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I am a #THISFellow

The Healthcare Improvement Studies Institute enables better healthcare through evidence about
how to improve. We co-create a highly credible and actionable evidence base for improving quality
and safety in healthcare, working collaboratively with patients, staff and stakeholders.

With researchers from around the UK, THIS Institute’s fellowships programme:

« takes a highlyinclusive approach spanning disciplines and specialties across different fields, while challenging
boundaries about who does this type of work and what it involves

« provides academic rigour to address the right questions in the right way

« develops fresh lines of scientific inquiry in healthcare improvement research and delivers high-quality studies
to advance the field.

THIS.Institute W @THIS Institute



Maternity staff experiences of the
transition to digital escalation tools
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NHS England 2023/ 24 Business Plan
5) Improve maternity and neonatal services

* Improve equity for mothers and babies
and deliver care that is personalised

* Retain, grow and invest in our
workforce

* Support a culture of safety, learning,
and support

e Supportthe implementation of best
practice and use of data




Visual Management Tools (VMTSs) In healthcare escalation
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Analogue VMTs encompass paper-based, dry-erase white-
board and non-electronic devices which support staff decision
making

Electronic VMTs encompass all toolsaccessed by staff

requiring either battery or electricity mains supportin order to
function



Systems Engineering Initiative for Patient Safety (SEIPS)

(Holden et al., 2013, p.1672)
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Holden, R., Carayon, P, Gurses, A. et al (2013) 'SEIPS 2.0: A human factors framework for studyingand
improving the work of healthcare professionals and patients', Ergonomics, 56 (11), pp. 1669-1686.



Map of participants from across England




Total participants by professional role, gender and ethnicity

Graph to show total participants by healthcare role,

ethnicity, and gender
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Doctors: Just tell me what you need from me...

“It’s very quickly
YOou Can see
everyone’s on your
department. But
the downside is

you need to have
access to a device
to view 1t (Dr2)

—> www.le.ac.uk



Managers: Tell me what you did, where, when, and why?

“It’s always complicated in every Trust...you have got contracts,
licence agreements... you’ve got your CIO or whoever it is within

the trust, the NIO, depending on the format of the trust and
structure, and then you’ll have systems like that. They’re not,
they’re not specific, or they’re not built for maternity” (M10)

“Why have we gotten to that point where we have tick boxes
everywhere?... we'll find a box we can tick that says you’ve done it, so
then if you get it wrong it’s not their fault, it’s your fault, because you got
it wrong because you ticked the box” (M7)

—> www.le.ac.uk



Seniors: Trust me, ’m always held accountable, but have limited time to care...

“And it will
automatically flag up
queries for sepsis, and
any MEOWS triggers.

But until that
information is input
into the computer. It

doesn’t trigger
anything up” (S10)

“Stickers seem to be everywhere
at the moment! Every time | go
back on DS there seems to be a
new one for something else! The
start of the CTG, the 10-minute
review of the CTG... SBAR, that is
now a sticker at our trust...as
well as well as the early warning

and the neonatal early warning
charts” (S2)

—> www.le.ac.uk



Junior staft: Teach me, Guide me, support me, I’m frightened...

“Why don’t we just train
people instead of generating
more stickers?!” (J7)
“So many options,
all linked to audits
so it takes longer to
complete than
actually seeing the
women’ (J9)

“Until you make a mistake, and then when you make the
mistake, that’s when they go, well actually this is how you... Do
you know what | mean? | feel like...You only get full training
only after you’ve made the mistake... just the pressure that

everybody’s under at the minute” (J20)

—> www.le.ac.uk
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Human Factors & Ergonomics
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=Cognition
*Psy chological safety
* Training

*Time
*Connectivity

[

*Leadership
Hierarchy
* Teamwork

*Physical space
*« Access to documentation
sEquipment




The tool links us all, but the tool alone is not going to fix the problems...

“Because you have not given me the resources, you have not given me the staff...to be able to
adequately manage this. So, the tool will only be useful if | had the right level of staff with me. That
l is ultimately the reality of it. You're only as skilled with your tools as your team is. It’s about
everything. The tool links us all, but the tool alone is not gonna fix the problems” (S4)

—> www.le.ac.uk



Human factors review of a safety-critical
system in a pandemic

Helen Elliott-Mainwaring

Who is ultimately responsible and accountable
for patient safety in maternity services?

Helen Elliott-Mainwaring

L

Introduction to Safety-Critical Systems

“Safety-Critical Systems (SCSs) can be defined as systems whose failure could result in loss of life,
significant property damage or damage to the environment” (Tarrant 2020:2). Examples of such
systems are essential critical infrastructures like health care, public safety and national sccurity,
«ducation, financial services, transport logistics and on, utilitics, i technol

essential food production supply chain and sales (Knight 2002),in fact all the key worker systems
which were awarded government protection to maintain scrvices in the UK lockdown during the
‘COVID-19 pandemic (Anon 2020, Cabinet Office & Department for Education 2020).

