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EXECUTIVE SUMMARY
In 2019 the Taranaki District Health Board (Taranaki DHB) Public Health Unit led a Health Equity
Assessment (HEA) process of Lead Maternity Carer (LMC) registrations in the first trimester in
Taranaki. It sought to understand the existing inequities in first trimester registrations with an LMC in
Taranaki, and highlight areas for potential intervention to improve equity in LMC registrations in
Taranaki.
This Health Equity Assessment was undertaken to support the work of the Taranaki DHB to
investigate and act to reduce inequalities for Māori in response to “Babies in Smokefree Households”
System Level Measures (SLM) Group’s work plan. Recommendations from the findings of this report
have been developed in partnership with the SLM group.
The Ministry of Health 2008 Health Equity Assessment Tool (HEAT) was applied using a participatory
approach at a wāhine Māori stakeholder hui held at a marae. Additional hui were held with Māori
providers who were not represented at the stakeholder hui, and local data on registrations with
LMCs was analysed. Consumer voice input was collected through face-to-face interviews with wāhine
Māori about their experience of registering with an LMC.
This HEA highlighted existing inequities based on age, ethnicity, socio-economic status and
geographical location (NZ Deprivation quintiles) regarding registration with an LMC in the first
trimester of pregnancy. It found that wāhine Māori in Taranaki experience a lower rate of
registration with an LMC in the first trimester of pregnancy across all age groups, compared to NonMāori. This was particularly apparent for younger age groups (i.e. under 25 years). Māori were also
more likely to live in an area of high deprivation compared to Non-Māori, which was another key
factor impacting on lower rates of registration with an LMC within the first trimester.
Barriers identified included patient-centred barriers, such as transport, lack of access to internet to
search the ‘Find My Midwife’ website or lack of credit on phone to ring a midwife. Wider system
level barriers included a lack of culturally appropriate workforce, with only one available Māori
midwife identified, and a lack of assistance regarding help to enrol with an LMC, especially for
younger women. It is noted that Māori are more likely to have children younger, with the median age
of mothers for Māori being 27.1 years of age, compared with 30.5years for the total New Zealand
population.
A strong theme to emerge from this assessment was that, in Taranaki, Māori women were unlikely to
get a midwife who understood their cultural needs around pregnancy and birthing. From the
consumer voice, it was evident that the majority of wāhine Māori interviewed in this study would
have preferred a Māori LMC who understood Te Ao Māori, but the reality was they had to accept a
Non-Māori LMC. The literature shows this is not a new issue but it is one which has failed to be
addressed by the health system, indicating the presence of institutionalised racism in antenatal
services in New Zealand. It is essential to increase the number of Māori midwives and provide the
existing Non-Māori workforce with training to ensure they are culturally responsive.
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Not being able to find a LMC, due to all the LMC being ‘booked up’, was another key issue which
resulted in late registration. Having to accept their second or third choice of provider was a common
experience. It is essential to increase the number of Māori midwives and provide the existing NonMāori workforce with training to ensure they are culturally responsive.
This assessment highlighted a wide range of opportunities to strengthen the equity focus of early
registration with an LMC in Taranaki. Key areas for intervention include working with general
practices to ensure priority women (young, Māori or those who live in areas of high deprivation) are
given further assistance with enrolling with an LMC early on in pregnancy. The raising of awareness
about early enrolment with an LMC with Māori whānau is another key aspect, as about half of the
consumers interviewed relied on whānau and friends for their advice on enrolling with an LMC.
It is also noted that Māori (86% of the Māori population enrolled) are less likely to be enrolled at a
GP practise in Taranaki, compared to Non-Māori (97% of the Non-Māori population enrolled).
Building on the success of the current Hapū Wānanga antenatal education programme by offering a
‘pre-Hapū Wānanga’ course that includes the importance of early enrolment with an LMC was
suggested by Māori stakeholders. Updating current information on the ‘Find My Midwife’ website is
also required, with more accurate information and culturally relevant content for Māori. Wāhine
Māori suggested developing a FaceBook page to connect younger Māori with an LMC and with
information about pregnancy.
As a result of this HEA, the following recommendations have been developed in partnership with the
SLM Working Group:
The following recommendations have been developed by stakeholders at the HEA Hui:
1. Explore opportunities for integrating midwifery services with Māori health providers.
It is suggested that an integrated model is trialled with a Taranaki Māori Health Provider
under Te Kawau Mārō, with a salaried position established for a Māori midwife to provide
LMC services exclusively for Māori women in Taranaki. Monitor and evaluate the trial and
consider expanding the model to partner with other Māori providers through out Taranaki in
future.
2. Work with general practices to introduce a policy and process for practice nurses to provide
additional assistance to priority women (Māori, young, or those who live in areas of high
deprivation) until they successful register with an LMC. This additional support would
provide a more seamless pathway for priority women to navigate through the system to an
LMC. To support those women who experience barriers in registering with a GP, a
community kaiāwhina navigator contract could be established with a Māori provider to
support priority wāhine Māori with engaging with an LMC.
3. Increase efforts to grow the Māori midwifery workforce in Taranaki by developing a local
workforce strategy which includes training scholarships, WhyOra cadetships, student
mentoring to support retention and midwifery career promotion.
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4. Increase cultural responsiveness of existing midwifery workforce in Taranaki, including
providing compulsory in-service training to all Taranaki midwives on traditional Māori
approaches to birthing and Māori world views on pregnancy. It is suggested that this training
is provided by Hapū Wānanga educators and is held at marae. In addition, it may also be
beneficial for midwives to experience Hapū Wānanga as an observer first hand.
5. Work with the local LMC workforce to accurately update online information on the Taranaki
DHB and Find My Midwife websites, recognising that this is the primary source of
information for a woman selecting an LMC. Ensure information is included that is culturally
relevant for wāhine Māori, such as LMC knowledge and experience with tikanga Māori and
Te Ao Māori, te reo Māori (including greetings), pepeha that explains whakapapa of
midwives. Ensure all listings include where LMCs are located and LMC Te reo Māori language
abilities are accurately listed.
6. Explore the opportunity for establishing a locally run FaceBook page to support Taranaki
wāhine Māori during their pregnancy and consider how this online information resource and
communication tool could be most appropriately managed and moderated.
7. Work with local LMC services to develop a local ‘one-pager’ resource that includes all of the
key information a woman may benefit from when required to find, select and successfully
register with an LMC in Taranaki, including who is available to assist them in the process.
Ensure resource explains the importance of registering early with an LMC and is pre-tested to
ensure it is appropriate for young women and wāhine Māori.
8. Consider establishing a specific TDHB Māori case loader position for Māori women who can
not find a midwife.
9. Continue to monitor and report LMC registrations in Taranaki by ethnicity, age and socioeconomic status and request the MOH provides standard quarterly reports with this data.
It is suggested that the SLM Working Group discusses the above draft recommendations with the
report authors to agree on the final HEA recommendations and a HEA implementation plan is
developed by this multiple stakeholder group to inform future action.
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BACKGROUND
HEALTH EQUITY ASSESSMENT
The objective of this project was to apply a health equity lens to LMC registrations in Taranaki to:
1. Gain an in-depth understanding of the existing inequities in the registration of pregnant
Māori women with an LMC in the first trimester of pregnancy in Taranaki
2. Identify opportunities for eliminating inequities in registrations with an LMC in the first
trimester of pregnancy
The HEA was facilitated by Taranaki Public Health Unit (PHU). The PHU is responsible for supporting
and enabling Taranaki DHB to integrate the use of the Health Equity Assessment Tool (HEAT) into
service planning, development and evaluation (Taranaki District Health Board, 2017).
It should be noted that this report does not attempt to offer a full exploration of registering with an
LMC in Taranaki as a health issue but, instead, provides a summary of the findings of the HEA process
applied to registering with an LMC in the first trimester in Taranaki.
In March 2019, a project scope was developed and in April 2019 this scope was approved by
projector sponsors at Taranaki DHB. The immediate success criteria determined for this project were:
1. Successful communication of proposal to undertake HEA
2. Collection of consumer voice from 10-20 wāhine Māori
3. Analysis of data by age, geographical location, and ethnicity regarding LMC registrations in
Taranaki within the first trimester
4. Establishment of current consumer pathway for registering with an LMC
5. Application of HEAT tool with Māori stakeholders
6. Production of a HEA report on LMC registrations in Taranaki
7. Collaboration with SLM Working Group to develop HEA report recommendations
The agreed completion date for the project was July 2019.
Promoting equity in health
Health equity is the absence of systematic disparities in health between groups with different levels
of underlying social advantage and disadvantage (Braveman & Gruskin, 2003).
The Ministry of Health (2019) defines health equity as:
In Aotearoa New Zealand, people have differences in health that are not only avoidable but
unfair and unjust. Equity recognises different people with different levels of advantage
require different approaches and resources to get equitable health outcomes (Ministry of
Health, 2019, p 7).
The health care sector is a vital determinant of health in itself and a key resource in improving health
in an equitable manner (Baum et al, 2009). As a sector, health has a responsibility to recognize and
4

