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Land acknowledgement HIROC

We would like to begin by acknowledging that we are gathered here
today in the traditional territory of the Lekwungen [Lah-kwa-ngun]-
speaking peoples of the Songhees [song-eez] Nation and X“sepsam
[ko-sap-sum] Nation, and WSANEC [wah-SAY-nitch] peoples. We pay
our respect to the First Nations, Métis, and Indigenous ancestors of
this place.
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Learning Objectives HIROC

* To identify and discuss a pan-Canadian overview of challenges
related to collaboration in perinatal and neonatal care in
Canada

* To learn strategies from panelists representing diverse regional
healthcare contexts and successes in collaborative safety work

* To engage with attendees to assess common challenges and
barriers to collaboration between healthcare teams,
organizations and sectors
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Introduction HIROC

HIROC resources and programs:

* Risk Assessment Checklists

* Risk Reference Sheets

» Collaborate and Cultivate Safety Grants
» Applied Safety Projects
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Key Collaborations HIROC

« Saskatchewan Health Authority
— 2019 Safety Grant
— April 2025 Safety Project on Single Room Maternity Care

 Victoria Hospital in Prince Albert

* Newfoundland and Labrador Health Services
— Sept 2024 Safety Project on Fetal Health Surveillance

» Central Newfoundland Regional Health Centre in Grand Falls-Windsor
« James Paton Memorial Regional Health Centre in Gander
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Go to www.menti.com
Enter code 5618 4155

As a leader, what challenges or
barriers do you face when leading
collaborative projects between
healthcare teams, organizations
and sectors?
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Saskatchewan
Health Authority

* 1.2 million people

* Majority live in southern
half of province

* 17% identify as
Indigenous
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Collaboration Opportunities

 Safety Grant 2019 Implementation of moreOB Provincially: A Starting
Point to Establishing a Standard of Care for Obstetrics

* Network of support established with the 17 designated obstetrical sites and
central MatChild KMU Team.

* Risk Assessment Checklists (RAC) Program — HIROC

* Failure to Appreciate Deteriorating Pregnant and Post Partum Persons
* Management of Induction and Augmentation of Labour
* Management of Intrapartum Fetal Monitoring



Collaboration Opportunities
* Applied Safety Project 2025

* Exploration of Single Room Maternity Care and change management within
the interprofessional maternal services team at Victoria Hospital, Prince
Albert.

* Risk Reference Sheet Review

* Feedback to inform common contributing factors, related mitigation
strategies, and current evidence informed practices.

* HIROC Collaborate Grant —in progress and awaiting decision

* Perinatal record and pathway



Highlighted Example

Postpartum Hemorrhage Bundle & RAC

Create Vision and
Desired Results

Current State

Systems Approach Assessment

Engage Lead Self and Team
Stakeholders Through Change

Focus on Results Engage Others \\“
o o
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System Improvements — Creating a Vision

* The priority stemmed from critical incidents and safety events to
improve identification of risk, care and management of the birthing
individual.

* Examination of risk mitigation strategies identified in RAC ~ Failure to
Appreciate Deteriorating Pregnant or Postpartum Persons.
ystems-Approach and Thinking
People at the center of systems and complex challenge.
Maternal and Children’s Provincial Program as a micro-system within a larger
health system (macro).

Ensuring balance in tertiary, regional, and rural/remote areas for access to




Desired Results

* |dentification of multiprong phased approach from development to

implementation and monitoring.

Process and BUNDLE

¢ Clinical Standard
e Multiple Clinical

Procedures
e Order Sets
¢ Guidelines and Tools

Education

e Improvement in
knowledge and
understanding

e Practice as a team

e Tools to support point of
care

Implementation and
Monitoring

e Targeted in-person and
just in time training

e Accessible learning
modules

e Reinforcement through
daily visual management




Current State Assessment

* How frequent is PPH within Saskatchewan?

* What recommendations were provided by the Critical Incident
investigation?

* What recommendations are available nationally?

* What did we have in place to support teams in care and management
of the deteriorating patient?

PPH Cases by Area by Fiscal Year

e Variation and lack of
evidence based and
standardized
procedures, protocols, \“
tools and resources.

2019-20

2020-21

2021-22

2022-23

2023-24

W Saskatoon Regina M NE B NW W SE Sw W AHA W ooP B Unassigned



Lead Self

* Establish trusting relationships within the
KMU and Subject Matter Expert Team.

* Engage others in building the vision.

* Enable people to lead self through the
project.

* Provide support, resources, and guidance
reflecting on the impact provincially.

* Listen deeply and mindfully to point of care
providers.
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Engage Others and Develop Coalitions

* Collaboration of interprofessional team including physician leads,
nursing staff, pharmacy, and transfusion medicine.

* Build and maintain healthy engagement within and outside span of
control.

 Stakeholder engagement with a phased approach.

* Virtual forums, working group meetings, collaboration with Provincial
Committee of Obstetrics & Gynecology

* Consideration of the stretch of the teams with competing priorities
* Multiple rounds of engagement within local designated sites.

