
 

 

 

 

IMPROVING THE MATERNITY JOURNEY 

FOR WOMEN IN CANTERBURY 

                                            

           Becoming pregnant.      During pregnancy.      Labour and birth.      After baby is born. 

 

 

  
 

 
  



2 
 

 
 

 

 

 

 

 

 

 

Document produced in February 2012 

 

 

Canterbury DHB 

PO Box 1600, Christchurch 



3 
 

Contents 

 
IMPROVING THE MATERNITY JOURNEY ................................................ 1 

Contents ...................................................................................................... 3 

Abbreviations .......................................................................................... 4 

Additional Reading .................................................................................. 4 

Descriptions ............................................................................................ 4 

Executive Summary ..................................................................................... 5 

Introduction ................................................................................................ 6 

Overview of Canterbury’s Population ......................................................... 7 

Overview of Canterbury’s Current Maternity Services  (2010/2011) ...... 9 

Current Maternity Funding Streams ..................................................... 10 

Canterbury’s Primary Birthing Facilities ................................................ 11 

Primary Midwifery Services .................................................................. 12 

Secondary and Tertiary Maternity Services .......................................... 13 

Secondary and Tertiary Regional Services ............................................ 14 

Overview of National Maternity Projects ................................................. 15 

What do we mean by ‘The Maternity Journey’? ...................................... 16 

Aligning The Maternity Journey with Canterbury DHB’s Vision ........... 17 

1. Pre Conception and Early Pregnancy ................................................ 18 

2. Antenatal ........................................................................................... 22 

3. Labour and Birth ................................................................................ 27 

4. Post Natal to Six Weeks ..................................................................... 33 

Prioritisation .............................................................................................. 37 

Appendix 1: Additional Information.......................................................... 38 

Phase 1 - Preconception and very early pregnancy .............................. 38 

Phase 2 - Antenatal ............................................................................... 40 

Phase 3 - Labour and birth .................................................................... 41 

Phase 4 - Post natal to six weeks .......................................................... 42 

Appendix 2: Participants’ Profiles ............................................................. 43 

Workshop participants ...................................................................... 43 

Development Group members ......................................................... 46 



4 
 

Abbreviations  
CWH Christchurch Women’s Hospital 

CYF Child Youth & Family 
DHB District Health Board 
DIA Department of Internal Affairs 
ECP Emergency Contraception Pill 

IUCD Intrauterine Contraceptive Device 
LMC Lead Maternity Carer 

MMPO Midwifery and Maternity Providers Organisation 
MOH Ministry of Health 
MSD Ministry of Social Development 

NCEA National Certificate of Educational Attainment 
NGO Non Government Organisation 
NHI National Health Index 
NIR National Immunisation Register 

NZCOM New Zealand College of Midwives 
STI Sexually transmitted infection 

TOP Termination of pregnancy 
W&CHD Women’s and Children’s  Health Division 

 

Additional Reading 

MOH strategic planning documents (www.moh.govt.nz) 

 New Zealand Maternity Standards 2011 

 Guidelines for Consultation with Obstetric Related Medical Services  
2011. 

Canterbury DHB strategic planning documents (www.cdhb.govt.nz) 

A Healthier Canterbury: Annual Plan & Statement of Intent 2011/12 

Descriptions 

Primary birthing facility: This is a facility that provides inpatient services 
for labour and birth and the immediate postnatal period. 

Secondary birthing facility: This is a hospital that provides inpatient and 
outpatient services for women and their babies who experience 
complications that need additional maternity care involving obstetricians, 
paediatricians and other specialists.  

Lead Maternity Carer (LMC): A self employed midwife who has a contract 
with the MOH to provide maternity services. Canterbury’s LMCs each 
have an Access Agreement with Canterbury’s maternity facilities.  

Well Child / Tamariki Ora Programme: This covers eight core checks 
provided from birth to 5 years to check that each child is keeping well, 
growing and developing to their fullest potential. The checks are free. 

Exclusive breastfeeding: The infant has never, to the mother’s 
knowledge, had any water, formula or other liquid or solid food. Only 
breast milk, from the breast or expressed, and prescribed medicines have 
been given from birth. 

HealthPathways: A Canterbury wide, electronic, information system that 
provides referral guidelines, best practice information, etc, for all health 
providers.  

HealthInfo: A Canterbury wide, electronic, information system that 
provides health information for the general public. 

Quintile: Deprivation quintiles divide areas by addresses to analyse 
variations in health between deprived and affluent sections of the 
population. Q1 is the lowest deprivation and Q5 is the highest. Q0 is 
unknown.  
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Executive Summary  

In September 2010, the Board of the Canterbury DHB approved the 
development of a plan that more accurately reflected the ‘Maternity 
Journey’ in Canterbury and provided recommendations on opportunities 
to improve service delivery and outcomes for women, children and their 
families. 

On 15 February 2011 approximately 120 participants from a wide range 
of health and maternity services as well as mothers and their families 
attended a workshop to consider what the best maternity service would 
look like and what Canterbury needed to do to get there.  

A smaller Development Group was formed to progress the identified 
themes from the workshop, consider the concurrent work being done 
nationally around maternity services and make recommendations to the 
Board on opportunities for improvement. 

Earthquakes put the maternity journey planning on hold until October of 
2011.  Since then the Development Group have got together to produce 
this document outlining the opportunities identified at the workshop and 
making a number of recommendations where change will improve 
systems and support women through the maternity journey.  

 The impact of the events over the past year have also been considered in 
the development of the recommendations in this paper. 
 
 
 
 
 
 

The Development Group identified nine opportunities: 

 Establish standardised Canterbury-wide information accessible from a 
wide variety of sources 

 Improve access to suitable contraception for women who identify as 
high risk of unplanned pregnancy 

 Develop an electronic ‘Find a Midwife/LMC’ database 

 Continue funding referrals from LMCs to General Practitioners 

 Develop an integrated maternity model that enables additional 
support for women with high non-obstetric and/or psychosocial 
needs 

 Provide Pregnancy and Parenting Courses that better meet the needs 
of the people in the community 

 Align women’s clinical needs with the most appropriate level of 
birthing care and support and reduce unnecessary intervention and 
unsustainable demand on CWH 

 Develop standardised, streamlined processes for notification and 
referral from LMC to Well Child / Tamariki Ora provider and general 
practice, and confirmation that the referral has been accepted 

 Increase breast feeding education and support.  

 



6 
 

Introduction 

The purpose of this document is to enable the reader to gain some 
perspective of the size and scope of maternity services in Canterbury. It is 
not intended to be a high-powered, all encompassing strategic plan, but 
rather an overview of Canterbury’s current maternity services, how they 
fit Canterbury DHB’s vision and national strategic activity and where there 
are opportunities for change that will better support Canterbury women 
throughout their maternity journey.  

The Maternity Journey focuses on four phases: 

 Pre-conception and early pregnancy 

 Antenatal 

 Labour and birth 

 Post natal and parenthood to six weeks.  

On 15 February 2011 approximately 120 people attended a participatory 
workshop for an initial ‘brain storming’ session to obtain the perspectives 
of women and family/whānau, maternity providers and other health 
professionals and key stakeholders regarding a vision for maternity 
services and what we need to do to achieve that vision.1   Ideas were 
grouped into themes:  

 Non-secondary-hospital birthing (primary and at home) 

 Bridging transition from post birth to home to six weeks 

 Unified approach to make the mother’s journey smooth 

 Standardised information and education throughout the maternity 
journey 

                                                           
1
 Names and organisations are recorded in Appendix 3: Participants’ Profiles.  

 Access to LMC directory information 

 Managing risk – ‘Just in case’ scenarios 

 Ante and post natal care and support in the community 

 Building mothers’ confidence for birth without fear 

 Access to specialist support, well trained junior doctors and LMCs for 
high risk women. 

The plan had been to establish a Development Group from interested 
people who participated in the workshop, to focus on key themes 
identified to improve the maternity journey.  However, the Canterbury 
earthquake on 22 February delayed this work and introduced a number 
of additional factors that needed to be considered; including the reduced 
capacity across the Canterbury health system and the additional stress 
and strain on our population. 

The Development Group has since taken up the challenge to consider the 
themes raised at the workshop and identify opportunities from 
throughout The Maternity Journey where improvements can occur.  

A recommendation has been made to the Board of the Canterbury DHB 
to endorse this direction and to support the Development Group to 
progress the recommendations and realise the opportunities identified in 
this Plan. 
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Overview of Canterbury’s Population 

The Canterbury region is home to just over 500,000 people.2  According 
to MOH projections 105,459 are women aged between 15 and 45 years of 
age, and of these approximately 7,000 will have a baby each year.  

 

Ethnicity Number 

Asian 8,598 

Māori 7,783 

Other 86,458 

Pacific 2,620 

 

Quintile Number 

1 25,913 

2 21,273 

3 20,892 

4 17,463 

5 12,502 

0 7,416 

                                                           
2
 The population figures are taken from 2010/11 MOH population forecasts – total 

Canterbury population 510,485 people.  In 2010/11 there were 488,385 people enrolled 

with Canterbury general practices, 96% of the region’s estimated population.  

 

Canterbury’s social indicators 

Compared to the total population of New Zealand, Canterbury’s 
population is relatively socioeconomically advantaged.  However, more 
Māori still live in areas of higher deprivation than non Māori and while 
Māori living in Canterbury have better health (on average) that Māori in 
other parts of the country there are still differentials in health status and 
health outcomes.  

Māori statistics particularly relevant in considering the maternity journey 
because Māori  have a  higher birth rate due to the younger population 
base and higher proportion of Māori women in the child bearing age - 
and because on average Māori have more babies than non- Māori.  

Maori women 

When compared to non Māori, Māori in Canterbury: 

 Are more are likely to have a lower income or be on a benefit 

 Are less likely to have a qualification beyond NCEA Level 2 

 Are less likely to own their own home 

 Are less likely to have access to a car or telephone 

 Are more likely to live in an over-crowded home 

 Are less likely to heat their home. 