reverse its propensity to generate health inequities and to do this must consider the wider socioeconomic, cultural and environmental conditions that consumers of health services live and work
that impact on their ability to engage in available health services.
Figure One – The main determinants of health (Dahlgren and Whitehead, 1991).

Health Equity Assessment Tool
Taranaki DHB is committed to creating a fairer society where everyone has the opportunity for good
health and where our health system meets the needs and aspirations of Māori. Eliminating health
outcome differences which are unnecessary and avoidable but, in addition, are considered unfair and
unjust, is a core theme of our work.
Reducing health inequities is greatly assisted by tools that enable the assessment of interventions
such as policies, programmes and services. Such tools examine the potential of these interventions to
contribute to reducing health inequalities. From such an assessment, informed decisions can be
made about how to build and strengthen policies, programmes and services. Taranaki DHB identifies
the Ministry of Health’s ‘Health Equity Assessment Tool’ (HEAT tool) as its preferred methodology for
undertaking health equity assessment.
The HEAT tool (Signal et al, 2008) consists of a set of 10 questions that enable assessment of policy,
programme or service interventions for their current or future impact on health inequalities. The
questions cover four stages of policy, programme or service development:
1.
2.
3.
4.

Understanding health inequalities
Designing interventions to reduce inequalities
Reviewing and refining interventions
Evaluating the impacts and outcomes of interventions

Access and Equity
Levesque et al’s (2013) interpretation of access to health care provides an ideal conceptual context
for applying HEAT to health care services as it acknowledges the interaction of the wider
determinants pertaining to the characteristics of individuals and of services. Access is conceptualised
as the result of the interface between the characteristics of persons, households, social and physical
environments, with the characteristics of health systems, providers and organisations.
5

The five dimensions of accessibility (approachability; acceptability; availability and accommodation;
affordability; appropriateness) and the five equivalent abilities of populations to access health
services (ability to perceive; ability to seek; ability to reach; ability to pay; ability to engage) provide a
useful context in which to consider equity in access to health services.
Figure Two – A conceptual framework of access to health care, Levesque et al (2013)

LEAD MATERNITY CARE
Universally, antenatal care is recognised as being important to maternal and neonatal health (Dixon
et al, 2014). Early registration with a LMC is important – “a woman’s health and nutrition prior to,
and during, pregnancy can have a major impact on the developing baby and pregnancy outcome”
(Dixon et al, 2014, p282). The Ministry of Health describes an LMC as a midwife or specialist doctor
who provides maternity care while women are pregnant, during labour and birth and up to six weeks
following birth (Ministry of Health, 2019).
Maternity care is publically funded in New Zealand and free to all eligible women, as set out in
Section 88 of the New Zealand Public Health and Disability Act 2000 (Makowharemahihi et al, 2014).
In New Zealand, the first health professional visited by the majority of women when they think they
are pregnant is a General Practitioner (Ministry of Health, 2012) and most choose women choose a
midwife as their LMC (Ministry of Health, 2019). After selecting their LMC, women then ‘register’
with the LMC (Dixon et al, 2014).
International studies have recognised ethnicity, income, parity, maternal age, unwanted pregnancy,
teenage pregnancy, smoking and having medical risks as determinants that predispose women to
late initiation of antenatal care (Dixon et al, 2014; Beeckman et al, 2011). A New Zealand study found
that Māori, Pacific women aged under 20yrs registered later in pregnancy than other groups (Dixon
et al, 2014). Dixon et al (2012) suggest there may be a number of factors that prevent women from
registering with LMCs, including difficulty for women finding an appropriate and available LMC in
their area; a lack of knowledge within general practice about the importance of early registration
6

with an LMC; the time women require to consider their LMC options, and the view that pregnancy is
not ‘a medical problem’ requiring early engagement with an LMC. Corbett et al’s (2014) South
Auckland study found that women were considerably more likely to book late with antenatal care
due to “sociodemographic factors, social deprivation, and inadequate social support” (p. 53) and
noted that Māori and Pacific women were nearly six times more likely to book late than other New
Zealand women (Corbett et al, 2014, as cited in George et al, 2019).

TARANAKI PROFILE
Taranaki District Health Board serves a population of 118,965 1 and covers a geographic area of
723,610 hectares. It stretches from Mōkau River in the north to Waitotara River in the south.
Taranaki has a higher proportion of Māori in the population (19%), compared with 16% nationally,
but a much lower percentage of Pacific Peoples (1%) and Asian (5%) than in the national population
(7% Pacific Peoples and 12% Asian). The majority (75.1%) of the population is European or Other
ethnicity (including New Zealander, which is similar to the national figure of 74%).
Taranaki has an aging population. The median age (half are younger and half older than this age) is
39.9 years for people in the Taranaki region, compared to 38 years for New Zealand as a whole.
16.2% of the Taranaki population is aged 65 years and older compared to 14.3% of the total New
Zealand population. The median age of the Māori population is 23.5 years which is in-line with the
national figure of 23.9 years. 35.5% of the Māori population is aged under 15 years in the Taranaki
Region, compared with 33.8% for all Māori in New Zealand. In the 2013 Census, there were 7,872
children aged between 0-4 years in Taranaki. 2,274 (or 29%) of children aged 0-4 years identified as
Māori. Due to the younger population base of the Māori population in Taranaki, it is predicted that,
in 2036, Māori will comprise 26.8% of the Taranaki population and European or Other ethnic groups
will comprise 63.6%.
As shown in the graph below, 35% of the Taranaki population live in an area which is coded as
quintile 3, meaning it is neither least deprived (quintile 1 and 2) or most deprived (quintile 4 and 5).
Figure Three – Deprivation in Taranaki, NZ Deprivation Index, 2013
Deprivation for Taranaki Population 2013 census
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Source: Resident Population Count - 2017/18 projection based on 2013 Census
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However the level of deprivation is not evenly distributed across the Taranaki region with Stratford
and South Taranaki over-represented in areas that are the most deprived (quintile 4 and 5 or the
darker blue on the map below) than in the New Plymouth District. It is noted that South Taranaki
also contains a higher proportion of Māori (24%) in the population, compared the New Plymouth
District (16%), and Stratford District (12%).
Figure Four - Map of Deprivation for Taranaki region

