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Project Proposal

Introduction

Obstetric Haemorrhage (OH), or excessive blood loss following childbirth, is a significant problem amongst the maternal population in the UK and Worldwide (World Health Organisation, 2012). Major OH is the leading cause of maternal morbidity and mortality globally (Lennox et al 2014) and the second highest cause of death that is directly attributed to pregnancy in the UK. This has increased from the third highest cause in the most recent national confidential enquiry (Knight M et al 2017). 
Advances have been made in the field of OH in the last decade which has informed us that coagulopathy in obstetric patients is rare and that the management of OH should follow a different approach from that of a non-obstetric trauma patient and should be more patient specific (Bell et al, 2010, Aawar et al, 2015, Collins P et al, 2017). This is especially true with regards to transfusion of blood components such as Red Cells, Fresh Frozen Plasma (FFP), Cryoprecipitate, Platelets and Fibrinogen. In addition, point-of-care, video-elastometric testing for clotting (ROTEM) is a useful tool to guide the use of fibrinogen in those patients who are deficient (de Lloyd et al, 2011, Aawar et al, 2015). The test empowers clinicians to transfuse blood components in a prudent manner, according to individual patient need, whilst negating additional risks from unnecessary transfusion and saving blood components for those in greater need. Furthermore, measurement of blood loss (MBL) has been proved to be a more accurate way of determining blood loss than estimation (EBL), which is the method that is traditionally practiced worldwide (Lilley et al., 2015). MBL enables the prompt recognition of OH and combined with an appropriate escalation tool, could help improve maternal outcome (Schorn NM, 2010, Jones, R, 2015).

Observational data from the University Hospital of Wales (UHW) found that during a research period, the improvement with regards to maternal morbidity was greater than could be attributed to the research interventions alone (Moses T et al, 2016). Specifically, there was a reduction in OH ≥2500ml, a decrease in the number of Red Cells, FFP and Platelets being transfused on the Obstetric Unit (OU), a reduction in number of women needing Intensive Care Unit (ICU) admission due to an OH and a decrease in the number of hysterectomies being performed as the definitive treatment for an OH (Moses T et al 2016). This led to the analysis of behavioural change at UHW and the following were recommended to improve maternal morbidity:
· Universal Risk Assessment for Obstetric Haemorrhage
· Measurement of Blood Loss
· Early escalation of the Obstetric MDT (Senior midwife, obstetrician and anaesthetic input)
· Prompt uterotonics and surgical intervention
· Point-of-care guided blood product management
· Effective MDT working  
Methods

OBSCymru, The Obstetric Bleeding Strategy for Wales is a national, collaborative, quality improvement project (QIP) aiming to reduce morbidity and mortality from OH in Wales. The standardised framework, or “OBSCymru Approach to Obstetric Haemorrhage” (Figure 1) strives for early recognition and prompt, patient specific management of an OH.





1. Universal risk assessment
2. Early Identification of haemorrhage by measured blood loss
3. Multidisciplinary team working and appropriate escalation 
4. Patient specific blood product management using ROTEM, a point-of-care, video-elastometric test for clotting. 

OBSCymru Approach to Obstetric Haemorrhage Management

Figure 1



Ethical approval has been granted and a data sharing agreement signed by all health boards within Wales. OBSCymru is jointly funded by Welsh Government, 1000Lives Improvement and Werfen, our industry partner. The interventions to be used to drive change in OH include standardised documentation for risk assessment and escalation of care, national MBL education package, ROTEM machines and, most importantly, local MDT Champions empowered to drive change on their local maternity units.

Aims of my Leading Service Improvement Project

The overall aim of OBSCymru is to reduce morbidity and mortality from OH in Wales by using the above standardised framework. My project consists of three parts. Change will be implemented by a range of methodologies including Kotter’s method (Kotter JP, 1996) and the Plan-Do-Study-Act (PDSA) cycle (Deming, 1986, IHI, 2009).


1. Leading Local Change in OH Management
I will lead change locally at three OUs in Wales: Prince Charles Hospital (PCH), Royal Glamorgan Hospital (RGH) and Singleton Hospital (SH), as well as assisting to embed the OBSCymru Approach into normal practice to enable sustainability. I will analyse individual process measures for each intervention at my hospitals to understand the barriers to adoption, as well as working with the teams to find solutions.

2. Capturing the Change
Development of a National Database and Data Platform for all cases of OH ≥1000ml to ensure that results are accurately recorded.

3. Strategic Direction
Drive change on an All Wales scale through contribution to the National OBSCymru MDT Board, as well as promoting the project amongst NHS Leaders. 


Achieving the Outcome Measures

Acknowledging that improving quality of care is a complex and often lengthy process (Francis R et al, 2013), I will seek improvement in the process measures for the OBSCymru interventions at my hospitals. By working collaboratively with the OBSCymru team, we aim to show a reduction in morbidity and mortality by achieving the following outcomes (Figure 3): 

Figure 3
Outcome Measures
1. Reduce the number of women requiring ICU care due to OH
2. Reduce the number of women receiving hysterectomy due to OH
3. Reduce Red Cell and FFP transfusion
4. Reduce the number of patient having massive OH (≥2500ml blood loss)






 



Project Report
Background and Leadership Responsibilities

OBSCymru, the Obstetric Bleeding Strategy for Wales, aims to provide a leading approach for OH management and a reduction in the variation of care regarding OH management amongst Welsh Maternity Services (WMS). OBSCymru has the potential to impact not only on patients, but also the Obstetric MDT and workforce in the WMS; from both undergraduate to postgraduate level and including NHS Leaders in their respective roles.

OBSCymru was launched as a collaborative QIP in November 2016, led by a National OBSCymru Board comprised from the Welsh Obstetric MDT. It was funded by Welsh Government and ethical approval obtained as well as a data sharing agreement between all health boards and 12 Obstetric Units (OU)s in Wales.

I led the development of the national OBSCymru Measuring Blood Loss education package from January 2016 and took a formal role in the leadership of OBSCymru when I joined the National OBSCymru Board as a Welsh Clinical Leadership Training Fellow (WCLTF) in August 2017. (Figure 4)
[image: ]
Figure 4. OBSCymru Leadership Structure


Following formal project management training as a National Board, we agreed individual roles and responsibilities. My core responsibilities are summarised:

1. Leading Local Change in OH Management
Lead local change at three OUs in South Wales - Royal Glamorgan Hospital (RGH) and Prince Charles Hospital (PCH) in Cwm Taf University Health Board and Singleton Hospital (SH) in Abertawe Bro Morgannwg University Health Board (Figure 5). 
Welsh Maternity Services
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Singleton Hospital (SH)
Prince Charles Hospital (PCH)
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Royal Glamorgan Hospital (RGH)
Figure 5. Wales divided into the seven Local Health Boards. Each blue dot denotes one of the 12 OUs in Wales. RGH, PCH, SH shown by red lines.

