in Whangarei.

Northland DHB employs a range of health professionals, providing care as a multidisciplinary team. This includes,
midwives, obstetricians, anaesthetists, paediatricians, specialist pain nurses, registered nurses, physicians,
enrolled nurses, lactation consultants, social workers, health care assistants, along with the Maori directorate, who
provide cultural assistance and advice as needed.

In addition, Rawene Hospital, a public health trust in Hokianga, has a primary birthing unit. This provides primary
care for approximately 50 women per year. Any woman requiring secondary care will be referred to Whangarei
Hospital and tertiary care will be referred to Auckland.
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Antenatal Care

Secondary maternity antenatal care is delivered from all four hospital sites via outpatient clinics on a referral and
appointment basis.

Whangarei operates between four to five obstetrician-led clinics per week. A Medicine in Pregnancy clinic provides
care for women with diabetes and complex medical issues. This clinic has an obstetrician, physician, midwife and
specialist diabetic nurse working collaboratively. Kaitaia and Bay of Islands each have one consultant clinic per
week, and Dargaville has one consultant clinic per month. LMCs refer to these clinics for consultation as per the
Section 88 referral guidelines and the clinics provide secondary antenatal care for more complex women. A
consultant clinic is also provided every two months in Rawene.

Antenatal Clinic and Medicine in Pregnancy Clinic Uptake

1101 referrals were made to the obstetric antenatal clinics in the Northland Region in the 2014 fiscal year. 138 of
the referrals did not require an ANC appointment.

963 first appointments were made and 835 were attended. 128 appointments were not attended. This gave a DNA
rate of 13 percent.

677 follow-up appointments were made, of which 615 were attended 1 DNA rate of 10 percent.

121 referrals to the Medicine in Pregnancy (MIP) clinic were made. Five of the referrals did not require a clinic
appointment.

113 first appointments were made for the MIP clinic of which 105 were attended - DNA rate of 7 percent.

224 follow-up appointments were made, of which 197 were attended i DNA rate of 12 percent.

Childbirth Education Classes

The childbirth education classes offered by the DHB in Whangarei have been well-attended over the last year with
numbers increasing leading to an extra weekend class being held simply to accommodate the increased demand.
An Early Pregnancy class has been trialled but is still to gain a good following to get regular numbers attending.
However, the class that was held was well-received. Advertising for the childbirth classes has improved with the
introduction of the Childbirth Classes Facebook page and this is regularly updated and is a good point of contact
for questions from parents. The coffee groups offered by this team regularly have six-eight mothers and babies
attending due to a good variety of subjects on offer, such as baby massage, sleeping and settling, and car seat
safety. With a move to a new building in a few months and the chance to purpose-design an area for classes, it is
hoped that we can continue to build on our successes of this year.
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Birthing Population

In the 2014 fiscal year (July 1' 2013 i June 30" 2014), a total of 2061 women gave birth in the Northland region.
1892 women gave birth in Northland DHB facilities and 169 gave birth either at home or in Rawene Hospital.

Ethnicity of Women Giving Birth in Northland
52 percent of the total women giving birth in Northland identified themselves as Maori.

Ehthincity of Women Birthing in NDHB
facilities

In Northland DHB facilities, 48.5 percent of
women identified themselves as Maori, 45
percent as European, four percent as Asian and
two percent as Pacific Island. Only a very small
percentage was recorded as other ethnicity. This
demonstrates a similar demographic to next year

= Maori = European

= Asian m Pacific Island

m Other

Ethnicity of Women Birthing at Home
2%

4P

® Maori mOther m Pacific Island

Within the available homebirth data, 48 percent of
women were recorded as Maori, 50 percent of
women were recorded as other and two percent
as Pacific Islander.

Ethnicity of Women giving Birth In
Rawene Hospital

In Rawene, 89 percent of women giving birth
were Maori and 11 percent were recorded as
other.

= Maori = Other
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Women Living with Deprivation in Northland

Women living with Deprivation as a
percentage
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Ages of Women Giving Birth in Northland
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The 2013 calendar year national maternity data
demonstrates that 2128 women gave birth in
Northland. 1042 of these women were living with
the highest level of deprivation (quintile 5) and 31
women were living within the lowest level of
deprivation (Quintile 1). 75 percent of the women
living with the highest level of deprivation were
Maori.

v

Regional data informs us there were 1892 women gave birth in NDHB facilities in 2014. 1142 women gave birth
between the ages of 20-29 years old. 708 women were between 30-39 years old and 97 women were over 40.
There were 180 pregnancies to women under 20 years of age in 2014.

Ages of women birthing in NDHB facilities
in 2014 as a percentage

m<20 m20-29 m=30-39 ®40 and over

54 percent of women birthing in Northland DHB
facilities were 20-29-years-old.

The teenage pregnancy rate from Northland DHB
facilities was 9.5 percent in 2014,

5 percent of women giving birth in Northland were
over 40 years old.

National Maternity Data in 2013 advises that 2128 women gave birth in the Northland Region and that 1142 of
women gave birth between the ages of 20-29 which represents 54 percent of the birthing population. This
corresponds with the findings in regional data analysis (as above).

Decreasing Teenage Pregnancy Rate in
Northland

12

10 ——

\

—‘=;‘- .

oON B~ O

2011 2012 2013

== National ==¢=Northland
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The National Maternity data demonstrated the
teenage pregnancy rate in Northland was 8.5
percent in 2013 which was higher than the
national average of 6.3 percent. This had shown
a decrease from the previous two year& data
where Northland had a teen pregnancy rate of 11
percent. The national teenage pregnhancy rate
has been static over the last three years.

The regional data suggests that there could have
been a marginal increase in the teen pregnancy
rate in 2014.
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Northland Birthing Data 2014 Fiscal Year

Birth Numbers in Northland DHB
facilities 2009-2014 There were 1892 births in Northland DHB facilities
(Whangarei, BOI hospital and Kaitaia) in 2014.
;igg There was a trend of increasing births in between
2100 2009 and 2011. This is the third consecutive year
2050 the birthing numbers have fallen. There was a 2 per
2000 cnt decrease in the birthing numbers in Northland
1950 facilities in 2013 and a further decrease of 4.5
1900 percent in 2014.This trend appears to be continuing
1850 in the 2015 fiscal year but full data analysis will not
2009 2010 2011 2012 2013 2014 be available until July.
Birth Numbers in Whangarei
Hospital 2009-2014
1800 . . . .
1750 The birthing numbers in Whangarei Hospital also
1700 demonstrated a fall for the third consecutive year.
1650 There were 1554 births in Whanagrei in the 2014
1600 fiscal year which is a decrease of 2.5 percent from
1550 2013
1500
1450
2009 2010 2011 2012 2013 2014

Numbers of Births in Bay of

Islands and Kaitaia 2009- 2014 There were 177 births in the Bay of Islands
250 Regional Hospital in 2014, which showed an 18
200 ‘\—*/\ percent decrease in births since 2013.
150
100 There were 158 births in Kaitaia Regional Hospital.
S0 This was a marginal increase since 2013. The
0 number of births in Kaitaia has remained consistent
2009 2010 2011 2012 2013 2014 over the last five years.
—4—Bay of Islands Kaitaia

There were three births recorded in Dargaville Hospital and two births recorded as other. The two births recorded
as other were women who birthed in the car or ambulance on the way to the hospital and had completed the third
stage of labour before admission to hospital.

The DHB facility data is visible for all maternity stakeholders on the Maternity Dashboard, which is situated on the
hospital intranet. The dashboard presents graphed data outcomes for all births recorded within Northland DHB
facilities.
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Registration with a Lead Maternity Carer

Timing of Registration with a LMC
1400 The National Maternity Data Collection in 2013
showed that 54 percent of women living in

isgg Northland register with a Lead Maternity Carer in
the first trimester of pregnancy and 33 percent in
800 the second trimester. A small number of women
600 register in the third trimester and in the post-natal
400 period.
200
0 ] -

1st 2nd 3rd  Post NataUnknown
TrimesterTrimesterTrimester

Comparison of timing of LMC . . .
Registration 2011-2013 This graph compares the difference in percentages
of women booking with a LMC per trimester as per
28 the National Maternity collection Data. There has
40 been an 11 percent increase of women registering
30 with a LMC for maternity care in the first trimester
20 over the last three years. The numbers of women
18 B = I - regist_erin_g _in the second and third trimesters
N o o N © remalr_m similar put tr_1e qumber of women whose
0%@* e%@* &5 \@ &90 gestation of registration is noted as unknown has
&;&‘ &'&“ <& O N decreased over the same timeframe.
= 2011 2012 = 2013

Registration with a LMC data is also collected in Northland DHB. The graph below is taken from the Northland DHB
Maternity Dashboard and shows data by month over the last twelve months. The graph demonstrates an overall
increase in the percentage of women registering with a LMC in the first trimester and a decrease in the percentage
of women registering in the second trimester. The percentage of women registering with a LMC after 36 weeks
gestation also shows a decrease.
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Registration for a Lead Maternal Carer (LMC)

% Rate
8 & 8 8

20156

20144 L
Calendar Months for Fiscal Year

— 0Oto 13.6 Weeks
— 14 to 27.6 Weeks
— 28 to 35.6 Weeks
= F6Weeks +(Unbooked})

Ethnicities of Women Registering for Maternity Care

In the 2013 National Maternity Data Collection, 2128 women registered for pregnancy care in Northland. 1143 of
these women registered with a LMC in the first trimester of pregnancy, 705 women registered in the second
trimester and 174 in the third trimester. Six women registered with a LMC in the postnatal period and the timing of

registration was unknown for 100 women.