More Māori aged over 15 years smoke than non Māori. This is especially 
true for females and those aged 15 to 24 years; however, Māori in 
Canterbury smoke less than Māori nationally.3 

                                                           
3
 Hauora Waitaha : Health Profile for Māori in Canterbury 2010 
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Māori have more pre-term births, lower birth-weights and higher infant 
mortality than non- Māori and the rate of breastfeeding is lower.  This 
suggests a relationship between higher risk (preterm birth and low birth-
weight) and lower protective (breastfeeding) factors for infants, and 
worse outcomes in terms of mortality.  The rate of teenage pregnancy is 
also much higher for Māori than for non- Māori in Canterbury.4 

Pacific women  

There are an estimated 12,500 Pacific people in Canterbury.5 The 
population is youthful compared to non-Pacific population with more 
women of child bearing age as a proportion of the Pacific population.  
Pacific women are also more likely to live in higher deprivation areas and 
are more likely to smoke and less likely to breastfeed.  

Recent Canterbury research revealed five non-financial features of 
mainstream general practice services that may influence availability and 
acceptability of services for our Pacific population:6 

 Language and communication 

 Rushed consultations 

 Appointment availability 

 Reception 

 Lack of Pacific presence.  

 

                                                           
4
 Canterbury DHB Māori Health actions 2011-2012. 

5
 Based on PHO enrolment data. 

6
 Pacific Summer Student Research project 2010. 

Perinatal mortality  

Perinatal mortality in Canterbury is significantly below the national rate 
(9.2/1,000 births compared to 10.8/1,000 nationally).  

While this is a positive reflection, demographic factors of ethnicity, age 
and socioeconomic status were all independently associated with still 
births.  Women under the age of 20 and over the age of 40, Pacific, Māori 
and women residing in areas with deprivation decile 8 or above all 
independently had increased risk of still birth.7  

 

                                                           
7
 Perinatal and Maternity Mortality in New Zealand 2009 
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Overview of Canterbury’s Current Maternity Services  (2010/2011) 

Phase 1 - Preconception and very early contraception 

 1,120 sexual health consultations were delivered by public health 
nurses at school health clinics 

 11,541 16-21 year olds and 13,204 people 22 years and over attended 
a Family Planning clinic 

 29,295 young people (under 21) accessed free sexual health 
consultations8 

 15,088 prescriptions were dispensed for folic acid 0.8mg 

 1,038 terminations of pregnancy were carried out 

 It is difficult to verify how many couples received fertility assistance 
and treatment. 

Phase 2 - Antenatal 

 70% of women had registered with an LMC by 15 weeks and 83% by 
20 weeks9 

 More than 98,000 antenatal consultations occurred across the health 
system 

 More than 2,000 women attended a Pregnancy and Parenting course. 

 6,874 specialist obstetric consultations were delivered at CWH 

 228 (3.7%) pregnant women were diagnosed as having diabetes at 26 
weeks 

 Whilst we do not know the percentage of women smoking on 
registration with an LMC, we do know that nationally, the highest 
percentage were women under 20 years.10   

                                                           
8
 Sexual health consultations at general practice, CDHB funded school clinics and Family 

Planning clinics cover all consultations including male and female. Data does not cover 
school funded health clinics. 
9
 Based on estimates from national MMPO data. 

 

Phase 3 - Labour and birth 

 7,090 babies were born in Canterbury  

 2.8% (254) of all babies were born at home 

 12% (738) of all babies were born at primary birthing units 

 29% (1,814) of all births were caesarean sections 

 2.1 days was the average postnatal length of stay after birth 

 4.1 days was the average length of stay for caesarean sections 

 560 women accepted the opportunity for a longer post-natal stay for 
additional support after birth11 

 12% of mothers were smoking at discharge from birthing facility. Of 
these, 75% were offered advice and support to quit.   

Phase 4 - Post natal to six weeks and beyond 

 85% babies were fully or exclusively breastfed on discharge 

 66.6% babies were fully or exclusively breastfed at six weeks 

 96.9% babies were registered on the NIR 

 90% babies had received their 6 week vaccinations by 8 weeks 

 36 women were admitted to the Mothers and Babies Unit for 
specialist psychiatric care 

 19 babies were removed from their parent’s care by CYF. 

 

                                                           
11 

Women with who meet the clinical criteria and need additional support after birth are 

offered longer post-natal stay this includes the following: breast feeding problems; post-
operative recovery; ongoing medical problems; psychological problems; babies with 
special needs; and geographical isolation of the mother.  
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Current Maternity Funding Streams  

Ministry of 

Health 

Self-employed 

LMCs

Well Child contract

§ NZ Plunket Society 

Non LMC 1
st
 trim.

& urgent  care 

Free Youth 

Sexual Health

Early Start 

§ Before Baby & 

Beyond Parenting 

Primary Birthing 

Facilities

§ Lincoln

§ Rangiora

§ Burwood

Primary Birthing 

Facilites

§ Asburton

§ Darfield

§ Kaikoura

§ Akaroa

§ Waikari 
Secondary & tertiary 

level maternity 

§ CWH

Public Health Nurses

§ Sexual Health 

Maternity Services

at  Kaikoura

Primary Health 

Care Services 

Women’s & 

Children’s Health Division 

Pregnancy & 

Parenting Contracts 

Rural

Health Division 

Nga Maata Waka

§ Mother & Pepi

Well Child 

Tamariki Ora 

Breast Feeding 

Support

W&CHD

Rural Health 

Division 

Parents’ Centre 

Assn 

Home Birth Assn

Non DHB Providers 

Neighbourhood 

Trust 

Te Tai O 

Marokoura

Te Puawautanga 

Ki Otautahi Trust 

Pacific Trust 

Canterbury 

Canterbury DHB 

Waipuna Trust 

Family Planning 

contract  

§ Family Planning 

Assn

Antenatal Care 

1 GP only

Mother & Baby 

Support Services

Non DHB providers

Early Start

Non DHB providers may be: 

MOH, CYF, CCC, MSD, DIA 

& charitable trusts

Access Agreements 

Te Tai O Marokoura

§ Mother & Pepi

§ PN  depression 

NZ Plunket Soc

§ PN depression 

Immunisations 

Immunisation 

Outreach 

Termination of 

Pregnancy Clinic

§ Lyndhurst

Kaikoura General Practice is 

funded to support maternity 

services in Kaikoura. 

Public Health 

Nurses

Non DHB provider

St Georges
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Canterbury’s Primary Birthing Facilities 
 

 Antenatal Post natal  
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CDHB’s 
Women’ & 
Children’s 

Health  
Division 

Burwood 
 

 Yes Yes Yes 2 7+5 Yes 49% TENS machine 

Lincoln 
 

Yes Yes  Yes 2 7 Yes 38% Breast pump hire 
TENS machine  

Rangiora  Yes 15   Yes 2 7+ Yes 34%  

CDHB’s  
Rural Health 

Services 

Ashburton Yes 
 

   3 4 Yes 22% Breast pump hire 

Kaikoura     1 2   
 

10%  

GP back up 

Waikari     No 2 or 3   

Akaroa 
 

 Yes   1 2  Closed due to 
earthquake  

Darfield  Yes   1 2 Yes  

CDHB 
contract 

with private 
provider  

St Georges maternity facility was damaged beyond repair following the earthquake.  
It has now established a post natal facility (8-9 beds).   
Unsure at this stage whether a birthing suite will be re-established. Current CDHB contract is until 30 June 2012 
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Primary Midwifery Services  

Lead Maternity Carers (LMCs) 

In the 2010/11 financial year there were 233 self employed LMCs in 
Canterbury.12  LMCs provide continuity of care for women throughout the 
antenatal period, labour and birth and then the postnatal period to six 
weeks.  

Ninety eight percent of women have a self employed LMC.  
Approximately 2% of women have a hospital midwife as their LMC; this is 
usually due to the woman having additional requirements during their 
pregnancy such as the need for an interpreter and or complex social or 
health issues. 

All self employed LMCs are based within a group. There is wide variation 
in how many groups operate within Canterbury, how each group operates 
and how many LMCs are in each group. 

There is no Māori midwifery practice; however, there is one practice that 
cares for a higher number of Māori and Pacific women than most.  At the 
time of writing, there are two full time and four part time Māori LMCs in 
Canterbury. 

There are two part time Pacific midwives. One, a Tongan, is a self 
employed LMC and one, a Samoan, provides post natal care only.  

                                                           
12

 LMCs enter into a contractual arrangement with MOH under Section 88 and have 
Access Agreements with the DHBs they work in. 

 

General Practitioners 

Two General Practitioners have access agreements with Canterbury 
DHB’s birthing facilities.  

In Kaikoura the general practice has a contract with Canterbury DHB to 
provide maternity services. Its current service is in the process of review 
and there may be some changes to the structure of the new service. 

Obstetricians 

No obstetricians provide private primary maternity services. 
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Secondary and Tertiary Maternity Services 

Christchurch Women’s Hospital provides primary birthing services for 
women in Canterbury plus secondary and tertiary maternity care for all 
South Island DHBs, (except for Nelson Marlborough DHB which accesses 
Capital and Coast DHB’s Wellington Hospital).  

An LMC may request a specialist consultation during a woman’s 
pregnancy, labour, birth or post natal care. The responsibility of care may 
be transferred to the secondary/tertiary services, depending on the 
reason for referral.  

Occupancy at Christchurch Women’s Hospital in 2010/11 was 117%. 

Foetal Maternal Medicine 

This service covers antenatal consultation and review for potential 
pregnancy problems which are identified from genetic or familial 
history or from ultrasound-diagnosed abnormality.  It also covers 
pregnancies complicated by diabetes and provides diagnostic or 
therapeutic procedures (e.g amniocentesis, chorionic villus 
sampling). 

Neonatal Intensive Care Unit (NICU) 

This service cares for newborn babies born prematurely or with surgical, 
congenital and medical complications following birth, requiring acute 

secondary and tertiary care. It also provides a transport retrieval 
service. 

Day Assessment Unit  

This unit provides care to pregnant women from 22 weeks gestation 
that have been identified by an obstetrician as requiring extra 
monitoring during pregnancy.  

The unit allows a woman to remain at home with their family and still 
receive the extra monitoring required.  

Inpatient wards 

 45 maternity beds (antenatal and post natal). 

Birthing suite  

 15 birthing beds 

 5 assessment beds  

 3 recovery beds  

 2 acute observation beds  

 2 theatres. 

