The Perinatal Optimisation Care Pathway

The Quality Context

The Perinatal Team

- The Perinatal Optimisation Care Pathway
Counselling of parents and shared decision-making



Rationale for Antenatal Optimisation

/

* Reduce death by 30%

« Reduce NEC by 50% sReduces cerebral palsy

by 30%
e Reduce sIVH by 45%
Magnesium '
1 more baby surviving for every & 1 fewer baby with CP for every
8-10 women treated <26w 37 women treated <30w
1 fewer baby with infection for 9 Place of 1 more baby surviving for every
GBS+ women treated in PTL Antibiotics 20 women transferred

birth

'

If not born in a tertiary unit:
e 2-3x higher risk sIVH/PVH
» 1.3x higher risk of death

® The risk of death from GBS
in preterm infants is 25% and
10 times that of term infants

Roberts et al, 2017; Travers et al 2017, Doyle et al 2009; Crowther 2018; Fairlie et al 2013; Lasswell et al 2010; Helenius et al 2019
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Toolkit

Purpose of the toolkit-
the why, what and the how

The toolkit provides
* The evidence base for effective interventions

» Subject-specific Ql support to implement the
evidence

* Provides the evidence for different QI
strategies

* Helps units in analysing their own
processes and context

* Helps units in monitoring and
interpreting results of Ql activity

* Signposts to resources

www.bapm.org/quality
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Improving Awareness

women Primary Care
Cducation about PTD at every antenatal visit: GP- [ducation program including:
= Describe why it is important to prevent or = Signs/spnptoms of PTI
identity preterm labour (PTL) early to - Hoaking reterral tor high-nsk women by 12w
receive beneficial interventions
- Describe risk factors for PTE 2nt how they GFP & Community Midwives- training Lo
tan be modified and or monilored identify risk factors for PTB and enable support
- Potentizl for NNU admission af-er PTB where factors are modifiable ez smoking
Secondary Care |
- B orevention clinics or cliniciar{s) with specilic experience in PTB Lo enable oplimal surveillance ‘ -
and management of high risk women from early in pregnancy Improving Delivery of Antenatal Optimisation Interventions (S.T.A.M.P.E.D.}**
= {ross semvice staff awareness of bme critical nature of decision-making and benefit of interventions " 3 : 5
- Pathways to allow ecase af zeeess for women in suspected P11 including information on how to S.  Steroids: if <34w. Give so that course is completed around 24h before birth and
access Lthe maternily triage system not more than 7 days before birth. Benefit remains if given <24h, if birth is imminent.
- Appropriate advice for immediate attendance for viomen descrining signs/symptoms of PTL. T. Transfer: evaluate need for transfer (<27w singletans, <28w multiples, <800g). Start process now
= Triage systems that support rapid identification of women at sisk of PTB ~ triaged by clinical need A. Antibiotics: if labour is established, start GBS prophylaxis with optimal timing at least 4h before birth.

rather than artendanca Time

pa— If premalure ruplure of membranes, follow local guidance.

' M. Magneslum:if<30w and consider up to 34w. Give a loading dose of intravenous magnesium sulphzte

Improving Accuracy of Prediction then a maintenance infusion. Pause for transfer if necessary and restart after, Optimal timing to start

Medically-indicated Suspected preterm labour | X at least 4h before and continuing up until birth but benefit may remain if given <4h, if birth imminent.
preterm birth 1C01s 10 assist risk assessment {PReCel 1 PIL Proforma™): - . P. Parents: eslablish parental understanding and discuss risks and benefits of PTB and potential
- Detailed history = Detasiod history of igns and symptoms I interventions. This should include the neonatal team, describe likely neonatal journey and offer tour.
- Agreed threshold for - Quantitative el Thronectin = A By 5
PTB in complex - Corvical length g E.  Evaluate for Tocolysis. consider only if it allows in utero transfer,
conditions affecting - QUIPP app®® ® D. Delivery Plan: lo include early discussion wilh neonals! team, intrapartum moniloring, mode of
mother or fetus E birth, optimal cord management and whether active or palliative management for baby at birth
- Felal surveillance eg v
abrormal Dopplers, Threatened preterm labour 2
growlh 1 signs or symptoms indicate abnormal or E
- NMatema surveillance premature utenne aclivly AND one of 2
€g PIGF or sFIt 1/PIGF mare ot the fallowing: .
ratin where are- - QUIPP App symptomatic risk score 2
eclampsia is suspecled ot = 5% PTB within one weak* B
= IFN Ievel indicative of PTI =
- Ruptured membranes (IGFB1/PANG) &
- Cervical dilatation but < 4em 8
- Cervical lenglh < 15mm