It can be seen from the graphs below that Maori women were disproportionately more likely to register with a LMC

in the second and third trimesters of pregnancy.

Registration in First
Trimester by Ethnicity

Registration in Second
Trimester by Ethnicity

4 2

®Maori  ®European mMaori mEuropean

EAsian  ®Pacific mAsian  ®Pacific

Registration in Third
Trimester by Ethnicity

12

= Maori = European

u Pacific

u Asian

20 months of local DHB data demonstrated that from July 2013-March 2015, 3131 women registered for pregnancy
care. 1253 registered in the first trimester, 1406 in the second trimester, 297 in the third trimester and 175 women

were unbooked or booked after 36 weeks gestation.
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Trimester of Registration in NDHB by
Ethnicity
100% This graph demonstrates the numbers of women
90% — ~ | registering for pregnancy care in Northland DHB
80% — 662 130 69 — py ethnicity.
70% +— 720 —
60% +— 42 percent of the women who registered in the
50% +— first trimester were Maori, 53 percent registered
40% - in the second trimester were Maori and 60
30% - 744 167 percent of women registered in the third trimester
20% - were Maori. 60 percent of the women who
10% - registered after 36 weeks gestation were Maori.
0% - -
1st trimester 2nd 3rd trimester Unbooked =
=0-13.6 trimester= =28-35.6 36 weeks +
weeks 14 -27.6 weeks
weeks
mMaori = Non Maori

Birth Outcomes in Northland DHB facilities (2014 fiscal year)

In 2014 there were a total of 2061 births in Northland. 1892 of these births were recorded in Northland DHB
facilities. There were a total of 1554 births in Whanagrei Hospital and 338 births in the Northland DHB regional
maternity units (Kaitaia, Bay of Islands and Dargaville).

The overall spontaneous vaginal birth rate inclusive of births recorded in Rawene and at home in 2014 was 80
percent.

Birth Outcomes in NDHB facilities 2012-
2014
The spontaneous vaginal birth rate in Northland
100 DHB facilities was 78 percent, the instrumental
o} 80 *- D - birth rate was 5 percent and the LSCS rate was
IS
£ 60 17 percent.
3
o 40 The rate of spontaneous birth has remained the
o
20 _ ~ . same over the last three years. However, there
0 -~ - ﬁ: was a marginal decrease in instrumental births
2012 2013 2014 ggcljdfcorrespondmg increase in LSCS births in
Axis Title
- SVB == SCS ==¢==|nstumental Birth
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Birth Outcomes in Whangarei Hospital
2012-2014 The spontaneous vaginal birth rate in

80 Whangarei Hospital was 72 percent. There has

70 . . . been no change in this rate over the last three
v 60 years.
g 50 The instrumental birth rate was seven percent
8 40 and the LSCS rate was 21 percent. The rate of
2 30 instrumental births has decreased by one

20 N ; — percent and the LSCS rate has demonstrated a

10 R _ ~ corresponding increase.

0

2012 2013 2014
+-SVB o= SCS «==¢=|nstumental Birth

Intervention Rates

Induction of Labour (IOL) Rate

In Northland IOL occurs in Whangarei Hospital. The IOL rate in Whangarei Hospital in 2014 was 24 percent which
showed a 4 percent increase from 2013. The IOL rate for all women who birthed in Northland DHB facilities was 20
percent and the IOL rate for the total Northland region births was 18 percent.

Episiotomy Rate
Six percent of women giving birth in Northland experienced an episiotomy with the birth of their baby.
Epidural Rate

Epidural for pain relief in labour is only offered in Whangarei hospital. Therefore all women requesting an epidural
are transferred to Whangarei. 18 percent of women birthing in Whangarei have an epidural which equates to 15
percent of the total women birthing in Northland DHB facilities.

Post-Partum Haemorrhage (PPH) Rate

In 2014, 13 percent of women who birthed vaginally experienced a blood loss of more than 500mL. This showed an
increase in the rate of PPH following a vaginal birth since 2013. 18 percent of women having a caesarean birth
experienced an estimated blood loss of more than 750mL. This showed an increase in the rate of PPH following
LSCS of 13 percent. This has been subject to review education and re-audit. The 2015 data shows a decrease in
the rate of PPH which will be discussed further in the document.

Exclusive Breastfeeding on Discharge from Hospital
All maternity units within Northland DHB are Baby Friendly Hospital Initiative (BFHI) accredited and will be going for

the fourth re-accreditation in 2016. The high exclusive breastfeeding rates have continued and Northland has the
highest rate of exclusive breastfeeding upon discharge in New Zealand. The average exclusive breastfeeding rate
was 95 percent (ranged from 91-99 percent per month), on discharge from Whangarei Hospital.

Data Monitoring

The Maternity Dashboard displaying regional maternity outcomes and interventions is available to all stakeholders.
The data can be reviewed by region or by facility and is used to identify trends which lead to quality initiatives and
improvements. This enables ongoing and real time monitoring of regional indicators and other data and gives the
ability to identify issues even before they are noted by the national benchmarking process. In response to the
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trends identified, auditing, and where required, education and change, can be implemented to mitigate these
issues. Early data from the dashboard is presented and reviewed at monthly multidisciplinary meetings and
provides a forum for multidisciplinary discussion regarding maternity outcomes. A recent addition to the dashboard
was gestation of registration with a LMC. The data from this will be used as one tool to audit the outcome of a
project to increase early engagement with LMCb6s.
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The New Zealand Maternity Clinical Indicators

The New Zealand clinical indicators present benchmarked data for each DHB region and secondary and tertiary
facilities, demonstrating key maternity outcomes. This benchmarked data supports local clinical review of maternity
services and their purpose is to increase the visibility of quality and safety and Northland DHB uses this data to
highlight quality initiatives.

The 2012 clinical indicators report demonstrates that the outcomes in Northland and Whangarei Hospital are
generally consistent to other DHB&s and facilities withi
standard primipara to ensure direct comparison of outcomes is possible. There were 255 standard primipara

women who gave birth in Northland and 186 who gave birth in Whangarei. This represented 11 percent of
Northland& birthing population.

Spontaneous vaginal birth (SVB) for standard primiparae rates continue to vary regionally and also between
secondary and tertiary facilities. The SVB rates in Northland and in Whangarei continue to be above the national
average and have both demonstrated an increase from 2011 to 2012. Instrumental birth rates for standard
primiparae in Whangarei Hospital continue to be below the national average. The instrumental birth rates in
Northland and Whangarei have demonstrated a decrease from 2011 to 2012.

LSCS rates in Whangarei continue to be below the national facility average. The LSCS rates in Whangarei Hospital
demonstrated a decrease from 2011 until 2012. Interestingly both the highest and the lowest LSCS rates were in
secondary not tertiary facilities.

I n | ast v,¢haindicatorsrdetgiledrathove were highlighted as indicators for observation as there had been
a decrease in the spontaneous birth rate, an increase in the LSCS and instrumental birth rates from 2010 to 2011.
At present, this needs no further investigation.

There has been an increase in the standard primipara women having an intact genital tract following birth in
Northland and Whangarei. This is one of the indicators which had demonstrated a decrease nationally since 2009.
The primary unit rates of intact perineum were generally higher than the averages of secondary and tertiary
facilities. Direct comparisons between primary and secondary facilities cannot be made from this report as perineal
trauma in secondary units following instrumental birth is included in the secondary/tertiary unit data.

The number of women undergoing a LSCS under general anaesthetic displayed an increase for the two previous
consecutive years and continues to be higher than the national average and this will be further discussed later in
the document.

Women undergoing blood transfusion following a vaginal birth is comparable to the other regions of New Zealand.
However, the women undergoing blood transfusion in Northland following a LSCS is higher than the national
average for the second consecutive year. The facility rate in Whangarei has decreased from 2011-2012 but is also
above the national facility average. It is apparent from reviewing the indicator that two of the women domiciled in
Northland having a transfusion following LSCS did so in another hospital facility which, because the numbers are
so small, would have a significant impact on the data presented. The National Maternity Monitoring Group has also
highlighted this as an area for investigation. A follow-up audit looking at the number of women having a blood
transfusion due birth admission has been completed and will be discussed further in this document.

The incidence of babies born between 32-36 weeks has remained static for the last four years. The rates in
Northland and Whangarei are both just below that of the national averages.

The 2012 clinical indicators provide evidence that birth outcomes for standard primiparae in Northland and
Whangarei are comparative to other regions and facilities in New Zealand. The four indicators outside the national
averages are:

1 Registration with a lead maternity carer;
1 General anaesthetic for caesarean birth;
1 Blood transfusion following caesarean birth;
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1 Tobacco use in the post-natal period.

There are currently a number of initiatives planned aimed at improving registration with a LMC in the first trimester
and also continued work is in progress to increase the number of women who are smoke free.

The report highlighted two areas for further investigation; general anaesthetic following LSCS and blood transfusion
following LSCS birth.
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Governance

The Maternity Clinical Governance Group (MCG) is a multidisciplinary group which meets monthly in Whangarei
with videoconferencing available for Bay of Islands, Dargaville and Kaitaia Hospitals. The group is charged with
the responsibility of providing strategic oversight of all clinical and service planning, review and processes for
maternity services and is now well e mboetidaticeDHB.wi t hi n a &b

Membership and Oversight

Membership includes representatives from employed and self-employed midwives, both rural and urban; maternity
management; midwifery leaders; obstetricians; general practitioners; paediatricians; consumers and Maori health,
and reports to the DHB Clinical Governance Board providing minutes of all meetings and any identified key issues
directly to that forum. Finalised minutes are also available on the intranet.