NICU 

 10 intensive care cots 

 28 babies special care cots.  

Day Assessment Unit  

 3 lazy boy chairs. Occupancy is approximately 150% 

Other services 
 Pregnancy and parenting courses 

 Lactation services, including breastfeeding classes and lactation 
consultants 

 Dietician, physiotherapy, Māori health and social work services 

 Paediatric services 

 Anaesthetic services and caesarean sections.  
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Secondary and Tertiary Regional Services  

 

Regional Services 

Mothers and Babies Unit

§ Assessment and 

treatment of mothers 

with a psychiatric 

disorder who are the 

primary care giver of 

their baby. 

§ The service  considers 

the relationship between 

parent and baby, baby’s 

development and the 

functioning of the whole 

family. 

§ This South Island 

Service is based at 

TPMH. 

Neonatal Intensive Care Unit

§ Intensive care for 

newborn babies born 

prematurely or with 

surgical, congenital and 

medical complications 

following birth.

§ A department within 

Cristchurch Women’s 

Hospital 

§ Provides secondary and 

tertiary level service for 

all South Island except 

NMDHB. 

§ Provides a transport 

retrieval service.

Canterbury Services 

Obstetric Outpatients

§ Consultation from 

women referred via 

LMC (Section 88 

Referral guidelines)

Fetal Maternal Medicine

§ Antenatal consultation 

and review of potential 

pregnancy problems 

which are identified 

from genetic or familial 

history.

§ Ultrasound-diagnosed 

abnormality

§ Diagnostic or 

therapeutic procedures

§ A department within 

Christchurch Women’s 

Hospital

§ Provides services for 

South Island. 

Fetal Maternal Medicine

§ Pregnancies complicated 

by diabetes.

Day Assessment Unit

§ Referrals from 

obstetricians for more 

intensive monitoring.

§ Women can go home to 

family after hours.

 

 

 



15 
 

Overview of National Maternity Projects  

The MOH is working on a four year project that focuses on four key areas. 

Focus Progress What does this means for Canterbury? 

National quality and safety 
standards including maternity 
service standards, clinical 
indicators and key 
performance indicators. 

 

The initial set of indicators is 
deliberately small and focuses 
on the labour and birth 
period.  

 

These were published in July 2011. There are a set of three 
standards. Each shows the audit criteria at MOH and DHB level:  

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

 Maternity services ensure a woman-centred approach that 
acknowledges pregnancy and childbirth as a normal life 
stage. 

 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.  

The indicators focus on only a small percentage of The Maternity 
Journey. We need to encourage development of indicators that 
cover the whole journey.  

This will sit with the Maternity Clinical Governance Group. The 
Quality team will manage any actions required. 

There will be some challenges in implementing due to not having 
valid data resource.   

All DHBs will now be required to produce an annual report. This will 
enable us to compare our service to other DHBs.  

Revised Maternity Referral 
Guidelines.  

These have been completed and distributed.  

There is a new referral pathway that leads to a primary care 
provider. 

The protocols include a new section on guidelines related to   
transfer of care and emergency transfers.  

Nationally, women who previously may have been referred to a 
specialist for a free consultation related to a primary care issue will 
now be referred to a general practitioner for a consultation where a 
payment is required. 

We have identified this as an opportunity for improvement by 
including all conditions on HealthPathways and providing a free 
consultation. (See opportunity 4) 

Improved maternity 
information systems and 
analysis, so there is better 
reporting and monitoring. 

MOH requested Expressions of Interest to deliver the software 
for this on 01 November 2011. It will provide a shared care 
clinical record that all providers can access information on each 
woman. 

Canterbury and Auckland DHBs will deliver the pilot projects.  

Standardised, electronically 
transferrable maternity 
information, to improve 
communication among health 
professionals.  

The national Health IT board has gained support for clinical 
stakeholders to trial a shared care record for maternity 
information.  The goal is to complete trials by December 2011 
and then roll out nationally by June 2012. 

Canterbury DHB, NZ College of Midwives and others are part of a 
national project to develop the project and then trial in two 
provincial centres before trialling in Christchurch and then all of 
Canterbury.  
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What do we mean by ‘The Maternity Journey’? 

Maternity Journey thinking has been aligned with the model of care introduced as part of Canterbury’s Health Services Planning in 2008 and 2009.  

 

Pre conception and early 

pregnancy
Labour and birthAntenatal Post natal and parenthood

Healthy community

C
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Women are well 

and prepared for 

pregnancy

Women receive early

and consistent care during 

pregnancy

Women have a safe and 

satisfying birth experience

Mothers and babies are 

healthy and confident to care 

for their breastfed babies

Accessible and affordable. High quality education and information sharing. Evidence based guidelines, data collated and outcomes measured.

Education is available

Pregnancy is planned 

Women are as healthy as 

can be

LMC is accessible 

Women are informed & 

empowered

Standardised quality care is 

given 

Mothers are prepared 

Most births are normal

Appropriate facilities

No unnecessary interventions

Care and support is available 

to meet new mothers’ needs

Improved planning, communicating and continuity. Quality care. Confident mothers and healthy breastfed babies. 

Prevention programmes that increase health status of infants. 

§ Develop standardised, 

streamlined processes 

for notification and 

referral from LMC to 

WellChild Provider and 

General Practice and 

confirmation that the 

referral has been 

accepted.

§ Increase breastfeeding 

education and support 

§ New dedicated primary 

birthing facility close to 

CWH

§ Evidence based 

guidelines to support 

women and LMCs to 

decide on the most 

suitable birthing facility

§ Re-establish CWH as a 

secondary tertiary care 

hospital 

§ Electronic client friendly 

‘Find a midwife’  

§ Continue funding LMC 

referrals for medical, 

mental health and social 

concerns to general 

practice. 

§ Develop an integrated 

maternity model of care 

that enables additional 

support for women with 

high non obstetric/

psychosocial needs 

§ Pregnancy & Parenting 

courses that better meet 

women’s needs

§ Standardise information 

for considering/planning 

for pregnancy 

§ Improve access to 

suitable contraception 

for women who identify 

as high risk of 

unplanned pregnancy
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Aligning The Maternity Journey with Canterbury DHB’s Vision 

 

People are supported to take 

greater responsibility for their 

own health

People are supported to stay 

well in their own homes and 

communities

People receive timely and 

appropriate complex care

Canterbury DHB’s 

Strategic Goals
Inputs/Enablers

 

Workforce and specialist 

skills

Clinical and sector leadership

Information and service 

technology

Quality Systems and 

processes

Financial respources

Networks and relationships

Assets and infrastructure

Antenatal

§ Women receive early and consistent 

care during pregnancy

Labour and birth

§ Women have a safe and satisfying 

birth experience

Post birth to six weeks and beyond

§ Mothers and babies are healthy. 

Mothers are confident to care for their  

breast fed babies. 

Preconception and early pregnancy

§ Women are well prepared for 

pregnancy

Improving 

The Maternity Journey

Improve, promote and 

protect the health and 

well being of the 

Canterbury community 

 

 



18 
 

1. Pre Conception and Early Pregnancy

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Aroha’s Story 

I had just turned 16 when I discovered I was pregnant. It is crazy. I just thought it 
wouldn’t happen to me. I had been on the pill for three months, but kept 
forgetting to go back and get my next prescription. I didn’t get pregnant in the 
following three month without it, so thought (hoped) I would be OK.  

Once I was pregnant I decided that it was meant to be. My boyfriend said he 
would stick by me, but that wasn’t the case. He has gone to university and I am 
at home with my whānau. I love my wee son, but wish I had thought a little more 
about the long term consequences of having a child so young.   

Louise’s Story 

After I completed my degree at Lincoln University I headed off on my OE for the 
next three years. I returned to an exciting and challenging job. I married my 
childhood sweetheart and we bought a house, so my job was important for a few 
years to get our mortgage under control. We have always wanted children and 
never thought for one moment that by leaving it until my late 30s my fertility 
would have declined to the point that I would not get pregnant when we 
planned. I have just had my fortieth birthday and still no baby on the way. If 
someone had explained this to me ten years ago, I would have reconsidered my 
priorities.  

 

Our aim for this phase of the journey 

 Women are well and prepared for pregnancy and 

motherhood. 

Our expectations 

 Pregnancy is planned and women understand how a 

baby will impact on their life. 

 Women are as healthy as can be before becoming 

pregnant. 

 Women can access standardised consistent 

information. 

 Women know where to get pregnancy confirmation, 

early support and counselling, especially if 

pregnancy is unexpected. 

Opportunities 

 Standardise information for considering/planning for 

pregnancy.  

 Improve access to suitable contraception for women 
identified as at high risk of unplanned pregnancy. 
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What did the workshop participants say?                          

‘There needs to be free, consistent, easy to read, standardised, commercial free 
information that is specific to Canterbury and comes in a variety of languages 
and communication medium available to everyone’. 

‘We want to know what to do and where to go when we first think we may be 
pregnant’ 

‘There needs to be more public health messages regarding being healthy and 
prepared for starting a family’ 

Opportunity 1: Establish standardised Canterbury wide information 
accessible from a wide variety of sources: 

The two areas we will focus on are: understanding the impact having a 
baby will have on your life; and understanding how you can improve your 
chances of achieving and having a healthy pregnancy. 

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 The workshop participants told us that this information was lacking. 

 An estimated 50% of pregnancies are unplanned. Anecdotally only a 
very small percentage of women in New Zealand self present for a 
pre-conception consultation to discuss health and lifestyle factors 
that impact on a healthy pregnancy.  

How could we implement this opportunity? 

 Integrate information into electronic websites such as 
HealthPathways for health providers and HealthInfo and Webhealth 
for consumers. 

 The MOH is planning to develop some standardised information and 
consider new way of communication. ‘Women have access to 

nationally consistent information on pre-pregnancy health, 
pregnancy, childbirth, maternity services and care of new born babies 
to inform their decisions’13  Consider how our planning links in with 
this, and ensure that our information is Canterbury specific.  

How will we progress this opportunity? 

 Seek clarity from MOH regarding their plans for improving 
communications, then link with Canterbury Clinical Network 
workstreams and NZ College of Midwives to review information and 
develop Canterbury specific information.  

