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PILOT . . . .
COLLABORATIVE Lack of reliable measurement of adverse events, patient satisfaction and costs

PARTO ADEQUADO Intervention: Improvement Science; IHI Breakthrough Series (BTS) Collaborative — 18 months

PROBLEM: EXCESS C-SECTION RATE PRIVATE (~85%) AND PUBLIC (~50%) SECTORS

2. Content Theory

4. Data,

3. Execution Measures

Theory
5. Commes,

Dissem.




*Project Progress Scale

1.0

Infraestrutura de Melhoria Desenvolvida

Diagrama Direcionador, Pacote de Mudancas, Indicadores e Estratégia de Medicao desenvolvidas; pelo menos 135 hospitais e
ate 150 hospitais comprometidos com a iniciativa e formalmente inscritos via o site da ANS e a Extranet; Indicadores e Equipes
criadas na Extranet; equipes da colaborativa definidas e com capacidades desenvolvidas para utilizacdo da Extranet.

2.0

Atividades Iniciais Progredindo mas Nenhuma Evidencia de Melhoria

Todas as equipes participantes utilizando a Extranet, com conhecimento da Estratégia de Medicdo do PPA e as funcionalidades
da Extranet para introdugao de dados; 75% dos hospitais com pelo menos 6 pontos nos indicadores de resultado; 30% dos
hospitais com pelo menos 1 ponto nos indicadores de equilibrio (admissGes UTI neonatal, eventos adversos e satisfa¢do).

3.0

Melhoria Modesta

50% dos hospitais participantes informando indicadores de equilibrio (pelo menos 3 pontos informados nos indicadores de

admissdes UTI neonatal, eventos adversos e satisfacdo), e 80% dos hospitais participantes com os seguintes resultados

(considerando pelo menos 12 pontos de linha de base para o indicador de resultado: partos vaginais Robson 1-4).

. Grupo 1 (Meta 40%): 80% dos hospitais com pelo menos 4 pontos acima da linha de base (% de partos vaginais Robson 1-
4), preliminarmente indicando que o indicador esta evoluindo na direcdo desejada

. Grupo 2 (Meta 65%): 80% dos hospitais com pelo menos 6 pontos acima da linha de base (% de partos vaginais Robson 1-
4), preliminarmente indicando que o indicador esta evoluindo na dire¢do desejada

. Grupo 3 (Meta 75%): 80% dos hospitais com pelo menos 6 pontos acima da linha de base (% de partos vaginais Robson 1-
4), preliminarmente indicando que o indicador esta evoluindo na direcdo desejada

Melhoria Significativa

50% dos hospitais participantes informando indicadores de equilibrio (pelo menos 6 pontos informados nos indicadores de
admissdes UTI neonatal, eventos adversos e satisfagdo), e 80% dos hospitais participantes com os seguintes resultados
(considerando pelo menos 18 pontos de linha de base para o indicador de resultado: partos vaginais Robson 1-4).

. Grupo 1 (Meta 40%): Dados agregados demonstrando pelo menos 30% de partos vaginais (media ou mediana).

. Grupo 2 (Meta 65%): Dados agregados demonstrando pelo menos 45% de partos vaginais (media ou mediana).

. Grupo 3 (Meta 75%): Dados agregados demonstrando pelo menos 60% de partos vaginais (media ou mediana).

Melhoria Espetacular

50% dos hospitais participantes informando indicadores de equilibrio (pelo menos 12 pontos informados nos indicadores de
admissdes UTI neonatal, eventos adversos e satisfacdo), e 80% dos hospitais participantes com os seguintes resultados
(considerando pelo menos 24 pontos de linha de base para o indicador de resultado: partos vaginais Robson 1-4).

. Grupo 1 (Meta 40%): Dados agregados demonstrando pelo menos 40% de partos vaginais (media ou mediana).

. Grupo 2 (Meta 65%): Dados agregados demonstrando pelo menos 65% de partos vaginais (media ou mediana).

. Grupo 3 (Meta 75%): Dados agregados demonstrando pelo menos 70% de partos vaginais (media ou mediana).