2. Capturing the Change
Collaborating with 1000lives Improvement and working with the informatics department to ensure the specifically developed OBSCymru database was suitable to collect the required information on OH ≥1000ml across Wales.

3. Strategic Leadership of OBSCymru
Drive change on an All Wales scale through contribution to the National OBSCymru MDT Board, as well as promoting the project amongst NHS Leaders.
Project Impact
Patient Impact

30,000 women give birth annually in Wales (Welsh Government, 2013) and OBSCymru has the potential to impact them all. These deliveries take place in Obstetric Units (OUs) which are led by Consultants, Midwifery Led Units (MLUs), which can either be free standing or located alongside OUs, as well as in the Community as Home Births. If a woman experiences an OH, they will be escalated to the OU for appropriate management. The “OBSCymru Approach” has been launched in the 12 OUs in the first instance for this reason.
Workforce Impact

The OBSCymru Approach aims for the maternity workforce to function as an MDT, rather than in the specialty silos that the NHS is so often described as defaulting to (Rimmer A, 2017). OBSCymru will therefore impact on the whole MDT working on the OUs across Wales. (Table below)

	Core Obstetric Multidisciplinary Team
	Supporting Obstetric Multidisciplinary Team during OH

	Obstetrician
	Haematologist

	Midwife
	Haematology Lab Technician

	Health Care Assistant
	Porters

	Anaesthetist
	Operating Department Practitioner

	
	Registered Theatre Nurse


Champion Team roles were advertised and applicants appointed from each of the MDT namely Obstetrics, Midwifery, Anaesthetics and Haematology. These local Champion Teams, or volunteer armies, have been integral in putting the OBSCymru tools into practice and ensuring communication between the local OU and National OBSCymru Board.

NHS Wales Impact

The OBSCymru approach to OH management has attracted much interest from senior Welsh NHS Leaders, as well as NHS Improvement in England and the Maternity and Children Quality Improvement Collaborative (MCQIC) in Scotland. OBSCymru won a MediWales High Impact Award in December 2017, was shortlisted for a Patient Safety Award in May 2018 and an NHS Wales award in July 2018. The opportunity to collaborate with these external parties and the recognition gained from the awards has increased the impact of OBSCymru on patients not only within Wales by increasing local engagement and promotion of the vision within our workforce, but also in the breadth of the impact as it spreads across the UK and impacts on maternity services elsewhere.

Methodology
Leading Local Change in Obstetric Haemorrhage Management


Establishing Current StateFigure 6


[image: ]The OBSCymru approach and interventions used to drive change are standardised documentation for risk assessment and escalation of care, the national MBL education package to enable early identification of blood loss, local MDT Champions empowered to drive change and facilitate MDT working on their OU and ROTEM machines and supplementing education to enable point-of-care coagulation tests to achieve patient specific blood product management.  (Figure 6) Figure 7


Whilst the OBSCymru Approach had been introduced to the OUs prior to August 2017, each OU had adopted the changes to varying degrees. This observation satisfies what has been described by the Innovation Adoption Lifecycle (Figure 7) (Rogers, 1967). The OBSCymru interventions had been adopted in accordance with the demographic and psychological characteristics of the defined adopter groups present in the different OUs (Rogers, 1967). This varied not only between the individuals working within one OU, but also between the different OUs due to the differing culture.

In addition to the variation in adoption between OUs and the individuals within them, there was also variation in which OBSCymru interventions had been adopted at each site. I led a visit to my OUs where we discussed the interventions with the MDT systematically, whilst following an Ishikawa Diagram (Ishikawa, 1968) to describe changes from a previous visit, prior to the launch of OBSCymru. We established and agreed where the OU was with each intervention. 

Distributed Leadership within a Hierarchical System

[image: ]The vision and ethos I promoted within the OUs was one of a Distributed Leadership Mode (DLM), a contrasting and very different structure to that of the Traditional Hierarchical structure of current NHS Leadership (NHS Improving Quality, 2013).Figure 8 (NHS Improvement, 2013)

I empowered the Champion Teams to utilise the DLM and to use the OBSCymru tools to suit the culture and environment of their own OU. I gave them the authority to use initiative to make change, without the need to ask permission to do so, which is what is traditionally asked from the hierarchical leadership structure of the NHS. 
I made the decision to predominantly use a DLM following reflection after the initial OU visit which coincided with my introduction to the model at the Faculty of Medical Leadership and Management: Leaders in Healthcare Conference (Faculty of Medical Leadership and Management: Leaders in Healthcare Conference, 2017).
A DLM (Figure 8) (NHS Improvement, 2013) follows recommendations from the Kings Fund on how to reform the NHS from within. They made a particular emphasis on the importance of team leadership structures (Ham C, 2014). In addition, from our project management training with Imparo, I was able to appreciate the importance of making sure that the individual Champion Teams in the OUs felt that OBSCymru was their own (Imparo, 2017). They needed to believe they were empowered to made decisions and lead change with regards to OH management which were relevant to the culture and behaviours in their hospital. This bottom up approach has been reported as being a way to make service improvements easier (Sathyamoorthy, 2012) and would therefore be more likely to provide engagement in the OBSCymru Approach at the OUs and therefore improve outcomes for women experiencing OH across Wales.

Celebrating Success to Enable Change

Having completed an MIT Course in Applied Neuroscience: Getting the most out of you and your team by Dr Tara Swart (Swart, 2018), I recognised the importance of positive reinforcement though celebrating success. I incorporated this throughout my leadership role with OBSCymru and used the celebration of successes in order to promote the change in OH management and increase engagement. (Carnegie, 1988) I did this as part of informal face-to-face feedback with individuals over minor successes as well as larger scale, strategic decisions. For example, when OBSCymru was awarded a MediWales High Impact Award and shortlisted for a National Patient Safety and NHS Wales award, I ensured that all of my teams were aware of these successes and were congratulated not only by me, but also by their NHS Leaders including the Medical Directors and Heads of Midwifery.

Methodology used to Structure Change

Following my initial visits to the OUs, I reviewed the stage of adoption of the OBSCymru Approach to OH management, as described by the Innovation Adoption Lifestyle (Figure 7) (Rogers, 1967), at each OU with regards to each OBSCymru intervention or deliverable. In order to apply structure and methodology to the change in OH management, I used Kotter’s eight step process (Figure 9) (Kotter JP, 1996) for the larger changes that needed to be made and the Plan-Do-Study-Act (PDSA) Model for Improvement (Figure 10) for smaller changes. (Deming, 1986, IHI, 2009) These methodologies are evidenced below.