 Approach HealthPathways and HealthInfo to include information on 
the websites – some minor costs may be involved.  

 

Development Group’s prioritisation scores.14 

 

 

 

                                                           
13

 New Zealand Maternity Standards. MOH  July 2011 
14

 Each number represents the number of people that scored using a series of questions 
documented on page 37. For example nine people believed that establishing a Canterbury 
wide information system would have a positive impact for whānau ora and one person 
believed it would have a negative impact.  
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1. Establish Canterbury wide information system.

Negative impact 1
Neutral impact 1 2 1 2
Positive impact 9 8 9 9 10 8
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Opportunity 2: Improve access to suitable contraception for women 
who identify as high risk of unplanned pregnancy. 

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 Terminations of Pregnancy (TOP) continue to increase despite free 
sexual health consultations for young people under 21 years. In the 
last two years the increase has only been in women under 30 years. 
Young women 21 to 25 years have a higher number of TOPs than any 
other age group.15  

 50% of women between 19 and 25 years having a TOP were not using 
any contraception at the time. 16 

 Emergency Contraceptive Pill (ECP) is known to be relatively effective 
at preventing pregnancy and is cost effective.17   It is most effective 
when used before ovulation; therefore, the sooner it can be provided 
after unprotected intercourse the more likely it is to be effective.  

 Some barriers to women obtaining ECP within the optimum 
timeframe are: cost (particularly for women 21+), lack of knowledge 
about how and where it can be obtained, waiting times at after hours 
clinics, or the need to make an appointment during working hours. 
Women may be embarrassed by presenting to someone they already 
know at their usual general practice. 

 We know that some women choose to purchase ECP from 
pharmacies. Pharmacists provide advice according to the 
Pharmaceutical Society’s Guidelines. This includes a discussion about 
long term contraception and screening for sexually transmitted 

                                                           
15

 See Appendix 1: Terminations for Canterbury Women at Lyndhurst 
16

 The National Abortion Advisory Committee 2010 Report 
www.abortion.gen.nz/information/statistics.html  
17

 http://ec.princeton.edu/questions/ec-review.pdf Trussell J, Raymond E. Emergency 
contraception: a cost-effective approach to preventing unintended pregnancy.  

infections. Information from the consultation is not forwarded to the 
young woman’s general practice. The cost is similar to a general 
practice consultation for women 21 years and over. 

 Free ECP is also dispensed from school health clinics by school nurses 
and public health nurses. Information is not forwarded to the young 
woman’s general practice.  

 Provision of ECP is only a small part of a consultation for women who 
have had unprotected intercourse. Ideally long term contraception 
should be discussed and offered, as well as sexual health screening. 
Studies looking at the prevalence of chlamydia (a sexually transmitted 
infection) in women presenting for ECP show an incidence of up to 
9.1% in women 25 years and under.  

 Long acting contraceptives are extremely effective in preventing 
pregnancy after unprotected intercourse, and will continue to 
prevent pregnancy in the future; however, due to the need for a 
procedure and the cost, many women are not offered this option.  

How could we implement this opportunity? 

 Explore strategies to ensure greater access for women 21 to 25 years 
who have high risk of unplanned pregnancy. This should include 
opportunities to discuss long term contraception and sexual health 
screening.  

 A free ECP consultation could be provided at a wider variety of places. 
A supply of free condoms could also be provided at this consultation. 
The ECP provider could also encourage the woman to allow 
communication between this provider and the woman’s general 
practice.  

http://www.abortion.gen.nz/information/statistics.html
http://ec.princeton.edu/questions/ec-review.pdf
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 Where clinically appropriate a free Copper IUCD fitting or subsidy for 
long acting contraceptives, including subcutaneous implants and 
IUCDs could be provided free at general practice for any woman who 
has a high risk of unplanned pregnancy.  

What do we not know? 

 We do not know the reasons why young people (under 21) have 
accessed the current free sexual health consultations service at 
general practice because consultations are not coded in a 
standardised way and NHI level data is not reported.  This means we 
do not know how effective this is or how we can improve or better 
target the service to make it more cost effective. 

 We do not have a way to measure how many women purchase ECP 
‘over the counter’. 

How will we progress this opportunity? 

 Work with relevant Canterbury Clinical Network (CCN) workstreams, 
Planning and Funding’s Primary Health Care Team and Canterbury 
PHOs to consider the best way to implement this opportunity. 18 

 Funding for any additional consultations would be required. 

                                                           
18

 CCN relevant workstreams: Flexible Funding Pool SLA, Maori Health Workstream, Pacific 
Health Workstream, Pharmacy SLA, Rural Health Workstream.  

Development Group’s prioritisation scores 
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2. Improve access to suitable contraception for

women who identify as high risk of unplanned

pregnancy.

Negative impact 2
Neutral impact 5 4 5 5 3
Positive impact 5 6 5 5 7 8
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2. Antenatal 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Charlotte’s Story 

I was new to Christchurch when I discovered I was pregnant. I brought a 
pregnancy test kit from the chemist.  My husband and I were so excited. I didn’t 
have a clue what to do next. I looked on the internet and found a midwife but 
she was booked up. She referred me to someone else but the same thing 
happened. By the time I got someone I just accepted her without knowing 
anything about her. It would have been nice to have had an idea about what she 
was like and whether she was my sort of person.  Once I had signed up I didn’t 
like to change.  

Megan’s Story 

I have just had my second daughter. I had a different midwife for each 
pregnancy, so I now have a way of comparing services. I felt as though my 
midwife understood me as a person and kept reminding me that having a baby 
was a normal part of life, but I must confess that I was not completely confident 
that she was confident to plan for a normal delivery at a primary birthing facility. 
I also felt that the antenatal classes that I went to with my first pregnancy did not 
empower me to manage all that went with a normal delivery; for example, 
preparing for and managing pain.  

I ended up booking into Christchurch Women’s Hospital just in case something 
went wrong or I needed an epidural, then transferring to Burwood for my post 
natal stay.  

Our aim for this phase of the journey 

 Women receive early, consistent and appropriate 

care during pregnancy. 

Our expectations 

 Women (and their partners/whānau) are 

supported to stop smoking.  

 Women are able to find a suitable LMC easily.  

 Women are informed and feel empowered. 

 Women receive standardised quality care and 

information. 

Opportunities 

 Establish an electronic, client friendly, ‘Find a 

Midwife’.   

 Continue funding referrals from LMCs to general 

practice for medical, mental health and social 

concerns.  

 Develop an integrated maternity model of care 
that enables additional support for women with 
high non obstetric /psychosocial needs. 

 Provide Pregnancy and Parenting Courses with a 
focus on the needs of groups within our 
community. 
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What did the workshop participants say?                    

‘Women need to be able to find the most suitable LMC with ease’ 

‘We want our LMC to give us confidence that birth is a normal life event and 
therefore we can birth in a primary care facility with confidence’ 

‘LMCs and general practitioners need to work together to ensure the woman is 
the centre of the service’ 

‘Women’s clinical records should be electronic and accessible by all health 
providers’ 

‘We need to investigate whether the current Pregnancy and Parenting courses 
meet the requirements of women, particularly women with higher level of need’.  

Opportunity 3: Establish an electronic client friendly ‘Find a Midwife’ 

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 Workshop participants and general practitioners have said that there 
is a gap in communications and access to the most appropriate 
service for the mother.  

 Participants said that if women could identify LMCs and consider 
what they have to offer they would feel more empowered to choose 
an LMC that they could relate to and have confidence in. 

How could we implement this opportunity? 

 Link with College of Midwives to establish the scope of this project 
then develop a plan for implementation. 

 Manage information from one electronic data source, but linked to a 
range of information systems to ensure there is easy access to 
current information by health providers and the general public.  

 Include other support such as ‘Questions to ask a midwife about the 
service they provide’. 

How will we progress this opportunity? 

 NZCOM and Canterbury DHB will work together to progress this 
opportunity; with NZCOM taking the lead. 

 Link with established information systems such as HealthPathways, 
HealthInfo and Webhealth.  

 Some funding may be required to support establishment. 

 

Development Group’s prioritisation scores 
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3. Develop an electronic ‘find an LMC’ 

Negative impact

Neutral impact 2 4 3 7 1 1
Positive impact 8 6 7 3 8 8
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Opportunity 4: Continue funding referrals from LMCs to general practice 
for medical, mental health and social concerns.  

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 The demonstration project ’Improving the Continuity of Care for 
Pregnant Women’ has shown that a pathway from LMC to a general 
practice enables women to stay connected with their usual general 
practice who knows them and their family. 

How could we implement this opportunity? 

 Consider what works well and where there is room for improvement. 

 Include the new Section 88 Referral Guidelines being introduced by 
MOH into this opportunity. 

 Link with Planning and Funding regarding continuation of contracts 
related to supporting general practice and LMC data management 
and payments.  

How will we progress this opportunity?  

 The DHB will continue funding this service until June 2013.  

 Re-establish the demonstration project working group to review the 
current service and identify opportunities for improvement for the 
2012/2013 year. 

 

 

 

 

 

Development Group’s prioritisation scores 
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4. Continue funding for referrals from LMC to GP

Negative impact 1
Neutral impact 2 3 4 2 1
Positive impact 8 7 6 7 10 9
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Opportunity 5: Develop an integrated model that enables additional 
support for women with high non obstetric / psychosocial needs. 

This opportunity will enable LMCs to gain greater support services for 
women. It will enable an LMC, the general practice team and other health 
providers to work collaboratively to support a woman for maternity care, 
physical and mental health, and other social issues within the community.   

The LMC will be the coordinator of care for the woman and her baby 
during her pregnancy and six weeks following delivery. It will also 
establish a good planning and handover for future care and support. 

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 Babies of women with higher psycho-social needs are more likely to 
be of low birth weight and have a higher risk of sudden unexplained 
death.  

 Approximately 2% of women go to CWH for antenatal care. This 
results in less continuity of care throughout their pregnancy, than for 
women seen by a self employed LMC in the community. 
Approximately 120 women per year would receive more appropriate 
care in the community if we implemented this opportunity. 

