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Vision
Healthy people. Excellent care

Mission
Enable us all to manage our health and wellbeing
Provide excellent care through smarter, innovative delivery
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1 Introduction

1.2 Vision

The vision, Healthy People, Excellent Care has been set by the Waikato District Health Board
(Waikato DHB) and Executive Group following engagement and consultation with wider groups.
This is the vision when working at the Waikato DHB we all work towards achieving. The skills and
knowledge midwives hold and use in care delivery contribute to achieving this vision. Commitment
to working together with other members of the health care team in a manner that women and their
families find acceptable will make this vision achievable.

1.2 Waikato DHB’s strategic imperatives

Each midwife must use their knowledge and skills whether as a beginner or experienced practitioner,
in a way that supports and improves maternity care and the clients’ experience. To guide in
prioritising where care delivery is to be focused:

¢ Achieving health equity for high needs population

® Ensuring quality health services for all

* Providing people centred care

Delivering effective and efficient care and services

Becoming a centre of excellence in teaching training and research
¢ Developing productive partnerships

The four midwifery strategic aims (pages 12-15) align with the DHBs strategic imperatives. These
aims provide the direction for the next five years. The actions needed to achieve the aims can

be utilised by midwives either individually or as part of the wider team. Utilising these provides a
mechanism to support individual accountability with evidence informing performance reviews and
the setting of objectives. The DHB imperatives inform the direction and activities of the DHB, the
midwifery strategic aims indicate how they can be achieved. Midwifery practice contributes to and
influences the success of each of the DHB imperatives.

S
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2 Accountability

Each midwife is accountable for their practice, they are also accountable as members of the
health care team to know and understand how they influence achievements both clinically and
organisationally. Accountability is the requirement to demonstrate and take responsibility for
performance; this is both as an individual and as part of a health care team. In order to ensure
understanding of accountability the following describes the principles and supporting structures:

e Expectations are clarified and understood: Midwifery at Waikato 2017-2021, position
descriptions and the professional development frameworks all describe levels of expectations
and minimum requirements of midwifery roles.

e Decisions are transparent and rational: policies governing practise, professional behaviours
and evidenced based clinical protocols are in place and accessible e.g. policies housed on the
DHBs intranet site, Lippincott Clinical Procedures etc.

e Feedback s the expected norm: yearly performance appraisals support and provide ongoing
guidance and real time feedback should be given by managers and peers.

e Responsibility is understood and accepted: each midwife must be cognisant of their
scope of practice: Position Descriptions indicate levels of authority and participation in the
Quality Leadership Programme is encouraged to provide evidence of how responsibility is
demonstrated.

e Continuous improvement is in place: utilising, engaging with and driving changes and
improvement through the Quality and Patient Safety agenda as well as Releasing Time to
Care ensures that individuals and teams are accountable for outcome aligned to practice and
organisational design.

Each identified senior midwifery role is allocated key activities to achieve the strategic imperatives
with these also aligning with accountabilities.

Waikato DHB is committed to a Just Culture. The DHB is supporting this through the designing of
safe systems, managing behavioural choices and creating a learning culture. It is the balancing of the
need to learn from mistakes and the need to take disciplinary action that will promote organisational
and individual accountability through just and fair consequences.
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3 Expectations

Each midwife must be cognisant of their scope of practice as defined by the Midwifery Council of
New Zealand (MCNZ), work within the MCNZ Code of Conduct and understand how to develop
therapeutic relationships without breaching professional boundaries.
www.midwiferycouncil.health.nz/midwives

Delivering care in a culturally competent manner is an absolute expectation, indicating an
understanding commitment and active engagement with patients/service users and colleagues.
Building on this, cultural humility as described by Trevalon & Murray-Garcia (1998) further supports
lifelong commitment to self-evaluation and understanding how relational dynamics that occur
between the midwife and women can affect how the health care delivered is accepted.

The following outlines expectations placed on midwives relating to quality of care, providing women
centred care, providing effective care delivery processes, remaining current in knowledge, advancing
practice and working in partnership with women and their families and our health colleagues.
Minimum standards of care, knowledge acquisition, career progression and importantly the manner
in which care is delivered are described, and are to be considered standards that are not negotiable.