Phase 2 Year1

Activities — 2017
Lead Support | Jan Mar | Apr |May | Jun | Jul | Aug | Sep | Oct | Nov | Dec
Pilot Group Learning Sessions IHI/HIAE ANS/MoH -
National Learning Sessions IHI/HIAE ANS/MoH
Hub Learning Sessions Hubs HIAE/ANS 1
Hub Improvement Science Training IHI HIAE
Hub Breakthrough Series Training IHI HIAE
Hub Monthly Coaching Calls IHI HIAE/ANS 1
Clinical Technique Simulation Training HIAE 4 q
Progress
Actual Progress 0 0 0 1 1 1 1 1 1 1 2
Expected Progress 0 0 0 1 1 1 1 1 2 2 2
Activities ot
Lead Support
Semi-National (Publics) Learning Sessions IHI/HIAE ANS/MoH
Semi-National (Privates) Learning Sessions HIAE/ANS IHI/MoH
National Virtual Learning Sessions HIAE/IHI ANS/MoH |
Hub Coaching Calls IHI HIAE/ANS |
Hub Improvement Science Training IH1 HIAE T
FIGO Co@ess HIAE/ANS/Hubs 1HI
Progress
Actual Progress 2 2 2 2 2
Expected Progress 2 2 2 2 3 3 3 3 3 3 3
Phase 2 Year 3
Activities Sote 2019
Lead Support | Jan Mar | Apr |May | Jun | Jul | Aug ! Sep | Oct | Nov | Dec
Semi-National (Publics) Learning Sessions IHI/HIAE ANS/MoH !
Semi-National (Privates) Learning Sessions IHI/HIAE ANS/MoH !
National Learning Sessions IHI/HIAE ANS/MoH !
National Virtual Leaming Sessions IHI/HIAE ANS/MoH
Pn!un
Actual Progress
Expected Progress 3 3 3 4 4 4 4 4 4 4 4
_ e Phase 2 Year 4
Activities 2020
Lead Support | Jan Mar | Apr |May | Jun | Jul | Aug | Sep | Oct | Nov | Dec
National Learning Session / National Campaign Launch HIAE/ANS IHI/MoH RNy
National Virtual Leamingr Sessions HIAE/IHI ANS/MoH

Actual Progress

Expected Progress




National hub
(Einstein and

IHI supporting;
ANS
endorsing)
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Improvement skills

1. Basic Improvement Science for all

2. Specialized Improvement Science for selected
Hubs (Especialista)

3. Specialized BTS Collaborative training for hubs




IHI Psychology of Change Framework

Unleash Intrinsic Motivation

Tapping into sources of intrinsic motivation
galvanizes people’s individual and
collective commitment to act.

Adapt in Action

Acting can be a motivational
experience for people to
learn and iterate to be

Co-Design People-Driven Change

S Those most affected by change
have the greatest interest in
designing it in ways that are

effective. Activate meaningful and workable to
People’s them.
Agency
Distribute Power Co-Produce in Authentic
People can contribute their Relationship
unique assets to bring about Change is co-produced when
change people inquire, listen, see, and
when power is shared. commit to one another.

Source: Hilton K, Anderson A. IHI Psychology of Change Framework to Advance and Sustain Improvement. Boston, MA: Institute for Healthcare Improvement; 2018.

ihi.org/psychology



http://www.ihi.org/resources/Pages/IHIWhitePapers/IHI-Psychology-of-Change-Framework.aspx

Barkee ot al implementation Science (3016) 11:13
DO! 10.1186/51 3012-016-0374-x Implementation Science

METHODOLOGY Open Access

A framework for scaling up health @
interventions: lessons from large-scale
improvement initiatives in Africa

Pierre M. Barker'™", Amy Reid’ and Marie W. Schall'

PPA Fase 1 PPA Fase 2 PPA Fase 3

>
- {\ {\ ("\
Practice h f
exists . Set » Build Scalable » Test Scale- Go to Full- Phases o
up Unit Up » Scale Scale-up
New
Scale-up
Idea Leadership, communication, social networks, culture of Adnptm!‘
: Mechanisms
urgency and persistence
Learning systems, data systems, infrastructure for scale- Support
up, human capacity for scale-up, capability for scale-up, Systems
sustainability




Infraestrutura nacional e regional: 7 hubs, 15 hospitais cada

100 hospitais, 500 pessoas Conselho Colaborativa
1 banco de dados; 5 SAPS Representantes de classes e
gestantes

2 SAPS Nacionais
2 SAPs regionais
1 SAP inter-regional




Group 1 Aim: Private new hospitals will achieve 40% or more
of vaginal birth rate within their Robson 1-4 population (low
risk pregnant women) by May 20109.