For the purpose of this report, I have included one method as an example for each intervention or deliverable. These can then be mapped to a process measure for assessment of success with regards to OBSCymru engagement within my OUs and combined with results from the other nine OUs to evaluate outcome measures.

Figure 10
Institute of Healthcare Improvement, 2009
Figure 9. Kotter JP, 2014
Plan Do Study Act Model for Improvement
The 8 Step Process for Leading Change

Risk Assessment and Standardised Documentation – PDSA Model for Improvement

[image: ]Studies have shown that the best way to reduce error and therefore improve patient safety is to target underlying system failures (National Patient Safety Agency, 2003). The OBSCymru documentation, or 4 Stage Paperwork (Figure 11), is a standardised document which highlights the process to follow in the event of an OH. The integrated risk assessment in Stage 0 allows the Obstetric MDT to identify and assess the risk of that individual woman of having an OH on admission to the OU. If any risks are identified, the paperwork prompts the team to plan accordingly. Figure 11. OBSCymru Standardised Documentation or 4 Stage Paperwork


What are we trying to accomplish? | How will we know that a change is an improvement? | What change can we make that will result in improvement?
It had been observed through data collection via a staff perception questionnaire and note reviews at one of the OUs that only the Champion Team and early adopters of the OBSCymru Approach were using the 4 Stage Paperwork. 

[bookmark: _GoBack]Following an initial meeting as a team, it was agreed that we were trying to accomplish increased compliance with completion of the risk assessment of the 4 Stage Paperwork and set a target of 75% of patients who had an OH. We recognised that an improvement in this would be shown in the data that was being collected by Champion Midwives because they were currently recording data for OHs ≥1000ml. I wanted to ensure that we would capture any change in completion of the risk assessment in all women admitted to the OU, not just those that had an OH. I raised this at the National OBSCymru Board Meeting and it was agreed to collect this additional data as part of the ongoing biannual audits. I worked particularly closely with my Champion Teams, to understand what needed to be changed to make an improvement and subsequently learned that there were barriers to filling the paperwork in relating to usability.

[image: 53aa6c5e-f882-4005-8210-c551e2832ba3.JPG]Plan and DoFigure 12. 4 Stage Paperwork Feedback Session with Singleton Hospital Champion Team and Obstetric MDT

These barriers were echoed in feedback from the other team leaders so we planned a revised draft of the 4 stage paperwork. We each fed back to our OUs who were enthusiastic to assist with planning and drafting of the amended document. I facilitated the feedback process with my OUs and was mindful to be as accessible as possible, based on the individual’s personality preference (Briggs and Briggs Myers, 2015). In order to do this, I communicated via email for feedback, asked for verbal feedback through face-to-face sessions with the wider Obstetric MDT as well as speaking with the Champion Team directly.
Study and Act
After eight weeks of studying the feedback and planning, we re-drafted the new paperwork before asking for additional feedback from the Champion Teams after a trial period in six OUs. Whilst I wanted the 4 Stage Paperwork and the OBSCymru project to have as wide an impact as possible, I wanted to ensure that the Welsh NHS workforce was correctly credited for their hard work. This was the reason I pursued a copyright for the document. There was much discussion about who should host the copyright as we wanted to maintain an All Wales, collaborative feel. If NHS Wales was an organisation with a legal entity, this would have been the most appropriate host, but it is not. Therefore, after much discussion as a board we decided to use 1000Lives Improvement which is governed by Public Health Wales to host the copyright. Throughout this process, I was required to liaise with many external agencies and stakeholders including solicitors in Cardiff and Vale UHB, Intellectual Property Consultants, Commercial Printers as well as 1000Lives Improvement and Public Health Wales who each had a different management structure as described by Handy in 2011. I was required to adapt my working style to fit within the different leadership structures of each host organisation that I was dealing with. This enabled me to acquire the copyright promptly so that my project could progress. (Figure 13) (Handy, 2011).

[image: ]The PDSA cycle (Deming, 1986, IHI, 2009) worked well to not only predefine what we were changing, but to clearly define the steps in the process to both the local and national teams whilst giving us a framework which could be used more quickly than Kotter’s method. This was important as we had to complete this change before the existing copies of the 4 Stage Paperwork had been used up.


Figure 13.


Measurement of Blood Loss Training – Kotter’s Eight Step Process

The MBL training was the OBSCymru intervention which displayed the most variety in adoption between not only the OUs I was leading, but also between the individuals within the Obstetric MDT. For example, one of my OUs was using MBL in 90.6% of all deliveries on the OU in the June 2017 National MBL Audit, whilst another was the only OU in Wales not to engage with the audit process. 

1. [image: ]Creating a Sense of UrgencyFigure 15. MBL Teaching Session and Cascade Learning
Figure 14. Communicating the MBL Vision

I met with the Champion Team representing the Obstetric MDT at the aforementioned OU and highlighted the fact that they were the only OU within Wales not to engage with the audit.

2. Build a Guiding Coalition|3. Form a Strategic Vision
I then worked with the MDT (guided coalition) to form a strategic vision and plan for the MBL teaching which I communicated at a local audit day with the Obstetric MDT present (Figure 14). We agreed that MBL was the cornerstone of the OBSCymru approach as it allows the early identification of blood loss to enable the rest of the OBSCymru interventions to be followed, which will in turn impact on OH management. 

4.    Enlist a Volunteer Army
Whilst I already had a team, I enlisted others to form a wider army, aiming for more of a Distributed Leadership Model (Figure 8) (Ham, C 2014). Key recruits included an additional Consultant Anaesthetist, Intrapartum Lead Midwife, Clinical Research Fellow and the Lead Theatre Nurse. 
5.   Enable Action by Removing Barriers
An important barrier I identified was the absence of reliable leadership within the Champion Team due to long term leave of one of the senior members. I offered support and my assurance that we could work together to improve this situation through the new DLM. In addition I removed some of the barriers to the teaching not being performed by allowing the team access to the online learning materials and OBSCymru teaching plan. I also worked very closely with the Champion Midwife to build her confidence, and thus remove another barrier, in the delivery of these education sessions until she was able to do so independently. I was able to adapt my leadership style to match the needs of the team and the dynamic situation. This complemented the project and allowed me to lead change effectively. I initially had a more directive and then visionary leadership style, which became more of a coaching and then participative style as the project evolved and the confidence and expertise of the team grew.  (Goleman, 2000). 

6.   Generate Short-Term Wins
The short-term win came when the team actively engaged in the next National MBL Audit and achieved MBL in 94.6% of all deliveries on the OU. 

7.   Sustain Acceleration 
There is indication that this change has been sustained as it is also supported by results in the National OBSCymru Database which shows that the MBL rate for May 2018 was 96% for all bleeds ≥1000ml at this OU.  

