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"The Little Voice Inside me…"


In the UK, each year between 500 and 800 babies die or are left with severe brain injury – not because they are born too soon, too small, or have a congenital abnormality, but because something goes wrong during labour. 

Stillbirth, death of a newborn baby or the birth of a baby with brain injuries, are life-changing events that significantly affect women and their families. The RCOG and NHS Resolution are committed to reducing this unnecessary suffering and loss of life by 50% by 2020. 

Several reports/reviews and campaigns such as "Each Baby Counts project" are aimed at helping us understand how we can improve the care we provide.

Review of cases that resulted in Hypoxic Ischaemic Encephalopathy (HIE) concluded that in some situations a poor outcome would have been unavoidable, but clear themes have emerged, around decision making, appropriate communication and escalation, timing and speed to act. 

Every Baby Counts June 2017 - https://tinyurl.com/yd3g5ttw
This new maternity resource alone will not reduce the cases of HIE. It needs to be accompanied by hospital leaders and maternity unit staff who are determined to reduce avoidable harm on their labour wards and who set a clear, explicit ambition to this end.

We would, therefore, invite you to become a TED unit by:-

· Setting your improvement ambition (i.e. no avoidable HIE cases in 2017/18);

· Using this resource platform in a structured way within your unit;

· Use safety improvement methodology to track and monitor improvements (‘plot the dots’);

· To publicise visible TED information (Promotional materials, bears, posters, TED stickers on white boards, etc.).
We suggest that ‘TED’ is a feature of every handover so that all staff are clear for each patient on:

(T)  Timely recognition of clinical risk;
(E)  Escalation of concerns; and appropriate communication
(D)  Decision making and appropriate action
And finally, we’re here to help! If you have any questions or concerns, or suggested improvements for this resource, do please get in touch (Email - Tracey.Harrington@uhl-tr.nhs.uk).

"The Little Voice Inside me…" is a film based resource designed to be used by all members of the maternity team, either for individual training and reflection, or in a multidisciplinary training setting.

This resource, although based in maternity services, is for use across the wider healthcare community as the learning on timely escalation and decision making is applicable across all specialities.

This short film is a patient story about first time parents-to-be, Kirsty and Matt, and their experience at the maternity unit.

The story line was created after analysis of various Serious Incidents (SIs), complaints, and inquests. The purpose was to bring to life a familiar scenario, with limited complexities in the maternal or fetal condition because as teams we are good at dealing with those kinds of complexities and emergencies but not always with what is perceived as the "relatively common presentations".

The aim of the video is to invite the viewer to reflect on the consequences of the actions taken, and at the same time it rouses contemplation about personal decision making and the impact of this.



1. ACCESSING THE RESOURCE AND REGISTERING AN ACCOUNT

To access the resource, navigate to http://voiceinside.co.uk/. If this is your first time accessing the resource you will need to create an account by clicking on the ‘Register’ button and completing the registration form.

Once registered, you can now login to the site by entering your username and password at the top of the home screen and pressing the ‘Login’ button.

2. TIME REQUIRED TO REVIEW THE RESOURCES
The main video runs for 08:22 minutes. 

The mini learning videos - 6 so far - each run for an average of 2-3 minutes. 

Depending on the time you have and your audience (multidisciplinary or single group of professionals) you may want to tailor how you use the learning resource. (See suggestions on how to use this resource -next section)
A suggestion would be to show the main video then show the mini-videos either based on the initial feedback from the participants or in the following order:
1. Communication and Escalation 2. SBAR is your voice 3. Involving the patient 4.Clarity of decision making 5. Confirmation Bias
3. CONSIDER THE EQUIPMENT YOU WILL NEED
The videos run best when using Google Chrome, however if your organisation does not allow use of this browser then please make sure to use the latest version of Internet Explorer / Microsoft Edge.
Ensure that you have external speakers if not showing in a room that has audio facilities built in (e.g. lecture theatre or teaching room), as the voice quality will not be appropriate if just using the sound system inbuilt within the PC or laptop.
You may need a flip chart to note comments made to return to later in the discussion and use it for “take home messages”. 

4. WHERE YOU CAN USE THE RESOURCE
· At conferences (please use the link http://bit.ly/2sHZTia for a conference friendly version of the resource)

· As part of your local induction program

· Individual learning 

· Reflective practice

· Unit learning sessions
· Handover 

· Specialist teaching session
· Supervision meetings

The video contains sensitive information and may affect both the facilitator and the participants.

It is important that you do forewarn the participants of the nature of the video and be prepared to shorten or modify the session.

You may also want to consider the timing of the video; it may not be best to show this at the end of a long session or when you have a packed teaching agenda as this resource needs time for reflection and discussion.