S &



Methods and Tools Outcome
1. ; Def

Th e Form a team of Engaging a team Establish a shared
shared purpose enthusiasts Engaging stakcholders  objective and a culture

l m p rOVE m e nt Optimise context for change
Journey s solutions

5. Implement, Implement widelyand Education _Shared I_eaming and
embed and ensure sustainability Communication embedding changes
sustain Motivation into practice




* Understand local data, both now and in recent past
* Consider data in context of national standards/benchmarking

* Use the following tools to understand data:
* Forcefield analysis
* Fishbone diagram
* Case review
* Process mapping
* Pareto chart

Phase One:

* Develop an improvement plan using a driver diagram

DEfi n e t h e * Learn what works by talking to high performing units

* Listen to parents
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N
CURUra ADOL CRIAMY Lats presartaton Uncertanty abost awncagachy :
p —— \
Notwork porinatal N
leam culturs Langsagabarrers Lackof confcence r predicting PTL
Lack of accowniztiny \
8 EXCAMUON TEQCIINg Co-reorbad tes and diness Avsisbity 10 supporttranstar )\
N Antenatal
Optimisation:
E Place of Birth
Lack of potient fiow pethmeys Inefficent refe rdl xovess Malema: ¥gyscproterm labour 7
§
No oentral oot hzaier Dolays indiagrosing lancur Start: senslas ot IV ve kU1 7
L rascetid o AL L PR
/s
Lack of anlenaial and Ambulance sarvioe: pnsre S0P ’a
neonatal capaciy Lackof gudainas for PTL <Z7weeks 10 10 ONICU /
—_—)




Phase Two: Develop a Shared Purpose

1. Engage your team

Obstetric, Midwifery and Neonatal project leads

Parent representation

Multidisciplinary representation including
* Obstetricians
» Labour Ward and Theatre representatives
* Midwives
» Neonatologists/paediatricians
* Neonatal nurses

People with QI expertise +/- a data analyst

2. Engage your stakeholders




Phase Three: Plan and Implement Changes

* Construct a Project Charter: Detail your proposed improvement, including
the resources required and the potential benefits to patients

* Formulate, prioritise and test solutions using established Ql methodology

What are we trying to accomplish?

ve will improve the rate of antenatal steroids wi & week o
birth in <32 weaks by 10%

How will we know a change is an improvement?

Il show 3 sustzined improvement over at least
six monthly data points

A Changes That
What change can we make that will result in improvement? o Result in

We will introduce tha QUIPP app, introcuce checM ists and o s 75 Improvement

- g ¥ TN s AP
improve education of optimal timing, over several PDSA 5 t
= e * ke P“’. 57 '\f /| Cydle 3: New tools to assist practice
- © ~/§) 4. Antenatesl fowc wrt todocument mterventions
/ e N JA/ b Cace notes sticker 16 raice awarensss of FTE rick
(; P . Fxoeption took to ghent fy system failures
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AL Cyde 2: Procure and implement QUIPP app
&T' 3 Eedure widetpresd scces to QUPP 3p smang stalt
Hunches 3 Emuce 2l stall educated and can show competency in using
Theories &, Changs preterm labour guidefae 10 ircceporate IFN and QUIPP
Ideas

Cycle 1: Outlining responsibilities of team
a Dewelop a perinatal tram ared cultire
b. Sducate about sterchd benefits out also optimal timing

L




Phase Four: Test and Measure Improvement

1. Collect the best data for your needs: outcome, process and balancing measures

2. Use well-described methods to analyse and display your data

Antenatal steroids within 7 days of birth: infants <34w

Statistical Process
Control Chart
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Antenatal steroids within 7 days of birth: infants <34w

Feedback suited to wider
team and parents

— \ y V : Antontal optimisation measures: how well i we do this month?
. \Were bon in the correct lovel o
\ 2 out of 3 baLies (57%) s 7 ‘a ld
$ = . Vuers expated 15 magnatium e E e
A5 oS nkhes 9L within the 24 before barth rkkrk;
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e ) Vare erposed to all eligible S 2 By NP N AT
6 out of 10 babics (60%) optivisation measures ? ? 7 a 7 a P
Only Gout of 10 Datres were axposed 10 all antenatal pratective interventions. This % has not improved inthe lst & months,
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1. Ensure a documentation process to record that all statf:
v havereac the prediction of the new preserm birth guideline
v have been celentated to the new QUFP agp
2. Usaire dalnvery tcom chackiist and stickars 40 denti’y women who recurs 3nd who have had steroids arc magesum




Phase Five: Implement, Embed and Sustain

—
(o a
® o0
o S G
Spread: Exception reporting: Barriers and loss of motivation:
Dissemination: formal eg presentations Case review for noncompliant cases Understand and find solutions
Diffusion: informal eg word of mouth * Re-examine your change idea

* Use impactful parent stories

* Use lessons from high performers
* Re-market your message

¢ Use incentivisation to engage



https://www.bapm.org/pages/194-antenatal-optimisation-toolkit
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