Taranaki has a higher proportion of the population (28.2%) with no formal qualification than the
national population (20.9%). Only 12.3% of the Taranaki population hold a bachelor’s degree or
higher as their highest qualification, compared with 20% for New Zealand as a whole. This results in
a much lower level of the Taranaki population employed in professional occupations than in New
Zealand as a whole. ‘Managers’ is the most common occupation group for Taranaki, compared with
‘professional’ for New Zealand. It is noted that small business owners and farm owners would be
coded as managers. Taranaki has a greater proportion of the population employed as ‘Labourers
‘and ‘Trade Workers’ than the national population.
There are marked inequalities in employment between Māori and Non-Māori in Taranaki. The most
common occupation for Non-Māori in Taranaki is ‘Managers’, e.g. farm owners, compared to
‘Labourers’, e.g. farm workers for Māori. As farming region, it is important to explain that the
‘Managers’ category includes farmers who own their farm while the ‘Labourers’ category includes
farm workers (who do not own the farm). One explanation of these differences in occupation groups
is the impact of the land confiscations 150 years ago for Māori in Taranaki.
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Figure Five – Employment in Taranaki, by occupation, 2013
Occupation for employed people aged 15 years and over - Taranaki
Region, 2013 Census
30%
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71.4% of households in Taranaki have access to the Internet, compared to 76.8% of households in
New Zealand. 68% of households own their own house or the house is held in a family trust. For New
Zealand as a whole, 64.8% of households own their own house, or the house is held in a family trust.
The median rent is Taranaki (as of 2013 Census) was $220, compared with $280 nationally.
In 2016, it was reported that Taranaki had the lowest general practitioner to patient ratio in New
Zealand (Taranaki Daily News, 2016). In South Taranaki, there are 26.9 full-time equivalent general
practitioners (based on a 40-hour working week) per 100,000 population, 43.2 for Stratford District
and 67.6 for New Plymouth District. The national average is 69.8. Adding to the problem is the
number of practices who are not taking new patients - nearly half (47%) of practices in Taranaki,
compared to 18% nationwide. Primary Health Organisation (PHO) Enrollment figures (July, 2019)
show that Non-Māori are more likely (97%) to be enrolled with a GP practise than Non-Māori (86%)
(See Appendix One).

METHODOLOGY
The process of applying the HEAT tool is as important as the outcome, because the process is an
opportunity to involve stakeholders and allow them to take ownership of the analysis. HEAT is best
used by a group that includes people who can speak to the equity issues for their own communities
(Signal et al, 2008) so the intentions were to plan a robust process that allowed the voices of a wide
range of breast screening stakeholders, particularly Māori.
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The facilitators of the HEA attended a SLM working group meeting to explain the intentions of the
exercise, suggest what the process may involve and request participants for a project planning group.
Another planning meeting was held with the two Māori midwives to discuss the initial planning for
the HEA. It was agreed that the HEAT would be applied using two strands. The first strand was to
collect consumer voice by interviewing wāhine Māori in Taranaki at Hapū Wānanga about their
experiences of registering with a LMC. The second strand was to hold an interactive, participatory
Hui with a range of Māori stakeholders to share the data collected and collaboratively apply the
HEAT Tool and develop recommendations. Following the stakeholder hui it was decided that
participation of South Taranaki based Māori Health Providers was important, so one Public Health
Unit staff member met with the two Māori Health Providers who had not attended the stakeholder
hui.
The diagram below explains how Taranaki DHB approach HEA by utilising the HEAT and drawing on a
range of data sources to inform the health equity lens analysis. Due to time restraints the
methodology for this HEA did not include a literature review. See Appendix Two for an explanation of
the general HEA process adopted by the Taranaki DHB at the time of this report.
Figure Seven – Data sources used to inform Taranaki DHB Health Equity Assessment, 2019.
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Data Analysis
The data of the number of women who gave birth between 2013-2017 in Taranaki and their
registration status with a midwife was sourced from the Ministry of Health, Data and Digital, National
Collections and Reporting\Analytical Services. The data was disaggregated by age, ethnicity,
geographical location (by District Council Areas) and New Zealand Deprivation 2013 rating. It is
noted that when data is disaggregated by District Council Areas, the number of individual women is
very small, e.g. under 50. It is also noted that the age given in the data is the age of the women
when giving birth, not at registration with an LMC. DHB primary maternity services were excluded
from this data.
Consumer Voice
A total of 15 individual interviews were conducted during May to June 2019. The interviews were
conducted at two Hapū Wānanga (Owae Marae in Waitara and Tahū Potiki Centre in Te Hawera) and
a mix of individual telephone interviews. Hapū Wānanga delivers culturally appropriate pregnancy
and parenting antenatal education information to wāhine and their whānau. The purpose for
attending Hapū Wānanga was to utilise the existing programme to interview hapū wāhine Māori
within Taranaki.
Individual telephone interviews were also held with participants recruited through personal contacts
and networks. All interviews were conducted by PHU staff, with the majority conducted by a Māori
staff member. Participants read an information sheet and completed a consent form. Telephone
interviewees gave their verbal consent. At the end of each interview, wāhine were given a koha,
thanking them for their time.
Information was collected through the use of semi-structured interview guide (see Appendix Two).
The interviewers took notes from the interviews and the key themes from these interviews were
summarised.
Stakeholder Workshop
A three-hour stakeholder Hui was held on 29th May at Katere ki Te Moana Marae in Waiwakaiho New
Plymouth, and facilitated by the Public Health Unit. See Appendix Three for a copy of the Hui agenda.
Six stakeholders participated in the hui, all were female and identified as Māori. Three members of
the Public Health Unit worked alongside the group, one of whom identified as Māori. Four of the
participants were in paid positions relating to maternity services in Taranaki. A koha was given to
participants who attended in their personal capacity. Representation of stakeholders at the hui was
intentionally Māori to privilege the Māori voice in this assessment and ensure a strong Māori lens
informed the development of the HEA recommendations.
After whakawhānaungātanga and introductions, the Public Health Unit staff shared the most recently
available data on registrations with an LMC in the first trimester of pregnancy in Taranaki and the
findings of consumer voice interviews with hapū Māori women about their experiences of finding
and LMC. Participants then completed a group exercise to gain a shared understanding of ‘what is
the pathway to finding a LMC in Taranaki?’ and discussed the results of an exercise to search for a
midwife online. Some notes from published literature on barriers for wāhine Māori to engage with
maternity care in New Zealand were shared with the group.
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Questions one to three of the HEAT tool were completed as a group and discussions were recorded.
Based on the data, consumer voice, literature notes and perspectives of the hui stakeholders, the
group identified recommended areas for intervening to promote equity in LMC registrations for
wāhine Māori.
Māori Provider Hui
A Public Health Unit Māori staff member met with two Māori Providers who were unable to attend
the stakeholders Hui held in New Plymouth. The PHU team felt it was important to interview South
Taranaki kaimahi to ensure their voices were included in this project. Three individuals from two Iwi
community-based organisations were interviewed. The interviews were conducted after the
stakeholder Hui, between 6 & 11 June, 2019.
Participants in these interviews were shown the draft recommendations from the stakeholder Hui
held on the 29 May 2019 and asked two key questions:
• What do you think are the reasons why wāhine Māori do not register with a LMC in the first
trimester?
• What would be your suggestions to improve this issue?
The interviewers took notes and the key themes from these interviews were summarised.
An email response from a further stakeholder who could not attend the hui on the 29 May, 2019 was
also included in this summary of interview data.

RESULTS
The following section provides a summary of information collected to inform the assessment.

