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Presentation one:
Prof Graham Martin, director of research at The Healthcare Improvement Studies Institute

Presentation two:
Alice Forsythe, executive partner, transformation services at The Virginia Mason Institute
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Facilitated by chair

Summaryandclose



Housekeeping

® Please note, this eventis being recorded

® Please keep your camera on wherever possible

® If youlose connection, please re-join using the link in your joining instructions
or email Improvement@nhsproviders.org

® Please ensure your microphone is muted during presentations to minimise
background noise

® Please feel free to use the chat box for any questions or comments

® If you would like to ask a question audibly, please use the raise hand function
during the Q&A section and we will bring you in

® Anyunanswered questions will be taken away and answered after the event

® You will receive a link to an evaluation form at the end of the day, please take
the time to complete it, we really do appreciate your feedback.
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The theory behind
collaboration
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Collaboration in context

» “A network of people who come together to co-operate
around a common interest, with a shared goal of
improving care and mutual learning”’

* Network-based collaboration also posited as a ‘third way’
approach to public service governance
 Hierarchies (bureaucratic command and control)
« Markets (competition spurs innovation and efficiency)
« Networks2 (collaboration allows knowledge sharing and creativity)

 Collaboration has some advantages over the other two
forms, at least in theory

» But it also has some weaknesses
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https://unsplash.com/license

Collaboration in theory:
strengths and weaknesses

 Collaborations can be responsive  Collaborations are fragile: they may be
and dynamic: they are not stifled by squeezed out by the pressures of
the need for top-down approval other governance forms

 Collaborations can allow knowledge + Collaborations can take time to
sharing: people are more inclined to develop: they are reliant on trust,
trust one another rather than see each  which is hard to build and easily
other as competitors broken

 Collaborations can be creative:  Collaborations are vulnerable to unco-
working together can result in greater operative forms of behaviour:
innovative capacity than working in incentivising people to behave
silos collaboratively isn’t easy
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Varieties of collaborative
approach
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Two well known approaches

e Collaboration isn’t limited to formal models
and approaches

» However, a couple of popularapproaches
illustrate some of the key ‘design choices’

1. Quality improvement collaboratives
2. Communities of practice
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Quality improvement collaboratives

« Various longstanding collaboratives in the
United States’

« Common goals around
* reducing unwarranted variation
 sharing good practice
* improving population health

» Use of data is key to their approach

« credibility (e.g. routinely collected, risk-
adjusted

« accessibility (e.g. comparisons, rankings)
* clear ‘terms of use’ (for improvement only)

» Long-lived, with evidence of improvement
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Communities of practice

 Looser collaborations (at least as originally
conceived)

 Practitioners with common expertise forming a
community to share knowledge

* A particular focus on “non-canonical practices”

 Originally seen as self-forming, but there is a
growing focus on the ‘cultivation’ of communities
of practice
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Do they work?
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The evidence base

» Evidence is somewhat equivocal for
collaboratives and communities of practice*®

» Multifaceted ‘black box’ interventions introduced
alongside other things in complex systems

» Long-lasting collaboratives have offered
convincing evidence of their impact

» People tend to value communities of practice but
evidence of their impact on outcomes is scarce

* ‘The way that you do it’ may be crucial — and good
practice guidance abounds®
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Implications for provider
collaboratives
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Some key implications

 Collaboration can mean a wide variety of
approaches: what is best in reducing
unwarranted variation may not be best for
sparking creativity

 Collaboration can be hindered by the ‘shadow of
hierarchy’ (or competition): to what extent is
performance management helpful?

* Equally, ‘under-management’ may not serve the
purposes of collaboration well: what are the
goals? How to encourage collaborative
behaviour?’

 Collaboration is unlikely to change practice in a
sustainable way quickly: it needs time to become
(understood as) a routine way of working
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https://creativecommons.org/licenses/by-nc/2.0/

Some considerations for you

 What is driving your collaborative?
* Is it performance-focused? |s there space and time for bigger thinking?

« What are the ‘background conditions’?
* Do the trusts see each other as competitors? How about the teams involved?

 What kinds of problems is your collaborative seeking to address?

* |s this a matter of sharing good practice? Or are you trying to address ‘wicked issues’ in
creative ways? If so, who else needs to be involved?

 How will you know you are doing better?

« What are your data? Does everyone believe them? Is everyone pulling in the same
direction?

« What have you invested in your collaborative?
* Are you?making collaboration easy? Do people have time to build trust? Is this a long-term
initiative™
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Thank you for
listening.

@THIS_Institute

thisinstitute.cam.ac.uk @graham,_p_martin

.:. léIXIR;[Eé{ES{IITS(gE 25 October2023




References

Martin G, Dixon-Woods M. Collaboration-based
approaches. Elements of Improving Quality and
Safety in Healthcare. 2022.
https://dx.doi.org/10.1017/9781009236867

Powell WW. Neither market nor hierarchy: network
forms of organization. Research in Organizational
Behavior. 1990;12:295-336.

Brown JS, Duguid P. Organizational learning and
communities-of-practice: toward a unified view of
working, learning, and innovation. Organization
Science. 1991;2(1):40-57.