A number of items have been escalated for discussion in the last twelve months:

1 Availability of USS in rural areas;
1 Access to physiotherapy for pregnant women in Whangarei.

These issues have been highlighted and plans to mitigate these issues are being discussed.

The representative from each area and discipline has the responsibility to feedback to the wider stakeholder
groups.

Consumer membership has improved this year and, until recently, there were two consumers attending regularly
and providing valuable contributions to the group. One consumer has recently changed her work role and
subsequently resigned and we are in the process of recruiting an additional consumer.

The MCG has been extremely successful in promoting multidisciplinary interface and enabling stakeholders
throughout the region to be heard regarding issues they experience in maternity services. There is clearly an
improvement in communication across the region and across professional boundaries and accompanying support
for regional quality initiatives.

New Born Hearing Screening

The New Born Hearing Screening service reports to the MCGG every three months and attend governance
meetings once every six months.

Guidelines and Documents Committee

The MCG has oversight of the Maternity Guidelines and Documents Committee and final ratification of maternity
guidelines and documents.

Maternity Audit

All maternity audits are discussed and approved at the MCG before they are undertaken and the results presented
back to the group for discussion and recommendations.

The DHB clinical audit manager has developed a new clinical audit pathway. The tools for clinical audit have been
developed and are to be used for all clinical audits within the DHB. A condensed audit tool is available for the
trainee interns to use when they complete their audits. All clinical audits are discussed with the clinical audit
manager and he is available to offer advice and support. All recent trainee intern audits have been completed with
the help and support of this process. It is anticipated that this process will be used by midwives wishing to complete
clinical audit.
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Plans for continuation of MQSP in Northland DHB

The funding Northland DHB received from the Ministry of Health has enabled the establishment of the MQSP
programme in Northland and ensured commitment to the programme from the DHB. LMC, GP and consumer
representation in multidisciplinary forums have been funded from this programme alongside the role of the MQSP
facilitator. Having the MQSP role and the collaboration from stakeholders has been integral to the success of the
programme in Northland. Since the announcement of continued funding, the continuation of the facilitator role has
been extended and projects of work have been identified for the next year.

Consumer Engagement

The Maternity Clinical Governance Group and the Maternity new build project have had the same two consumer
members for the last year. Both women offered valuable contributions to the clinical governance group meetings.
One of the consumer members attended her second MQSP consumer forum, held by the Ministry of Health, which
she enjoyed immensely. As noted earlier, the second member has resigned her position due to a change in her
circumstances. As part of the work within Northland DHB to provide patient and whanau centred services across
the DHB, a consumer council has been established. It is anticipated that two members will be recruited from this
group to join our remaining member on the MCG. Being a member of the wider DHB groups will enable them to
have confidence and to have a robust support network to support them to continue their participation. It is
acknowledged a consumer representative requires commitment and encouragement to voice their opinions in a
predominantly clinical environment.

Consumer Feedback

Consumer feedback on the service provided in Northland DHB is much appreciated. A consumer satisfaction
survey is completed every six months within the maternity service. 88 percent of the 111 responses in the last
survey completed by the women on discharge rated their satisfaction with the service as good to excellent. Most of
the women surveyed noted their needs were met in a timely manner and they were well-prepared to care for their
babies on discharge from the hospital. Information gained from the consumer feedback has highlighted areas for
improvement and is included in the direction of service planning. An example of this is:

1 A small number of women indicated that they were not orientated to the ward on admission i this has been
forwarded to the unit midwifery manager to be addressed and has been discussed in staff forums as a
reminder of how important it is for women to be orientated to their surroundings. We anticipate the next
survey will demonstrate an improvement in this area.

Patient experiences are being captured within Northland DHB using IPAD surveys. They are not currently being
completed in maternity but it is anticipated that this will commence shortly.

Compliment and complaint forms are available in all areas for the women and families to complete, should they
wish to do so. These forms are forwarded to the Quality Resource Unit, then onto the midwife manager. The
numbers of compliments and complaints are available in graphed forms from the Datix system.

Complaints and Incidents

All women who fill in a complaint form receive an acknowledgement and are advised the complaint has been
forwarded to the service. In Maternity the midwife manager investigates the complaint. The woman needs to have a
response to her complaint within 28 days. All women who complain are offered the NZCOM Resolutions
Committee information and information is given on HDC advocacy services. All women who make a complaint are
offered an opportunity to come in to discuss their concerns with the midwife manager and clinicians involved. In
most cases, the complaints are resolved at this level. All complainants receive a formal response to their complaint
once the investigations and/or meetings are completed. The midwife manager has followed up nine formal
complaints from women over the last twelve months. Responses to the women who laid a complaint occurred
within the Northland DHB recommended timeframes and corrective actions occurred promptly. The number of
received complaints has been relatively static over the last three years and the recommendations from the
complaints process have guided quality improvements. All of the complaints have been brought to Clinical
Governance and discussed.
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Adverse events are logged onto the DHB incident reporting system Datix. Any adverse events graded as a SAC 1
or 2 are automatically sent to the service manager, associate director of midwifery, as well as the Clinical midwife
manager. Once an adverse event is logged on the system, it leads to an investigation. In severe events the clinical
midwife manager begins the investigation by establishing a timeline of events. This is usually completed by means
of a notes review followed by discussing the events with the involved practitioners. The process has been reviewed
recently and, if required, a multidisciplinary review of the case is called. These meetings are intended to clarify the
timeline and events from each practitionerds perspecti ve

Where the seriousness of the event meets the requirements for escalation to the reportable events committee and
once the timeline is established; the initial investigation report, along with any identified outcomes or actions, is
forwarded to the committee for review. The associate director of midwifery is a member of this group.

The Reportable Events committee meet monthly and review all serious/sentinel events within the DHB. This
committee may request a Root Cause Analysis (RCA) Investigation on all Sac 1 or Sac 2 events if it has not
already been undertaken. They also oversee the action plans to ensure all identified recommendations are
appropriately implemented. There is a process for reporting RCA recommendations back to the maternity staff to
ensure recommended changes are put into practice.

Complaints incidents, RCA recommendations and HDC recommendations are a permanent agenda item and are
discussed at the Maternity Clinical Governance group.

32



Te Poari Hauora A Rohe O Te Tai Tokerau

Update on 2014 Objectives

Increase of Number of Women Registered With a LMC by 10 Weeks of Pregnancy
(NMMG Priority, PMMRC Recommendation)

The data presented earlier in this document suggests that engagement with a LMC in the first trimester has
increased from 43 percent to 54 percent over the last three years. The National Maternity Monitoring Group would
like to see all women engaging with maternity services in the first trimester.

In the last MQSP report, a plan to promote early engagement was presented. This work has been integrated as
part of the First 2000 days Programme and a business case has been forwarded and funding is being sought.

In conjunction with establishment of General Practice d-irst point of contactéscreening and assessment, and the
Maternal Infant Care Co-ordination Forums, there is a need to implement a community awareness campaign that
promotes early engagement/enrolment with primary care services and in particular registration with a LMC before
10 weeks of pregnancy. The campaign material will utilise words/images that encourage and are relevant for Maori
women and their whanau. The campaign will increase the visibility of key health messages to pregnant women and
their whanau (both in English and in Te Reo Maori).

This campaign will align to allied promotional campaigns occurring at the same time to ensure maximum leverage
off all efforts to improve health literacy. If, for example, the 0800 Maternal and Child Information Hub project is
progressed, (development of a call centre that can directly link women and whanau with young children to services
and relevant information), this campaign will be aligned to that initiative and promote that 0800 number as a
component of the promotional messaging.

The campaign will contribute toward:

1 Improved quality of maternity care for Northland women by actively facilitating the process of engaging
LMC services;

1 Increased opportunity for first trimester screening, assessment and early intervention, e.g. early access to
smoking cessation services, improved access to support and treatment services, such as Maternal Mental
Health and Alcohol and Drug services;

1  Deliver key health education and promotion messages that promote healthy lifestyles for mum and healthy
growth and development of baby;

1  Earlier identification of women with at risk pregnancies;

1 Improved accuracy of General Practice enrolment information at birth of a newborn.

Key messages as agreed by the Maternity Clinical Governance Group:
1. Register with a Lead Maternity Carer (LMC) by 10 weeks gestation;
2. 0800 number for access to LMCs.

Early registration with a midwife provides the opportunity for pregnant women to have access to health information,
screening and treatment that supports a healthy pregnancy.

| mproved accuracy of the womanés Gener &laneRivom éntpioveetheenr ol
timeliness of newborn enrolment in General Practice reduces error messaging to the NIR.

Billboards will be situated around the Northern region increasing the visibility of the midwifery workforce in
Northland, encouraging women to register by 10 weeks of pregnancy with a Lead Maternity Carer and will assist
the delivery of key health messages.
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Key messages could also be added to the Northland DHB fleet vehicles. Northland DHB cars travel to all parts of
the region and will also increase the visibility of the messages.

Radio campaign - Promotion of local midwifery services: Local midwives talking about their services and giving the
key messages to women - highlighting the importance of early engagement, and access to LMCs.

Monthly updates via Northland DHB Facebook site i midwife profiles and stories are to be featured.

Evidence-Based Guidelines Will be Updated and Easily-Accessible on Clinical Knowledge Centre (CKC)

It was agreed at MCG to set processes to review and develop maternity guidelines. A guidelines committee was
established in January 2013. The purpose of this multidisciplinary committee was to develop and review primary
care guidelines and process obstetric guidelines to ensure a consistent format and to ensure all guidelines are
current, evidence-based and placed on the Clinical Knowledge Centre (CKC). Most of the Maternity guidelines
located on CKC have been updated. There has been a process put in place to manage any remaining. Regional
guidelines have been developed in alignment with the National guidelines where they have been available. The
process for ratification for guidelines has been improved over the last year. All guidelines are now sent to the MCG
members, including our consumer members for consultation as part of the developmental process before the final
drafts are sent to MCG for ratification.