1. ANALYSIS OF LOCAL DATA
The data of the number of women who gave birth between 2013-2017 in Taranaki, and their
registration status with a midwife was sourced from the Ministry of Health, Data and Digital, National
Collections and Reporting\Analytical Services.
As shown in Figure One, Taranaki DHB has a higher proportion of women who gave birth between
2013-2017 who were able to register with a Lead Maternity Carer (LMC) in the first trimester (12
weeks) of their pregnancy when compared with the total New Zealand population.
In both population groups (New Zealand and Taranaki), Non-Māori women had a higher proportion
who were registered with an LMC in the first trimester, compared to Māori women. This is
consistent across all age groups. Generally, in both New Zealand and Taranaki, those aged under 25
years of age and those aged over 40 years of age had the lowest rates of registration with an LMC in
the first trimester. It is also noted that according to Statistics New Zealand, birth registration
statistics, Māori are more likely to have their children younger than Non-Māori in New Zealand. In
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2018, the median age of the mother for Māori was 27.1 years compared to 30.5 years for the total
New Zealand population 2.
Taranaki has nearly double the equity gap (18-22%) between Non-Māori and Māori women aged
under 25 years of age, than what is seen in the total New Zealand population (7-11%).

Figure Eight: Percentage of women who registered with an LMC by ethnicity, age group in the first
trimester from 2013 to 2017 –New Zealand vs Taranaki DHB

% of women who registered with an LMC in the first
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DHB primary maternity services have been excluded
The years have been taken from year of birth

2

Statistics New Zealand (2019): Table: Median age of mother (Māori and total population) (Annual – Dec), year
2018.
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Figure Nine: Percentage of women giving birth who registered with an LMC by ethnicity, age group
in the first trimester from 2013 to 2017, by District Council Area.

% of women who are registered with an LMC
the first trimester

The largest variation by District Council Area in registration with an LMC in the first trimester is in the
under 20 age group, with a gap on 17% between New Plymouth District and South Taranaki District.
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DHB primary maternity services have been excluded
The years have been taken from year of birth
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Figure Ten - Percentage of women who are registered/non-registered in their first trimester by NZ
deprivation quintile – Taranaki DHB, 2013-2017.
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Women who were not registered with an LMC in their first trimester were more likely to live in an
area of high deprivation (quintile 5) than those who had registered.
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Figure Eleven - Percentage of women who have not registered with an LMC in their first trimester,
by NZ Deprivation quintile and ethnicity, Taranaki DHB, 2013-2017.
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Māori women, who have not registered with a LMC in the first trimester are more likely to live areas
of high deprivation (i.e. quintile 5) compared to Non-Māori women.

Registrations by Ethnicity, Age Group and TLA for Taranaki DHB from 2013-2017
The largest equity gaps between Māori and Non-Māori regarding the percentage of women who are
enrolled with an LMC within the first trimester are found for the under 25 age group in New
Plymouth District Area. Due to small numbers, i.e. where the overall number of women who gave
birth between 2013 - 2017 was fewer than 50, it is difficult to find patterns in the data for Stratford
District and for women who give birth over the age of 40 in Taranaki.
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Figure Twelve - Registrations by Ethnicity and TLA for Taranaki DHB from 2013-2017 - Women aged
<20
Ethnicity
TLA
New Plymouth

South Taranaki

Stratford

Māori
Non-Māori
Total
Māori
Non-Māori
Total
Māori
Non-Māori
Total

Number of
<20 reg 1st
trimester

Number of
<20 reg any
trimester

Percentage of
<20 reg in 1st
trimester

56
68
124
56
32
88
10
10
20

117
90
207
76
39
115
14
15
29

48%
76%
60%
74%
82%*
77%
71%*
67%*
69%*

Note:
DHB primary maternity services have been excluded
The years have been taken from year of birth
* Where % have been calculated with denominators of less than 50

Figure Thirteen - Registrations by Ethnicity and TLA for Taranaki DHB from 2013-2017 - Women
aged 20-24 years
Ethnicity
TLA
New Plymouth

South Taranaki

Stratford

Māori
Non-Māori
Total
Māori
Non-Māori
Total
Māori
Non-Māori
Total

Number of
20-24yrs reg
1st trimester

Number of
20-24yrs reg
any trimester

Percentage of
20-24yrs reg in
1st trimester

194
422
616
141
187
328
26
77
103

356
532
888
225
219
444
35
94
129

54%
79%
69%
63%
85%
74%
74%*
82%
80%

Note:
DHB primary maternity services have been excluded
The years have been taken from year of birth
* Where % have been calculated with denominators of less than 50
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Figure Fourteen - Registrations by Ethnicity and TLA for Taranaki DHB from 2013-2017 - Women
aged 25-29 years
Ethnicity
TLA
New Plymouth

South Taranaki

Stratford

Māori
Non-Māori
Total
Māori
Non-Māori
Total
Māori
Non-Māori
Total

Number of
25-29 reg 1st
trimester

Number of
25-29 reg any
trimester

Percentage of
25-29 reg in 1st
trimester

239
902
1141
143
348
491
28
151
179

356
1042
1398
210
427
637
39
166
205

67%
87%
82%
68%
81%
77%
72%*
91%
87%

Note:
DHB primary maternity services have been excluded
The years have been taken from year of birth
* Where % have been calculated with denominators of less than 50

Figure Fifteen - Registrations by Ethnicity and TLA for Taranaki DHB from 2013-2017 - Women aged
30-34 years
Ethnicity
TLA
New Plymouth

South Taranaki

Stratford

Māori
Non-Māori
Total
Māori
Non-Māori
Total
Māori
Non-Māori
Total

Number of
30-34yrs reg
1st trimester

Number of
30-34yrs reg
any trimester

Percentage of
30-34yrs reg in
1st trimester

149
1061
1210
77
277
354
12
96
108

249
1259
1508
117
340
457
19
111
130

60%
84%
80%
66%
81%
77%
63%*
86%
83%

Note:
DHB primary maternity services have been excluded
The years have been taken from year of birth
* Where % have been calculated with denominators of less than 50
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Figure Sixteen - Registrations by Ethnicity and TLA for Taranaki DHB from 2013-2017 - Women aged
35-39 years
Ethnicity
TLA
New Plymouth

South Taranaki

Stratford

Māori
Non-Māori
Total
Māori
Non-Māori
Total
Māori
Non-Māori
Total

Number of
35-39yrs reg
1st trimester

Number of
35-39yrs reg
any trimester

Percentage of
35-39yrs reg in
1st trimester

85
514
599
35
100
135
2
50
52

127
626
753
55
129
184
11
63
74

67%
82%
80%
64%
78%
73%
18%*
79%
70%

Note:
DHB primary maternity services have been excluded
The years have been taken from year of birth
* Where % have been calculated with denominators of less than 50

Figure Seventeen - Registrations by Ethnicity and TLA for Taranaki DHB from 2013-2017 - Women
aged over 40 years
Ethnicity
TLA
New Plymouth

South Taranaki

Stratford

Māori
Non-Māori
Total
Māori
Non-Māori
Total
Māori
Non-Māori
Total

Number of
40+reg 1st
trimester

Number of
40+reg any
trimester

Percentage of
40+reg in 1st
trimester

15
100
115
13
22
35
3
10
13

30
133
163
21
34
55
4
12
16

50%*
75%
71%
62%*
65%*
64%
75%*
83%*
81%*

Note:
DHB primary maternity services have been excluded
The years have been taken from year of birth
* Where % have been calculated with denominators of less than 50
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2. CONSUMER INTERVIEWS
Summary of interviews with wāhine Māori
When you were trying to find a Lead Maternity Carer (a midwife or specialist maternity health
professional), what week were you in your pregnancy?
The majority (10 out of 15 of the wāhine) found a LMC within their first trimester. It is noted that
two of the 10 wāhine who found a LMC within their first trimester were in week 11 and week 12 of
their pregnancies.
The remaining five wāhine found a LMC during their second trimester.
I was 11 weeks when I found out I was pregnant, soon after that I found
a midwife.