 In the past there has been a shortage of self employed midwives 
requiring hospital employed midwives to act as LMCs; however, in 
Canterbury, we now have an adequate self employed midwifery 
workforce.19  

                                                           
19

 An example of this is Rangiora, where in the past there were not enough self employed 
midwives, but now there is adequate provision within the community for the size of its 
population. This means that hospital midwives can concentrate on providing quality care 
within the birthing facility rather than delivering antenatal care in the community.  

How could we implement this opportunity? 

 This opportunity could be linked to Opportunity 4 by providing 
different levels of care, collaboration and funding, depending on 
complexity of the mother’s medical and psychosocial situation.  

 Work with NZ College of Midwives, Hospital Midwives, General 
Practices and other health and social service providers to ensure that 
we have a high quality service to support these women during 
pregnancy, with their baby at home after the birth.  

 Engage clinical champions to promote and encourage a new more 
collaborative way of working.  

How will we progress this opportunity? 

 NZ College of Midwives, general practitioners, practice nurses and 
hospital employed midwives will establish a working group to develop 
a plan for implementation. (This may be the same working group as 
identified for Opportunity 4). 

 Additional funding will be required. 

 

Development Group’s prioritisation scores 
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5. Develop an integrated maternity model of care

that enables  additional  support for women with high 

non obstetric /psychosocia l  needs .

Negative impact

Neutral impact 2 3 2 2 5
Positive impact 9 7 6 7 7 4
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Opportunity 6: Provide a wider range of Pregnancy and Parenting 
courses that better meets the needs of specific groups within our 
community i.e. Māori, Pacific, teenagers.  

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 Data shows us that many women / couples who would benefit from 
establishing knowledge and networks of support, are not engaging 
with the current courses. 

 Formal breastfeeding classes for antenatal mothers are held at CWH 
and St Georges.  Anecdotally Māori and Pacific women do not attend 
the current courses.  

 There are identified gaps in reporting requirements as the mother’s 
ethnicity, age and whether it is a first pregnancy etc is not collected.  

How could we implement this opportunity? 

 Provide a mechanism for a wide range of people to have input into 
how these courses could be improved, not only in content but also 
locations and providers.  

 The MOH plan to undertake a review of National Service 
Specifications.  

 DHB contractual agreements with providers have a clause stating that 
there may be some changes to the service specifications during the 
term of the contract, so we can introduce changes once they are 
identified. 

 

How will we progress this opportunity? 

 Wait for the MOH’s review of the National Service Specifications.  

 Establish a working group to review all aspects of the services 
provided in Canterbury to: 

o Identify gaps in service delivery and course content.  

o Make recommendations for service improvements to ensure 
courses are accessible and meet the needs of mothers of 
different ethnicities, ages and locations. 

 Any changes to services can be funded from current funding. 

 

Development Group’s prioritisation scores 
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6. Pregnancy and Parenting courses that meet the 

need of the people in the community 

Negative impact

Neutral impact 1 1 1 2
Positive impact 9 10 9 9 10 8
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3. Labour and Birth  

  

 

Louise’s story 

I felt as though I was highly organised and ready for the labour and birth. I had 
been to the antenatal classes and had read lots of books. I wanted everything to 
be as natural as possible.  

I went to the primary birthing unit when things got underway, but after 14 hours 
I was not making much progress and my midwife decided to transfer me to 
Christchurch Womens Hospital. I ended up having an epidural and forceps.  

Initially I felt like a bit of a failure as I had been quite outspoken about having my 
baby naturally, but I can see now that when things don’t go to plan it is great to 
have highly skilled professionals there for difficult situations.  

 

Nicola’s story 

I have to confess that I am a bit of a control freak and certainly do not like pain. I 
was keen to have a baby, but not keen on having to go through the labour and 
delivery. My midwife was great in helping me prepare me and reassuring me that 
that I would be supported through the whole process. As it happened my labour 
and delivery went very smoothly and I can now look back and feel that I did really 
well.  

I believe it is important to have a midwife that you have confidence in.   

 

 

  

Our aim for this phase of the journey 

 Women have a safe and satisfactory birth 

experience. 

Our expectations 

 An atmosphere of mutual trust between women 

and their LMC. 

 Mothers and fathers are prepared for parenthood 

and caring for their new baby. 

 Labour and birth is at a facility that provides an 

appropriate level of care.  

Opportunities 

 Establish a new primary maternity facility close to 

Christchurch Women’s Hospital. 

 Establish evidence based guidelines to support 
women and LMCs in deciding whether a primary 
or secondary care level birthing facility is most 
appropriate. 

 Re-establish Christchurch Women’s Hospital as a 

secondary and tertiary care hospital.  
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What did the workshop participants say?                        

‘We want a focus on non-secondary hospital birthing, with a primary care facility 
the default option’ 

‘We need purpose built facilities located in the right places’ 

‘We need to re consider the management of risk ‘just in case’’ 

‘We need to build mother’s confidence to birth without fear’ 

‘We want to feel confident that we can access specialist support when it is 
needed and that there are well trained junior doctors and LMC for high risk 
women’ 

‘Standardised clinical guidelines should be accessible to all, and cover all sections 
of the maternity journey’ 

Opportunity 7: Better align women’s clinical need with the most 
appropriate level of birthing care and support and reduce unnecessary 
intervention and unsustainable demand on CWH: 
 
Opportunity 7a: Establish a dedicated primary maternity facility close to 
Christchurch Women’s Hospital, 
 and then 
Opportunity 7b: Establish evidence based guidelines to support women 
and their LMC to decide whether a primary or a secondary care level 
birthing facility is most appropriate, 
 and then 
Opportunity 7c: Re-establish Christchurch Women’s Hospital as a 
secondary and tertiary level hospital.  
 

 

Do we have evidence that better aligning women’s clinical need with 
the most appropriate level of birthing care and support will improve the 
maternity journey?  

 Compared to other facilities in Australia and New Zealand (for women 
aged 20-34, giving birth for the first time, to one baby, at term and 
with a cephalic20 presentation) Canterbury had a lower rate of 
induction of labour, a higher rate of instrumental deliveries and an 
average rate of caesarean births.  Only 10% of women birthing in 
CWH had an unassisted vaginal birth following a spontaneous onset 
of labour. This is the fourth lowest percentage in Australasia. 21   

 International evidence shows that if labour and birth is in a primary 
birthing facility, there is increased likelihood of spontaneous vaginal 
birth, labour and birth without analgesia/anaesthesia, breastfeeding 
at six to eight weeks post birth, satisfaction with care, and decreased 
likelihood of oxytocin augmentation, assisted vaginal birth, caesarean 
birth and episiotomy.22   

 Data shows that CWH is at above maximum capacity. Relocating 
services for women and babies where birth is predicted to be low risk 
of complications means that specialist staff at CWH can focus on the 
care and management for women and babies where antenatal, 
labour and birth and post natal care is expected to be more complex. 

 Evidence from Canterbury and other DHBs show that having primary 
birthing units available does not mean that women will use it.  We 
will need to consider a cluster of initiatives to ensure that the most 
appropriate facility is utilised.  

  

                                                           
20

 A cephalic presentation is a situation at childbirth where the baby is in a 
longitudinal lie and the head enters the birth canal first. 
21

 Benchmarking Maternity Care. Women’s Hospitals Australasia. 209-10 
22

 Alternative versus conventional institutional settings for birth (Review) Hodnett ED, 
Downe S, Walsh D, Weston J (The Cochorane Collaboration 2010) 

http://en.wikipedia.org/wiki/Childbirth
http://en.wikipedia.org/wiki/Presentation_(obstetrics)
http://en.wikipedia.org/wiki/Head
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Do we have an idea of how we could implement this opportunity? 

 Develop a whole of system approach to the provision of birthing 
services in Canterbury. 

 Undertake further analysis of current service provision, population 
prediction etc, to understand the future expectations and demand for 
maternity services.  

How will we progress this opportunity? 

 Take a tiered approach that involves: 

 a: Investigating the establishment of a dedicated primary maternity 
facility close to Christchurch Women’s Hospital creating capacity for 
increased primary births 

 b: Establishing evidence based guidelines to support women and their 
LMC decide whether a primary or a secondary care level birthing 
facility is most appropriate 

 c: Re-establish Christchurch Women’s Hospital as a secondary and 
tertiary level hospital.  

 

Opportunity 7a:  

Do we have evidence that establishing a dedicated primary birthing 
facility closer to Christchurch Women’s Hospital (CWH) will improve the 
maternity journey? 

 Workshop participants suggested that women would have confidence 
to birth in a primary birthing unit that was very close to CWH with 
easy, speedy transfer to CWH. St Georges may not have been close 
enough, as women still chose to birth at CWH then transfer to St 
Georges after the birth.  

How could we implement this opportunity? 

 We will need further analysis of current service provision, population 
prediction etc, to understand the requirements of a new primary 
birthing facility.  

 We could consider creating a space close to CWH.   This could be 
considered as part of the new build or part of a new public/private 
partnership.  Opportunities around Integrated Family Health Centres 
and Community Hubs could also be considered. 

 This will require high level sign off, project management, and 
significant capital investment.  

What do we not know? 

 We do not know how close is close enough to give women confidence 
in birthing away from CWH. 

 Most of our information about what women and maternity providers 
really think is anecdotal. We have no recent research that gives us 
statistically significant Canterbury wide information. 

 We do not know what impact a new facility in Christchurch will have 
on rural primary birthing facilities.  
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How will we progress this opportunity? 

 Survey a large group of service users and providers to develop a 
greater understanding of what the issues are that influence women’s 
choice of where to birth.  

 Once there is a better understanding of our needs and what women 
and LMCs will accept and use, then prepare a business case for a 
primary birthing unit to be incorporated into the Earthquake 
Recovery Plan/Facilities Planning. 

 Survey/market research costs will be involved. 

 

Development Group’s prioritisation scores 

 

 

 

Opportunity 7b:  

Do we have evidence that establishing evidence based guidelines 
related to the most appropriate birthing facility will improve the 
maternity journey? 

 Benchmarking Maternity Care shows that we can identify women 
who are at low risk for complications at birth. 23 

 International information on best practice identifies women who 
have a high chance of normal birth, and are therefore appropriate to 
deliver at a primary birthing facility.   