The purpose of the Guidelines and Documents Committee has been extended to review any new or updated forms
alongside the DHB forms review committee. The Maternity Guidelines Committee reviews the forms to ensure
content is suitable for use and the DHB forms committee ensures the forms are formatted as per DHB standard.
The name of the group was altered and the Terms of Reference were updated. This committee is well-established
and now functions as business as usual. As the MQSP moves on this group will be co-ordinated and chaired by the
Maternity Quality Facilitator.

The maternity staff found CKC difficult to navigate and finding guidelines and documents in a timely manner was an
issue. A new Maternity Sub site has been developed with easy-to-navigate pages. Verbal feedback following this
update has been positive.

The DHB has recently updated the CKC with an improved search engine which will further enhance access to the
site for staff.

LMCs often commented that they do not have access to laboratory results, hospital guidelines and policies or the
hospital intranet to enable them to access the minutes of the Maternity Guidelines Committee and Clinical
Governance. It is now possible for LMCs to gain access to the hospital intranet remotely with CAG access. They
can send a request to the midwife manager to have this sanctioned and it is then arranged via Information
Technology Services. So far the uptake of this has been very small.

Clinical Risk Management Process (Trigger Tools) Will Be Evaluated

One of the significant achievements of the MQSP in Northland has been the development and ongoing
i mpl ementati on of t he .HEpisadésgfglmical risko(driggeré) ane rdentifiedebynmmawives and
medical staff and are used to identify cases for multidisciplinary discussion at the twice-weekly meetings. The
meetings are open to all maternity staff and LMCs with the intention that dhe people on the shop floor who are
doing the job manage the riskd A just culture approach is promoted within these meetings; the focus is on the
process and not the practice of an individual. The notes reviewed are anonymised. Since the inception, there have
been hundreds of triggered events for which the majority of cases have been reviewed

This work has enabled multidisciplinary, clinical review and discussion of hundreds of triggered occurrences over
the past two years, both in Whangarei and in the regional hospital settings. The Maternity Trigger Tools is
embedded within Northland DHB maternity department and this process has identified a number of areas for
improvement and led to the development and implementation of new guidelines in highlighted areas. The data from
the trigger tool process continues to provide evidence of improvement in areas where work streams have been
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implemented and identify further areas for improvement. An example of this is in the area of management of post-
partum haemorrhage (PPH), which will be discussed later in the document.

As a result of discussion in the meetings, changes have been made to the format of the report forms to better
reflect the discussions and recommendations in meetings. This also enables improved collection of data.

Feedback was sought from attendees and, although very little written evaluation was received, verbal feedback
was very positive and the sessions continue to be well-attended by core and LMC midwives, doctors and students
alike. An administration pathway has been developed to support its move to the usual business plan and the
process has now been allocated ongoing administration support. This y e a findisgs and recommendations will be
discussed later in this report.

Health Point Will be Updated

Some of the Maternity information on Health point has been updated by the associate clinical midwife manager for
community services.

Review of Maternal Mental Health Services in Northland

The Maternal and Perinatal Infant Mental Health Services continue to be developed in Northland.

A small working group have reviewed and redeveloped a referral pathway and referral form to enable maternal and
child health providers to access Maternal and Infant Mental Health Services. This process is currently undergoing a
trial period of three months where its effectiveness will be evaluated. This work is being undertaken by the Mental
Health community team manager with funding from the MOH New Be gi nni n @Gharfges nrthisjservice, .
because of this project, mean there is more emphasis on the mother/baby dyad up to the end of the first year.
Referrals can be made during the pregnancy by the LMC or during the post-natal period by the LMC or Well Child
provider/GP service or inpatient paediatric services if there are concerns with mother/infant bonding for example.
Anecdotal feedback from L MCés who have referred women to the new
mother and baby. The Maternal/Infant Mental Health service professionals have undertaken extended education in
this area in preparation for this change.

There was also discussion about funding being allocated for extended inpatient stays for women experiencing
difficulties due to mental health issues who did not require acute care but needed close supervision. This option is
available in our regional primary units but has only been required so far, once in the last 12 months.
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Review the Numbers of Preterm Births between 34-36 Weeks Gestation

The incidence of babies born between 32-36 weeks has remained static for the last four years. The rates in
Northland and Whangarei are both just below that of the national averages. The demographic data for women
giving birth before 36 weeks gestation was reviewed following the release of the 2011 clinical indicators. The
review revealed the following:

Multiple pregnancy is a significant contributor to the overall late preterm birth rate;
The ethnic distribution of mothers of preterm babies parallels the Northland demographic;
Preterm birth is probably not as strongly related to maternal age and BMI as is often assumed;

= =4 A -

There is a striking relationship between preterm birth and deprivation.

This review was presented in | ast yearés report with thi
investigate whether there are any modifiable risk factors. This will be further explored within the next year.

Consideration is being given to the development of an evidence-based guideline for the management of women at
increased risk of preterm birth.

37



Te Poari Hauora A Rohe O Te Tai Tokerau

Maternity Case Review and Audit

Trigger Tools

The development and ongoing i mpl ement a&dntinges in dldrthlanch@HB 6t r i

maternity services. Episodes of clinical risk (driggersd are identified by midwives and medical staff and are used to
identify cases for multidisciplinary discussion at the twice-weekly meetings. The meetings are open to all maternity
staff and LMCs with the intention that dhe people on the shop floor who are doing the job manage the riskd A just
culture approach is promoted within these meetings; the focus is on the process and not the practice of an
individual. The notes reviewed are anonymised. Since the inception, there have been hundreds of triggered events
for which the majority of cases have been reviewed.

In the 2014 calendar year there were 330 triggered events from 255 women and 191 case reviews conducted in
the twice-weekly meetings. Changes to the clinical coding process in Northland DHB made access to notes in a
timely manner more difficult and accounted for a number of meetings being cancelled. This contributed to over 25
percent cases not being discussed. However, a change in the method and timing of requesting notes for review is
enabling a higher percentage of cases being discussed.

The events that were the most triggered in 2014 were unexpected term baby transferred to SCBU, which
accounted for 32.5 percent of the triggered events and transfer from a primary unit/home in labour which accounted
for 32 percent of triggered events. Third stage complications such as Post-Partum Haemorrhage (PPH) of more
than 1500mls, retained placenta requiring manual removal and third degree tear accounted for a further 33 percent
of triggered events when grouped together. The graph below shows the most triggered events in 2014.

Most Triggered Events in 2014

MROP
Category 1 LSCS
3rd/4th degree Teal
EUA
PPH more than 1500ml
Shoulder Dystocia
Breech Diagnosed in Labou
Transfer from pri i i nig €
No Antenatal Care
ICU admission
Term baby admitted ri|s &
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The following were events that were triggered infrequently:

1 Unexpected Intrauterine Fetal Demise during labour
Uterine Rupture

Unexpected major anomaly

Significant birth trauma

2nd Stage of labour longer than four hours
Unsuccessful instrumental delivery-LSCS

LSCS delivery for second twin

=A =4 =4 4 -4 -4
N NFRPFPEFEPDNDN
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There were a number of triggers on the list which were not used in 2014 because the events are extremely rare
(maternal death, eclampsia, bladder injury).

There were a number of events not triggered in 2014, most likely due to under-reporting as they were on occasions
picked up in the case review of another event. E.g. babies born unexpectedly smaller than 2.5kg or larger than
4.5kg at term). There are plans in place to review the trigger list within the next year and this will enable reminders
to all staff to remember to trigger such events.

Feedback from the meetings continues to be given via presentation at our multidisciplinary meetings. However, not
all stakeholders are able to attend this and thought has been given on increasing the visibility of the
recommendations from the case review meetings. Following discussion at MCG, it was decided that a monthly
report be created and forwarded to all staff and also this report to be displayed in the ward environment. A report
template has been developed and the first such report will be emailed to staff at the end of June. This report is also
included in the monthly service report to the maternity services general manager. An example of the report is
inserted below:
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The Trigger Tools process has identified a number of areas for improvement and led to the development and
implementation of new guidelines in highlighted areas. The data from the trigger tool process continues to provide
evidence of improvement in areas where work streams have been implemented and identify further areas for
improvement:

Management of Post-Partum Haemorrhage (PPH)

The management of Post-Partum Haemorrhage (PPH) was identified as an issue in Trigger Tools and also as a
result of seeing an increase in the incidence in 2013. There is already a reduction in PPH occurring since the
issues were identified, the regional guidelines were amended to be consistent with the national guidelines and
education of midwives and doctors region-wide was undertaken to ensure adherence to and understanding of the
new guidelines.
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Perineal Trauma and PPH

This graph demonstrates the trends
of PPH and perineal trauma. It
highlights the falling trend in PPH
since the new guideline was

introduced.
J A S O N D J F M A M J It is a graph taken from our Maternity
Calendar Months for Fiscal Year Dashboard
2014-Perineal Trauma = 2015-Perineal Trauma
=== 2014-PPH 2015-PPH

Following the implementation of the education and updated PPH guideline in early 2014, a prospective audit was
undertaken looking at compliance with the new guideline. The cases to review were highlighted as they occurred
via the Trigger Tool process. The audit findings demonstrated a 50 percent reduction in the numbers of PPH
recorded over 1500mis from July to December 2014. The results of the audit showed generally good compliance
with the new guideline.