How did you find your LMC?
Respondents were asked how they found their LMC. The most common answers were through
whānau and friends (4 respondents).
Our midwife was our whānau midwife, she helped birth my little brother.
Three respondents knew Māori midwifes beforehand, either through Tui Ora or a Te Wānanga o
Aotearoa weaving class.
I did a weaving course with a number of Māori midwives, so I knew them
beforehand.
Another three wāhine used the on-line tool ‘Find My Midwife’. However two wāhine found the tool
by using google and one needed help from Partners in Pregnancy when she was unsuccessful in
finding a midwife using the ‘Find My Midwife’ tool.
I looked on the internet Find My Midwife. I messaged all of them but
they were all booked out.
It is noted that many of the wāhine struggled to find a midwife as all the midwives were booked up.
Many did not get the midwife that they initially wanted. Typical comments were:
I found my midwife, I didn’t want her but she was the only one left.
I wanted [name] cos I knew her but she was on maternity leave. I went
on TDHB website to look for a midwife and I found a midwife which was
[name].
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Was it hard for you to find your LMC?
The findings show about equal numbers of respondents stated that is was hard (7 respondents) as
those who felt it was not hard (8 respondents). Of those eight wāhine who felt it was not hard, they
stated it was because they had help from whānau and friends. They were also told how to look for a
midwife.
It was easy cos I was told how to look for a midwife, I looked at the
midwives schedules on when they were available. She was Māori.
Comments from wāhine who found it ‘hard’ to find a LMC as all the midwives that they wanted were
booked out.
Two wāhine who found it hard to find an LMC were new to the region.
Yes, I’m new to the region as I moved from Waikato. I did a quick google,
still wasn’t easy.
Yes, compared to Christchurch, it was hard here in Taranaki to find a
midwife.
Two highlighted the difficulty of finding a Māori midwife in Taranaki.
Yes, I wanted a Māori midwife but there wasn’t a Māori midwife
available.
My last resort was Partners in Pregnancy cos I couldn’t find a Māori
midwife.

How important is having a Māori LMC to you? Why?
The majority (10 out of 15) felt it was important to them to have a Māori midwife. The key reasons
given by participants included having someone who was Māori who would understand Māori culture
and traditional practices. Their comments included:
It’s pretty important to do with traditional ways.
Māori midwives will have a connection of understanding to our Māori
culture, Māori women are different to Pakeha women.
Very important, I don’t know if I would feel comfortable with a non
Māori midwife. Being Māori and having a Māori midwife is easy.
The remaining five wāhine stressed it wasn’t important to have a Māori Midwife. Their comments
included.
Not important but to be respectful and open minded and who is
spiritual. Some midwives are old fashioned and won’t know about muka
ties.
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I wanted someone to be OK with Māori protocols and to have my
partner, my whānau involvement at birth, to have karanga at my baby’s
birth. They don’t have to be Māori.
I am happy with my midwife who is non Māori.
Did you need any help to find your LMC?
The majority (9 out of 15) wāhine stated ‘yes’ they did need help to find their LMC. Two of the nine
received help from Partners in Pregnancy, three were referrals from others, four were through
whānau and friends.
The remaining six wāhine stated that they didn’t need any help to find a LMC but they did struggle
looking for a midwife.

What would have helped you enroll with a LMC earlier?
Nearly all (9 out of 10) gave suggestions on what would have helped them to enroll with an LMC
earlier. The most common (4 respondents) suggestion was to set up a Taranaki Hapū / Pregnancy
Facebook Page, in which wāhine could tag others to draw their attention to relevant posts. Another
suggestion included having midwives connected to a youth organisations.
When I lived in Christchurch I went to a youth organisation for help,
midwives were connected to them. It was confidential [and helped ] to
prepare the news to my parents.
Other comments included the importance of Taranaki Hapū Wānanga.
[We] need more things like Hapū Wānanga which are kaupapa Māori,
open and inclusive to partners.

2. STAKEHOLDER HUI
What is the pathway to finding an LMC in Taranaki?
Exercise of finding a midwife online
Prior to the hui, an exercise was undertaken by facilitators of the HEA to search online for a midwife
in Taranaki. The intent was to consider what this experience may be like for a woman searching for a
midwife. The findings of the exercise were discussed with participants at the stakeholder hui.
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Find My Midwife website 3
The Find My Midwife website is www.findyourmidwife.co.nz
• One midwife available if ‘prefer a Māori midwife’ is selected - the accuracy of this link was
questioned, as was the link to the one midwife listed having Te Reo Māori skills on Find My
Midwife website
• For women living in New Plymouth, there appears to be a greater choice with 32 midwives
listed as available, with 9 midwives covering South Taranaki region.
• Find My Midwife profiles appeared to have not been updated since the website was first
established. Some profiles were also very brief, not providing much information for women.
Given this is a key resource for women to base their decision on selecting a midwife the
Taranaki midwife profiles could be updated and improved to provide more information.
• A lack of Te Reo Māori on the website or any cultural markers.

•

•

Taranaki DHB website www.tdhb.org.nz
The list on the TDHB website is just a list of names and numbers, this could be improved.
Some women may read this and ‘wonder where to start’ without any profile information
about the available midwives.
The TDHB website states “If you are having problems accessing an LMC, please contact the
Associate Director of Midwifery on [phone number]”. This may appear intimidating for some
women. It is not necessary to include the job title, and the DHB should ensure that calls
regarding finding a midwife are answered in a supportive and helpful manner (demonstrating
the Taranaki DHB value of mahakitanga).

At the stakeholder hui, participants undertook an exercise, putting themselves ‘in the shoes’ of a
woman who has recently found out she is pregnant, to identify the pathways in which women
register with an LMC in Taranaki.
•
•
•
•
•
•
•

Word of mouth (friends and family)
Taranaki DHB website maternity services page (shows a list)
Find My Midwife website (shows profiles and availability)
Google (then Find my Midwife website)
General Practitioner referral to Find my Midwife or TDHB website
Directly contact a midwife a woman has previously registered with
Contact selected midwife but find they are unavailable. This midwife then refers the woman
to another available midwife

The group reflected on how the pathways put the onus of responsibility on the pregnant woman to
find their own midwife and noted that there are no additional supports for women who may require
assistance in navigating their way to successfully register with an LMC.
Participants suggested the following opportunities to improve information online for women in
Taranaki
3

Find Your Midwife website was launched in 2013 by New Zealand College of Midwifes and is funded by
Ministry of Health. This is a website service that allows women to find a midwife. New Zealand College of
Midwifes address is P.O. Box 21-106 Edgeware, Christchurch 8143.
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•
•
•
•
•
•
•

•

Work with the LMC workforce to have all profiles updated on the Find My Midwife website
to provide more information about the midwives and their practice
Attempt to provide the same accurate information across both websites – (‘Find My Midwife’
and Taranaki DHB)
Ensure midwives have accurate information regarding the options for ‘prefer a Māori
midwife’ and ‘Te Reo Māori’ speaker on Find My Midwife
Include geographic location of midwives (where they are based) on both websites to assist
women with selecting a midwife
Encourage the midwife workforce to include Te Reo Māori in their profiles
Update the LMC list that is on the TDHB website to have bilingual content
There is an opportunity on the TDHB website to have a local resource on registering with an
LMC in Taranaki – GPs could print this out when they give the LMC list to women and it could
be in bounty packs
Find My Midwife website could have more Te Reo content and cultural markers, it is monocultural in appearance

What inequities exist? Who is the most advantaged and how? Why did the inequity occur?
Ethnic
Participants made the following statements regarding who was the most advantaged and how the
inequalities occurred:
• Māori are not served by the current system.
• Non-Māori are advantaged because the majority of midwives are Non-Māori. It was felt by
participants that generally Non-Māori have better accessibility to services and resources to
access services. Non-Māori are more likely to be from a culture that is used to getting help
with health and may be having more planned pregnancies than Māori.
• Māori may not be asking questions of Non-Māori health providers while some other groups
may be more forthcoming about asking questions of and making requests to their midwives.
• Māori may have whānau networks giving them support and information which means they
may not view registering with an LMC in the first trimester the same way as some NonMāori.
Age
•

•
•

Under 25s and 40 years plus not achieving equitable registration with LMC in first trimester.
The equity gap for Māori exists across all age groups but it is more pronounced in these age
groups.
Women having babies at the average age of 30s, more normalised in society and may have
greater access to resources than younger pregnant women.
Women under the age of 25 may have a lack of social supports.