Scope
When SCSs fail, media coverage tends to swarm with
demands for culpability. Sutcliffe (2002) writes that

need 20120 foresight to visualise potenial issucs
in system design for futureproofing. This could be
applicd to the much-publicised lack of Personal

“This article is written in the aftermath of yet another tragic paticnt safety story where, in 2017,
failings in health carc at a United Kingdom (UK) maternity unit resulted in a newborn baby boy
ragically sustaining besin damage (Ulke 2020). The senioe midmifc on duty whs taken th & heseing
at the Nursing and Midwifery Council (NMC) and held accountable for her failure to question poor
ision making b the registrar on duty. What happened i very kely a ecurring nghtmase for
experienced registration within the UK. Sadly our health care system is not

ision within maternity services in the UK has been instigated by the general public, and in
particular by local familics, rather than by any protective public body, which speaks volumes about
transparency and candour within the National Health Service (NHS) (Kirkup 2015, Weaver 2019).

Can health care managers learn (o lead?
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A midwife’s exploration into how power -

& hierarchy influence both staff and

patient safety
Helen Elliott-Mainwaring ©

Abstract
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experiences as 3 legitmate informal wh

have afforded me of t that is Trusz

My
allegiance and misplaced brand loyaky over and above both paient and staff safety. uch that when poor Care is spoken
of a3 2 pocential or expersenced from either angle. the general rule within heakhcare management i ROX to acknowh-
edge. refloct, mitigate and learn in order to improve. but instead to gasight. deny and subordinate such that from a

sl safety perspective they are caughe betwoen 3 rock and 3 hard place. This paper explores some of the
opportunities which healthcare organizations could embrace to positively influence the effects of power and hierarchy
on suff safety.

Alms: This paper discusses the bigger picture of materniy sarvices safecy.

Methods: This is 3 dscussion piece.

Findings: For some heaithcare saff it is preferable to remain quiet. not rock the proverbal boat. and maintain deeply
loyal aliegiances to ther empiayers over and above public protection. For ochers, the journey of honesty, incegrity and
tenacity carries 3 high price in terms of personal energy. health and financial compromise.

Condlusion: This exploration nto how power & Nerarchy infloence both 1A and patient saecy has idenciied and
briely explored some of the tensions created by misplaced brand loyalty inherent within healthcare instnutions, and the

Protective Equipment (PPE) and wider system factors
for frontline health care workers during the current
pandemic. As at Apeil 2020, 19 UK NHS seaff had
dicd (Lyons ct al 2020), COVID-19 PPE regulations

SCSs should at least attempt to reduce the chances of
human error, explaining that, despitc many accidents
being attributed to human mistakes, these are often
part of a bigger picture of system error where we
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Top Scoring Abstracts of the RCOG World

Congress 2023 Safety cultures work within shared values and assump-  my first MSc in Health, and having focussed on

tions, but these can become complicated by cultural  Maternity Services for cach of my modules. was grap-
blind spots leading 1o very public exposures of poor  pling with a paper on the ‘Rippk effect of scrvice
healthcare cultures such as the Bristol Royal improvement’. | was struggling to conclude because
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Women’s Needs in Maternity Services in a Pandemic CONGRESS2023

12-14 JUNE 2023 « LONDON

® aldmaternity.co
AntMatemay Infirmary, Mid  Staffordshire, Bay, having cited real time examples of cultural apathy
= adboendend lls BUSINESS Busidon, and withi ocs wait, scnio buy In for change was slow 10
open commun come 1o fruition. | remember writing to our Head of

SCHoOOL Midwifery to inform her that | had been called a lar
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EXPLORING PATIENT
SAFETY IN MATERNITY
AND MIDWIFERY CARE

CHANGING WORLDVIEWS:

HOW CAN A SYSTEMS APPROACH
SUPPORT MIDWIFERY AND
MATERNITY CARE?

How do power and hierarchy influence
staff safety in maternity services?

WORKING TOGETHER
TO DELIVER SAFE CARE

WHAT ARE HUMAN
FACTORS AND
ERGONOMICS?

Exploring using NVivo software
to facilitate inductive coding for
thematic narrative synthesis

Abstract

Abstract

Helen Elliott-Mainwaring, Midwifery Lecturer at University of Leicester

Abstract AN INTRODUCTION O HUMAN
FATORS ANS ERconomics
Much has been written on the experience of medical paternalism during pregnancy, RS e e
where women are held hostage to their fetus and aspire to be seen to be doing the right
et Starmivs | raiaol ooy ot ot iy
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thing, being a good patient, and adhering to medical advice, This paper briefly explores
paperback literature on women's needs in the light of the Covid 19 pandemic.
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https://orcid.org/0000-0002-9484-7231
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