Recommendations:

1 To consider the use of Carboprost more frequently;
1 Call the consultant obstetrician when ongoing bleeding;
1 Take and send bloods.

This Audit will be repeated in 12 months.
Handover of Clinical Responsibility

Documentation of handover of clinical responsibility was noted to be inconsistent and often it was unclear who was
assuming the continued responsibility for t he wome
primary care stickers were designed and trialled. The trial indicated these stickers would be useful to practitioners.
They have been used for six months and an audit is planned to evaluate their use.

Documentation Issues

Case reviews highlighted a number of issues with documentation of triggered events. A number of specific issues
regarding completion of supplementary documentation, such as fluid balance, medication charts, observation
charts and infant record forms were highlighted. Discussion, education and follow-up have been put in place to
encourage practitioners to complete documentation.

Documentation of Neonatal Resuscitation

Trigger Tools highlighted that neonatal resuscitation did not appear to be happening as per resuscitation guidelines
and there was concern that this could be a contributory factor in the number of term babies being transferred to
SCBU. This was discussed at MCG and it was recommended an audit be undertaken. The cases for review were
highlighted from the term babies transferred to SCBU which were triggered in 2014. The results of the audit
demonstrated that the documentation of resuscitation was inadequate. Therefore it was difficult to assess whether
or not all guidelines were followed.

Recommendation:

1 To implement the use of a resuscitation documentation form to be completed at time of resuscitation;
1 Implementation of multidisciplinary scenario situations.
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A resuscitation tool has been developed and approved for use through the DHB resuscitation council. The form will
be trialled for one month in August and evaluated. If the form proves effective, it will be reviewed again by the
Maternity Guidelines Committee and ratified for us by MCG.

Use of Referral Guidelines

The Trigger Tools highlighted a number of occasions when a women was not referred for consultation as per
referral guidelines or when referred did not seem to be reviewed in a timely manner. This information was
discussed at MCG and an audit was planned.

The meetings always provide robust discussion regarding practice issues and have enabled improved
communication between practitioners.

Mortality and Morbidity Meetings

A comprehensive review of the M&M process took place early on in the programme and the format was changed.
The M&M meetings provide a multidisciplinary, supportive and open forum for maternity staff to discuss perinatal
and maternal deaths and topics of interest. The cases discussed are usually cases that have presented in the
previous month. The meetings occur monthly and are well-attended. Video conferencing is available for all
stakeholders in the regional units. The agenda of the meeting is formatted to include:

1 Recommendations and learning outcomes from previous meeting;
Trigger Tool feedback (including monthly birth data);
Monthly perinatal loss data and discussion;

1
1
1 Two case reviews (priority is given to cases of perinatal loss);
1 Items of interest;

1

Audit results;
1 Feedback from conferences.

Contributory factors, and preventability for perinatal loss is discussed with each case and recommendations and
learning outcomes are made. It has been noted that the more recent meeting minutes have not reflected some of
the more robust discussions and this has been highlighted as an area for improvement. All cases are presented
without identifiable information.

Education

Over the past year the new Midwifery Council recertification has become firmly embedded within the Midwifery
Education calendar. Emergency Refresher Study Days are run in all of the primary and the secondary maternity
units with between three and eight midwives attending each session. This day covers all the topics requested by
the Midwifery Council T neonatal and maternal resuscitation, breech birth, shoulder dystocia and postpartum
haemorrhage. They are run in the delivery units, are scenario-based and use models so that all care required can
be provided. There has been excellent feedback for these days with midwives reporting an increase in their
confidence in managing each of these situations.

The Midwifery Practice day, another component of the recertification programme, is held twice a year and provides
midwives the opportunity of discussing the different ways a particular situation can be approached and managed.

Breast feeding updates are held four times a year and are well attended. There has been a move towards more
interactive learning and a Moodle programme is under development.

There is a regular in-service teaching/update programme which utilises 30 minutes of the handover period. This is
an opportunity for staff to be updated on new guidelines, review current practices, discuss cases and fetal
Cardiotocograph (CTG) traces and for new products and processes to be demonstrated and or discussed. This
ensures staff keep up-to-date with the changes to practice/care happening within the maternity unit.

A number of study days were held during the past year:
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1 The RANZCOG fetal surveillance study day is held each year and is compulsory attendance for core
midwives who attend every 1-3 years depending on their assessment result and optional for LMCs

T AOGrief and Loss 6 -hsotuudyd Hbdadhidanmglde®at i g Gobd sessi
Associates were very well attended

1 Motivational Interviewing Brief Interventions, run by a clinical psychologist, provides midwives with the tools
to use during discussions with their clients and is useful for supporting women and their families to change
lifestyle factors and behaviours.

1 A Medical Conditions in Pregnancy study day provided midwives with information not only on particular
medical conditions e.g. rheumatic fever, but also practical information on what to do when a woman
develops certain symptoms e.g. breathing difficulties, chest pain.

1 The Immunisation Advisory Centre ran two study days on Immunisation for Midwives across Northland.
This is part of an ongoing strategy to increase midwives knowledge around immunisation.

The majority of midwives and nurses are now able to record a 12-lead ECG so that any woman presenting with
chest pain on the maternity unit has an ECG recorded within 20 minutes to enable prompt treatment particularly if
an ST elevation myocardial infarction is diagnosed. Midwives are now administering 1V antibiotics to babies and
undertaking glucose monitoring using the I-Stat equipment, rather than the babies having to be transferred to
SCBU for this procedure, which keeps mother and baby together for longer. Staff have had a refresher session
looking at pressure ulcer prevention - although this is a rare event, it is an increasing event within the maternity
population particularly with the changing demographics around the clients
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Areas ldentified for Investigation from Reviewing the Maternity Clinical Indicators 2012.

Rate of Women Having a General Anaesthetic (GA) for Caesarean Birth (LSCS)

The number of women undergoing a LSCS under general anaesthetic displayed an increase for the two previous
consecutive years and continues to be higher than the national average. This indicator underwent a retrospective
review following the 2011 Clinical Indicators report and increased BMI, along with unsuccessful attempts at
regional anaesthesia were noted as contributory factors to a higher than average GA for LSCS rate. A second audit
was planned with the senior anaesthetist to undertake a prospective audit in February of 2015, but due to time
constraints, this was delayed. A retrospective audit is now in progress looking at anaesthesia for all LSCS and,
therefore, enabling direct comparisons between the groups of women requiring a general anaesthetic to the group
who experienced a LSCS under regional anaesthetic. The results of this audit will be available within the next
month.

In response to the last audit, it was identified that resources for women with a high BMI were limited. It is good to
report that monthly anaesthetic consultation clinics have been established for women with a BMI of more than 40.
These women meet with an anaesthetist to discuss analgesia, assess for regional anaesthesia and airway
management and the option of early insertion of epidural analgesia in labour is also discussed during this
consultation. Women with a BMI of 351 40 are currently not seen by the anaesthetist unless there are additional
reasons for their referral. This is because we do not currently have sufficient resource to manage potential
numbers. However, they are often referred to obstetric clinics by LMCs based on the current referral guidelines and
a similar discussion may be included within that consultation. The first anaesthetic clinic was held in January 2015.
We are also currently looking at the possibilities around increasing dietician resource, both for these women and for
those who fit into the increase risk group for gestational diabetes, presenting with an early pregnancy HbAlc of
between 41 and 49 so as to meet the recommendations in the new national guideline. This work is very much in its
infancy.

Retrospective Review of Women Having a Blood Transfusion During Birth Admission

Women undergoing blood transfusion following a vaginal birth is comparable to the other regions of New Zealand.
However, the women undergoing blood transfusion in Northland following a LSCS is higher than the national
average for the second consecutive year. The facility rate in Whangarei has decreased from 2011-2012 but is also
above the national facility average. It is apparent from reviewing the indicator that two of the women domiciled in
Northland having a transfusion following LSCS did so in another hospital facility which, because the numbers are
so small, would have a significant impact on the data presented. The National Maternity Monitoring Group has also
highlighted this as an area for investigation.

A retrospective review of all women having a blood transfusion during birth admission from July 2014 7 December
2014 in Whangarei has been completed. In this period of time, there were 740 total births in Whangarei Hospital.
Fifteen women received blood transfusions following birth in Whangarei Hospital over the six-month period. This
represented a transfusion rate of two percent of all Whangarei births. However, when broken down, there continues
to be a higher blood transfusion rate following LSCS as noted by the Clinical Indicators.

There were eight women in the group who received a blood transfusion following a vaginal birth (seven after SVB,
plus one after a Ventouse birth). The total number of vaginal births in Whangarei over the six-month period was
588. This gives a transfusion rate following vaginal birth of 1.36 percent.

There were seven women in the group who received a blood transfusion following a LSCS. The total number of
caesarean births in Whangarei over the six-month period was 152. This gives a transfusion rate following vaginal
birth of 4.6 percent. This rate indicates a further increase in transfusion following LSCS since the publication of the
2012 clinical indicators. It is anticipated, that in the 2013 clinical Indicator report Northland will remain above the
national averages for this indicator.
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Demographic data form review indicates:

Maternal Age 10 of the women were between 20-30 years old

Maternal Ethnicity 10 women were Maori, three were European and two were
Asian

Maternal BMI Only two of the women had a recorded BMI of over 30

Parity Eight of the women were primigravida

Smoking Status 11 women were recorded as non-smokers or ex-smokers

Onset of Labour

Nine women had spontaneous onset of labour, four women experienced IOL and two women had elective LSCS.

Birth Outcome Following Labour

Seven women had spontaneous vaginal births, one woman had a Ventouse delivery and five women had
emergency LSCS.