Supporting these expectations, education and learning required to keep midwives clinically sound
and opportunities to extend the way individual midwives may aspire to achieve, are provided via
the Professional Development Unit. The Nursing and Midwifery Directorate is committed to the use
of Practice Development methodology as it brings together sustainable evidenced, approaches

to deliver measurable outcomes that make a difference in practice and can add to the body of
knowledge. Practice Development methodologies support the transfer of many types of knowledge
from learning to practice. Adopting person centred active learning; it is a facilitated process that
makes use of critical reflection and generative discussion.

Midwives employed by Waikato DHB work in primary, secondary and tertiary maternity settings and
contribute to the maternity client’s journey through her pregnancy, birth and postnatal experience.
Midwives care for women and their babies holistically in whatever setting.

Specific workforce challenges exist for the acute services in which secondary/tertiary midwives
practice at Waikato DHB. The fast turnover of clients coupled with high acuity pose particular
challenges around recruitment and retention. Midwives contributed to a profile to celebrate their work
setting.

Reducing client/patient/service user harm and suffering is the ultimate aim for all health workers.
The Nursing and Midwifery Directorate has chosen the overarching framework Compassionate
Connected Care (3Cs) as a way to equip midwives with the understanding of how midwifery care
and organisational requirements can be merged and support the DHBs strategic imperatives. This
framework described by Dempsey Wojciechowski, McConville and Drain,(2014) integrates the
clinical, operational, cultural and behavioural aspects of care delivery and provides a way to work so
all aspects of organisational requirements are met, while addressing the challenges faced to reduce
client suffering or harm.

As described by Dempsey et al inherent suffering is often not preventable as this occurs because
of the diagnosis and sometimes then by the treatment which can be painful or uncomfortable and
generally causes a disruption to normal life. It is the avoidable suffering midwives can reduce, as this
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is associated with unmanaged pain, medication error, hospital acquired pressure injury (rare, but
occurring in maternity), a fall or being treated without dignity and respect.

The domains of the 3Cs (Table 1) provides a visualisation of how each component can be supported
by connecting actions with outcomes.

Clinical excellence : L
Operational efficiency

Connecting clinical
excellence with
outcomes

Connecting efficiency
with quality

Compassionate

connected care .
Organisational culture

Connecting mission,
vision and value with

Caring behaviour
Connecting

engagement with action
engagement

Table 1:JONA Vol 44 no.10 (2014)

Clinical excellence links to outcomes, operational efficiency and quality, caring behaviours to

the service user’s experience and culturally to the DHBs vision Healthy People Excellent Care.

The central component is; all care is delivered with compassion, with an understanding of what
outcomes (goals) are being aimed for, being aware of how the care will be perceived by the woman,
keeping quality at the forefront and knowing that by doing this the DHBs values are supported.

The Compassionate Connected Care framework guides the systems and process needed to support
the work of midwives. These systems and processes are not an addition to midwifery work but
should be viewed as essential and integrated structures allowing midwifery to be delivered effectively
during the peaks and troughs of clinical demand.

The programmes of work and models of care delivery that support midwives and are expected to be
utilised are described next:

3.1 Midwifery clinical decision-making and documentation

The midwife bases her clinical decision-making upon making an assessment, plan interventions
required, followed by an evaluation of the effectiveness of the intervention. The midwife enables the
client to set her own goals and document these in the appropriate documentation, e.g. birth plan,
care plan. Midwives fully utilise the documents specified in the setting where they work. For example,
in the inpatient setting the antenatal — or postnatal care plan will reflect the midwifery assessment
and supports the planning and intervention stage. The evaluation of the care delivered, outcomes
and any escalation undertaken are always documented in the clinical notes.
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3.2 Partnership care

Supporting clinical excellence and operational efficiency the model of clinical service delivery within
inpatient wards is “Partnership Care”. This model while still having elements of allocation has the
midwives and nurses on each shift working in defined teams caring for a group of clients.

The teams can consist of a mix of Registered Midwife, Registered Nurse, Enroled Nurse, Health Care
Assistants. At the very minimum each team must:

¢ introduce themselves to their clients

e eqguitable work load in terms of acuity, (this is not necessarily the same as numbers)
¢ some knowledge of all the clients their team is caring for

¢ have planned support for high intensity interventions/procedures

e team based or ward based huddles

staggered meal relief.