Do we have an idea of how we could implement this opportunity? 

 Develop standardised, evidence based, agreed information for health 
providers, regarding supporting women to birth at an appropriate 
facility. 

 Have easy to understand information for women and their 
family/whānau about selecting the best birthing facility.  

 Set agreed times within the maternity journey when LMCs will discuss 
this information with their clients and then make a final decision by 
37 weeks. 

 Map out the process for booking at each facility that shows that the 
booking decision has been made using guidelines.  

 Map out the process each facility will use to carry out urgent 
unexpected transfers to CWH.24 

 

                                                           
23

 Women’s Hospitals Australasia: Benchmarking Maternity Care2009-10 
24

 MOH Referral Guidelines 2011 include national process maps for emergency transport 
and emergency transfer of clinical responsibility.  
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7a. Establish a dedicated primary birthing facility in 

Christchurch

Negative impact 3
Neutral impact 2 2 2
Positive impact 10 8 10 8 10 4
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What do we not know? 

 We will need to consider what additional data will be required to 
evaluate the safety and acceptability of this opportunity and whether 
it improves bed management in CWH. 

 We need to consider the effect this will have on workforce patterns. 

How will we progress this opportunity? 

 Incorporate this opportunity into the market research for opportunity 
7a, to understand why women access secondary care when this level 
of care is not clinically indicated. 

 Once market research is completed, establish a working group from 
WCHD, Rural Health Services and NZCOM to work on establishing 
agreed guidelines. 

 We cannot implement this opportunity until 7a has been 
implemented. 

Development Group’s prioritisation scores 
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Negative impact 1 1
Neutral impact 1 2 2 2
Positive impact 10 9 10 9 7 7
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Opportunity 7c:  

Do we have evidence that re-establishing CWH as a secondary and 
tertiary level hospital will improve the maternity journey? 

 Data demonstrates that women who have had normal deliveries at CWH 
already transfer to a primary birthing facility or go home post birth. 

 Data shows that CWH is at above maximum capacity. Relocating services 
for women and babies where birth is predicted to be low risk of 
complications means that specialist staff at CWH can focus on the care 
and management for women and babies where antenatal, labour and 
birth and post natal care is expected to be more complex. 

 Reducing demand for CWH space and resource will mean we have 
capacity to cope with increased future demand for secondary and tertiary 
level care.  

How could we implement this opportunity? 

 This opportunity will need to be considered alongside opportunities 
7a and 7b as part of an integrated approach to maternity services.  

How will we progress this opportunity? 

 We cannot progress this opportunity until 7a and 7b have been 
implemented.  

 When this has happened CWH will take the lead in developing a plan 
to investigate this opportunity.  

 Costs are likely to be minimal but process will need to be followed. 

 

Development Group’s prioritisation scores 
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7c. Re-establish CWH as a secondary tertiary level 

hospital

Negative impact 2
Neutral impact 2 4 3 4 6 5
Positive impact 8 6 7 6 4 3
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4. Post Natal to Six Weeks

 

 

 

 

Pulaloa’s story 

We moved from Auckland because my husband has a brother down here. We 
never really planned to have a baby as we had only been together a few months. 
Our parents wanted us to get married, so we did. I didn’t have time to find a 
midwife before our baby was born.  

There are seven of us in the flat now. It has two bedrooms. My husband is on the 
dole while he looks for work, but with the two brothers together they spend a bit 
too much time with their mates or in front of the TV.  

I left the hospital the day after my baby was born. I didn’t like it there. I am sort 
of breast feeding, but the baby keeps waking at night, so I think I will change to 
the bottle. I just have a feeling that it’s not going to be any better here than if we 
had stayed in Auckland. I’m not sure what the future holds.  

Megan’s story 

My baby was born right on the due date, so I was all organised. The delivery 
went well and I was feeling confident and excited about my new role as a 
mother. I had lots of visitors in the first couple of weeks and felt very spoilt with 
all the presents and meals that people prepared.  

My baby is five weeks old now. He always seems to be unsettled in the late 
afternoon and evening, so my husband comes home to find both of us crying. I 
keep thinking that maybe I do not have enough milk. Everyone I talk to gives me 
different advice. I feel so tired and alone. I should be gaining confidence rather 
than loosing it.  

  

 

Our aim for this phase of the journey 

 Mothers are happy, healthy and confident and 

more babies are healthy and breastfed. 

Our expectations 

 More babies are fully breast fed for longer.  

 The transition from hospital to home and LMC to 

Well Child provider is smoother and tailored to 

individual needs of each mother.  

 Mothers and babies are linked into general 

practice.  

Opportunities 

 Develop standardised, streamlined processes for 

notification and referral from LMC to Well Child, 

Tamariki Ora and General Practice and 

confirmation that the referral has been accepted. 

 Increase breastfeeding education and support. 
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What did the workshop participants say?                    

‘We want mothers to feel well prepared and empowered for being at home with 
new baby’ 

‘The whole family/whānau needs to be considered’ 

‘We need to look at new ways for people to access information’  

‘The transition from LMC to Well Child Tamariki Ora provider needs to be flexible, 
depending on the needs of the mother and baby’ 

‘There needs to be more support for breast feeding’  

Opportunity 8: Develop standardised, streamlined processes for 
notification and referral from LMC to Well Child / Tamariki Ora Provider 
and General Practice and confirmation that they have been accepted. 

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 Last year, approximately 240 babies were not linked into a Well Child 
or Tamariki Ora provider and 300 were not linked with a general 
practitioner when they left the birthing facility.  It may be that the 
parents declined, but data does not indicate why they were not 
referred. 

 We know from NIR information that there are barriers within some 
general practices to getting babies linked into the general practice 
identified by the mother.  

 Having health providers involved earlier in babies lives enables more 
consistent messages and support for prevention programmes such as 
immunisations, smoking cessation and Pepi-pods.25  

                                                           
25

 A Pepi-pod is safe sleep option for babies who are more vulnerable to accidental 
suffocation or sudden infant death. These are babies with a weakened drive to breathe 
due to: smoking in pregnancy, being premature, a low birth weight, or formula fed. It 

How could we implement this opportunity? 

 Review the current processes to identify the areas for improvement. 

 Improve referral pathways. Publish these on accessible websites.  

 Establish LMC notification to general practice and then their 
acceptance and enrolment as part of the Electronic Referral 
Management System’ (ERMS) project (this is currently not in the 
scope of the current ERMS work). 

 Use information as a key performance indicator and introduce 
systems to record whether newborn babies are enrolled with 
WellChild, Tamariki Ora or general practice when discharged from 
birthing facilities.26 

How will we implement this opportunity? 

 Establish a working group including representatives from primary 
birthing facilities, CWH NZCOM, WellChild, Tamariki Ora providers 
and general practice to: review current processes; develop 
notification and referral pathways; and establish monitoring 
mechanisms. 

 Minor IT costs may be involved. 

                                                                                                                                     
enables the baby to be close to a parent and safe when sleeping in, or on, an adult bed, on 
a couch. 
26

 This will be in line with Section 88 maternity services requirements. 
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Development Group’s prioritisation score 

 

 
 

Opportunity 9: Increase education and support for breast feeding 

Do we have evidence that implementing this opportunity will improve 
the maternity journey? 

 There is a lot of research that shows that breastfeeding lays the 
foundations of a healthy baby, contributing positively to infant health 
and wellbeing and potentially reducing the likelihood of obesity later 
in life.  This in turn contributes to the wider wellbeing of mothers.  

 Currently we are not meeting our annual breast feeding targets; 
particularly for Māori and Pacific women.  

How could we implement this opportunity? 

 Consider current breastfeeding and education services. Identify the 
areas where further initiatives will improve services, particularly in 
the first six weeks. 

 Increasing community based breast feeding education/courses for 
mothers, partners, family and whānau during the antenatal period. 

 Develop guidelines and referral pathways and processes for LMCs and 
other providers (to support women with all levels of need) and 
publish these on HealthPathways and HealthInfo. 

 Introduce a formal assessment at discharge of whether babies are 
feeding well and latching on, and flag/refer those that are not. This 
would alert LMCs, general practitioners and Well Child providers that 
more intensive support is required. 

 Prioritise referrals for Māori, Pacific, young mothers and rural 
mothers. 

 Expand the range of formats, venues and providers to encourage and 
support all women to breastfeed. Consider moving current breast 
feeding classes from the hospital to the community and increase the 
number offered.  

 Expand the provision of support at all levels of need from normal 
breast feeding issues to complex medical issues and provide practical 
training for health and front line community workers to support them 
to support mothers. 

What do we not know? 

 We know that some mothers stay longer in maternity facilities 
because they require additional support due to breast feeding issues, 
but we do not know whether these mothers, or mothers that leave at 
the standard discharge time, are managing breast feeding and baby is 
latching on well.  

Ef
fe

ct
iv

e

In
cr

ea
se

 e
q

u
it

y

V
al

u
e 

fo
r 

m
o

n
ey

W
h

ān
au

 O
ra

C
o

m
m

u
n

it
y 

ag
re

e

Ea
sy

 t
o

 im
p

le
m

en
t 

8. Develop standardised, streamlined processes for

referral from LMC to WellChild provider and General

Practice and confirmation that the referral has been

accepted.

Negative impact

Neutral impact 1 2 3 1 1
Positive impact 9 8 7 9 10 9
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How will we implement this opportunity? 

 The Canterbury Breastfeeding Steering Group will take responsibility 
for managing this opportunity to support women to breastfeed. 

 Improve our understanding of how well women are managing 
breastfeeding on discharge, by recording some key information when 
mothers and babies leave our facilities. This would enable us to target 
additional support at home to those that will benefit most.  

 Minor IT costs may be involved. 

Development Group’s prioritisation scores 
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9. Increase breastfeeding support

Negative impact

Neutral impact 1 1 2 2 1 2
Positive impact 9 9 8 8 9 8
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Prioritisation 

Each Development Group member considered each opportunity against 
the following criterion. 

Effectiveness 

 What level of confidence do you have that the change/service will 
be effective? 

 How big will the health gains be? 
Equity 

 Will the proposal reduce significant inequities in the health and 
independence of our population? 

Value for money 

 Will the change/service deliver relatively large gains in health 
status for each increment of net cost required? 