8.   Institute Change
MBL is becoming the norm and accepted way at this OU, as well as nationally in Wales which is explored more in the results section. 

Following Kotter’s Eight Step Process to lead the team to support this change was very effective. As I originally developed the National MBL education package in January 2016, I enjoyed taking this change further. The model was very useful as it enabled a more indepth look at the change process which allowed me to recognise the true barriers to the change. Without removing these barriers, I doubt the change would have been so successful both at this OU and nationally.

ROTEM (Point-of-Care Coagulation) Testing - PDSA Model for Improvement

OBSCymru, and specifically the innovative use of ROTEM in all OUs in Wales at 1000ml of blood loss aims to enable clinicians to tailor blood component usage to individual patients, administering fibrinogen concentrate to those who are deficient. This prudent practice (Figure 16) is reducing unnecessary transfusions and avoiding any associated risks to patients, whilst conserving blood components for those at greater need (Public Health Wales, 2014). [image: ]I used the PDSA cycle to facilitate change surrounding ROTEM. It was particularly useful here because it was a structure we could follow which resulted in increased use of the ROTEM and a change in culture surrounding it.Figure 16. Prudent Practice and Prudent Health Care

Plan and Do
We met as a team and discussed barriers to using ROTEM. This necessary communication was essential to ensure understanding of the task.  Following the meeting, we agreed the following:
· Additional formal training for the Obstetric MDT
· Helpline to call if difficulties with the machine out-of-hours
· Explanation surrounding the workings of the machine and error messages
· Encourage use from the Obstetric MDT to increase familiarity with the device
· Support to extract data from the machine
· Single Champion responsible for inputting ROTEM data onto OBSCymru database.
· Reports from haematology need to be obtained to verify blood transfusions in obstetric patients

I delegated the tasks fairly amongst the team according to skill mix but most importantly enthusiasm of the individual to do the task. I believe this was the most likely reason the delegation of tasks was successful and I will use this again in further leadership roles. I took the roles that would benefit strategically for the whole of OBSCymru, namely working with Werfen to organise MDT training, obtaining the additional information that was required and assisting with contacting Haematology and Welsh Blood Service on an all Wales basis. 

Study and Act
After eight weeks, we met again and were pleased that the culture surrounding the ROTEM test was beginning to change on the OU. More of the Obstetric MDT were trained to use the machine and the results were being recorded appropriately on the OBSCymru database. Furthermore, haematology reports regarding blood component use on the OU were being received. When evaluating the change in ROTEM use, we realised that there was a serious clinical case a few weeks previously where the ROTEM was deemed “essential” by the team in guiding clinical management. It was likely that this clinical case where the team were able to see a real benefit in patient outcome because of the use of the ROTEM test for themselves contributed to the change in culture. This was echoed by what we were seeing in other OUs following significant clinical events when the ROTEM machine was necessary to guide appropriate management in a timely manner. This can be explained by the tool of empowering others to learn to think on their own, to troubleshoot difficult situations which will inturn enable the individual to grow into a self-sufficient leader (Themuse, 2014).


Establishing Current StateCapturing the Change



My second leadership role with OBSCymru was to collaborate with 1000Lives Improvement informatics department to oversee the documentation of change occurring as a result of OBSCymru on a national basis. A national database was set up to record all episodes of OH≥1000ml and a data sharing agreement reached between all Health Boards within Wales. This was necessary because the maternity data systems in Wales are not able to function in a co-ordinated or strategic manner because the majority of Health Boards are on different operating systems, collecting different performance indicators, which was also reflected within OH.

Increasing Engagement with the Data

The sustainability of OBSCymru with regards to OH management has two main aspects. Firstly, all of the interventions need to be successfully embedded into normal working practice and the culture of the individual OUs and secondly, the OUs require to take ownership of their data to document and promote any change. Whilst the national database was being completed by Champion Midwives through time funded by OBSCymru, it became apparent that the enthusiasm for the data collection was not universal and it was seen as more of a burden for the majority of the teams; most preferring to teach the MDT about OH and the OBSCymru approach. I offered my team assistance with the data collection, but I could see that the data burden was acting as a large barrier for the project in not only time spent in front of a computer, but also on the detrimental effect it was having on engagement. I co-ordinated meetings with the Informatics Department at 1000Lives Improvement and we decided on a strategy to attempt to remove the barriers from this situation:

1. Reduce the data collection by removing non-essential data
2. Increase the usability of the database

Prudent Data: Collecting only what is needed, no more, no less

Following initial evidence gathering by meeting with the Champion Team OUs and analysing the OBSCymru database for completeness with the Data Analyst from 1000Lives Improvement, it became apparent that there was a paucity in many aspects of the data that we were collecting which was likely to be due to the large data burden that the teams were being asked to collect. On review of the original data collection sheet (Appendix 1) it was apparent that OBSCymru was asking for a lot of observational data which, although very interesting, did not directly relate to our process or outcome measures. After discussion at the OBSCymru National Board meetings over the year, we were able to reduce the amount of data that we were collecting through repeated PDSA cycles until we reached the much reduced data collection set that we are using today (Appendix 2). I asked for feedback from the Champion Teams at the OUs at every step of the process to ensure we were making the correct changes. These changes were met with very positive feedback from the Champion Teams across Wales which could be reflected in the improved level of completeness of the OBSCymru database. 



Increasing the Usability of the Data

[bookmark: bbb0060]Reducing the data burden and time required by the Champion Team to input data onto the OBSCymru database would also be influenced by its’ usability. I assisted the data analyst from 1000lives Improvement in this aspect. Over the year we incorporated a data dashboard or platform into the database as an important area of data science is to visualise the data in dashboards, (Cleveland, 2001). In addition, the sharing, use and interpretation of data is a fundamental step in bridging the gap between organisation and user, and in the context of OBSCymru, the National Board and the OUs (Brown et al, 2017 Matheus et al, 2018).
The inbuilt data platform included run charts and funnels plots of the OUs so they could see their own data in real time. We also added a more human aspect to the database with the use of a two-way communication stream between the OUs and the National Board through a Bulletins section as well as celebrating Public Holidays (Appendix 3). 
[image: ]Figure 17. OBSCymru Database and Data Platform









Strategic Leadership of OBSCymru


[image: ]Whilst leading the project with the OBSCymru National Board, I was always mindful of the overall aim of OBSCymru “working together to reduce harm from OH”. I kept our process and outcome measures in the forefront and ensured that everything we did as a project was putting the needs of patients first. I was particularly aware of the fact that OBSCymru was working on an all Wales level, which was something that I was repeatedly informed at various conferences was very difficult to achieve. OBSCymru was not only gathering momentum rapidly, but also gaining international interest. I wanted to ensure that NHS leaders were aware of the early success so they could thank the staff who were working hard to achieve this goal. This in turn would improve engagement with OBSCymru and have a greater impact on maternity services.
I used visionary leadership (Goleman, 2000) to convey the hard work being done by the frontline Obstetric MDT to the relevant NHS leaders and leaders within Welsh Government through formal presentations, as well as to communicate the vision of OBSCymru at National Conferences.  In the informal setting whilst shadowingFigure 18. Communicating the Vision – National Presentation at the RCOG Improving the Quality of Women’s Health.