Two women experienced multiple pregnancy and four women required manual removal of placenta.

Estimated Blood Loss at Birth

Estimated Blood Loss at Birth
This graph shows the estimated blood loss noted

at birth. Only eight out of the fifteen women
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also interesting to note that two of the women
had an estimated blood loss of less than 500mL
but still required a blood transfusion

receiving blood transfusion were estimated to
have a blood loss of more than 1500mL. It was

Two of the women experienced a blood loss of more than 1500mL but were not triggered. It was noted that the
women experiencing a large blood loss in theatre appeared to have received less aggressive treatment with
uterotonic drugs. Further investigation may highlight that the reason for this is that the bleeding may not have been
due to uterine atony.

This is a very small dataset and, to be able to investigate this issue further, a clinical audit of the last two years of
data would need to be reviewed.

Recommendations:
1 Obstetricians to be reminded to trigger all cases of blood loss of more than 1500mL to enable case review;
1 Consideration should be given to more aggressive treatment of PPH with Uterotonic drugs in LSCS;
1 Further audit is recommended to enable identification of contributory factors to support the reduction in the
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Smokefree Update

A Midwife from Northland DHB completed Innov8 Smokefree Clinical Link Champion Training and commenced
monthly Midwifery Smokefree education in January.

This will continue monthly for the year and is supported by Tobacco Control Advisor i Pregnancy, and other guest
Cessation Providers.

The Hapunga Auahikore Te Tai Tokerau Alliance (Smokefree Pregnancy Alliances) support three Incentive
Projects for pregnant women to quit and three quit hubs at midwifery rooms and an education facility for teenage
pregnant women. Referrals of pregnant Maori women who smoke to cessation services has more than doubled
from 15.1 percent at the beginning of the alliance in 2013 to 34.1 percent in " second quarter 2014.

A proposal for midwives to have and use a smokerlyzer to encourage engagement by pregnant women who smoke
in smoking cessation conversations and acceptance of referral to smoking cessation providers is currently being
negotiated.

The full y e a erdls in the 20a5 fifcal yearrisenbt complete. However, the data for the first three
quarters (ending end March 2015) indicates:

1 There were 175 referrals of pregnant women from Alliance members (mostly midwives and a few from
GPs) to face-to-face cessation services.

Elective Delivery before 40 weeks Gestation (NMMG Priority)

The NMMG request t hat DHB6s monitor their e | aeretrospectiwe
review of all women who were electively delivered before 40 weeks gestation was undertaken to ensure that a
consistent approach to elective delivery is being followed.

Elective Deliveries - 37"°to 37"® Week& Gestation

33 women were electively delivered at Whangarei Hospital between 37"%and 37" week® gestation. Five women
had elective LSCS (including four twin pregnancies), 28 women had IOL, (including six twin pregnancies); six had
emergency LSCS (including two twin pregnancies) and 22 had vaginal births.

The reasons for elective delivery were as follows:

Multiple pregnancy 11 Pre-labour rupture of membranes 2
Diabetes 10 Obstetric cholestasis 1
Hypertension 3 Antepartum haemorrhage 1
Fetal growth restriction 3 Placenta praevia 1

(In addition, one woman with fetal gastroschisis was electively delivered in Auckland.)

Out of 44 babies delivered at Whangarei Hospital, 12 were admitted to the Special Care Baby Unit (27 percent).
Out of 10 babies born to diabetic mothers, four were admitted to SCBU (40 percent). Four babies weighing less
than 2.5 kg did not require SCBU admission. The indications for SCBU admission were:

1 Hypoglycaemia 5
1 Respiratory complications 4
1 Hypothermia 1
1 Birth asphyxia 1
1 Unspecified 1
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v

99 women were electively delivered at Whangarei Hospital between 38" and 38"° week® gestation. This included
11 multiple pregnancies, of which one woman also had gestational diabetes. 23 women were delivered by elective
LSCS (including six twin pregnancies), 76 women had IOL (including four twin pregnancies), 15 women were
delivered by emergency LSCS, 58 women had vaginal births and one women with a twin pregnancy birthed the first

twin vaginally and the second twin by LSCS.

The reasons for elective delivery were:

Diabetes 45 | Placenta praevia 2
Multiple pregnancy 10 | Breech presentation 2
Fetal growth restriction 15 | Previous stillbirth 2
Hypertension 9 Antepartum haemorrhage 1
Repeat LSCS 7 Red cell antibodies 1
Pre-labour rupture of membranes 2 Miscellaneous 3
Out of 109 babies 26 were admitted to SCBU (24 percent). Out of 45 women with diabetes 18 babies were
transferred to SCBU (40 percent). The indications for SCBU admission were:
1 Respiratory complications 14
1 Hypoglycaemia 8
1 Jaundice 1
1 Low Birth weight 1
1 Neonatal Encephalopathy 1
1 Fentanyl affected Baby after GA 1
Elective deliveries - 39"°to 39"® weeks gestation
71 women were electively delivered at Whangarei Hospital between 39"%and 39"® weeks gestation. 41 women
were delivered by elective LSCS. 30 women had IOL; three women were delivered by emergency LSCS and 27
women had vaginal births. The reasons for elective delivery were
Elective LSCS Induction of Labour
Repeat LSCS 21 Hypertensive disorders 9
Breech presentation 16 Fetal growth restriction 8
Previous 3" degree tear 2 Pre-labour rupture of membranes 4
Previous shoulder dystocia 1 Antepartum haemorrhage 2
Unstable lie 1 Unstable lie 2
Gestational diabetes 2
Oligohydramnious 1
Miscellaneous 2
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Out of 71 babies, five were admitted to SCBU (seven percent). Neither of the two babies of women with diabetes
were transferred to SCBU. Four of the five SCBU admissions followed elective LSCS. The indications for SCBU
admission were:

1 Respiratory complications 4
1 Jaundice 1

Comments and Recommendations

Most elective deliveries before 40 weeks were for appropriate obstetric indications. There may be room for delaying
some of the inductions to later gestations, which may lead to a reduction in SCBU admissions. It was noted that a
high proportion of babies delivered at 37-38 weeks were admitted to SCBU, especially those of diabetic mothers.
Most of the SCBU admissions at 39 weeks followed elective LSCS. Elective deliveries will continue to be monitored
in Northland DHB.

Other Completed Clinical Audits
Retrospective Study of Wound Complications Following Caesarean Section 2012-2014
Background

Wound infection following caesarean section (CS) is a concern and audit of CS wound complications has
suggested the rate in Northland DHB is high and is increasing over time. The current reported rate of CS-related
wound infection is about 10 percent, compared to a reported rate of 5 percent from Waikato. This study
investigated the factors associated with wound infection identified in the annual CS follow-up audit performed by
the Infection Control Department at Northland DHB. Wound infection has previously been reported to be
associated with increased maternal age, obesity and emergency surgery.

Study Design

Data were analysed from 549 women who had been followed up in the Infection Control audit of post-CS wound
complications 2012-2014. The associations of wound infection with immediate wound care (skin closure and
dressing) and use of low-molecular-weight heparin (LMWH) were investigated, adjusting the data for maternal age
and body-mass index (BMI) and whether the CS was elective or emergency. The rates of wound infection with
increased maternal age, increased BMI and emergency CS were also investigated, as these variables are
commonly thought to be associated with increased infection rates.

Results

The overall reported rate of wound infection was 9.6 percent. Most CS wound care involved one of three
combinations 1 (@) subcuticular suture with a dressing, (b) subcuticular suture with Opsite spray, and (c) staples
with no dressing. There was no significant difference in wound infection rates between these options, after
adjustment for maternal age, BMI and CS category. There was also no significant association between wound
infection and LMWH use; there were only eight deep wound haematomas reported and these were not associated
with LMWH use. Likewise, maternal age and increased BMI were not significantly associated with wound infection
and, although there was a higher rate of infection following emergency CS, this was not statistically significant.

Conclusions

There was a high reported rate of infection, but very few haematomas (presumed to be the predisposing cause of
many infections) and no association with any of the supposed risk factors. No modifiable factors were identified
which might be used for practice improvement. It is suggested that the high rate of reported infection may be
because much of the data is obtained from patients, not health professionals and there may be over-reporting of
minor wound-healing abnormalities which would not meet the formal definitions for wound infection.
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Referral Guidelines Audit

121 women were reviewed in the Antenatal Clinic in Whangarei Hospital in June and July 2014 following referral
from their Lead Maternity Carer. Some women were referred with more than one problem.

Referrals are sent to the ANC by fax and there is no standard template for referral. An audit was undertaken to
assess the following:

1 Whether women being referred to the Antenatal Clinic in a timely manner and as per referral guidelines.
1 How quickly the referrals were being triaged.

1  Whether all women were triaged consistently.

1 What the timeframe was from triage to appointment.

1 How many LMCs were able to attend the appointments with the women they were providing care for?

Indications for referral

Medical/Obstetric History Current Pregnancy Problems

=
N

Maternal medical problems 35 Postdates

Previous caesarean 23 Gestational diabetes
Other obstetric history 14 Increased BMI
Hypertension
SGA/Oligohydramnios
LGA/Polyhydramnios
Increased MSS1
Multiple pregnancy
Fetal abnormality

Other current pregnancy problems
Advanced maternal age
IVF

P P W W oo OorOTOTO

Women with pre-existing medical conditions, previous obstetric problems and women with a history of a previous
LLETZ procedure were generally referred to the obstetric clinic in the first trimester of pregnancy or they were
referred at the time of booking with a LMC. Most women within this group were triaged to be seen within one month
but over half were seen after 28 days.