Whānau Ora  

 Will the change/service have a significant impact on the holistic 
health and well being of the person, the family and whānau? 

Acceptability 

 Will the change be consistent with consumer and community 
values?  

 What happens now, what will happen if we don’t do it? 
Ability to implement 

 What will be the impact on the whole health system and the 
workforce? What is the risk? Will a change management process 
be required? 

Data  

 What relevant data do we have? 

 What data is missing that would have helped understand the 
situation better?  

Conclusion 

 Does the analysis support the proposal? 

 How does it score against other (maternity) proposals?  

 What would be required for the first steps to implementation?  
 

Each member then organised the opportunities in order of priority. 
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12

Canterbury wide information system. 5 9 4 4 10 3 8 6 2 7 4 4

Improve access to suitable

contraception for women who identi fy

as  high risk of unplanned pregnancy. 6 6 6 11 2 9 4 2 6 3 9 1

Electronic ‘Find an LMC’ 4 7 8 2 7 1 9 1 1 1 9 10

Referra ls  from LMC to GP 5 8 10 5 1 8 3 3 9 4 10 6

Develop an integrated maternity model

of care that enables additional support

for women with high non obstetric

/psychosocia l  needs . 7 2 9 3 6 7 7 5 10 2 7 5

Pregnancy and Parenting courses   3 10 2 8 8 4 6 8 4 6 3 7

Dedicated primary birthing faci l i ty in 

Chris tchurch 11 11 11 10 11 10 11 9 11 11 6 11

Guidel ines to support women and LMCs

in deciding whether a primary or

secondary care level birthing faci l i ty is

most appropriate. 9 9 7 1 3 11 10 10 8 9 5 8

Re-establ ish CWH as  a  secondary 

tertiary level  hospita l 10 10 3 9 4 2 1 11 7 10 4 9

Referra l from LMC to Wel lChi ld provider

and General  Practice 2 2 5 7 5 5 5 4 5 5 11 3

Increase breastfeeding support 8 8 2 8 9 6 2 7 3 8 2 2
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Appendix 1: Additional Information 

 

Phase 1 - Preconception and very early pregnancy  

Conception  

For the average couple, there is a 20-25% chance of conception each 
month. Only 65% of women will conceive in the first six months.  

A range of lifestyle factors can influence overall fertility. This includes age, 
weight, smoking, alcohol and caffeine consumption. 

Where do women go for advice about pregnancy? 

While many women of child bearing age attend general practice for a 
variety of health needs, there is no standardised point in their life where 
planning for pregnancy is discussed. Things such as: 

 Rubella status 

 Taking folic acid in the three months prior to pregnancy 

 Discussing healthy eating and healthy weight 

 Effect of waiting until later in life to plan getting pregnant 

 Discussing the right contraception to avoid unexpected pregnancy  

 The effects of alcohol and smoking in pregnancy  

 The cost of having a child and the lifestyle changes required. 

Younger women may access health information related to reproduction 
from a variety of sources at school: 

 School education 

 Public Health Nurse drop in clinics at school  

 General practice clinics at schools  

 School Health Nurses (either DHB funded or school funded) 

 Family Planning Association. 

General practices offer free sexual health consultations to young people 
up to their 21st birthday.  

There are a variety of places that women can have their pregnancy 
confirmed, including LMC services, primary birthing units, school health 
clinics, Family Planning Association and general practice.  These places all 
provide an opportunity for a woman to discuss a variety of 
contraception/pregnancy issues with a health professional.  

Many women purchase a pregnancy testing kit from a pharmacy so they 
can obtain the results in private.  

Most of these services do not link with each other or the young women’s 
general practice team.  

Sexual health consultations for under 21 years 

Provider Visits 

General Practice27 24,363 

Public Health Nurses    1,181 

Family Planning Association 11,541 

Total 37,085 

 
  

                                                           
27

 Access to free health consultations is different between general practices and PHOs. 
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Age groups of sexual health consultations at General Practice  

Age Group Visits 

<16 Years    2,537 

16 - 18 Years 11,663 

19 - 21 Years 10,163 

Total 24,363 

Sexual health consultations at Canterbury Family Planning Clinics  

Age Groups   Visits 

<16 1,481 

 16-19 6,373 

 20-21 3,687 

 22-24 3,225 

 25-44 8,232 

 45+ 1,747 

Criteria for publicly funded assisted fertility 

The criteria for public funding are designed to ensure public money is 
best spent. This includes the need for treatment and the chance of 
treatment being successful. The key criteria for eligibility for public 
funding are designed to maximise this.  

 Non smoker for at least three months 

 BMI less than 32 

 Under 40 years 

 Having no more than one child living at home 

 Have has sub-fertility for at least two years, unless there is a known 
cause, in which case referral can occur earlier.  

Termination of Pregnancy  

Medical termination of pregnancies up to seven weeks and six days 
gestation and surgical terminations of pregnancies between eight and 
fourteen weeks are provided at Lyndhurst Day Hospital. Lyndhurst was 
been relocated to Christchurch Hospital post earthquake. Terminations 
after fourteen weeks are provided at Christchurch Women’s Hospital. 

Social work and counselling services are available for women/couples.  
Women can self-refer for a ‘pre decision’ counselling appointment. 

National Abortion Supervisory Committee 201028 report states that 50% 
of women between 19 and 25 years having a TOP were not using any 
contraception at the time. 

Terminations for Canterbury Women (medical and surgical) 

Age 2004 

2009/10 
(from Oct 
09)29 2010/11 

Under 16 77 36 47 

16 - 20 497 547 609 

21 - 25 688 636 767 

26 - 30 393 456 535 

31 - 35 291 438 416 

36 - 40 217 348 339 

41 - 45 79 109 108 

46 + 6 5 4  

Total 2,248 2,575 2,825 

                                                           
28

 http://www.abortion.gen.nz/information/statistics.html 
29

 Data before this period was not collected in the DHB IT system  



40 
 

 

Phase 2 - Antenatal  

Antenatal care 

The aim of antenatal care is to help women: 

 Understand the physical and emotional changes that occur during 
pregnancy 

 Increase awareness of their new role as a parent  

 Understand how to maintain and improve their health and the health 
of their baby during their pregnancy 

 Detect any problems early and treat them accordingly. 

Antenatal checks are initially every 4-6 weeks. At 26 weeks they increase 
to fortnightly and then weekly after 36 weeks.  Each woman’s LMC is able 
to be contacted at any time between routine checks.    

Pregnancy and Parenting classes 

MOH guidelines estimate 12 women per class and 30% service coverage 
(the assumption is that 30% of pregnant women will be new mothers); 
therefore, 160 classes should provide education spaces for 1,920 new 
mothers in Canterbury every year. 30 

Each class is for a minimum of 12 hours and must cover: 

 Access to maternity services; 

 Pregnancy care; 

 Labour and birth; and 

 Care following birth.  

 

                                                           
30

 MOH guidelines July 2002 are overdue. To be reviewed 2012  

Canterbury DHB 
Contracts to deliver 
classes 

Area courses 
provided 

Number 
of Courses 
run in 
2010/11 

Total women 
Attended 

Parents Centre 
Association 

34 courses 

Ashburton 4 33 

Christchurch 15 177 

Christchurch South 4 51 

Home Birth 
Association 

10 courses 

Shirley 

Beckenham 

8 75 

Ashburton and Rural 
Health 

60 courses 

Ashburton Hospital  11 156 started 

Darfield Hospital  4 54 

Akaroa Hospital No data  

Kaikoura Hospital  2 15 

Women’s and 
Children’s Health 
Division 

149 courses
31

 

Lincoln Maternity  13 130 

Rangiora Hospital 15 126 

Burwood Hospital  29 324 booked 

Chch Women’s 
Hospital 

71 750 Started 

549 Finished 

Total: 253  179 1,891 

 
  

                                                           
31

 CWH had 4 classes cancelled before completion due to earthquake.   
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Demonstration project: Improving the Continuity of Care for 
Pregnant Women 

Canterbury DHB delivered this demonstration project for the MOH until 
30 December 2011. The purpose of the project was to improve and 
support the continuity of care for pregnant women with high needs and 
improve the collaboration between maternity and general practice over 
the woman’s primary and maternity care.  

LMCs that identify women with mental health, medical condition or 
unhealthy lifestyle that may not be an obstetric risk per se, but may 
impact on the health or well being of the mother or baby could offer a 
free consultation for the woman with her usual general practitioner. The 
LMC could attend also, to participate in the consultation and 
development of a plan for the rest of the pregnancy.  

This project was evaluated and the MOH decided that its goals could be 
more effectively met by integrating the offer of a free consultation with 
broader maternity care initiatives as opposed to rolling it out as a stand 
alone project. 

Opportunity 4 recommends we should continue with this project, but 
with some review and possible modifications.  

 

Phase 3 - Labour and birth 

Baby Friendly Hospitals  

This initiative was launched by World Health Organisation (WHO / UNICEF 
to encourage hospitals, health care facilities, and particularly maternity 
wards, to adopt practices that fully protect, promote and support 
exclusive breastfeeding.   

The New Zealand Breastfeeding Authority undertook the development of 
the Baby Friendly Hospital Initiative. This ensured that the WHO/UNICEF 
initiative was able to be implemented in a manner that highlighted our 
unique New Zealand maternity service. 

Becoming a Baby Friendly Hospital is a process of self-appraisal by each 
hospital based on internationally agreed standards. This leads to analysis 
of practices that encourage or hinder breastfeeding, and then 
implementing changes.  

All birthing facilities in Canterbury have been awarded the Baby Friendly 
Hospital status.  