Socio-economic
• Data not available on this but lower socioeconomic groups more disadvantaged due to less
access to financial and material resources, for example a lack of mobile phone data or credit,
or having transport choices available to access services.
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•

•

Women from higher socio-economic backgrounds are likely to have increased access to
resources, with education, houses, resources, salary jobs, transport. They are more likely to
have resources available to pay for private obstetric care.
Women who do not know about what services are available to them are disadvantaged. They
may perceive there is a cost, for example, and not be aware that they can receive one free
visit to their General Practitioner for pregnancy or know how to navigate the process of
finding themselves a midwife.

Geographical
• Due to small numbers in the data, it is difficult to identify clear inequities by geographical
location.
• Some women in South Taranaki (including those living in Patea) enrol with an LMC based in
Whanganui because a South Taranaki-based midwife was not available to them.
• Transport was identified as a key barrier for women living a greater geographically distance
from New Plymouth. Women in South Taranaki (greater distance from New Plymouth) have
less midwives to choose from (less or more choice based on geographic location).
Disability
• No data available on disability. Experience of getting an LMC would depend on the type and
extent of the disability. Women with disabilities may have difficulty accessing antenatal
services and appropriate supports.
Reasons why wāhine Māori may not enrol with an LMC in the first trimester:
•
•
•
•
•
•
•
•
•
•

cultural appropriateness of workforce (perceived or actual)
access to services
understanding the delivery of LMC services and how they work (health literacy)
lack of information
website not culturally responsive
lack of midwives who identify as Māori
other demands on women during this time
difficulty finding a midwife who is available
do not want to have a midwife
institutionalised racism, i.e. – one way (mono-cultural way) is the right way, staff having
negative stereotypes of Māori women.

The 2013 research by Ratima and Crengle was discussed amongst participants to focus discussion on
recognised barriers for wāhine Māori seeking maternity services in New Zealand:
• access to information to make informed choices
• insufficient number of independent practicing Māori midwives (workforce issues)
• inadequate access to culturally responsive care (including whānau-centred services)
• cost barriers, particularly the cost of transport (related to poverty)
• cultural issues, including experience of ignorance, insensitivity and rudeness
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Māori women access and use antenatal service less than other women. They are more likely to have
fewer antenatal visits than is considered best practice, and experience lower levels of satisfaction
with their care (Ratima and Crengle, 2013).
General practice information given to women in Taranaki
The question arose at the stakeholder hui about what information general practitioners currently
provide to women upon confirmation of pregnancy.
A participant at the hui collected this information from the Taranaki general practices following the
hui. A total of 31 general practices throughout Taranaki were asked what information they provide to
women on confirmation of pregnancy to assist them to enrol with an LMC. Overall a total of 23
(74%) responded to the request for information.
This data was analysed and the following is a summary of responses.
•

•

•

The most common (16 respondents) method of giving women information was directing
them to an on-line website, such as the Taranaki District Health Board website or ‘Find My
Midwife’. These practices acknowledged that not all women had access to the internet. Just
under half (8 out of 23) of the practices provided direction to an on-line directory only.
The next most common method was to give women a printed list of all midwives. Other ways
of assisting women to find a midwife included:
o Information about midwives in the bounty pack (7 respondents)
o Have a midwife practice in the same building so make a direct referral (2
respondents)
o Refer them straight to Partners in Pregnancy midwifery practice in New Plymouth (1
respondent)
Generally, practices did not make direct referrals to midwives, unless the midwife was based
in the same building as the general practice (two instances).

2. MĀORI PROVIDER HUI
What do you think are the reasons why Māori wāhine do not register with a Lead Maternity Carer
in the first trimester?
Whānau Safety Net
One midwife stated that her Māori clients didn’t generally engage with an LMC before 12 weeks
because whānau provided a safety net and high level of support. She felt that maybe mainstream
women [Non-Māori women] don’t get such a high level of support from their families and have a
higher need for external support, i.e. more to likely to go to health professionals.
Hapū Wānanga
Some of the participants (insert number) in the Māori provider hui felt that programmes like Hapū
Wānanga were mentioned as a great improvement in the ante-natal education for wāhine Māori, but
that they were unlikely to get first time wāhine to engage with a LMC.
Hapū Wānanga is a way forward however it’s not going to get wāhine
engaging earlier
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Other comments included that wāhine were unsure or did not know where to go or who to ask, or
that engaging with a LMC before 12 weeks was not seen as important.
Maybe the wāhine don’t know where to go, or are too shy to ask
Wāhine don’t view this as important as no scans are needed, it’s usually
a waiting game
What would be your suggestions to improve this issue?
Two participants suggested having a post-Hapū Wānanga to keep engaging with wāhine Māori and
providing additional support.
Develop a post natal wānanga to allow wāhine to re-engage, to provide
post natal support around smoking cessation and immunisations.
Another suggestion from one participant was to develop a Pre-Hapū Wānanga (before wāhine are
pregnant) to regain the cultural knowledge and traditional methods of birthing for Māori.
Develop pre-Hapū Wānanga for taiohi focusing on Te Ao Māori
worldview - Mana Tāne, Mana Wāhine, Mana Tangata, Whare Tangata.
Empowering young people as they are the future rangatira of their
whānau, hapū and Iwi. The wānanga would be Marae / Papakāinga
based in a whare hapū, learning about their history, karanga,
whaikōrero, waiata, karakia and rongoā. A birthing place on their
marae where their tāne would be the midwives again
Participants suggested holding a series of kaupapa Māori wānanga targeting taiohi but open to all,
which covers the life course:
1)
2)
3)
4)
5)
6)
7)

Te Ao Māori
Hapū Wānanga
The first 1,000 days
Tai tamariki [children up to 12 years]
Taiohi [teenage years 13 and up]
Mātua [parents]
Pakeke [elders].