I was also very dynamic, animated and 
enthusiastic when discussing the potential impact of OBSCymru to the Leaders of the NHS that I shadowed including the Deputy Chief Medical Officer, Dr Chris Jones, in Welsh Government as well as the Medical Director of Cardiff and Vale UHB, Dr Graham Shortland and Chief Executive Mr Len Richards which was also visionary leadership, (Goleman, 2000). This Leadership style worked well in both formal and informal applications. Formally the style stimulated lots of interest and the audiences received the information well, which certainly raised the profile of the successes of OBSCymru. This led to increased financial support from Welsh Government and therefore greater resources for the project. In addition, following a formal presentation I gave to the All Wales Medical Directors, they presented a MediWales award certificate to each OU. This was a very successful way of celebrating success and resulted in an observed increase in engagement of OBSCymru by the local teams.







Results and Discussion

Measurement of Improvement

Measures of improvement or process measures can be used to see if we are on track with improving the management of OH and will serve as a surrogate marker for the outcome measures in the short term (IHI, 2013). 

Risk Assessment

Run chart showing the proportion of OHs with blood loss ≥1000ml who had a risk assessment performed at my OUs. This is supported by the most recent all Wales audit which shows that a risk assessment was completed in 74.9% of all deliveries in June 2018.



Measurement of Blood Loss 

Whilst the results in the OU where I used Kotter’s method (Kotter JP, 1996) were recorded as using MBL in 85% of all OH’s with a blood loss ≥1000ml in August 2017, the culture and confidence regarding MBL that I observed within the OU appeared to be at a level much lower than this. The success that most accurately documents this change is one of culture, notably difficult to report and display graphically. The Champion Team at this OU have been empowered to train the wider Obstetric MDT about the importance of MBL and are now doing so independently, without any support from the National Team. The confidence in the Champion Team members has increased over time and they are working together to achieve their goal. Furthermore, the team engaged with the most recent audit process and had documented MBL rates of 100%. In addition to the sustained change demonstrated by the run chart below, my observation of behavioural and cultural change has been significant, which are more likely to create a sustained change going forward.

[image: ]This run chart shows the documented change from EBL to MBL in the OUs over time and currently shows a rate of MBL in 96% of all OH ≥1000ml.













ROTEM (Point-of-Care Coagulation) Testing

[image: ]Run chart showing the number of appropriate ROTEMS performed per OH ≥1000ml. 


Whilst there has been some improvement in ROTEM use, there is room for more widespread usage of the test. This could be because this OBSCymru intervention has been described by the Champion Teams as the most complex. There is a requirement for individuals to embrace the relatively new point-of-care working where clinicians are empowered to perform the test themselves. They need to accept the additional responsibility of this, as well as understand how to interpret the results and trust the machine before they act on it. As previously mentioned, the Obstetric MDT are becoming more confident with the devices and using them more frequently. They do however, need the time to learn for themselves how useful they can be in an emergency situation and recognise the advantage of having a clotting result in five minutes, rather than 30 minutes, in addition to the added benefits of delivering patient specific management in a prudent manner. 

[image: ]Capturing the Change
OBSCymru National Database Users
The run chart below shows the number of users on the OBSCymru database over time. This can be used as a surrogate marker to show engagement with the data platform. This has steadily increased throughout the year from 54 users in August 2017 to 76 Users in April 2018 as we have worked to increased engagement by the variety of means mentioned above.



Outcome Measures

Outcome Measures
1. Reduce the number of women requiring ICU care due to OH
2. Reduce the number of women receiving hysterectomy due to OH
3. Reduce Red Cell and FFP transfusion
4. Reduce the number of patient having massive OH(≥2500ml blood loss)


Establishing a Reliable Outcome to Measure

Overall outcomes described by OBSCymru namely ICU admission, hysterectomy and maternal death are thankfully very small in number. Therefore, we are unlikely to see a change here until the OBSCymru approach is embedded in the culture of WMS and has been for sometime.  The other difficultly in looking at outcome measures is that as Wales has gone from a culture of predominantly EBL to MBL so it is difficult to compare the number of patients having a massive OH as the data was recorded differently. 
The area where we are expecting to see a change in outcome first is in the number of Red Cell and FFP transfusions. 

Provisional data above shows a reduction in Red Cell and FFP transfusions for 2017 and first year of OBSCymru. This is echoed in the results for the first 3 months of 2018 shown in the following table. 





	
	January – March 2017
	January – March 2018

	Total number of OH≥1000mL
	679
	724

	Total Red Cells Transfused (units)
	383
	317
	20% decrease

	Total Fibrinogen Concentrate Transfused (grams)
	61
	31
	49% decrease

	Total FFP Transfused (units)
	54
	36
	33% decrease


Table below shows provisional blood transfusion results for the first 3 months of 2018 (January to March), compared to the first 3 months of 2017 (January to March) and the percentage decrease.
 



Conclusions

Leadership Style, Organisational Change Tools, Models and Theories
[image: ]Throughout this project, I have used the majority of leadership styles as described by Goleman in 2000 (Figure 19) as well a variety of organisational change tools, models and theories such as the PDSA cycle described by Deming in 1986 and more recently, the IHI in 2013. 
Figure 19. Six Leadership Styles. Goleman, 2000, Inter Academy Partnership (IAP), 2018


Research into additional change theories relating to the NHS as a complex system, for example, adopting a more distributed model of leadership, the importance of celebrating successes as an engagement tool as well as empowering others to make change for themselves, enabled me to put these skills into practice to develop innovative leadership strategies to effect patient focused improvement with regards to OH in Wales. The majority of the leadership styles, change models and theories were reflected upon and critically evaluated throughout the report with regards to their individual effectiveness to not only my management and leadership, but also in securing outcomes for OBSCymru and OH management.

Referring specifically to my original project aims, I have effectively led change in OH management in PCH, Singleton and RGH as well as nationally, which is reflected in the improved results with regards to MBL, risk assessment completion and ROTEM testing as well as number of database platform users as demonstrated in this report. I have also led OBSCymru strategically as part of the National Board as well as and helped to raise its profile which is exemplified by the MediWales Award and the NHS Wales Award and National Patient Safety Award Shortlistings that we have received.