Women with previous LSCS were referred at various times within their pregnancy and almost all were triaged to be
seen within one month.

Five women were referred to ANC for hypertensive disorders and were referred as the issue presented. They were
all triaged to be seen in a timely manner.

Twelve women were seen following referral or post-dates induction of labour discussion. Two of these women were
referred at 39 weeks, nine at 40+ weeks and one woman was referred after 41 weeks gestation. Triaging for
appointments in this group was inconsistent with women being triaged anywhere from one week to one month.
However, 75 percent of the women were offered appointments within one week.

Of note, all women who were referred with pregnancy complications were referred appropriately and were triaged
to be seen in a timely manner.

87 percent of referrals received were triaged within one day of the receipt of the referral in the Antenatal clinic by
an Obstetrician.
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Time from Triage to Appointment

Indication 1-7 days 8-14days 15-21days 22-28 days | >28 days
Maternal medical problems 4 5 4 4 18
Previous CS 2 2 4 2 13
Other obstetric history 0 1 2 2 9
Postdates 9 3 0 0 0
Current pregnancy - maternal 3 5 1 1 11
Current pregnancy - fetal 6 9 1 3 3

Analysis of this data set is difficult because numbers for individual referral indications are small and different
indications with different degrees of urgency may be grouped together. Women may have multiple referral reasons,
so the numbers dondét necessarily add up.

16 percent of women were accompanied to the ANC appointment by the LMC caring for them.

Further discussion has highlighted that LMC midwives do not receive copies of the appointment letters sent to the
women. The ANC staff are making attempts to mitigate this issue by informing LMC midwives of the appointment.

Recommendations

1 Development of a standardised referral form to ensure the information sent to clinic is complete.

1 As most triaging appears to be fairly consistent, it would be appropriate for a triaging guideline to be
developed and the ANC midwife to administer this process.

1 An option of electronic referral of information to be available.

Audit in Progress
Management of Third Degree Perineal Tears

In reviewing the Trigger Tools cases for 2014, it appeared that compliance with the updated guideline on the
management of third degree tears was very good. An audit is being undertaken to confirm that this is the case. The
audit is also reviewing the post-natal follow-up visit to outpatient clinics to investigate how many issues are
identified at this visit.

If there is good compliance, then the plan is to remove this from the trigger list at the end of the year. The data for
third degree tears is also collected by means of the dashboard so increasing trends could be identified and
mitigated as required.

Planned Audits for Next 12 Months
Over the next year, it is proposed that review/audits occur looking at the following areas, as well as ongoing audits
looking at areas highlighted by the clinical indicators:

1 Instrumental Birth

The Instrumental Birth rate in Northland is low. Over the last two years there have been a small number of
women who have experienced an unsuccessful instrumental birth requiring delivery by LSCS. Although this
is to be expected, it has been proposed that we review all cases of instrumental birth using a template to
identify if correct procedures are being followed when assessing the women for instrumental birth.

1 Physiological Birth

Northland has a high rate of spontaneous vaginal birth. At multidisciplinary meetings, midwives often ask
whether the spontaneous vaginal birth rate is also the physiological birth rate. It is proposed that 12 months
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of spontaneous vaginal births are reviewed specifically looking at rates of intervention; to enable us to find
the rates of physiological births in our region and to better understand how interventions affect our birthing
population.
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1. To increase the number of women | The number of women registered for 1  Implementation of Project F2000days

who register with an LMC by week | maternity care will increase. This will be communications campaign.
12 of their pregnancy. recorded at local level on the Maternity 1  Regional billboard campaign.
NMMG priority area Dashboard and will be reported on.

Ongoing from 2014/15

2. To improve access to Maternal Easier access to Maternal and Infant Mental | §  Referral pathway to be finalised.

Mental Health. Health Services for women and their infants. | §  Education for midwives regarding
NMMG priority area assessment of mental health to be
PMMRC ndation undertaken.
recomme 1  Referral forms to be easily accessible on
CKC.

3. To implement the national Women will be screened and referred 1  HbAIc at booking is available.
guideline for gestational diabetes. appropriately for services as indicated. 1  Education, re changes in guideline.
NMMG priority area 1  Working group to be established.

1  Implementation region-wide.

4, To improve our understanding of The incidence of women engaging with an 1  Continued analysis of service use by these
the health needs of Maori. LMC before 12 weeks will increase from 54 populations.

NMMG priority area percent to 65 percent 1  Improvement of appropriate information for
ori The proportion of Maori engaging with LMC Maori.
Local priority area care will increase 1  Development of 0800 number.

5. To increase access to information Northland DHB Policies and Guidelines are 1 High quality Maternity Information Booklet for
about services, guidelines and available to view in electronic format from women to be developed.
best practice. outside the DHB. 1 Well researched evidence-based guidelines
Local Priority Area are produced and easily available on CKC.

6. To improve the validity and Coding information is accurate. 1  Increase communication and education of
reliability of maternity health data. Solutions information is accurate. staff on corre(_:t docum_entatio_n of information.
NMMG priority area 1 Regular solutions audits see improve

accuracy.

7. To decrease the number of Rates of smoking in pregnancy reduce, 1  Referral and provision of NRT as appropriate.
women who smoke in pregnancy. especially in Maori. 1  Continue to support and develop local
NMMG priority area All women who smoke have access to champions.

smoking cessation advice. 1  Encourage attendance at smoke-free hubs.

8. To continue to monitor variation in The number of women who are electively 1  Audit elective deliveries before term again in
birth gestations. delivered is appropriate. 2016.

NMMG priority area 1  Review all reasons for IOL and LSCS to
ensure they are indicated.

9. Review of the services offered to Women who experience mid-trimester 1  New purpose-built room in Maternity unit for
women who experience a mid- pregnancy loss will be supported to birth in pregnancy loss.
trimester pregnancy loss. an appropriate environment. 1  Review of current pathways for women
Local priority experiencing pregnancy loss.

1  Engage with local pregnancy loss support
groups for consumer opinion.

10. | Review the MOH Maternity Clinical | Maternity Clinical Indicators will be used to 1  MQSP facilitator to inform clinical staff when
Indicators and investigate any highlight areas for ongoing audit and document released.
indicators which are outside the improvement. 1  Multidisciplinary review of the indicators.
averages of the benchmarked 1 Produce local analysis or report and use to
data. highlight quality initiatives.
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Appendix i Measure against the New Zealand Maternity Standards
Standard 17 Maternity Services provide safe, high quality services that are nationally consistent and achieve optimal health

Audit criteria Measurement Achieved | Comment/actionrequired When Who
8. All DHBs hawee 8.1 Multidisciplinaryneetings Yes 8.1.1 Maternity Clinical Governance (M@&ets monthly Monthly ADOM
system ofongoing convene at least evetyiree MQSH-acilitator
multidisciplinaryclinical | months. 8.1.2 Mortality and Morbidityneetingsoccurmonthly. Monthly MQSP Facilitator
quality reviewand Trigger Tool Meetings occur twice weekly Bi weekly Quality Facilitator
audit of theirmaternity | 8.2 DHBs repon Yes 8.2.1 MCGReviewsMinistry of Health directives|inical Monthly Maternity
servicesjnvolving implementation offindings indicators, national PMMRC and NatioWaternity Governance
consumer and recommendationfom Monitoring grouprecommendations Group
representatives andll | multidisciplinarymeetings.
practitioners linkedo 8.2.2 Learning points from case reviews and |vt&M Monthly MQSHFacilitator
maternity care meetings are reported and consideratMCG Quality Facilitator
8.2.3 Learning points are publishewnthly from both meetings Monthly MQSH-acilitator
Quality Facilitator
8.3 DHBs invitall Yes 8.3.1 MCG membership includes LMCs and representdtimasthe Ongoing ADOM
practitioners linkedo Northlandregionalareas MQSH-acilitator
maternity carejncluding Yes 8.3.2.Agenda and minutes of MCG meetings puiblished Monthly ADOM
holders of Accesagreements, Administration team
to participate inthe Yes 8.3.3 MCG TOR are publisheuthe intranet in nursing and Reviewed 2014 MQSP Facilitator
multidisciplinary meetingsand midwifery directorate and completed Quality Facilitator
report on proportionof Yes 8.3.4 LMCare notified agenda for M&M meetings and are by email Monthly Quality facilitator
practitioners whaattend. encouraged tattend.
Yes 8.3.5 An end of year local case review remortprogress of the AnnualReport MQSReoordinator
implementation of quality improvemenfsom thesemeetings
8.4 All DHBs produ@mnual Yes 8.4.2 Annual Maternity Report is written and forwarded for Completed MQSP
maternityreport. feedback
8.5 DHBs can demonstrateat Yes 8.5.1 There is only one consumer member IN MCG. In Progress ADOM
consumer representativesre Two more to be appointed from the DHBnsumerCouncil
involved in their audiof Yes 8.5.2 MCGFRonsumer representatives receive trainingteey may Ongoing MQSRcoordinator
maternity services. be effectivecontributors
Yes 8.5.3 Consumers are engaged in MQSP project stegmingps Ongoing MQSHacilitator
New Build Project
Yes 8.5.4 Parent information is reviewed by maternity consumers Ongoing Associate Clinical
Midwife
In Progress| 8.5.5Consumers access and participate inlttealth Point In Progress ACMM
website
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All Incidents are reported upon to the CYMOS Quality meeting an
MCG.

