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What is the national aim?

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 England
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What Is the ambition of the collaborative?

By 2020 each trust and local maternity system should have.

* significant capability (and capacity) for improvement

* detailed knowledge of local cultural issues

* developed a local improvement plan

* made significant improvement to local service quality and safety

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

...to create the conditions for a safety culture and a national maternal and neonatal
learning system sl
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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
and neonatal care
settings in England

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

Primary Drivers Secondary Drivers

Creating the conditions fora

culture of safety and continuous
v improvement
' Develop safe and

} % ;'? pathways of care

"A Improve the experience of
\ ’0
/i

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 mothers, families and staff

q ,,“' Learn from excellence and harm
Improve the early recognition and management

of deterioration during labour & early post A Improving the quality and safety

partum period of care through Clinical Excellence

Improve the detection and management of
neonatal hypoglycaemia



Smoke
Free
Pregnancy
as an
example

Clinical
Interventions

Person
Centered
Care
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Human
Dimensions

Systems &
Processes

Improve the
Proportion of
Smoke Free
Pregnancies

Learning
from Harm &
Excellence
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How are the waves structured?
Wave 1 . wae2 [N Wave3

April 2017 — March 2018 April 2018 — March 2019 April 2019 — March 2020

* 44 Trusts to form first * Further 43 Trusts across « Remaining 46 Trusts to
national learning set England to form second form third national learning
+  Supported at national level national learning set set
to enable local delivery - Supported at national and »  Supported at national and
+  Wave 1 organisations local level local level
provicde improvement - Wave 1and 2 * LLSs continue to mature
leadership within local organisations to provide and:
learning systems (LLS) improvement leadership - sustain improvements
with Wave 2 and 3 within LLS with wave 3 - build QI capability

- explore new priorities

Patient
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How are the meetings structured?
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National Learning Event National Learning Set Local Learning Systems

« Annual progress and
learning shared from active
wave organisations — scale

up

» Three x 3-day training and
support meetings for Trust
based local improvement
leads

+ Engagement with board
level safety champions
(executive sponsors)

+ Tailored unit level support
by central programme team

L]

Quarterly meetings
Facilitated by the Patient
Safety Collaboratives
Supported by all
stakeholders

Bring together all
organisations and
professional groups
including commissioners

[ ]

L]

and parents/families
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What support will trusts in the national INHS
Iearnlng Set rece|ve7 Improvement

National /-

National ; ¢ - )
Learning Sets Learning espoke

Event Improvement

LB ;
(annual) Coaching

Innovation Agency:
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Activity of an individual unit
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Diagnostic Phase

Establish service baseline
(data)

Map care pathway

|dentify good practice
Undertake culture surveys
Determine local priorities
and areas for improvement
Choose 1+ primary drivers
from national driver diagram
|dentify project teams and
engage leaders

Develop local improvement
plan

Testing Phase

Develop the aim of each
project

Set up and engage project
team

Use the national change
package to test ideas within
team

Commence PDSA cycles
Collect measures and
continue to test
Communicate learning

« Continue PDSA cycles
« Share learning with team,

* Continue to monitor

Refine and Scale-up
Phase

other waves and learning
system

changes
« Communicate success
« Scale-up and sustain
improvement
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Model for Improvement

What are we trying to accomplish?

—d

How will we know that a change is
an improvement?

What changes can we make that will
result in improvement7

PDSA-
cycle

g g4

FPackages and lvieasures

(A

Imprrverert

\e package Driver diagram and change package

nprove (he detacion and managenent of dadeies In pregnancy

[NES

v

Driver diagram and ¢

Improve he detecton and managosn

e T e B e B 4 T S B Celte aTTED
’ ‘ o

Driver diagram and change package , [m8

R i bl i
Improve tha sarly racogniton and managsement of detencraton of eithe
h.'J'P' o L:c, during or soon :!‘c tu'x

Culture Survey
Test ! and debriefing

Driver diagram and change package
MpIove Ihe oEtMBaton and Rabiisaton of Ta very pratenm infant

om @ rorrema Yecona s - 4

v W Sl T

Key Drivers of Culture & Engagerrien] (Green is good)

mmvmsm READINESS  LOCAL LEADERSHIP BURNOUT CLIMATE TEAMWORK TEAMWORK
e Regulariymakes fne o provide  People I s worksettingare  Dealing it cifficul ulleagues s - Communication breakduans are
pusitve feedoac to me oumedoutfiomtheirwork.  wonsisientyapartofmyjob.  commonin s vark seting

SAFETY CLIMATE SAFETY CLIMATE WORK / LIFE BALANCE GROWTH OPPORTUNITIES  INTENTIONS TO LEAVE
The wiure makes tessytaleam | woudfeelsae beingrested  Worked through a day/sft fave te feling that | can achieve | afen think sbout eaving s b
rom the erors ofuchers. fere as a atirt. without anybresks sametfing

S sare & RELABLE
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Local Learning
System brings
us all together

Patient Safety
Collaborative
Innovation Agency

Maternity &
Neonatal staff

NHS Improvement

Local
Learning
System

Women & Families

Local Learning
Systems

Local Maternity
Systems and
Networks

Maternity
Strategic Clinical
Network

Public Health

Mothers
and
Families
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What should a local learning system
provide?

There are 19 Local Learning Systems developing across England:

« A forum for quality improvement to be shared
and to thrive

« An opportunity for all stakeholders to work

collaboratively

An opportunity to build local improvement

capability

New insights and learning from excellence T el 3 .

Support for Local Maternity Systems Nt Wos{Coast

Patient

Opportunities for system level improvement / scale-up within each learning syst| e
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What Next for MatNeoSIP ? imprevement

« Commitment in National Patient Safety Strategy to continue until 2025
* 50% ambition by 2025

 Phase 2 Iin design stage
* National team led by Aiden Fowler (National Patient Safety Team)

« AHSN led Patient Safety Collaboratives will continue to support
Improvement programmes

« MatNeoSIP Developing Improvement capability and Clinical Leadership
locally and nationally

 Local Learning Systems to continue

« Each LLS will have at least 1 system-level improvement project where
multiple trusts are working collaboratively to improve in one of the Big 5 | em—cgyy.
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Where to go for help

* Your local Patient Safety
Collaborative

* National Patient Safety Team

https://improvement.nhs.uk/resources/
maternal-and-neonatal-safety-
collaborative/

* I[n Wales talk to 1000 Lives

* In Scotland talk to Health

Improvement Scotland

« Get involved in your Local Learning
system!

Mavth west Coam

Covatrr Manchesls
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v, Surtey & Sassex

perial Colieges Health Pariners
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https://improvement.nhs.uk/resources/maternal-and-neonatal-safety-collaborative/

Thank you & questions

Mandy Townsend

 Mandy.townsend@innovationagencynwc.nhs.uk

e Titter:
« @MT_marshlands
« @MatNeoSIP
« #MatNeoQl (old twitter tag)
« #MatNeoSIP (new twitter tag)
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