* Support implementation to address gaps / opportunities
* Continuous PDSA following implementation “‘



Level of PPH skill/lknowledge at start of session

Achieve Results

* Alignment vertically and horizontally
* Engagement and satisfaction evaluation

* Measurement of pre and post confidence

* Assessed the perceived impact on the knowledge, skills,
and Overa” Confldence Of |nd|V|dua|s. Level of PPH skill/knowledge at end of session

Poor

* Monitoring data and metrics
* CIHI-DAD PPH and interventions
* RAC re-assessment

* Further development of monitoring metrics to
sustain change

» Use of SickKids The Implementation Playbook™
* Chart audit for effective use of tools and resources \“
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Care Process

e Adoption of standardized evidence based clinical standard and protocol

e Application of formal process for quantifiable blood loss

e Escalation criteria and effective use of provincial network for the right care with the right team in the right location
¢ Increased ready access to clinical documents within care locations

Safety Culture

¢ Work environment that supports early response to suspected and actual clinical deterioration
¢ Ensure clarity and advance patient safety concerns

¢ Continued engagement of obstetrical teams and interprofessional collaboration

» Site specific exploration of escalation protocols and massive transfusion protocols

Equipment, Supplies, and Technology

¢ |dentification of equipment and supply needs based on standardized PPH supply list

People / Team Training and Education

e Support interdisciplinary team’s clinical knowledge, skills, and behaviors
e Scheduled interprofessional and cross departmental team training

Documentation

¢ Standardized documentation

Systems Approach

¢ Shared decision making with informed consent reinforced

Client and Family-Centered Care

¢ Information and discharge education (in progress) \\“



Challenges

* Provincial / Multidisciplinary / Multi-Site
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* Feasibility with meeting the needs and [ e
. . . [ ey : Ofeac;n Regional |
capacity of diverse and specific work cultures | " "o

* Sustainment of change
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* Measurement of impact to patient quality
and safety

* Prolonged engagement and collaboration
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Thank You!
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Go to www.menti.com
Enter code 5618 4155

Select and rank the top three
challenges and/or barriers you feel
are most important to address
when leading collaborative work.
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NL Health

-.- Services

Population 90,000

Half of the island portion
of NL geographically
176 communities

Central Zone

Two Level-2 birthing
hospitals

450-500 births per year
Nurses, OBs, GPOBs,
midwives, pediatricians




Care Delivery and Patient Safety

= Patient Safety Incident in 2022
= Significant findings and defined recommendations
= (Coalitions and teamwork necessary

* Process improvements and system transformation
required




System Improvements Recommended

= Expectation for mandatory completion of Fetal Health (FH) Surveillance &
Neonatal Resuscitation Program (NRP)

= Perform regular NRP simulations

= Post NRP guidelines posters as visual reminders.

= Revise the induction of labor policy and involve the obstetrician. Include an
oxytocin checklist for management of induction process.

* |Implement the new provincial Neonatal Resuscitation Record.

= Implement a technique, such as, ‘fresh eyes’ approach to FH graph
interpretation to facilitate effective teamwork and communication.




Challenges

= Ongoing diversions, one unit closed for 2 years due to human resource
shortages

= Ongoing pressure to reopen the second site from community and political
partners

= Significant history with east vs west
= Ongoing staffing challenges and shortages at both sites
= Ongoing organizational realignment

= Reopening of obstetrical unit and unifying the team




Where to start...

= New program to understand
= Self awareness of strengths and limitations

= Motivate self and accept the challenge to inspire professional
learning and growth

= Accept responsibility to lead the team to achieve results
= Actively listen to understand team dynamics, unit culture

= Demonstrate confidence and know-how in leading the team




Two Teams Coming Together! -:-

= Two facilities with different cultures
= Different models of care

= Engaging all team members

=  Acknowledging the differences

= Building on best practice

= Recognizing patient safety first!




Engage team members "

= Empowering both managers to lead themselves and their teams
= Support and encourage engaging conversations

= Unify program goals to meet the expectations for safe service
delivery

» Facilitate team building between to units to foster collaboration
and cooperation to address the recommendations

= Expand/build the team through partnership with HIROC




D
Fresh Eyes Approach "

= Challenges in meeting the recommendation for a developing a
“Fresh Eyes Approach”

= Quality team suggested working with our HIROC partners

= HIROC very willing to assist our team with this work through a
human factors approach

» Liability expertise, shared policies and experiences, meaningful
conversations with all team members on site.

= Ongoing collaboration on policy development




Building Bridges

Listening, understanding and being patient!

Collaboration with all team members, physicians
& HIROC partners to develop the draft policy

Engaging other clinical leaders to support the

team

Drafted Fresh Eyes Approach policy for patient — COLLABORATION —

and staff safety B & i @
o @ & W



Thank You




Survey results HIROC

|dentified top three challenges and/or barriers:
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Group Activity H—Ihoc

» Reflect on the top three challenges and/or barriers
and brainstorm ideas to address each one

« Use "1-2-4-All" approach to complete activity
‘1" Reflect on challenges individually (2 mins)
‘2’ Discuss in pairs (6 mins)
‘4’: Discuss in small groups (12 mins)
‘All': Share insights with the larger group (15 mins)
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Individual reflection H_I‘iioc

* Individually, reflect on the top three challenges
and/or barriers and brainstorm ideas to address
each one

< 2 minutes >
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* In pairs, discuss the top three challenges and/or
barriers and brainstorm ideas to address each one

< 6 minutes >
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Discuss in small groups HIROC

« With the people at your table, discuss the top three
challenges and/or barriers and brainstorm ideas to
address each one

» Select a representative to share the key discussion
points with the larger group

< 12 minutes >
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Report out Hfoc

« Share key discussion points with the larger group

< 15 minutes >
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Go to www.menti.com
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What is one key takeaway or
insight you gained from this
session that you can apply
moving forward?
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