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Project overview

The ASPIRE COVID-19 project was funded to find out what might make maternity and neonatal care safe and personalised

during the pandemic, and in future situations of normal care provision, or of crisis.

What we did Summary of collected data
Phase One - National data gathered (UK and NL)

National policies
document review:
UK and NL

n=407
Dates: Feb - Dec 2020

Phase Two - England only data gathered

The study began on June 1st and formally ended on
February 25th 2022. It was supported by a steering and
stakeholder group, with members from 29 national and

international organisations. In phase one (ending

December 2020), interviews were undertaken and
documents were collected at national level in the United
Kingdom [UK] and the Netherlands [NL].

In phase two, interview, clinical, documentary, and

organisational data were collected from seven NHS

Maternity Units in England (Nov 2020 to Sept 2021, with 5
ata
some data collected back to January 2018). - Routine clinical @"ﬂ

- Organisational

Maternity Units were purposively selected for maximum 8 :
y purp y Interviews Dates: Jan 2018 - Sept 2021

variation, including number of births per year,

geographical setting, level of neonatal intensive care, Reports

- Board reports
- Sit Rep/SoPs

Table One - English maternity units characteristics i M aternlty units e

and demographic characteristics of the local population.

In highest 20% commissioning group for Consultant unit;
3,000- : : <5% above
North e Level 3 Asian population: Saraa AMLU; Home;
: 16% Black or Asian Y FSMU
High levels of deprivation/child poverty; <5% above Consultant unit;
North i | .
oit $900 Levela 9% Black or Asian average AMLU; Home
Level 1 - o : <5% above Consultant unit;
South ,000 No specific deprivation; 9.7% Black or Asian
4 SCBU P P g average AMLU; Home
- Level1,2 - S X <5% above Consultant unit;
Midlands ,000 No specific deprivation; 7% Black or Asian
< SCBU P P ° average AMLU; Home
Consultant unit x2;
Diverse demographic profile between sites; <5% above AMLU x2; Home;
South »6,000 Level 4 . ;
20-30% Black or Asian average private care at one
site
Some areas in the top 25 most deprived ;
North =299 SCBU areas; some in the least 0.9%; 1% Black or Averaga Consultant unit
6,000 : rates x2; FSLU; Home
Asian
South 3,000- Derels 47 LSOAs (29.2%) in the most deprived <5% above Consultant unit;

6,000 20% in England; 4% Black or Asian average home



Overall theme
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of the change needed for safe, personalised and sustainable care

“I suppose a crisis like this brings out the best and the worst of the system....
it's shown areas where there was always a need for improvement, but it's really highlighted the urgency of those changes”

Key messages Address any tensions between the key messages to
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safety and personalisation
is highly detrimental to
staff wellbeing and
workforce retention.

not visitors. For many,
they are essential for
safety and personalisation
throughout maternity and
neonatal care.

informed, person centred
discretion for
personalised, safe and
equitable care.

organisational priorities.
Targets, incentives and
data systems should
prioritise personalisation
as well as safety.

Unnecessary bureaucracy

personalised data is
crucial. Data only counts
if it can be used.

potential unintended
consequences.

1 PREVENT Routinely working above Ensure safe staffing,
STAFF and beyond to maintain manageable workloads,
BURNOUT

time to provide
personalised care and
work life balance.

families are never
routinely excluded from
maternity and neonatal
care even in future
crises.

with maternity reviews
and transformation
programmes.

promote genuinely
personalised and safe
care, rather than tick
box driven activity that
looks good on paper

Assess all bureaucratic

to date data, and ensure
rapid feedback loops to
inform ongoing
practice.

positive and negative
impact on service users
and staff before
becoming routine.