The participants also felt that Iwi could do more to support their uri [descendants] in birthing and
raising healthy tamariki and whānau. The participant posed two questions for Iwi?
1. What resources do Iwi have to support our new mokopuna?
2. How can we build a Marae birthing Centre?
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DISCUSSION
Existing inequities in the registration of pregnant women with an LMC in the first trimester of
pregnancy in Taranaki.
For both New Zealand and Taranaki, Non-Māori women were more likely to register with an LMC in
the first trimester compared to Māori women. This is consistent across all age groups.
However, the data shows that the most pronounced gap between Māori and Non-Māori women in
terms of registering with an LMC was in the younger age group (i.e. under 25 years of age). Taranaki
has nearly double the equity gap (18-22%) between Non-Māori and Māori women aged under 25
years of age, than what is seen in the total New Zealand population (7-11%).
Two of the reasons given by participants in the stakeholder workshop was Non-Māori are more likely
to be from a culture that is used to being supported in the health system. Participants from the
workshop also felt women having babies at the average age of 30s, which was seen as more
normalised in society, may have a greater access to resources than younger pregnant women birth
registration data from 2018 also shows that Māori are more likely to have their children at a younger
age than Non-Māori, with Māori mothers having a median age of 27 years compared to 30 years for
Non-Māori. In Taranaki, Māori (86%) are also less likely to be enrolled with a GP than Non-Māori
(97%).
Stakeholders felt Māori may have whānau networks giving them support and information which
means they may not view registering with an LMC in the first trimester the same way as some NonMāori. Just over half (8 out of 15) of the wāhine interviewed stated they did not find it difficult to
find a LMC as they had friends or whānau who helped them.
Generally, GPs (who women saw to confirm their pregnancies) did not make direct referrals to
midwives, unless were in the same building as the GP practice. This occurred in only two instances.
Women were given ‘lists of midwives’ or addresses of on-line directories and expected to conduct
their own searches and self-refer. The current system in primary healthcare relies on women being
self-reliant and being able to navigate the health system. Again it is important to note that Māori
(86%) are less likely than Non-Māori (97%) to be enrolled at a GP Practice.
The findings from the stakeholder workshop regarding finding a midwife in Taranaki showed the
current system advantages Non-Māori and that there is strong evidence of institutionalised racism,
i.e. a predominantly mono-cultural service is offered. Non- Māori are advantaged because the vast
majority of midwives are Non-Māori. Findings from the consumer voice showed the majority (10 out
of 15) of wāhine Māori felt it was important to them to have a Māori midwife but, due to a shortage
of Māori midwives, many did not get the midwife they initially wanted. This finding is supported by
the literature which states “Māori women have expressed their desire for services that meet their
cultural needs, including the need for Māori providers, and high levels of dissatisfaction at being
unable to access culturally responsive antenatal care and maternity care more generally” (Ratima
and Crengle, 2013. p357).
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The barriers identified in this report included living in areas on high deprivations areas are also
supported by Ratima and Crengle (2013) who identified cost barriers, particularly the cost of
transport (Ratima & Crengle 2013). Women in this report who were not registered with an LMC in
their first trimester were more likely to live in an area of high deprivation (quintile five) than those
who had registered. This suggests a problem around differential access to healthcare services.
Participants at the stakeholder workshop and stakeholder hui both felt women who had higher
socio-economic backgrounds were more likely to have increased access to resources and health
services due to having higher education, better jobs and transport and may be more likely to pay for
a private obstetrician.
Wāhine Māori, who have not registered with a LMC in the first trimester, are more likely to live in
areas of high deprivation (i.e. quintile 5). Māori women are more likely to experience socioeconomic disadvantage due to less access to financial and material resources. In terms of enrolling
with an LMC, stakeholders felt this could lead to practical barriers, such as a lack of mobile phone
data to search for a midwife online or credit on the phone to ring a LMC. Not having money for
transport was also seen as being a key barrier, as most women would need to travel to a midwife.

Ratima and Crengle (2013) noted that wāhine Māori experience greater barriers than other women
when accessing information about choosing their LMC and making important decisions about
pregnancy care that meets their needs. The issue of a lack of available culturally appropriate
maternity care for Māori women has been documented in New Zealand for some time, dating back
to a 1999 National Health Committee review of maternity services (National Health Committee,
1999).
Opportunities for eliminating inequities in registrations with an LMC in the first trimester of
pregnancy.
Participants in the stakeholder workshop identified a number of key opportunities for eliminating
inequalities in registrations with an LMC in the first trimester of pregnancy between Māori and NonMāori in Taranaki. These included increasing the number of Māori midwives, looking at ways of
making the existing (mainly Non-Māori) workforce more responsive to Māori and looking at other
ways of employing Māori midwives (such as being employed directly by a GP Practice, or as a Māori
case load position in the District Health Board) as ways to improve early registrations for wāhine
Māori and provide wāhine Māori with a culturally appropriate service. This is supported by New
Zealand research that has shown that wāhine Māori want to be confident that their midwives will be
culturally responsive (Ratima & Crengle, 2013).
Given that the majority of pregnant women’s first experience with health services is with a general
practitioner there are opportunities for general practices to support women to navigate the system
to register with an LMC. One of the key observations in this assessment is that the current maternity
system requires women to find and successfully register with an LMC on their own. For some
women, navigating this system on their own and finding an appropriate and available LMC may be
challenging and is understandably going to result in inequitable outcomes. As Makowharemahihi et
al. al (2014) found, young Māori women are attempting to engage with health services for maternity
care but a number of system barriers results in delays and the authors argue that an integrated
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model of care between general practitioners and LMCs would provide a seamless journey through
the system for women to navigate to an LMC.
The experience of barriers to access to antenatal care for Māori are both numerous and entrenched
systemically and therefore kaupapa Māori and Māori-friendly services are required to encourage
wāhine Māori to engage with antenatal care early in their pregnancies (George et. al., 2019). Mark
and Lyons (2010) highlight that “indigenous perspectives on holism and wellbeing are based on
cultural values, beliefs and traditions passed down through the generations” (p. 2). While influences
between Hinengaro (mind), (Tinana) body and (Wairua) spirit are fundamental for a holistic view of
health and wellbeing, Mark and Lyons’ (2010) research mentions “the importance of
whānau/whakapapa for Māori health, that included spiritual communication with ancestors and
considerations of family transgressions from past generations, and connections to ancestral land” (p.
6). Enrolling early with a LMC could help to educate health to the women and unborn child, building
self sufficient behaviours connecting to appropriate services and leading healthy pathways through
their lives. This time of reproductive health can be special for the whole whānau and a healthy
whakapapa. The holistic view of the health of the whānau and whakapapa are cultural values.
Addressing current problems in the ‘Find My midwife’ website and providing more information to
Māori women and whānau and friends on the importance of early registration was also seen as
important. Wāhine Māori themselves suggested developing a Taranaki Hapū Pregnancy Facebook
Page.
Building on the success of the Taranaki Hapū Wānanga was highlighted by wāhine Māori and
stakeholders. One stakeholder pparticipant highlighted the need for a series of kaupapa Māori
wānanga that covered the entire life course from a ‘pre- Hapū Wānanga’ to ‘ Hapū Wānanga’ , ‘The
first 1,000 days’, Tai tamariki [children up to 12 years], Taiohi [teenage years 13 and up], Mātua
[parents] and Pakeke [elders]. Ratima & Crengle (2013) note that reproductive health is “an
integrated part of the life course continuum” (p. 353), with inadequacies and challenges of this stage
of the continuum possibly leading to poor health outcomes through much of the life journey.
Pursuing effective and well-timed antenatal care for Māori women and their whānau can add much
to ensure best possible health and wellbeing for Māori throughout their life cycle. The participants
also felt that iwi themselves could do more to support their uri [descendants] in birthing and raising
healthy tamariki and whānau.
Cultural safety and mistrust of health care workers has been identified as a factor that delayed
initiation of antenatal care in an international study (Dixon et al, 2014). Ratima and Crengle (2013)
found that wāhine Māori experienced difficulty asking Non-Māori providers, such as GPs, for
information about pregnancy and the perceived lack of empathy by practitioners caused them to be
reluctant to seek clarification when they were not sure about information. Despite research
recognising the insufficient number of independent practicing Māori midwifes in New Zealand, there
are still few practicing Māori midwives. There is a strong need to increase Māori representation
within the maternity workforce and increasing the number of Māori midwives in Taranaki is a key
area requiring attention.

30

The overall theme from the findings of this health equity assessment and the resulting discussion is
that wāhine Māori and their whānau are not currently at the centre of maternity service planning
and provision. The literature shows this is not a new issue but it is one which has failed to be
addressed by the health system, indicating the presence of institutionalised racism in antenatal
services in New Zealand. This concurs with findings of the Wai 2575 report recently released by the
Waitangi tribunal - that provisions in the Public Health and Disability Act 2000 to provide for greater
Māori participation in the work of district health boards, do not work effectively to afford Māori
Treaty-consistent control of decision making.