Group 2 Aim: Private pioneer hospitals will achieve 65% or
more of vaginal birth rate within their Robson 1-4 population
(low risk pregnant women) by May 20109.

Group 3 Aim: Public new and pioneer hospitals will achieve
75% or more of vaginal birth rate within their Robson 1-4
population (low risk pregnant women) by May 2019.



TEST OF SCALE PROBLEM: EXCESS C-SECTION RATE PRIVATE (~85%) AND PUBLIC (~50%) SECTORS
COLLABORATIVE Lack of reliable measurement of adverse events, patient satisfaction and costs

PARTO ADEQUADO Intervention: Improvement Science; IHI Breakthrough Series (BTS) Collaborative — 24 months

2. Content Theory

4. Data,

, Measures
3. Execution

Theory

5. Commes,
Dissem.
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Group 1: Vaginal Birth Rate (Robson I to IV) New Private Hospitals
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Group 2: Vaginal Birth Rate (Robson I to IV) Pioneer Private Hospitals
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Group 3: Vaginal Birth Rate (Robson I to IV) Public Hospitals
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Providing Support to Enable Improvement

Tony Kelly & Phil Duncan
Maternal & Neonatal Health Safety Collaborative
NHS Improvement

NHS

Improvement
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How have we provided support for improvement?

» What structures have we put in place?

°* FAIOW
°* FAIOW
* FIOW

nave we developed capability?
nave we supported teams?

nave we supported the system?

* What have learnt along the way?

NHS

Improvement

@MatNeoQl

19



How is the collaborative structured?

Local Learning

Systems
(Trust & System Improvement)

National Learning Set
(Trust Improvement)

NHS

Improvement

@MatNeoQl

20



How is the collaborative structured?

Wave 1

April 2017 — March 2018

Wave 2

Wave 3

NHS

Improvement

April 2018 — March 2019

44 organisations to form
first national learning set
Supported at national level
to enable local delivery
Wave 1 organisations
provide improvement
leadership within local
learning systems (LLS)
with Wave 2 and 3

Further 43 organisations
across England to form
second national learning
set

Supported at national and
local level

Wave 1 and 2
organisations to provide
improvement leadership
within LLS with wave 3

April 2019 — March 2020

Remaining 46
organisations to form third
national learning set
Supported at national and
local level

LLs continue to mature
and:

- sustain improvements

- build QI capability

- explore new priorities

@MatNeoQl

21



: : NHS
How are the national learning sets structured? Improvement

3 x 3 day learning sets
> Local improvement teams coming together to learn and collaborate
» Supported by IHI to improve capability for improvement
» Focuses on measurement, team coaching, engagement, scale and
spread
Local site level support
» Diagnostics
» Development of local improvement plans
» Ongoing team coaching

Local culture surveys

Measurement support

@MatNeoQl 22



NHS

What activities will individual sites undertake? Improvement
Diagnostic Phase Testing Phase Implementation Phase
Good Practice / Case Studies Unit level mobilisation Refine PDSA cycles
Team Identify change ideas Extract & share learning
Data PDSA cycles Support next wave
Culture Measurement for improvement

Current / Future Pathway
Local priority setting
Develop improvement plan

@MatNeoQl 23



NHS
What have we found makes for a successful team? Improvement

« Afocus on process and reliable design not only

Diagnostic Phase
outcomes

- Early assigning of roles and responsibilities

- A clear communication plan v

 Setting of clear aims - avoid solution based projects
* Not getting stuck on the language! Testing Phase

 Creating time to apply new skills
- Gaining the support of clinicians and managers v
- Starting with small tests of change

 Stay In touch with the central team Refine gr']i Secale-Up

@MatNeoQl 24



What have we learnt in the first two years? Improvement

The baseline understanding of improvement capability is very low

The home improvement team is very fluid

You need a much bigger team than you think

The speed of change is much slower than you want

Measurement is really hard at all levels

@MatNeoQl 25



How is the collaborative structured?