1. USING THE MAIN VIDEO ON ITS OWN
Show the film and give participants a few minutes to reflect on what they have watched.

· Have a facilitated discussion keeping the educational objectives in mind:

Use open ended questions such as:-
· What came up for you after viewing the film?

· What surprised you? What stood out for you?

· What would you have done differently?

Introduce the group to the RICE system for healthy group discussion.

Respect for an individual's contribution. “Listening to each others' views” with an open mind.

Involvement in the discussion and activities (improves your learning and that of the group)

Confidentiality - what is said in the group remains in the group

Equality - Everyone experience and opinions are equally valid

Please ask participants to fill out a feedback form (Appendix 3) to enable you to develop and improve future sessions
2. USING THE VIDEO INTERACTIVELY
Once you have shown the entire main video, give the participants some time to reflect on what they have seen 

Based on the educational objectives, you can then rewind the video to the scene which highlights the topic you wish to discuss;

e.g.: confirmation bias, SBAR, non-verbal communication, communication with the patient, culture within the organisation

Use it to have those "tricky conversations"
3. USING THE MINI-VIDEOS
Similar to option 2 above, at each of the interactive stops you can use the learning mini-videos that have been produced as part of this learning resource

· Communication and Escalation

· Clarity of decision making

· Confirmation Bias

· SBAR is your voice

· Involving the patient

Alternatively the learning mini-videos can form the basis of discussion where participants share their own stories from experience and how they would improve the issues identified by what they have now learnt from the videos.
 4. RE-ENACTMENT (Don’t use the word “Role Play” as it makes participants nervous and reluctant to interact)
To consolidate the learning from the group discussions or individual learning, you can get participants to re-enact the characters in the main video. This will give participants an opportunity to explore communication especially around SBAR, escalation and decision making.
If you have a large group, split the group up into smaller groups (6 -8 participants) to encourage contribution.

Within each of the groups 2 participants or more depending on the scenario can re-enact the characters whilst the others provide feedback, resulting in an "ideal communication / escalation" style that can be taken forward by the team in their departments.
5. INDEPENDENT LEARNING
You can have your participant’s review the main video and the mini learning videos at their own pace and get them to complete an interactive activity worksheet. (For example: SBAR sheet or reflective log – Appendix 1&2)
The worksheet would include a reflective log of what the participant has learnt from the video, how this echoes with their own practice and scenarios they may have come across, and how this video will impact their practice in the future.

6. USE IT TO DISCUSS A RECENT SI IN YOUR DEPARTMENT 
You can use the learning mini-videos to analyse and reflect on a Serious Incident or Near Miss that has occurred in your department.

The mini-videos can form the basis of initiating a discussion.

The story in the video is hospital based, however the learning points are universal even for those in the community or in other specialities.

You can use case studies from your practice for the teaching session and use the mini videos to highlight the learning points.
It is a good idea to have a selection of cases to highlight different learning objectives.

7. USE OF SOCIAL MEDIA
You can continue the learning from the videos through continued participation on social media. If you have Whatsapp teaching groups or a Twitter account, you can post learning objectives, opinions, and shared experiences. Please ensure that no patient identifiers are used and you maintain confidentiality and respect opinions of others.



 
On reviewing the main video, please complete the SBAR worksheet on Side 2 based on the information provided by the patient and the midwives.

How would you use the SBAR tool to communicate with the doctor or with another midwife taking over the care of this patient?
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1. What issues did you identify in the story showcased in the video?
2. Can you recall any such scenarios in your practice which highlight one of the issues that you have mentioned in Question 1?
3. What did you find most disturbing about the video?

4. Can you highlight any good practice points in the video?

5. How will this video impact your practice today?


1. How did you find the session? Was it useful?

2. What will you take away from the session? 
3. Would you implement any of the learning gained from this session into your practice?

4. Would you encourage your colleagues to attend a session?

5. Could the session be improved any further? If yes - how?

Facilitator's Guide








Background





No More Avoidable HIE








About the resource








Educational Objectives





Increase awareness of the importance of risk assessment. 


Improve communication through standardised SBAR by exploring the barriers to current use.


Enhanced understanding of biases in practice (e.g. confirmation bias).


Importance of escalation and how it should be communicated and documented.


Exploring the culture of communication, escalation, and team working within your organisation.


Increase awareness of the importance of situational awareness








How best to use this resource


Getting Started





Options on how to use this resource


Please feel free to use it in ways that will work for your teams
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SBAR WORK SHEET – Side 1





SBAR WORK SHEET – Side 2





Reflective Log Worksheet
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Feedback Form
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