Wells S, Tamir O, Gray J, Naidoo D, Bekhit M,
Goldmann D. Are quality improvement collaboratives
effective? A systematic review. BMJ Qual Saf.
2018;27(3):226-40.

Ranmuthugala G, Plumb JJ, Cunningham FC,

THIS.Institute

Georgiou A, Westbrook JI, Braithwaite J. How and why
are communities of practice established in the
healthcare sector? A systematic review of the literature.
BMC Health Services Research. 2011;11:273.
Qvretveit J, Bate P, Cleary P, Cretin S, Gustafson D,
Mcinnes K, et al. Quality collaboratives: lessons from
research. Qual Saf Health Care. 2002;11(4):345-51.
Carter P, Ozieranski P, McNicol S, Power M, Dixon-
Woods M. How collaborative are quality improvement
collaboratives: a qualitative study in stroke care.
Implementation Science. 20141;9(1):32.

W @THIS Institut

o






Embedding Equity into an
Improvement Culture

Alice Forsythe, Executive Partner, VMI

NHS Providers Collaborative
18th October 2023



Areas of Focus

Provide
Leaders &
Teams Lao Tzu
with User-
Friendly
Tools




Make the Implicit Explicit



Organisational Values with Stated Behaviours
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Compassion

We take the time to listen intentionally to understand others’

needs.

We approach every interaction with kindness for patients and
each other.

We strive to make every person feel respected, important and
heard.

Integrity

We act ethically and do the right thing.

We are honest and accountable for our mistakes.

We honor our commitments and follow through on what we
say we will do.

Excellence

We consistently perform our best work every day.
We set high standards for ourselves and each other.
We are constantly seeking opportunities to improve.

Collaboration

We work together toward our shared purpose.
We communicate with each other clearly and kindly.
We encourage and lean on each other’s strengths.

Inclusion

We celebrate our differences.
We value each person’s voice and each person’s worth.
We invite new ideas and perspectives.







Compacts for Shared Agreements



Promoting Health Equity

Everyone has a fair and

just opportunity to be as
healthy as possible.

Resources are
customized to individual
and group needs.

Sources

: Center on Social Disparities in Health at University of California, San

Fra

ncisco and the Robert Wood Johnson Foul

ndation
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Fostering Psychological Safety and Equity

High psychological

safety
Inspired,
Open, respectful,
curious trusting
Groupthink,
assuming, Mistrusting,
blaming silencing

Low psychological
safety

Inequity Waste Wheel

Violet inequities may be experienced by people without power and privilege
Blue inequities may be displayed by people with power and privilege, often
unintentionally



Provide Leaders and Teams
with User-Friendly Tools



Equity Pause

Planned Equity Pause

“How can we increase
equity in this process?”

e Remind ourselves of our shared
goals/practices \

e l|dentify what we might do better
to support health equity,
inclusion, diversity, belonging,
psychological safety, and more

e Reflect and share our learning
related to equity




Equity Huddle Cards




8

Applying Equity
Concepts in VMPS
Tools

7

Inclusive & Equitable
Teaching &
Facilitation

6

Health Equity &
Social Determinants
of Health

1
Psychological Safety

Equity
Learning
Pathway

5
Anti-Racism

2
Privilege

3

Emotional
Intelligence

4
Implicit Bias &
Cultural Humility

Self-Directed Learning

Q Identify cadence for team
discussion

A Select and review materials
by topic
Q Identify two takeaways

QO Determine how you will
apply this learning

O Share and discuss

O Reflect
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Foster a Systems Approach



A Systems Approach

Virginia Mason Management System

Respectfor People Improving the Flows of Continuous Improvement

Tool Mindset Safe and Respectful Environment Health Care Increase Reliability and Effectiveness
00IS Inase
ana 1 . 1
Opportunities Patients 1 Engage Quality i Accelerate
1 . 1
Respec\ial-ltcj)?sPeople as Partners ' Individuals Leader i the Impact
_ Lo s Lo "
Psychological Safety . E:;':Q:gam”y : and Teams Q=A (OJVS) ! ISpeedte.md agility
Inequity Waste Wheel Exper i *Organisational Q Quality ;- nnovation
. . * Experience I compacts ) ! , *Plan-Do-Study-
Unconscious Bias Based Design | A Appropriateness - At (continuously
Equity P ) , *Personal growth O: Outcomes
qUIty auses * Co-design & e ’ 1 evaluateand
Equity Huddl > 1 &recognition S: Service X _
] qu]ty pu A es Co-production : «Leader W: Waste I improve)
eargmg attways ,  competencies « Patient Safety Alert ,I
ompacts . & Response
Infra- Routines/ | System |
1

Structure bBehawours BUILD A STRONG FOUNDATION

World Class Management
Strategic Management, Cross Functional Management, Daily Management

VMPSP® Principles, Tools and Methods
58, Standard Work, Visual Control, PDSA, Innovation, Just in Time, Mistake Proof, Leveled Production
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Patients as Partners means more than engagement

* VMl and The PSC are supporting
mental health trusts across England

* Co-production at the heart of the
programme

* It's not easy, takes time, but the
results last and generate impact

* True co-production removes power
imbalance and can be used to tackle
the toughest issues

=

Co-production 'S
g

(@)

Engaging .
L

Consulting oo
ko)

Informing o
Educating 2
&

Coercing ED
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Progressing to Action

What is one tool or technique
that you learned about today
that you would like to begin
using when you return to your
organisation?