Local Learning

Systems
(Trust & System Improvement)

National Learning Set
(Trust Improvement)

NHS

Improvement

@MatNeoQl

26



How have we supported the system? Improvement

» Developed 20 local learning systems across England
« Supported by 15 Patient Safety Collaboratives and other key stakeholders

* Bring together all providers with a focus on actual improvement and
collaboration

« Aim is to focus on system level improvement as well as organisational
* Not strategic groups

« Focus on measurement for improvement not performance

- Hampered by limited capability within system to support these groups
* Need to use common approach to reach maturity quickly

@MatNeoQl 27



How are the local learning systems arranged? .mpmmemem

Glasgow

NENC Yorkshire and Humber
U .
North West Coast K
East Midlands
Cambridgeshire and Peterborough
Greater Manchester & Eastern Cheshire LJ‘

Norfolk and Waveney

Dublin
®

Luton/Bedford and Milton Keynes
West Midlands
Suffolk and NE Essex

Herts and West Essex

Thames Valley
North East London and Mid and South

Essex
West of England
North Central London
Wessex @— North West London

South London

Devon and Cornwall Kent, Surrey, Sussex

Q\\""“ Channel
5

@MatNeoQl



How does this all fit together? Improvement

National Event National Learning Set Regional Meetings

Progress and shared learning « 3 x 3-day learning meetings * Quarterly regional
from all organisations for local improvement leads community of practice
* 6-8 unit visits by central meeting at LMS level
programme team * Supported by all network

organisations

* Bring together all
organisations including
commissioners and
parents/families

@MatNeoQl 29



Aim

To improve outcomes
and reduce unwarranted
variation by providing a

safe, high quality
healthcare experience
for all women, babies
and families across

maternity care settings
in England.

Reduce the rate of
stillbirths, neonatal
death and brain injuries
occurring during or soon
after birth by 20% by
2020

@MatNeoQl

Primary Drivers

Improve the proportion of smoke free
pregnancies

Improve the optimisation and
stabilisation of the very preterm infant

Improve the detection and
management of diabetes in pregnancy

Improve the detection and
management of neonatal
hypoglycaemia

Improve the early recognition and
management of deterioration during
labour & early post partum period

Secondary Drivers m

Improvement
Creating the conditions
for a culture of safety and
continuous improvement

Develop safe and
highly reliable systems,
processes and
pathways of care

Improve the experience of
mothers, families and staff

Learn from excellence
and harm

Improving the quality and
safety of care through
Clinical Excellence

30



How can you support improvement in a volatile system? Improvement

 Can be difficult to be heard or seen

- May allow for more time for development/refining

- Danger of overlap and duplication — multiple initiatives
 Disorganised effort

« Unrealistic expectations

* Fragmented funding

- Capacity, capability & infrastructure issues

» Operational and strategic direction may change
 Political imperative may redefine focus

@MatNeoQl 31



What are the advantages of support improvement in Improvement

a volatile system?

The pace of improvement may increase - more time for
development/refining

The scale of improvement may increase - multiple ideas may form to solve
the same issue

Greater opportunity for collaboration

Can attract multiple funding sources

@MatNeoQl 32



Thank you

@tonykellyuk
@phil_duncanl

@MatNeoQl

NHS

Improvement

@MatNeoQl
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Measurement for Improvement

OBS Cymru- An All Wales Collaborative Quality Improvement
Project to Reduce Harm from Postpartum Haemorrhage

Sarah Bell, Kathryn Greaves, Thomas Kitchen, Elinore Macgillivray and Cerys Scarr
on behalf of the OBS Cymru Collaborative and 1000 Lives Improvement

1/0/0/0/ LIVES /| i] OBSCYMRU

/ O FYWYDAU Obstetric Bleeding Strategy for Wales




“Without data
you re just
another person
with an opinion.”