RECOMMENDATIONS
The following recommendations have been developed by stakeholders at the HEA Hui:
1. Explore opportunities for integrating midwifery services with Māori General Practice
Providers. It is suggested that an integrated model is trialled with a Taranaki Māori
Health Provider under Te Kawau Mārō, with a salaried position established for a Māori
midwife to provide LMC services exclusively for Māori women in Taranaki. Monitor and
evaluate the trial and consider expanding the model to partner with other Māori
providers through out Taranaki in future.
2. Work with general practices to introduce a policy and process for practice nurses to
provide additional assistance to priority women (Māori, young, or those who live in areas
of high deprivation) until they successful register with an LMC. This additional support
would provide a more seamless pathway for priority women to navigate through the
system to an LMC. To support those women who experience barriers in registering with a
GP, a community kaiawhina navigator contract could be established with a Māori
provider to support priority wāhine Māori with engaging with an LMC.
3. Increase efforts to grow the Māori midwifery workforce in Taranaki by developing a local
workforce strategy which includes training scholarships, WhyOra cadetships, student
mentoring to support retention and midwifery career promotion.
4. Increase cultural responsiveness of existing midwifery workforce in Taranaki, including
providing compulsory in-service training to all Taranaki midwives on traditional Māori
approaches to birthing and Māori world views on pregnancy. It is suggested that this
training is provided by Hapū Wānanga educators and is held at marae. In addition, it may
also be beneficial for midwives to experience Hapū Wānanga as an observer first hand.
5. Work with the local LMC workforce to accurately update online information on the
Taranaki DHB and Find My Midwife websites, recognising that this is the primary source
of information for a woman selecting an LMC. Ensure information is included that may
be culturally relevant for wāhine Māori, such as LMC knowledge and experience with
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tikanga Māori and Te Ao Māori, te reo Māori (including greetings), pepeha that explains
whakapapa of midwives. Ensure all listings include where LMCs are located and LMC Te
reo Māori language abilities are accurately listed.
6. Explore the opportunity for establishing a locally run FaceBook page to support Taranaki
wāhine Māori during their pregnancy and consider how this online information resource
and communication tool could be most appropriately managed and moderated.
7. Work with local LMC services to develop a local ‘one-pager’ resource that includes all of
the key information a woman may benefit from when required to find, select and
successfully register with an LMC in Taranaki, including who is available to assist them in
the process. Ensure resource explains the importance of registering early with an LMC
and is pre-tested to ensure it is appropriate for wāhine Māori.
8. Consider establishing a specific TDHB Māori case loader position for Māori women who
can not find a midwife.
9. Continue to monitor and report LMC registrations in Taranaki by ethnicity, age and socioeconomic status and request the MOH provides standard quarterly reports with this
data.
It is suggested that the SLM Working Group discusses the above draft recommendations with the
report authors to agree on the final HEA recommendations and a HEA implementation plan is
developed by this multiple stakeholder group to inform future action.

CONCLUSION
Inequities in engagement in maternity services for wāhine Māori in Taranaki are unfair, unjust and
most importantly, reversible. The picture provided by this health equity assessment warrants an
active response by the health sector to create change to ensure that maternity services are
accessible and culturally responsive to all women, and particularly Māori.
This requires an increased focus by the maternal health sector to take targeted actions that put
wāhine Māori and their whānau at the centre of service planning and provision. This HEA has
provided an important opportunity for all stakeholders to identify opportunities where practical,
collaborative action could be taken to promote equity for Māori.

32

APPENDIX ONE– Access to Primary Care by Ethnicity
Access to Primary Care by Ethnicity (July 2019)
This report shows the number and estimated percentage of the New Zealand population (based on Stats NZ population projections) who are enrolled in a PHO
by ethnicity.

Total

Maori

Pacific

Other

DHB of Domicile

Total
Enrolled

Total
Population

%

Total
Enrolled

Total
Population

%

Total
Enrolled

Total
Population

%

Total
Enrolled

Total
Population

%

Auckland

453,351

548,430

83%

32,096

43,590

74%

54,841

56,150

98%

366,414

448,690

82%

Bay of Plenty

239,621

241,580

99%

58,442

59,940

98%

4,013

4,550

88%

177,166

177,090

100%

Canterbury

532,594

573,770

93%

44,900

52,600

85%

15,375

14,260

108%

472,319

506,910

93%

Capital and Coast

297,741

321,900

92%

29,606

36,590

81%

21,536

22,290

97%

246,599

263,020

94%

Counties Manukau

551,902

569,400

97%

82,033

89,140

92%

137,886

120,050

115%

331,983

360,210

92%

Hawkes Bay

164,004

167,140

98%

42,912

43,320

99%

5,987

6,490

92%

115,105

117,330

98%

Hutt Valley

147,907

150,970

98%

23,887

26,180

91%

11,573

11,810

98%

112,447

112,980

100%

Lakes

107,836

110,680

97%

37,208

38,480

97%

2,658

2,640

101%

67,970

69,560

98%

MidCentral

170,502

181,390

94%

29,682

36,420

81%

5,125

5,540

93%

135,695

139,430

97%

Nelson Marlborough

150,173

152,090

99%

14,405

16,110

89%

2,296

2,600

88%

133,472

133,380

100%

Northland

180,766

182,180

99%

63,049

60,970

103%

3,469

3,900

89%

114,248

117,310

97%

South Canterbury

58,908

60,255

98%

4,489

5,320

84%

978

715

137%

53,441

54,220

99%

Southern

314,122

334,280

94%

29,071

33,760

86%

6,998

6,950

101%

278,053

293,570

95%

Tairawhiti

48,445

49,515

98%

24,360

24,780

98%

999

1,270

79%

23,086

23,465

98%

Taranaki

115,276

121,025

95%

20,148

23,330

86%

1,485

1,535

97%

93,643

96,160

97%

Waikato

402,257

423,320

95%

87,289

96,550

90%

12,460

13,410

93%

302,508

313,360

97%

Wairarapa

46,079

46,205

100%

7,700

8,020

96%

938

945

99%

37,441

37,240

101%

Waitemata

582,485

633,530

92%

50,917

62,600

81%

44,168

44,650

99%

487,400

526,280

93%

West Coast

30,525

32,475

94%

3,393

3,940

86%

301

400

75%

26,831

28,135

95%

Whanganui

64,570

65,370

99%

16,873

17,380

97%

1,693

1,710

99%

46,004

46,280

99%

National

4,659,064

4,965,505

94%

702,460

779,020

90%

334,779

321,865

104%

3,621,825

3,864,620

94%

Note: The estimated percentage of those who are enrolled in a PHO may exceed 100% as data is sourced from two different places (Ministry of Health & Stats NZ).
Population is based on projections provided by Stats NZ in Nov 2018.
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APPENDIX TWO – Taranaki District Health Board Health Equity Assessment Process, 2019.
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APPENDIX THREE - Consumer Interview Guide
LMC Interview Questions

1) When you were trying to find a Lead Maternity Carer (a midwife or specialist maternity
health professional), what week were you in your pregnancy?
2) How did you find your LMC?
3) Was it hard for you to find your LMC?
4) How important is having a Māori LMC to you? Why?
5) Did you need any help to find your LMC?
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APPENDIX FOUR - Stakeholder Workshop Agenda

Health Equity Assessment Hui:
Registering with a Lead Maternity Carer (LMC) in the
first trimester of pregnancy
Wednesday 29th May 9.30am – 12.30 pm
Katere Ki Te Moana Marae, Waiwakaiho, New Plymouth
Whakatau - Karakia & Mihi

Rawinia

Whakawhānaungātanga – Introductions
Overview of Kaupapa
•

Interviewed hapū Māori women

•

Stakeholder Hui

•

TDHB Project to be completed by end July 2019

Rawinia

Morning Tea
Data

Maree

Kōrero from wāhine

Rawinia

What is the pathway to find a LMC?

Te katoa – all of us

Health Equity Assessment Tool
Ellie
Understanding health inequities in LMC registrations
Te katoa
Where / how will you intervene to tackle this issue?
Te katoa
Kai
Recommended areas for action

Te katoa

Poroaki - closing thoughts

Rawinia

Karakia

Rawinia
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