ACHIEVE BALANCE

Each of these ten key messages has policy and
organisational implications for safe and

personalised maternity and neonatal care (and

INTEGRATE Safe and personalised Ensure staff and service
USER AND ; ; : ;
services require genuine users are integral to .
sTarFvoices | [ROSNSRRbRS decisions about key other areas of health and social care).
§O§ collaboration. service changes.
°
— Recommendations

For policy makers
o Map these key messages to on-going

initiatives; consider the potential for new

EMBED Rigid application of rules Staff should be enabled
EQUITY and guidelines is not 2Ly e SR L initiatives where there are gaps;
equitable, safe, or when their individual
@ personalised. B ARk o Support commissioning of if-then planning
organlsatlonal norms.
at Trust level against the key messages to
5 ENABLE P—— Trust staff to offer safe, enable best practice when a crisis arises;
AUTONOMY autonomy and evidence personalised care in line

o Encourage the development of a ‘best
practice’ scheme for shared learning in post-

crisis recovery.

FOSTERA isi
TEAM ETHOS Enabling staff autonomy De;elopl Shatred Vt'i'ons

and flexibility is in line an 9°t""f5’ ¥ 'e’;g en : . L.

with delivery of safe, respect for professiona For professional organisations

personalised and expertise and roles

B through training. .
SLiclR e d s o Develop a ‘best practice’ scheme for Trusts
that address the key messages, as a basis for

TARGET Targets dictate Ensure all targets
TARGETS

shared learning in post-crisis recovery;
o Integrate the key messages into

multidisciplinary learning.

RED TAPE takes staff away from processes conducted by
frontline care. clinical staff and remove ..
9 or redirect those that For commissioners
-« — are not essential.
- o Encourage multidisciplinary if-then planning
Q MAKE DATA Rapid access to high Prioritise the collection at organisation level to maximise shared
USEABLE quality safe AND of useful, accessible, up

learning and practice in post-crisis recovery and

for future learning;

o Encourage Trusts to engage in a ‘best

) [0 RSl |  Before changes are made, | Changes made in a crisis practice’ scheme based on the key messages.
CONSEQUENCES consider impacts and to be evaluated for



Conceptual framework
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e ASPI RE An ASPIRE COVID-19 model was developed to capture processes and

COVID-19 UK outcomes of safe and personalised care.

Conceptual framework model for analysing the impact of COVID-19 on safe, personalised care and outcomes

INPUTS: DEMAND, NEED PROCESSES AND OUTPUTS FOR

BASELINE AND RESOURCES SAFE, PERSONALISED CARE OUTCOMES

Maternal, fetal
Incrgased/decreased need for Antenatal - Intranatal and nef)natal
services at all stages of the mortality AND

childbearing continuum Fostnatal morbidity AND

including changes in user profile A | wellbeing
by parity, socio-economic status.

COVID-19 morbidity and risk of
Service-user
local service level experiences

Psychological and social issues

infection.
(e.g. domestic violence) A
changes in birth place choices.

level of

ty:

ic capaci

national I A

Staff sickness, isolation, re-
deployment and resignation.
Re-allocation of finances.
Availability of equipment e.g.
PPE, monitoring, vaccinations

Staff wellbeing
safety and
experiences
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The model can integrate both qualitative and quantitative data. It provides a whole-system picture
of the context and drivers for optimal or sub-optimal care under normal circumstances and over
the COVID-19 pandemic. The model could also be adapted for planning and management of

future crises, in maternity and neonatal care and across the NHS.

The limitations to using the model for day to day planning in a crisis include lack of rapid access to
high quality, highly accessible, and up to date maternity and neonatal services data at the

organisational level.

o Accelerate current developments in digital o Undertake regular if-then planning for a range
capacity and flexibility in the NHS as a whole of possible crises (including a future pandemic,
and maternity and neonatal services and organisational stressors due to climate
specifically to ensure that data are up to date change impacts)

(ideally to the most recent 24 hours), accessible o Use the ASPIRE-19 model to map possible

to all, easy to translate into graphs and impacts and unintended consequences across all
runcharts, and of high quality components of the model, when service changes

are planned or are required rapidly due to crisis

scenarios.
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