OBS Cymru: An All Wales Quality Improvement Programme

, e  Population of 3.5 million
Betsi Cadwaladr,

| e e 31,500 births per year

e 12 obstetric units

e 7 health boards

* Differing maternity data collection systems

* Variation in PPH management across maternity units

iff'&iVale'University
Health Board



OBS Cymru

An All Wales Qualitz Improvement Project to
Reduce Harm from Postpartum Haemorrhage

Drivers:

* Reduce the number of women receiving more than 4 units of red
blood cells

* Reduce the number of women undergoing hysterectomy for PPH

e Reduce the number of ITU admissions due to PPH

e Reduce fresh frozen plasma (FFP) usage




OBS Cymru

An All Wales Qualitz Improvement Project to
Reduce Harm from

ostpartum Haemorrhage

Universal PPH Risk Assessment

Early identification of excessive blood loss

Early multidisciplinary team involvement

POCT guided blood product management




Breakthrough Series Collaborative Model for Improvement

:71;3' :71;3'
@ @
4=
. Action. Action .

Sustained
Improvement
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Measurement to Understand the Problem

orecromy Quanttication ot 86000 Loss Trsining

NARIO 1

N g o gt s s

y .‘;rz;\«'-'gbu.g?-'a'ﬁ:*g“"" e - SCENAR’O 2




“Without data
you re just
another person
with an opinion.”




Measurement Creates a Common Language

Betsi/Cadwaladr
University Health/Board,

HywellDda|HealthiBoard
(GwmiTaff

" , Y
Abertawe ~B\ro-Morga’r{nv\vg'
University Health Board«"

100%

80%

60%

40%

20%

0%

Measurement of Blood Loss in OBS Cymru episodes

(All-Wales and Unit-1QR)

Jan 2017 Apr 2017 Jul 2017 Oct 2017 Jan 2018 Apr 2018 Jul 2018 Oct 2018



A Measure to Motivate

Individual-level data

Monthly statistics

Enter information on the management and Enter monthly numbers of maternities and Wiew monthk
outcomes of episodes meeting any of the deliveries. process =
following criteria:

Mo of Maternities
» = 1000 mb of blood lost
= Any blood products given (within 1
week of delivery)
Ay ROTEM was performed
Wioman transferred to [TU
Woman underwent a hysterectonmy
Woman died

Funnel Plots

Wiew variation across Wales.

PPHs = 1.5L per 10677
Conical

25
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Individual-level data

L] L]
. A n I t e ra t I Ve rO C e S S Enter information on the management and
autcomes of episodes meeting any of the
Tollowing criteria:

» 2 1000 mL of blood lost

« Any blood products given iwithin 1
week of delivery)

« Any ROTEM was performed

« Woman transferred to [TU

« Woman underwent a ysterectomy

« Woman died

* Initial measures may not be the right
ones....and that’s ok!

View variation across Wales.

PPHs = 1.50 per 1000 Maternities
Mar 2017-Dec 2017

* Review aim regularly. Are the

measures helping to work towards it??

Measurement: Just Enough is Good Enough

Monthly statistics Run Charts

Enter monthly numbers of matemities and View monthly charts of the data, including
deliveries. process and eulcome measures.
o of Maternities Mo. of Eplsodes
200 ./".Y"W 0
100 il
[} o
(S S B T BN A4 04 A A s
Ao R R R A AR A AL A
. " .
A &
Accutacy of data may be Emited by complcteness. Accuracy of data may be Emited by completencis.
Download data

Download Individual-level data in Excel
formal, including ROTEM, blood gas and
lab test results.




Measurement to Evaluate Unintended Consequences

Ensure the measurement plan includes
a balancing measure

 This should assess the unintended, or
potentially negative consequences of
any change.

 These should be an integral part of the
measurement for improvement plan.

 There may also be unintended benefits.
Improved team working.




Building Sustainability into Measurement

e Data collection without dedicated time, using existing data

collection systems

* Data to demonstrate sustainability, supported by existing data

* Had an incidental effect on national data descriptors




Conclusions

 Measurement informs behaviour which underpins improvement

* How much information is ‘just enough’?

 Measurement plan will go through several iterations

e Are your measures helping you to work towards your aim?