Patient Focused Improvement
The provisional results of OBSCymru, both with regards to the process and outcome measures from my OUs and nationally are very encouraging, particularly because they are from the first year of OBSCymru when the interventions had not been universally adopted. I therefore anticipate that any change from OBSCymru will be captured more completely in the 2018 outcome data. Ongoing data collection is required to assess sustainability and this has been arranged. Health economics work is also being undertaken to evaluate OBSCymru further.

Despite the early stage in the project, we do have provisional results to show that the management of OH in Wales is changing on a national scale. We have additional evidence that clinicians across Wales are now working together as an MDT to utilise the OBSCymru approach. They are risk stratifying care, measuring blood loss to identify OH promptly and manage appropriately as well as using ROTEM guided blood product management which is patient specific and in a more prudent manner. This has been achieved though much hard work and dedication from not only the whole of the National Team, but most importantly the Champion Teams who have adopted the change and are driving it forward locally. This is a very exciting time for maternity services across Wales, the Welsh NHS, and most importantly, for the patients, and I feel very privileged to have led a part of it.
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Appendix 1
OBSCymru Individual Level Data Record Version 1
PPH Episode
Local Identifier 		Delivered at:					  Discharged at:
Hospital Number		Date: DD/MM/YYYY    Time: HH:MM		  Date: DD/MM/YYYY    Time: HH:MM		
Number of deliveries 		Type of delivery:				  Location of delivery:
Number								
Spontaneous Vaginal Delivery (SVD) 	
Instrumental delivery 	
Elective (Category 4) LSCS	
Category 3 LSCS	
Category 2 LSCS 	
Category 1 LSCS	
Other	
CLU	
MLU	
Community 	









Woman required Level 3 (ICU) care?			Hours of Level 3 (ICU) care provided:   Number of hours	
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
Critical care
Woman required Level 2 (HDU) care?			Hours of Level 2 (HDU) care provided:   Number of hours	
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	














Uterine atony 	
Uterine rupture	
Uterine inversion		
Stage 2 activated (or ≥1000ml blood loss) at:      Date: DD/MM/YYYY    Time: HH:MM   
Blood Loss
Volume of blood loss:    volume in ml		    Was the volume:     estimated  /  measured  / unknown     (circle answer)   
Surgical 	
Genital tract trauma 	
Extragenital bleeding 	

Abruption 	
Placenta praevia	
Placenta accreta/increta 	
Amniotic fluid embolism	
RPOC (Including placenta)	

What was the cause of the bleed? (Please select at least one answer)











Cell Salvage
Was cell salvage used?   Yes  /  No    (circle answer)   
What was the volume of cell salvage blood returned to the patient?   volume in mls




Surgical Interventions

Were any of the following surgical interventions performed?
Haemostatic Uterine Suture 	Yes  /  No  /  Unknown   (circle answer)   
Bakri Balloon		 	Yes  /  No  /  Unknown   (circle answer)   
Internal iliac artery ligation 	Yes  /  No  /  Unknown   (circle answer)   







Interventional Radiology

Were interventional radiology services involved in this case?
No, not required 	
No, service not available	
Yes, advice only	
	
Yes, performed planned procedure ante-partum		
Yes, performed unplanned procedure ante-partum	
Yes, performed planned procedure post-partum 	
Yes, performed unplanned procedure post-partum	
	




Blood Products Used
Red blood cells (units)
Fibrinogen Concentrate (g)
Cryoprecipitate (pools)
FFP
(units)
Platelets
(units)
Factor VII
(microg)












Woman died?				
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
Outcomes
Woman underwent hysterectomy?
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
Any deliveries ended in neonatal death?
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
















Blood Gas Test Results
ROTEM Test Results
Time
Hb (g/L)
Lactate (mmol)
FIBTEM A5 (mm)
EXTEM CT (secs)
EXTEM A5 (mm)





































Blood Results














Laboratory Results
Time
Haemoglobin ( g/L )
Platelets ( ×10 9 /L )
aPTT (secs)
PT (secs)
Fibrinogen ( g/L )









































Appendix 2PPH Episode
Local Identifier 		Delivered at:					  Discharged at:
Hospital Number		Date: DD/MM/YYYY    Time: HH:MM		  Date: DD/MM/YYYY 		
Number of deliveries)wifery Lead Unit
mu has improved team working.ery high standard. Cymruelectie  very rarely cannverseeing trainin (this pregnancy)		Type of delivery:				  Location of delivery:
Number								
Spontaneous Vaginal Delivery (SVD) 	
Instrumental delivery 	
Elective (Category 4) LSCS	
Category 3 LSCS	
Category 2 LSCS 	
Category 1 LSCS	
Other	
Consultant Lead Unit		
Alongside Midwifery Lead Unit	
Freestanding Midwifery Lead Unit   
Home			

OBSCymru Individual Level Data Record Version 1







Woman received Level 2 (HDU) care?			
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
Outcomes
Woman received Level 2 (HDU) care? (Outside of delivery unit)				
Yes	
No	
Unknown	
	
 Hours of Level 2 (HDU) care provided:   Number of hours


Woman died?				
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
Woman underwent hysterectomy?
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	
Blood Products Transfused
Volume of blood loss:    volume in ml		    Was the volume:     estimated  /  measured  / unknown   (circle answer)   





	All ROTEM Results

	Date and Time
	FIBTEM A5 (mm)
	EXTEM CT (secs)
	Date and Time
	FIBTEM A5 (mm)
	EXTEM CT (secs)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Woman received Level 3 (ICU) care? (Outside of delivery unit)	Hours of Level 3 (ICU) care provided:   Number of hours	
Yes, for reasons related to PPH	
Yes, but for reasons unrelated to PPH		
No		
Unknown		
	


	Red blood cells (units)
	Fibrinogen Concentrate (g)
	Cryoprecipitate (pools)
	FFP
(units)
	Platelets
(units)
	Factor VII
(microg)

	

	
	
	
	
	




	
Additional data required for Blood Loss ≥ 1500ml


Surgical 	
Genital tract trauma 	
Abruption	

Placenta praevia 	
Placenta accreta/increta 	
Bleeding outside of the genital tract	
Uterine atony 	
Uterine rupture	
Uterine inversion		

Amniotic fluid embolism	
RPOC	

What was the cause of the bleed? (Please select at least one answer)
Cause of Bleed
 No cause – 1000ml trigger not reached, but ROTEM performed









Surgery & Interventional Radiology

Were any of the following surgical interventions performed?
Uterine Brace  Suture 	Yes  /  No  /  Unknown   (circle answer)   
Bakri Balloon		 	Yes  /  No  /  Unknown   (circle answer)   
Internal iliac artery ligation 	Yes  /  No  /  Unknown   (circle answer)   


Was Interventional Radiology used? 
Yes  /  No  /  Unknown   (circle answer)    	





Blood Results

All Coagulation Results
Date and Time
aPTT (secs)
PT (secs)
Fibrinogen (g/L)




















	
	
Additional data required for Blood Loss ≥ 2500ml
Please pull all notes for Blood Loss ≥ 2500ml






Full Blood Count Results 

Date and Time
Hb (g/L)
Platelets (x109/L)
1. Pre Delivery



2. Test with first ROTEM



3. On Discharge from Hospital












Thank you for filling out this form, it helps with the data collection tremendously.