Audit criteria Measurement Achieved | Comment/actionrequired When Who
9. All DHBs wonkith 9.1 All DHBs plan, providad Inprogress | 9.1.1 Development of a Maternity Annual Plan Annually CYMOS Management
professional report on appropriateand team
organisationsand accessible maternitgervices - - -
consumer groupto to meet the needs ofheir Planned 9.1.2.Deve|opment of closer collaboration with Chiéglth Inprogress CYMOS Management
identify the needof population. SEervices i i I Team
their populationsand Underway | 9.1.3 Development of closer working relationship widy In progress ADOM
provideappropriate stakeholders, PH® and St John
servicesaccordingly

9.2 All DHBs identifgnd Yes 9.2.1 Demographic data is analyzeddbanges Completed2013/14 Annual Report

report on the groupsof Ongoing for

women within theirpopulation | Inprogress | 9.2.2 Demographic data is analyzed to help assess the oéeds Ongoing MQSP Facilitator

who are accessingaternity Maori.

services, and whethehey Inprogress | 9.2.5 Northland DHB explores ways improve access to Maternal | InProgress Working group

have additional healtland Mental Health services for women

socialneeds. Yes 9.2.6. Northland DHB reports on early mid and late pretiintn Completed AnnualReport

rates
Yes 9.3.4 Vulnerable Woméa Care and cordination Forum is Project 2000
developed andesourced In Progress days

9.4 The proportion ofvomen Yes 9.4.1 LMC engagement is reported in the AnRgbort June2015 Annualreport

with additional healtrand

social needs wheeceive Inprogress | 9.4.2Percentage of women who have registered withhNaC Ongoing Project 2000 Days

continuity of midwifery care increases MQSP facilitator

is measured and increases

overtime.
10.Communication 10.1 Locamultidisciplinary Ongoing | 10.1.1 Clinical audits are undertaken. Findings and Ongoing MQSP Facilitator
betweenmaternity clinical Audidemonstrates recommendations reported to MCG Clinical Audit team
providers is opeand effectivecommunication Ongoing | 10.1.2 Documentation audits are undertaken for evidencelesdr Ongoing QualityFacilitator
effective among maternity communication between maternity providers andrrectiveactions

providers are taken asiecessary.

Ongoing | 10.1.3 Incidents are reviewed and corrective actionstaken Monthly Quality Facilitator

Clinical Midwife
Manager
MCG
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Standard 2: Maternity Services Ensure Women-Centered Approach That Acknowledges Pregnancy and Childbirth as a Normal Life Stage.

Audit criteria Measurement Achieved | Comment/actionrequired When Who
16. All womerhave 16.1 All DHBs provide accéss| Ongoing | 16.1.1 All women who register witdorthland DHB fdbirthing are Ongoing Annualreport
access tgregnancy, pregnancy, childbirttand given options for pregnancy and parentieducation
childbirthand parenting informatiorand Ongoing | 16.1.2 Characteristics and attendance of women participatii®PE | June2016 Annualreport
parenting (PPE9nd educationservices. isreported.
educationservices Ongoing | 16.1.3Consumers participatie consultation regardingregnancy Ongoing ACMM
and parentingnformationi new information booklet being
developed
Ongoing | 16.1.4 A review of current availability for PPE classes for Maori Ongoing Midwife Manager
women has been commenced MQSHacilitator
17. All DHBs obtaand | 17.1 All DHBs appilie Pending | 17.1.1 National consumer feedback collated amdilable. MoH audit in2014, MCG
respond toregular national tool for feedbackn Corrective actionapplied will implement
consumer feedbackn | maternity services deast findings when
maternity services once every fivgears published
17.2 All DHBs demonstraite Yes 17.2.1 Patient satisfaction surveys will be undertakeemonthly. Feb 2015 Quiality Facilitator
their annual maternityeport DHB patient experience surveys to commence in Maternity Planned Midwife Manager
how they have respondet Yes 17.2.1 Analyze results and implement correciieéons Feb 2015
consumer feedbackn
maternity services
18. Maternityservices | 18.1 Consumefeedback Ongoing | 18.1.1 MCGF to consider ways consumers can demonstreyeire Ongoing MCG
are culturally safend demonstrates thatonsumers satisfied with the cultural safety and appropriatene$snaternity Culturaladvisers
appropriate consider the services toe services.
culturally safe an@ppropriate
18.2 All DHBs demonstraite Yes 18.2.1 MCGF in annuaport. June2015 MQSP Faciltator

their annual maternityeports
how they have respondet
consumer feedbackn
whether services areulturally
safe andappropriate
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Audit criteria Measurement Achieved | Comment/actionrequired When Who
19. Women caraccess | 19.1 All DHBs hawe Yes 19.1.1 LMCs are listed ¢tealth Point Ongoing ACMM
continuity of cardfrom | mechanism tgrovide
a Lead MaternityCarer | information aboutlocal Underway | 19.1.2 Development of Maternity Servicgormationwebsite 2016 Communications
(LMC) maternity facilities and team
serviced YR FI OAf A Yes 19.1.3 A DHB Facebook page has been developed and Complete Communications
contact with LMC angrimary Maternity can contribute to this page. Parenting Education team
care classes in Whangarei have a Facebook page
19.2 Theproportion ofwomen Ongoing | 19.2.1 The aim is for this number to increase in eaufual June2015 Annualreport

accessing continuity afare
from a LMQor primary
maternity cares reported in
S OK dnhual @aternity
report.

report.
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Standard 3: All Women Have Access to a Nationally Consistent, Comprehensive Range of Maternity Services that are Funded and Provided Appropriately to
Ensure There are No Financial Barriers to Access for Eligible Women.

health professionals to b&trengthened.

Audit criteria Measurement Achieved | Comment/actionrequired When Who
22. All DHBs pldncally | 22.1 Local servicese Inprogress | 22.1.1 MQSP aligns with the Northland Health Services Plan and| June2015 Annualreport
and regionallyto consistent with thenational maternity Annual plan.
providenationally and regional plans arare Inprogress | 22.1.2Local planning at MCG reflected in annual report plad. June2015 Annualreport
agreed levelef accessible and appropriafer
primary, secondargnd | the localpopulation.
tertiary maternity
facilities andservices
for their population.
23. Women andheir 23.1 Locainultidisciplinary Inprogress | 23.1.2 Access to maternal mental health services is uredésw In progress Mental Health Services
babies have access clinical audidemonstrates A Maternal and Infant mental Health Service has been developed Midwife Manager
the levels omaternity | women and babies hawsccess Northland. A new Maternal and Infant Mental health Pathway has MQSP facilitatof
and newborrservices, | to levels of care thaare been developed and is currently being trialed. working group.
includingmental clinicallyindicated.
health, thatare
clinicallyindicated
24. Primarysecondary | 24.1 All DHBs repoadn Inprogress | 24.1.1 Audit looking at referrals from GPs and LMC s to ANC June 2015 MQSP facilitator
and tertiary serviceare | implementation ofthe completed and recommendations made. MCG
effectivelylinkedwith Maternity ReferralGuidelines
seamless transfeof processes for transfesf Inprogress | 24.1.2. Transfer of clinical responsibility processes has been September 2015 | MQSP facilitator
clinicalresponsibility clinicalresponsibility. reviewed and stickerdeveloped to aid documentation of New build Project Manage
between the levelsf transfer. Implemented in January 2015. To be evaluated within
maternity careand the next three months.
between maternityand
other healthservices. | 24-2 Locamultidisciplinary Inprogress | 24.1.3. Transfers from primary units are included in the Trigger T¢ December 2015 MQSP facilitator

clinical audidemonstrates All cases of transfer are discussed. Ambulance and Helicopter trg ADOM

effective linkagebetween processes were reviewed and updated late in 2012 and will requir

services. review at the endf this year.

Inprogress | 24.1.4. Relationships with St Johns tostrengthened. Ongoing ADOM
Planned 24.1.5 Relationships with primary care providers and éosttact Planned ADOM/MQSP facilitator

Project 2000Days
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Audit criteria Measurement Achieved | Comment/actionrequired When Who
25. All DHBs pldocally | 25.1 (25.2, 25.3) All DHBave | Inprogress | 25.1.1.To be developed further 2015 June2015 Maternity Managment team
and regionallyfor local and regionahaternity
effective clinicahnd and neonatakmergency
organizational response plans agreed kgy
pathways to respontb | stakeholdersincluding
maternity andneonatal | emergency responsgervices
emergencies 25.2 All maternityproviders Planned | 25.2.1 inprogress 2014 Maternity Management tean
can demonstrate knowledgef
local and regionahaternity
and neonatal emergency
plans
25.3 Locainultidisciplinary Ongoing | All cases of emergency are discussed in trigger tool forums 2016 Projectteam
clinical auditdemonstrates
effective communicatiom
cases of clinical
emergency
26. Women whoseare | 26.1 All DHBs provider Yes 26.1.1. Women who receive secondary maternity caceive Ongoing MCGF
is provided by accommodate, a modelf continuity of maternity care between their LMC attte
secondary otertiary continuity of midwiferyand obstetrician responsible for their care. If womesteive
servicereceive obstetric care whesecondary maternity care from a community midwife then thesceive
continuity ofmidwifery | or tertiary servicesire continuity from that midwife in the antenatal angbstnatal
andobstetriccare responsible forthes 2 Y | Y periods.
care
Planned | 26.1.2 Further work is planned to audit communicatdannels 2014 FacilityMangers
between LMCs and Secondasrvices
26.2 Consumefeedback Yes 26.2.1. Consumer survey of women who received care ffem | June2013 Midwife Manager

demonstrates thatn
increasing proportiorof
women requiring secondaiyr
tertiary level care aresatisfied
with the continuityof
midwifery and obstetricare

theyreceived.

Diabetes inPregnancy service showed high levelssafisfaction
with that service.

Community
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