The teams must work in a culture that encourages case discussions and joint decision making
around complex care planning and use opportunities that are presented to share knowledge.
Working in Partnership Care permits the midwife/nurse to seek advice from colleagues when
confronted with any aspect of clinical care that may need clarifying, or require a higher knowledge
level or skill than they have at that point in time.
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The DHB’s policy is set out in the Clinical Handover (Bedside Handover) for Nursing and Midwifery
procedure.

Supporting caring behaviour and engagement, this hand over process is to be carried out between
shifts over the 24 hour period. Bedside handover actively includes the client and her Lead Maternity
Carer if present using the Situation, Background, Assessment, Recommendation and Response
(SBARR) communication tool to ensure a cohesive handover of information occurs. The client being
part of the handover must be given the opportunity to participate and confirm that the information is
correct.

The DHB’s policy is set out in the Interntional Rounding procedure.

Supporting all four domains of the CCC (3Cs) framework, Intentional Rounding is the process used
to ensure every patient regardless of their acuity is seen and interacted with on a regular basis.
Utilising Intentional Rounding in the maternity service allows clients the comfort and confidence that
they will be seen at the very least every two hours. While essential aspects of care such as managing
pain, assisting with personal needs and positioning are always to be addressed, other areas related
to the client’s clinical needs are also included. Documented activities are noted in the care plan and
evaluation of the care delivered is documented in the clinical notes.

Supporting all four domains of the CCC (3CS) framework, Releasing Time to Care (RTC) is a series
of processes that enable midwives to create a working environment that is efficient, streamlined and
gives more time to focus on midwifery care. The RTC methodology helps support quality and patient
safety initiatives, whether local or global, provide the mechanism that improves audit results while
giving midwives on the floor the opportunity to drive the changes needed in order to improve their
practice environment and safety for women and their babies.

Every midwife must at the very least be aware of what activities are occurring within productives in
their area, and for those with the increased enthusiasm and ability to drive change then engagement
is most welcomed.

Supporting operational efficiency and clinical excellence, Assignment Workload Manager (AWM)

is the acuity tool the Waikato DHB is utilising that measures the work of midwives and nurses and
then translate to rostering the right skill mix and number to match patient demand (i.e. numbers
acuity and dependency). Entering the data while a CMM responsibility is delegated to appropriate
midwives/nurses on each shift, and as such learning how to do this is essential. Understanding

how the data is entered and how the calculations are created increases individual midwife/nurse’s
opportunity to influence how this tool can be used in order to smooth out staffing variances, allocate
the right team of staff to the acuity of inpatients rather than to number of patients, plan activity
associated with high intensity treatments and planning breaks.




3.7 Professional development framework

Every midwife must be aware of the Career Path framework and the minimum standards of
knowledge and skills in practice expected of them dependent on years of practise. Achieving these
and being engaged in quality and patient safety activities promotes a confident and competent
midwifery workforce able to deliver the clinical care required to meet the needs of the maternity
population.

Participating in the Quality and Leadership Programme (QLP)

For Waikato DHB employees, more information is available in the Developing Our Staff section of the
staff intranet.

QLP provides the evidence midwives and their managers can use both as a way of advancing
careers and receiving monetary acknowledgment of the contribution the midwife makes to client
care. While participation in the QLP is not compulsory, for appointment to a senior midwifery role the
minimum requirement for interview is achievement to the leadership domain on the QLP.
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Every midwife working within the Waikato DHB is accountable for their own practise, responsible for
understanding their scope as described by the Midwifery Council of NZ, expected to work in a caring
compassionate manner and at the very least understand how their contributions to client safety and
outcomes are connected to their own personal values, the clinical areas values and those of the
DHB.

Midwives are a highly valuable component in the delivery of maternity care, and integral to the clinical
team. Midwives are encouraged and to be congratulated when they lead where they stand.

The Nursing and Midwifery Directorate is in place and committed to support midwives to achieve the
best outcomes possible for their clients, to provide advice and opportunities to extend and expand
knowledge and skill acquisition during their career.
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5 Strategic aims

The following four strategic aims are specific to midwifery while supporting the DHB strategic
imperatives. The objectives and outcome measures indicate what we are to achieve and how
success will be viewed.