Please contact one of your local champions if you would like to become more involved.

Thank you for your ongoing support of OBS Cymru









Appendix 3
Database Engagement 
Bulletins
· Updates from OBS Cymru Team – National Team will be able to edit messages for the teams to see – another route of communication to the teams.

Welcome message for everyone when they log in:
· Welcome back to the OBS Cymru Database. How you would like to view your data? Please email Kathryn.james2@wales.nhs.uk with any suggestions or feedback. Thank you
Congratulations Messages:
· Congratulations! You’ve accessed the OBS Cymru database 10/20/30/….times since March 2018. Thank you for all of your on-going support of this All Wales Quality Improvement Project.
· Congratulations! You have used the database the greatest number of times this month out of everyone in Wales! Thank you for your dedication to this All Wales Quality Improvement Project.
· Congratulations! You have dedicated the most amount of time to the database the out of everyone in Wales! Thank you for your commitment to this All Wales Quality Improvement Project.
· Thank you (name) ! You have entered …….episodes this week! Thank you for all of your on-going support of this All Wales Quality Improvement Project.
Seasonal Messages:
	Greeting
	Picture
	Date

	Happy St David’s Day from OBS Cymru!
	[image: ]
	March 1st – 


	Happy Mother’s Day from OBS Cymru!
	[image: ]
	March 10th

	Happy St Patrick’s Day from OBS Cymru! 

	[image: ]
	March 17th

	Happy Easter from OBS Cymru! 

	[image: ]
	March 29th– April 5th

	Happy St George’s Day from OBS Cymru! 
	[image: ]
	April 23rd

	Eid Mubarak from OBS Cymru! 

	[image: ]
	June 15th

	Happy Father’s Day from OBS Cymru! 

	[image: ]
	June 17th

	Shanah Tova from OBS Cymru!
	[image: ]
	9th-11th September


	Happy Halloween from OBS Cymru! 

	[image: ]
	Oct 13st

	Happy Diwali from OBS Cymru!
	[image: ]
	November 7th 2018

	Happy St Andrew’s Day from OBS Cymru!
	[image: ]
	Nov 30th

	Happy Hanukkah from OBS Cymru!
	[image: ]
	December 2nd to 10th

	Merry Christmas from OBS Cymru
	[image: ]
	December 12th - 30th 2018

	Happy New Year from OBS Cymru! 
	[image: ]
	January 1st –January 10th


	Happy Chinese New Year from OBS Cymru!
	[image: ]
	Feb 5th 2019

	Happy Valentine’s Day from OBS Cymru!
	[image: ]
	Feb 14th 2019





Risk assessment completed
Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	2017	2018	0.0883720930232558	0.085972850678733	0.0778688524590164	0.106122448979592	0.131205673758865	0.141129032258065	0.124137931034483	0.140794223826715	0.169421487603306	0.121848739495798	0.06640625	0.0173913043478261	0.0347826086956522	0.0262008733624454	0.0255474452554745	0.0289017341040462	0.0757575757575758	No	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	2017	2018	0.0232558139534884	0.00904977375565611	0.0163934426229508	0.0244897959183673	0.0106382978723404	0.0282258064516129	0.0137931034482759	0.0252707581227437	0.0247933884297521	0.0798319327731092	0.15234375	0.126086956521739	0.147826086956522	0.126637554585153	0.135036496350365	0.132947976878613	0.0606060606060606	Unknown	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	2017	2018	0.0186046511627907	0.0271493212669683	0.0163934426229508	0.0285714285714286	0.00709219858156028	0.0443548387096774	0.0310344827586207	0.0974729241877256	0.144628099173554	0.218487394957983	0.17578125	0.217391304347826	0.208695652173913	0.262008733624454	0.302919708029197	0.104046242774566	0.0606060606060606	Yes	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	2017	2018	0.00465116279069768	0.00904977375565611	0.0163934426229508	0.00408163265306123	0.024822695035461	0.0241935483870968	0.0206896551724138	0.122743682310469	0.103305785123967	0.235294117647059	0.50390625	0.639130434782609	0.608695652173913	0.585152838427948	0.536496350364963	0.734104046242775	0.803030303030303	(blank)	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	2017	2018	0.865116279069767	0.868778280542987	0.872950819672131	0.836734693877551	0.826241134751773	0.762096774193549	0.810344827586207	0.613718411552347	0.557851239669422	0.34453781512605	0.1015625	0.0	0.0	0.0	0.0	0.0	0.0	Delivered at

Proportion of OH ≥1000ml


Average FFP Transfusions for 9/12 OUs in Wales
Average	2013.0	2014.0	2015.0	2016.0	2017.0	8.88559544513942	8.95854057057545	7.518698837519332	7.09240837471321	4.933106534444444	Year 

Number of  FFP Units per 1000 maternities

Average Red Cell Transfusions for 9/12 OUs in Wales
Average	2013.0	2014.0	2015.0	2016.0	2017.0	58.7395037955013	59.57633319672353	64.17062627041815	64.50319002209091	55.70399377777777	Year

Number of  Red Cell Units transfused per 1000 maternities


[Type text]	[Type text]	[Type text]
1
 		
image2.png
Early
Identification

Multi-disciplinary
Team Approach





image3.png
Early
Identification

Multi-disciplinary
Team Approach





image3.emf
Sponsor: Welsh . National Lead Midwives
Government National OBSCymru Board Consultant Anaesthetists

Consultant Obstetrician
Consultant Haematologist
WCLTFs

Patient representative

Welsh Government
1000lives Improvement
7 Welsh Health boards

Heads of Midwifery

Medical Directors
Maternity Network Wales OBSCymru Project Manager: Dr Sarah Bell
Werfen (Industry Partner)

Wales Deanery

Team Leaders:, or Kathryn James and Dr Kevin Kelly (Welsh Clinical Leadership Training Fellows) Kathy Greaves and Elinore
Macgillivray (National Lead Midwives)

Local Champion Teams (OU) Obstetrician + Anaesthetist + Midwife + Haematologist

4 N
O O . T ® G}
. ! . E

UHW
Sing
Powys










Welsh	Government	

1000lives	Improvement	

7	Welsh	Health	boards	

Heads	of	Midwifery	

Medical	Directors	

Maternity	Network	Wales	

Werfen	(Industry	Partner)	