 What is meaningful data, and what motivates change will vary



“Without data
you re just
another person
with an opinion.”




obs.cymru@wales.nhs.uk

iveswales

@1000I




Using a collaborative approach
to developing a National
Maternity Early Warning Score

(MEWS)

Bernadette McCulloch
Improvement Advisor and National Lead
, (@BernieMcCulloch

Healthcare
?b Improvement
w® Scotland

Enabling health and social
care improvement




Maternity and Children Quality
Improvement Collaborative

(MCQIC)

Scottish Patient Safety Programme

(~ Improvement Enabling health and social o PROLRIME
=~ Scotland care improvement &







1. Create a sense of urgency




2. Pull together a guiding team
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4, Commumcate for understandmg and buy in







6. Generate sh!m wins-




/. Don’t give up |




ick

8. Make it St




Our
Iceberg

Is Melting
The Eight Step Process

John Kotter

of Successtul Change




Scottish Maternity Early Warning System
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PROMPT:
scaling up

Neil Muchatuta
Anaesthetic Lead and Trustee
PROMPT Maternity Foundation




What is PROMPT?




How does PROMPT training work?

100% &\% .

know what to do multi-professional every year
if an emergency maternity staff are trained so your team are up-to-
occurs together, in the workplace  date with best practice







Impact of training
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50% reduced HIE 40% quicker delivery 100% reduced

(hypoxic brain at emergency permanent
injury) caesarean brachial plexus

section injury




NHS England Maternity Review — 2016

NATIONAL
MATERNITY
REVIEW

BETTER BIRTHS

Improving outcomes of
maternity services in England

A Five Year Forward
View for maternity care
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HNATIOMNAL MATERMNITY REVIEW

Morth Bristol NHS Trust — a framework for learning

The maternity team at Southmead Hospital have designed an evidence-based multi-
professional training programme (PRactical Obstetric Multi-Professional Training,
“PROMPT") to improve outcomes for women and babies. The training, which takes
place locally in clinical areas and a homebirth setting, is attended annually by all
matemity staff. midwives, maternity theatre staff, matemnity support workers,
obstetricians and anaesthetists. Using practice-based tools, workshops and
emergency drills with simple props, high fidelity mannequins and patient actors,
PROMPT aims to optimize management of obstetric emergencies. Published
research has demonstrated an association between PROMPT at Southmead and: a
50% reduction in babies born with a low Apgar score,*® a 45% reduction in school-
age cerebral palsy, a 100% reduction in permanent brachial plexus injury after
shoulder dystocia, and a 91% reduction in litigation claims. PROMPT has been
introduced in other countries — including the USA, Australia, and Zimbabwe — with
similar published improvements in perinatal outcomes.

Early findings of an independent study led by the University of Leicester confirm that
PROMPT develops high level technical skills as well as excellent team skills. But
PROMPT cannot be treated as a one-off intervention; achieving safety requires
constant effort and attention and genuine commitment by all team members,
regardless of specialty or role. Early analysis also indicates that other features of the
way the team at Southmead operates are important in the outcomes it has achieved,
including: intelligent use of data, engagement in continuous improvement, and high-
quality communication and relationships between team members. The full findings of
this independent study are expected to be published in 2016.




Train-the-trainers model
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PROMPT Scotland: THISTLE-Plus

Authentic adopters Slow adopters

N

Non/inauthentic adopters



Authenticity...

support and
- coaching




PROMPT Australia

8 units trained across Victoria

« Improvements in Safety Attitudes/Culture
« Teamwork

« Safety

* Clinical outcomes:
« Apgar < 71 min: 9.1% vs 7.7% n<0.001
« Cord lactate (> 5.27): 25 vs 23 n<0.028
- Baby length of stay: 2.85 vs 2.79 n<0.006

Barnett et al. BJOG. 2014



PROMPT Australia
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50% reduction in
rates and costs of
litigation in
Victoria, Australia



PROMPT Australia

o« AL

vimia

Risk Management and Insurance
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and New Zealand
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Better Patient Safety Program
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PROMPT Wales
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Welsh Risk Pool Services
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PRactical Obstetric Multi-Professional Training
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Where next with scaling PROMPT?

‘Social’ franchising

Health
Foundation




Where next with scaling PROMPT?
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Where next with scaling PROMPT?
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Thank you

neil.muchatuta@promptmaternity.org.uk
enquiries@promptmaternity.org.uk

www.promptmaternity.org



International Forumon
QUALITY&SAFETY
e NHEALTHCARE

World Cafe

Presenting teams will move around tables for discussion around
presentation contents

20 minutes per table
This is your opportunity to learn and share

You will receive a 5 minute warning before the end of the allocated time to
consider 3 keys learning points

After 20 minutes, the presenting teams will move to the next table
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