STRATEGIC AIM 1:

Lead and apply a strong midwifery culture which harnesses and values the
contribution of midwives

Key objectives Outcome measures
Facilitate and apply ¢ Organisations vision and values are demonstrated in the care
leadership competencies for environment

senior midwives that meet

organisational requirements ¢ Visibility and presence of midwives exist within all patient and

staff safety forums

e Competencies have been identified and inserted in position
descriptions

e Senior midwives are responsive to KPIs and data from audit
to drive ongoing quality improvements

e PDU activities align with leadership development

Midwifery contribution to ¢ Releasing Time to Care series is implemented in a way that
quality and patient safety will will show an increase in direct client care

be demonstrated o , i
¢ The skill mix for each ward/department is defined and

matches patient demand (throughput) and predicted acuity
or dependency

¢ Hand Hygiene audits reflect best practise and meeting target

e Culturally competent midwifery workforce as per the
Midwifery Council statement in order to meet the needs of
our Maori and culturally diverse population

Midwitery




STRATEGIC AIM 2:
Build workforce capability, readiness and capacity

Ensure a continuation e Each service has identified the roles required to provide safe
of advanced roles and care presently and into the near future

midwifery-led services
to meet organisation
requirements

e Advanced roles have clear quality assurance frameworks e.g.
credentialing, QLP

e Senior and advanced midwifery roles can describe their
contribution to the model of care for improving population
health outcomes

Establish the ‘entry e Evidence of collaboration with Wintec to ensure student
workforce’ numbers, type numbers and quality reflect the population need

and processes needed
to sustain the midwifery
workforce

e A sustainable process that achieves intakes of an agreed
number of midwifery graduates to maintain the employed
midwifery workforce

e Employed graduate midwives are supported through
preceptorship, education and mentoring. Graduate LMCs are
supported when they access the secondary care facility

¢ Midwifery workforce reflects the demographics of our
population
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Develop, influence and
implement processes

that ensure maternity and
newborn service users will
receive safe and effective
care

Demonstrate that midwifery
practice is based in
contemporary best practice

Patient safety programmes have been implemented inclusive
of:

- Releasing Time to Care
- Falls Minimisation

- Early Deterioration Detection System (ADDS) (Obstetric
Early Warning Score, Primary Maternity ADDS and
Newborn observation chart)

- Care Standards

- Organisational Audits

- Role imperatives

- Hand Hygiene practices

- Medication Safety

- Hospital acquired pressure ulcers

- Utilisation of evidence based midwifery procedures

Risk minimisation is evident

Midwives participate in research that contribute to the body
of knowledge and inform midwifery practice

Education plans are linked to learning needs assessments
and workforce design. Training resources have been made
available to primary maternity providers and NGOs

Staff has access to policies and procedures that are up to
date, consistent across the DHBs and based on evidence

Results from patient safety programme reflect acceptable
outcomes as per national and international benchmarking

Implement culture of learning (based on DEU principles’) as
the preferred midwifery student learning experience

Integrate the use of virtual health delivery into learning
programmes

'E.g. dedicated preceptor, increased in-practice presence from DHB and Wintec etc.



In collaboration with key
stakeholders, develop and
implement primary- and

rural midwifery strategies to
meet key requirements of
communities and new models
of care

Implement smooth patient
journeys across health
settings

Develop and implement integrated rural — and primary
maternity models of care in conjunction with LMCs and key
stakeholders to enable sustainability of service delivery and
founded on continuity of care and the needs of women

Develop processes that support ambulatory care and avoid
unnecessary hospital admissions during pregnancy

Develop a sustainable and flexible midwifery workforce

Build and strengthen alliances across and within the
maternity sector, including education, NGOs, primary,
secondary and tertiary care

Virtual Health Strategy and its delivery are integrated into
models of care

Developing models of service delivery that are inclusive of
virtual health technologies

Midwifery led discharge is utilised from postnatal inpatient
secondary care

Midwifery led clinics developed and implemented with
evidence of quality service delivery

Inter/intra- hospital transfer/retrievals occur in a timely and
safe way

Two-way communication between maternity services and
LMCs occur in a timely, appropriate and effective way

Virtual health technologies are increasingly explored to
support clinical care delivery
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