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Disclosure Slide

Tony Kelly, Phil Duncan, Amelia S. Brooks, and Frank /
Federico have no relevant financial or nonfinancial
relationship(s) within the services described, reviewed,
evaluated, or compared in this presentation.
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What are the objectives of this session?

A Acknowledge the volatility of the healthcare environment
A Understand the need to build bridges not silos
A Practice alignment between initiatives to accelerate success

A Acknowledge the need to keep the improvement focussed in
light of parallel initiatives and strategic changes

Institute for

@MatNeOQI @TheIHI H Healthcare

Improvement Improvement




What is the scale of the issue?
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What is the scale of the iIssue?

Stillbirth rate by year (England only)
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Based on the 2017 ONS Birth and Death Registration data, the England stillbirth rate

was 4.1 per 1,000 live births.

This is a 5.1% decrease from the rate in 2016, and an 18.8% decrease since 2010.
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What is the scale of the iIssue?

Neonatal mortality rate by year (England only)
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Based on most recent Childhood Mortality data, the England neonatal mortality rate was
2.8 per 1,000 live births in 2016.
This is a 5.8% decrease from the 2010 rate, but a 5.2% increase from the 2015 rate.
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What is the vision of the Maternal & Neonatal
Health Safety Collaborative?

To improve the safety and outcomes of maternal and
neonatal care by reducing unwarranted variation
and provide a high quality healthcare experience for
all women, babies and families across maternity care
settings I n England
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What I1s the ambition of the collaborative?

By 2020 each Trust, local maternity system and network should
have:

A significant capability (& capacity) for improvement
A detailed knowledge of local cultural issues
A developed a locally sensitive improvement plan

A made significant improvement to local service quality and
safety

A data to share with their board, staff and commissioners that
reflect these improvements

éto create the conditions for
maternal and neonatal learning system
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What is within the scope of the collaborative?

A All maternity services in England (136 Trusts)
A All care settings

A All components of the pathway (conception to puerperium)
through a safety lens
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How Is the collaborative structured?

Local Learning

Systems
(Trust & System Improvement)

National Learning Set
(Trust Improvement)

Q%
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What additional support do organisations in the
national learning set receive?

Annual national
learning event

Wave Ie_:arning Site Support
sessions (per wave)

(per wave)

Improvement &
capability
development

(per wave)

Local Learning
System

Tailored Measurement for Access to LIFE
resources and improvement improvement
networks support platform
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How do we set up the ideal project?

Perfect

An imaginary concept that people
like to dream about
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How can we bring together clinical and
Implementation knowledge?

A Protocols
A Guidelines
A Standards

Evidence-based
subject matter
knowledge

Implementation
knowledge

A Clearly understood
clinical and
organisational strategy

A Governance and
assurance

A Leadership development

A Quality improvement
methodology,

A QI capacity and
capability

A Clinical and operational
information

A Internal and external
communication of Group
identity and objectives
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How can we bring together clinical and
Implementation knowledge?

Evidence-based
subject matter

knOWIedge Change Method

1. Psychology of Change

2. Appreciation of the System
3. Understanding Variation

Improvement
4. Theory of Knowledge/Learning

Implementation
knowledge

W E Deming and Associates in Process Improvement
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Wor k as done

The planningandc oachi ng t eaméé

Agree on standard
work

Implement
standard
work

‘ Test &
modify

e. an

Test & Test &
modify modify
d i t h

I N e r eal wor il d

Institute for 17

@MatNeoQl @ThelHI “ Healthcare

Improvement Improvement



What are the core design principles?

— Core Design Concept~

Aim Driver Measurement Dissemination &
statements diagrams model plan spread plan
m H Institute for 18
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What are the tensions of leading any large -
scale improvement programme within a
volatile system?
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What does working in a volatile system
present?

A Can be difficult to be heard or seen

A May allow for more time for development/refining

A Danger of overlap and duplication i multiple initiatives
A Disorganised effort

A Unrealistic expectations

A Fragmented funding

A Capacity, capability & infrastructure issues

A Operational and strategic direction may change

A Political imperative may redefine focus
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What can working in a volatile
system present?

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

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

A Greater opportunity for collaboration
A Can attract multiple funding sources
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What is scale of the national ambition in
England?