Wales	Deanery	

Na onal	Lead	Midwives	

Consultant	Anaesthe sts	

Consultant	Obstetrician	

Consultant	Haematologist	

WCLTFs	

Pa ent	representa ve	

U

H

W

	

P

C

H

	

R

G

L

	

P

O

W

	

S

i

n

g

	

R

G

W

	

N

H

H

	

Y

G

G

	

Y

B

	

Y

G

	

Y

G

C

	

Y

W

M

	

Local	Champion	Teams	(OU):	

Obstetrician	+	Anaesthest	+	Midwife	+	Haematologist	

Team	Leaders

:	,	Dr	Kathryn	James	and	Dr	Kevin	Kelly	(Welsh	Clinical	Leadership	Training	Fellows)	Kathy	Greaves	and	Elinore	

Macgillivray	(Naonal	Lead	Midwives)	

P

o

w

y

s

	

Na onal	OBSCymru	Board	

Stakeholders

	

Sponsor:	Welsh	

Government	

OBSCymru	Project	Manager:	Dr	Sarah	Bell	


image4.png




image6.png




image5.jpeg




image6.jpeg




image7.jpeg




image10.png
Early
Identification

Multi-disciplinary
Team Approach





image8.png
Early Majority

Late M: t
Early Adopters ate Majonity

Laggards

-

INNOVATION ADOPTION LIFECYCLE

Innovators




image9.jpeg
Traditional Structure .

f1 b

900 0909

o, L)
Distributed leadership

L]

)
g‘/ #\g

L ;!Q.}—;Q{ 9




image11.png
CREATE

asense of urgency

INSTITUTE BUILD

change a guiding coalition

SUSTAIN ﬂ” [? i

astrategic vision

acceleaiog opporimn and iniciatives
GENERATE ENLIST
short-term wins avolunteer army
ENABLE
action by

removing barriers




image12.jpeg
Model for Improvement

What are we trying to
‘accomplish?

How will we know that a
change is an improvement?

What change can we make that
will resultin improvement?




image13.png
CREATE

asense of urgency

INSTITUTE BUILD

change a guiding coalition

SUSTAIN ﬂ” [? i

astrategic vision

acceleaiog opporimn and iniciatives
GENERATE ENLIST
short-term wins avolunteer army
ENABLE
action by

removing barriers




image14.jpeg
Model for Improvement

What are we trying to
‘accomplish?

How will we know that a
change is an improvement?

What change can we make that
will resultin improvement?




image14.png




image15.jpeg




image16.png
The Gods of Management

Charles Handy

More Centralised

Zeus Apollo
e — —-_—) O
Formal Formal
Dionysus Athena

Less Centralised




image17.png




image18.jpg




image19.jpg




image20.png




image24.jpeg




image25.jpeg




image26.png




image21.png
The 4 principles of prudent healthcare

CARE FOR those with Do only WHAT IS NEEDED.
Public and professionas the greatest health need
are EQUAL PARTNERS FIRST

through CO-PRODUCTION.

[ (-]
B o

For further information visit www.prudenthealthcare.org.uk

Reduce
INAPPROPRIATE &
VARIATION

through EVIDENCE-BASED
approaches





image22.png
OBSCYMRU - All-Wales SuperUnit  Individual-level data  Run Charts  Funnel Plots

Individual-level data

Enter information on the management and
outcomes of episodes meeting any of the

following criteria:

« 21000 mL of blood lost
Any blood products given (
week of delivery)

Any ROTEM was performed
Woman transferred to ITU
 Woman underwent a hysterectomy
 Woman died

Download data

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

Run Charts

View monthly charts of the data, including
process and outcome measures.

No. of Episodes
500
250
o

N RN
& & o

Accuracyof data may be limited by completeness.

Funnel Plots
View variation across Wales.

PPHs = 1.5 per 1000 Maternities
Jan 2017-0ct 2017

“ \
Ly
20

0 25k
Accuracyof data may b limited by completencss.

& Logout




image23.png




image24.png
Proportion of Episodes where Blood Loss Measured

100%
W
755
sox
25%
ox
‘)\\’\ ',%\’\ ‘P\" c}-‘\’\





image25.png
Average ROTEM results per PPH Episode

0.6

0.4

0.2

Apr

ROTEMs recorded per PPH Episode (Blood loss > 1000mL)
on the OBSCymru DB

May Jun Jul Aug Sep Oct Nov Dec Jan Feb
2017
Delivered at

2018

Apr

May




image26.emf
11

30

48

50

51

52 52 52

54

57 57

58 58

66

74

75

76

0

10

20

30

40

50

60

70

80

Users at end of month

Total Users


image28.png
Commanding

Do what | tell
you

Affiliative

i "
i




image29.jpeg




image30.jpeg




image31.png




image32.jpeg




image33.jpeg




image34.jpeg




image35.jpeg




image36.jpeg
L'shanah
Tovah





image37.jpeg




image38.jpeg
- .
appy Oiwalit
e AT





image39.png




image40.png
s

=

XX

v
Py
anuk

on

Hap




image41.jpeg
@} F]R Jp%.( “
“\9

0’78
Pit B




image42.jpeg
v 2079

. **//W Wed Yaarts.




image43.jpeg
Image ID: 174739408 www.depositphotos.com





image44.png




image1.jpeg
OBSCYMRU

Obstetric Bleeding Strategy for Wales




image45.png
Wales
Deanery
Deoniaeth
Cymru




image46.jpeg




image47.png
Welsh Clinical
Leadership Training
Fellowships





image48.jpeg
1000/ -2 &




image440.png
>
WE). | Uywodraeth Cymru
tzil Welsh Government




image450.png
W Werfen

Diagnostic Solutions for Life




image460.png
PRIFYSGOL
CAERDYY




image470.png




image480.jpeg
CYMRU / WALES





image490.png




image500.jpeg
RHWYDWAITH
MAMOLAETH
CYMRU

WALES
MATERNITY
NETWORK




image49.png
>
WE). | Uywodraeth Cymru
tzil Welsh Government




image50.png
W Werfen

Diagnostic Solutions for Life




image51.png
PRIFYSGOL
CAERDYY




image52.png




image53.jpeg
CYMRU / WALES





image54.png




image55.jpeg
RHWYDWAITH
MAMOLAETH
CYMRU

WALES
MATERNITY
NETWORK




image430.jpeg
1000/ -2 &





=9 [(FEEE 4

'@ oescymry

OBSCymru: The Obstetric Bleeding Strategy for Wales
Capturing the Change on a Local and National Scale

Sedent e, 1703370
ot vt Tl bt g
st by

Pt Proposs ord coun 707750
Pt Reor o ot 874500

e () S0 B e mme