What is the first step you could
take to implement that tool or
technique?
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Questions & Answers



Thank you.






Improvement at Provider Collaborative level
Dr Ailsa Brotherton

Executive Director Improvement, Research and Innovation,
Honorary Professor, University of Central Lancashire










Creating a Compelling Vision

Kevin McGee OBE — previous CEO, Lancashire Teaching Hospitals NHS
Foundation Trust & PCB

Systems Approach
Systems don’t just work, they have
tobe planned, designed and built

Opening Reflections: why is Improvement
critical to our success?

David Flory CBE—Chair (ICS)



Model Overview

https://www.iitoolkit.com/
-



“We are able to make links across

“EBCis helping us to empower patient and
organisational boundaries that we

service users to have a say in the systems

never thought possible” we design”
“It’s helping us to improve our systems for “Identifying all of our stakeholder “Mitigating the risks in service delivery any
the community” partners right at the start is a game evolving the way we work together”
changer”
Workshop Two
Click to View Click to View Click to View

Our Journey so far....


https://vimeo.com/770783460/815da7a0a8
https://vimeo.com/770783460/815da7a0a8
https://vimeo.com/770783460/815da7a0a8
https://vimeo.com/770783460/815da7a0a8
https://vimeo.com/770784665/9bd2896b3d
https://vimeo.com/770783460/815da7a0a8
https://vimeo.com/797036284/ef714a7b4b

BTS Collaborative - Evidence Based Change Package

#NOF Collaborative (March 2023 —
Present)

National Hip Fracture Database Performance — Pre Collaborative Data Driven — Regular Data, Over Time

NHFD Performance — Mid Collaborative

Ql Designed — Sharing & Learning Regularly
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Assessing the readiness of a system
for improvement

https://qualitysafety.bmj.com/content/21/1/13.long
The Model for Understanding Success in Quality (MUSIQ)



The Model for Understanding Success in Quality (MUSIQ)

66 Contextual factors identified in the MUSIQ framework include the
following:

Quality improvement projects often involve
interdisciplinary teams working together towards a
common goal.

The MUSIQ tool is designed to help you assess
aspects of your local context that may affect the
success of your quality improvement project

It gives us a method to reflect on the set-up and
contextual support needed to deliver successful
improvement projects.

Provides the opportunity to make adjustments to
project and organisational support systems early in
the project.

For each factor, a statement is provided for the self-
assessorto score on a scale of 1-7



The Model for Understanding Success in Quality (MUSIQ)

Your MUSIQ Score is a valuable tool in assessing
readiness for change and understanding your
likelihood of success.

It allows you to consider questions such as:

* Are we ready?

* What are our barriers

*  What development is needed and where?

¢ Should we continue ‘at this time’?

* Could resource be better deployed
elsewhere?

Total Score
168 Highest Possible MUSIQ Score
120-168 Project has a reasonable chance of success

80-119 Project could be successful, but possible contextual barriers

50-79 Project has serious contextual issues and is not set up for success
25-49 Project should not continue as is, deploy resource elsewhere
24 Lowest Possible MUSIQ Score



The Model for Understanding Success in Quality (MUSIQ)

—> Assessing system readiness for change

Starting Score:

11
2
Current Score:

12
6



Improvement Through an Equity Lens
Life expectancy variation across Lancashire & South Cumbria

Males Females

Acknowledgement: Thankyou to Andrew Bennett, Director of Population Health NHS La ncashire and South Cumbria Integrated Care Board for permission to use this slide



Acknowledgement: Thankyou to Andrew Bennett, Director of Population Health NHS Lancashire and South Cumbria Integrated Care Board for permission to use this slide



National NHS priorities for health inequalities

5 key strategic priorities

Restore NHS Services
inclusively

Mitigate against digital
exclusion

Ensure datasets are
timelyand complete

Accelerate preventative
programmes

Strengthen leadership
and accountability

Clinical Priority areas

Driving down inequity for our 20% most
disadvantaged and PLUS communities

Including:-

- Equity of access

- Excellence in experience

- Improved equity of outcomes

Acknowledgement: Thankyou to Andrew Bennett, Director of Population Health NHS Lancashire and South Cumbria Integrated Care Board for permission to use this slide




Acknowledgement: Thank you to Andrew Bennett, Director of Population Health
O u r NHS Lancashire and South Cumbria Integrated Care Board for this slide

approach....

Enablers — intelli participation & empowerment



Leadership

-
Acknowledgement: Thankyou to ProfessorJohn Clarksonfor permissionto use this slide



Evaluation

Tell us what you think

Scan here to access our evaluation or
use the link in the chat



Upcomingevents

Book now/save the date:

Tuesday 5 December | 1.30pm —3.00pm
Improving waiting lists equitably: The importance of a partnership approach




Thank you for attending
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