TRANSFORMING
THE WORKFORCE
INCREASING SHARING
CHOICE AND DATA AND
PERSONALISATION INFORMATION

FAMILY

SUPPORTING ERIENL HARNESSING

LOCAL DIGITAL
TRANSFORMATION SHARED TECHNOLOGY
GOALS

PERSONALISED | PROFESSIONAL

IMPROVING ACCESS

T0 PERINATAL
- T
MENTAL HEALTH \ HE PAYMENT

REFORMING

-VSTEM
SERVICES

IMPROVING PROMOTING
PREVENTION GOOD PRACTICE
FOR SAFER CARE
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What is scale of the national ambition in
England?

e, T bdaternity safety champions (M5C)
L ] MHS Improvermnent hub and quidance

1 Bespoke maternity safety implementation plan

Annual Report
o 0 4 ® 1 bdaternity data for cutcomes and benchmarking

Leadership £Bm Maternity Safety Training Fund
o Learming and devalopment plan in place for WMOT

Data
R Forinatal Mortality Review Tool (PMRT)

L bk Saving Babies Lives Care Bundle — smaking cessation
L Reduce pretermn births from 8% to 6%

Learning & best practics L 4 L) ATAIN amd ATAIN eleaming
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What should you be aware of?

AWork to map allied programmes and initiatives

A Look to find common ambition/ground

A Attempt some degree of mapping of inter-dependencies
A Accept this will not be neat

A Remain vigilant for opportunity or threat

A Keep your narrative up to date

A Look for opportunities to refine content theory or execution
model
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Take a moment to refl ect

A Can you identify overlapping projects or programmes?

A Can you identify potential opportunities or threats from
these other pieces of work?

A Discuss in pairs or small groups
A Report out

o
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How can you respond to related work?

A Accepting volatility of the system

A Avoid actual duplication where possible

A Look for the win/win

A Find common ground

A Look to be proactive and adaptive (not defensive and rigid)
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Improving the quality
and safety of care
through Clinical
Excellence

Driver diagram and change package

Improve the optimisation and stabilisation of the very preterm infant

Evidenced by (i) a reduction in the proportion of babies admitted to neonatal units
with hypothermia (temperature <36.5°C) (i) Proportion of babies delivered in
appropriate care setting for gestation

National maternal and neonatal health safety collaborative

A driver diag. is used to lise an issue and
to determine its system components which will then
create a pathway to achieve the goal.

Primary Drivers are system components which will
contribute to moving the primary outcome.

Secondary drivers are elements of the associated
primary driver. They contain change concepts that can
be used to create projects that will affect the primary
driver.

Minimum dataset and other suggested additional
measures are at the back of this document.

Antenatal Optimisation: Support the effective optimisation of preterm infants prior to the
time of birth

Peri-partum Optimisation: Support the effective optimisation of preterm infants around the
time of birth

Post-partum Optimisation: Support the effective optimisation of preterm infants
immediately after the time of birth
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Take a moment to refl ect on

A How would you deal with related work?

A Do you have any projects/programmes that may impact on
your own work?

A Discuss in pairs or small groups
A Report out
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Collaboration

Institute for 33

@MatNeoQl @ThelHI " Healthcare

Improvement Improvement



What (or where) are the barriers to collaboration?
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What are your barriers to collaboration?

INHS @MatNeoQl @ThelHI M

Improvement

Institute for
Healthcare
Improvement

35



What other factors should you consider?

A There may be other polarities or tensions within your
project/programme

A Where the balance sits for each is not a fixed point and
may need to be adjusted in real time

A Key to effective leadership in this space is being
comfortable to maintain an overview of these tensions and
flex where required

A Relentless pursuit of the aim of the programme
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What are the take home messages?

T0 ALL THE GIRLS THAT THINK YOU'RE FAT
BECAUSE YOU'RE NOT A SIZE ZERO
YOU'RE THE BEAUTIFUL ONE

ITS SOCIETY WHO'S UGLY
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What are the take home messages?

”"No plan survives W‘
first contact with |
the enemy. What
matters Is how

“quickly the leader is
able 0 adapt.

Tim Harford
| . eaad
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Thank you

@tonykellyuk
@phil_duncanl
@amelialHI

@MatNeoQl
@ThelHI

Institute for 39
Healthcare
Improvement

Improvement @MatNeOQI @TheIHI