Deliveries in a primary birthing unit 

 

Percentage Number 

2005/06 13% 785 

2006/07 13% 806 

2007/08 14% 914 

2008/09 14% 887 

2009/10 13% 837 

2010/11 12% 738 
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Deliveries by birth facility  
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2004/05 3 160 231 4,682 4 1 112 95 565 2 5,855 

2005/06 2 168 226 4,868 8 2 81 95 554 1 6,005 

2006/07 2 166 230 5,109 9 1 107 84 547   6,255 

2007/08 1 173 230 5,119 10 2 113 98 617   6,363 

2008/09 1 157 231 5,523 6 2 86 97 314 1 6,418 

2009/10   108 178 5,656 12 13 87 96 341   6,491 

2010/11 1 109 163 5,436 20 16 114 100 214 1 6,174 

Deliveries by caesarean  

Calendar Year Number   Total Births Percentage 

2006 1,393 6,005 23% 

2007 1,638 6,255 26% 

2008 1,745 6,363 27% 

2009 1,910 6,418 30% 

2010 1,884 6,491 29% 

2011 1,814 6,174 29% 

Phase 4 - Post natal to six weeks  

Transition from LMC to Well Child Tamariki Ora service  

Provider Area covered 

Plunket  

Each Plunket nurse provides 
services for a geographical area. 

All Canterbury except 
Kaikoura and Banks Peninsula 

Public Health Nurses  Kaikoura & Banks Peninsula 

Te Tai O Marokoura Kaikoura  

Pacific Trust Canterbury  Contacted to cover all 
Canterbury, but reach 
volumes in Christchurch. 

Te Puawaitanga Ki Otautahi Trust  

Notes:  

 Plunket is contracted by MOH. All others providers are contracted 
by the Canterbury DHB. 

 Hand over from LMCs is between four and six weeks.  
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Appendix 2: Participants’ Profiles  

Workshop participants  

All Canterbury primary, secondary maternity providers, parent and child 
care groups and community and social services and individuals were 
invited. 

Advertisements were placed in community newspapers, Canterbury DHB 
newsletters and community notice boards. 

120 people attended the workshop.32 

Names  Roles  

 Karyn Johnson GP Liaison Women’s Health  

Julia Begg Ashburton Parents Centre 

Abbey Parsons Mother  

Alex Kennedy Nurse Specialist 

Ali Jones Midwife 

Aliesha Holms Mother 

Alison Gallagher Maternity Coordinator 

Alison Young Planning and Funding 

Amanda Daniell Charge Midwife Lincoln Hosp 

Andrea Mother 

Angela Heard Planning and Funding  

Ann Atkins Midwife , Birthing Suite, CWH 

Anna May Mother  

Annabel Harris Mother 

Anne Brydon Midwife, Lincoln Hosp 

Anne Feld Plunket 

Anne Marie Hewett Post natal Adjustment, Plunket 

                                                           
32

 Names and roles of attendees were recorded to the best of our ability. 

Barbra Pullan Dept Obst Canterbury University 

Ben Sharp Consultant Obstetrician & Gynae 

Bridget Lester Mother/Planning and Funding  

Cara Hafner Lactation Nurse 

Carmen Stanton Mother 

Carol Bartle Canty Breastfeeding Advocacy Service 

Carol Reardon Smoke Change 

Caroline Oliver   

Carolyn Lister Chch Multiple Births 

Chris Mazey Charge Midwife Manager 

Chris Mazey Charge Midwife CWH 

Claire Coates Mother/Childbirth Educator 

Claire MacDonald Midwife 

Clare Coates Mother  

Dana McLean Mother 

Dave Peddie Obstetrician 

Deb Christenson Midwife 

Dianne Leishman Midwife/Otago University  

Dianne Messsenger Pregnancy Help Volunteer 

Donne McKelvey Royal NZ Plunket 

Elaine McLardy Child & Youth Mortality Group CDHB 

Emma Hastie Mother 

Erica Cairns Mother  

Felicite Jardine Shirley Hub  

Felicity Woodham Planning and Funding 

Gail Prileszky Quality Coordinator CWH 

Gina Blair Smoke Change 
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Glenis Kirirau Smoke Change 

Glenys Duff Midwife 

Hanna Good Mother 

Hayley McManus SISSAL/ Student Midwife 

Hayley Negus Mother  

Hazel McGregor Lactation Consultant 

Hector Matthews Exec Director, Māori and Pacific, CDHB  

Helen McDowell Nurse Manager, Waikari 

Houda Banna Mother 

Jackie Coursey Student Midwife 

Jan Allen Nurse Manager 

Janetta Skiba Director of Nursing, RCPHO 

Janice Bass Midwife 

Janine Pinkham La Leche League 

Janine Puentener La Leche League 

Jennifer Dean Registered Nurse 

Jenny Andrews Gynae Assessment, CWH 

Julia Begg Mother /Ashburton Parents Centre 

June Shaw Mother/ Consumer Council 

Justine Ottey Mother 

Karen Holmes Gaia Counselling Service  

Karlena Kelliher SANDS 

Katalina Evile Presbyterian Support 

Kate Henderson Mother, Home Birth Assn 

Kate Nichol NZCOM 

Kath Harrison Mother  

Kathy Anderson Midwife 

Kathy Simmons Māori Health CWH 

Katia de Lu Planning and Funding  

Katie Brown Mother 

Kelly Goodall Mother 

Kendra Street Mother  

Keryn Burroughs Maternity Social Worker  

Kiri Croasdale Mother 

Kirshin Andrews  Mother 

Kirstie Griffiths   Mother 

Kirstyn Barnett Mother 

Larissa Fullard Mother 

Lea Riddle CWH 

Leanne Summers Mother 

Lesley Long Midwife 

Lisa Preston  Midwife 

Liz McDonald Clinical Director Mothers & Babies Unit 

Liz McNeill Mother 

Lorraine Higgins Early Start 

Lotus Geluk Midwifery student 

Louise Hamilton Holly House 

Louise McLeod Mother 

Lucy Evans Mother 

Lynda Robertson Midwife 

Lynne King Midwifery Educator 

Marcia Annandale Independent Lactation Consultant 

Marese Mcevoy Mother/Midwife 

Margaret Bunker Planning and Funding  

Margaret Burnes Nurse Educator 

Margie O'Boyle Midwife 

Marie Dyksma Te Puawaitanga Ki Otautahi Trust 

Marnie Ertkila Canterbury Homebirth Assn 
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Megan Scott Midwife 

Mel Osborne Midwife 

Michael O'Dea Partnership Health PHO 

Mike James Planning and Funding 

Miriam Martin General Practitioner 

Nadia McClelland Ashburton Parents Centre 

Natasha Layton Mother/Kiwi Family Trust 

Nicola Austin Chief of Child Health, CWH 

Olivia Smart Olivia Smart, ChCh Women's 

Pam Trustcott Pam Truscott, Charge Midwife 

Pamela Law Charge Midwife Manager 

Philippa Donnithorne-Nicholls Mother 

Philippa Murphy Natural Winding Ltd 

Pia Roddle Parent Educator 

Pip Roy Emergency Dept 

Rachel Hart Mother 

Rachel Mclauchlin Midwife 

Rebecca Harris Midwife 

Robyne Bryant Māori Midwifery Roopu - Te Waipounamu SI 

Rochelle Devlin Christchurch Parents Centre 

Rose Barker College of Midwives 

Rosemary Joyce Mother 

Ruth Chisholm Māori Midwifery Roopu - Te Waipounamu SI 

Sabina Handorf Midwife - Antenatal Courses 

Sam Burke Director of Midwifery, CDHB 

Sandi Malcolm Chch PHO 

Sara Wells Mother 

Sarah  Webster Mother, Student Midwife 

Sarah Pallett Midwife 

Sharon Burford Dietician 

Sieni Commons Pregnancy Help 

Sophy Preston-Keinett Midwife, consumer 

Susan Grant Ashburton Hospital  

Susie Jones Barnardos NZ 

Suzanne Salton Charge MW Rangiora Hosp 

Suzie Clarke Te Puawatanga Ki Otautahi Trust  

Suzie Keyes Home Birth Association 

Tina Hewitt Midwifery Educator 

Torika Patterson Presbyterian Support 

Tory Crowder Mother 

Tui Wagstaff Breast feeding  Group/ Homebirth Assn 

Vanessa  Mother 

Yvette Cundy Mother 

Sue Moffat Rachel's House Trust 

Megan Reynolds Mother/Home Birth Assn 

Mary Olliver Obstetrician CWH 

Lynda Robertson Midwife 
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Development Group members 

The Development Group was established in October 2011 from workshop 
participants who expressed interest in continuing to progress the ideas.  

Members were selected due to the skills they had to: 

 Review information gained at the 15 February workshop. 

 Consider the effect of the recent earthquakes. 

 Note the work being done by the MOH, 

Once this was done they would report to the Board:  

 Key areas from throughout The Maternity Journey where 
improvement can occur.  

 An outline of the suggested changes and the effect the changes will 
have.  

 The model of prioritisation applied to the identified suggestions. 

 Recommendations for implementation. 

The group agreed to work in good faith, openness and transparency. They  
‘dreamed first and then refined’, rather than considering current funding 
streams, roles and functions.  

 

 

Nicola  Austin Chief of Child Health and Director of Neonatology, WCHD. 

Member of South Island Child Health Service Level Alliance.  

Katie Brown  Mother of two boys aged 14 months and 3 years. 

Health Services Planning Coordinator, South Island Programme 
Alliance.  

Nadia McClelland Mother of two girls aged 18 months and 3 years. 

Child birth education coordinator. 

Ashburton Parents Centre committee member. 

Margaret Kyle Midwifery Standards reviewer. 

Vice Chair, Canterbury/West Coast NZ College of Midwives. 

Worked as a hospital midwife and LMC. 

Member of Immunisation Service Level Alliance.  

Anne Feld Area Manager, Canterbury Plunket. 

Amanda Daniell Charge Midwife, Lincoln Maternity Hospital. 

Links with breast feeding support groups and Pregnancy and 
Parenting Education classes. 

Michael McGuinniety General Practitioner, Shirley Medical Centre. 

Natalie King Charge Midwife Manager, Birthing Suite, CWH. 

Roslyn Ballantyne Practice Nurse, B4 School Check provider for children who do not 
access general practice easily,  

Carol Bartle Canterbury Breast Feeding Advocacy coordinator. 

Registered Nurse & Registered Midwife. 

Karyn Johnson Mother of two school aged children. 

GP Liaison between general practice and women’s health services 
at CWH.  

Alison Young Project Manager, Planning and Funding, CDHB. 

Samantha Burke Director of Midwifery, CDHB. 

Mary Olliver Clinical Director Obstetrics and Gynaecology CDHB. 
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