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Foreword

Welcome to the seventh Annual Quality Report
of the Health and Social Care Board (HSCB)
and Public Health Agency (PHA). As Chief
Executives we are pleased to share this report
which outlines how we have improved the
quality of health and social care services in line
with our commitments set out in the Q2020
Strategy. Given the pressures created by
Covid-19 completion of the annual report was
deferred. This report covers the extended period
April 2019 to September 2020.

We believe the report demonstrates not only
how far we have come, but also our continued
collective drive to achieving the vision of Quality
2020 against a background of increasing
demands and unprecedented challenges.
Looking to the future we are committed to
delivering the highest standard of services,
designed and implemented in partnership with
those who use and work in our services.
In closing we would like to thank all Health and
Social Care Staff for their commitment and
dedication throughout the pandemic, we owe
you a debt of gratitude.

The timeframe covered has been difficult for all
of us but particularly for those impacted by
COVID-19 and the report helpfully draws out
how we have developed innovative solutions at
pace to meet the significant challenges faced.
It is within this very challenging operating
context the work undertaken to improve the
quality, safety and experience of those who use
Health and Social Care services is all the more
remarkable.

Olive MacLeod
Chief Executive, PHA

Sharon Gallagher
Chief Executive, HSCB
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Theme one

Transforming
the culture

Transforming
Introduction the culture
The HSCB and PHA recognise that for the quality of care and services to be of the highest level,
the culture of an organisation must be open, honest, transparent and, above all, patient and client

1.1

focused. Key to transforming an organisational culture is the willingness of the senior team to lead
from the front in motivating staff, prioritising patient and client care above all else, while embracing
change in the rapid moving climate of the HSC.

Introduction

1.2

The HSCB and PHA both recognise that for
Whoofwe
the quality
careare
and services to be of the
highest standard, the culture of an
organisation must be open, honest, and
transparent and, in particular, patient and client
focused. Key to transforming organisational
culture is the willingness of the senior team to
lead from the front in motivating staff and,
prioritising patient and client care, while
embracing change in the rapid moving climate
of Health and Social Care (HSC).

Overview of HSCB & PHA

The HSCB and PHA are considered arm’slength bodies within HSC. Ensuring that
services are safe, high quality, effective and
meet people’s needs is a core function of
both the organisations, an objective which is
outlined within each organisations corporate
governance assurance framework. They
continue to work collaboratively and focus on
improving the quality of services delivered.

Public health including health
and social wellbeing improvement,
screening, health protection,
service development, and HSC
Research & Development

Performance
management
and service
improvement

Commissioning
Social
care and
children

Health and
Social Care
Board

Integrated
care

Public
Health
Agency

Corporate
services

HSCQI - Health and
Social Care Quality
Improvement

E-Health
and external
collaboration

Nursing,
midwifery and
Allied Health
Professionals

Corporate
services

For further information relating to the HSCB and PHA’s role, governance structure and the
work that we do is available at:
http://www.hscboard.hscni.net/
http://www.publichealth.hscni.net/
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1.3

Leadership and quality governance

Safety & quality governance
There are a number of core groups which oversee and provide governance on the quality of services
commissioned or delivered by HSCB and PHA, outlined within the diagram. The Quality, Safety
and Experience (QSE) Group provides an overarching structure whereby the HSCB and PHA
can monitor and report on safety, effectiveness and the patient client experience to the respective
Boards and committees. A range of groups; such as the Safety Quality Alerts Team, Regional
Complaints Group, Serious Adverse Incident (SAI) Group, Designated Review Officer (DRO)
professional groups and patient experience team, report to and support the work of QSE.

Department of Health

HSCB Board

PHA Board

HSCB Governance Committee

PHA Governance &
Audit Committee

HSCB SMT

PHA AMT
HSCB / PHA
Quality Safety Experience Group

Safety Quality
Alerts arrangements
(SQAT)

Complaints
Sub-group

SAI Review
Sub-group

Safety Forum
HSC Patient Experience
arrangements

SAI Professional Groups
(DROs)

Medicines Safety Group
and related arrangements
Q2020 arrangements
SSNI and CMR
arrangements
Stakeholder
engagement
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Leadership & governance in response to COVID-19
In February 2020 the HSCB and PHA put in place a structure to support the COVID-19 pandemic
response based on the bronze, silver and gold approach
PANDEMIC RESPONSE STRUCTURE

Silver Cells*
Emergency
Operating
Centre

Health Bronze

Silver
Command

*Silver Cells include:
• Health Protection Cell
• Logistics & Supplies Cell
• General Business
• Surge Services Capacity Cell
• Infection Control Cell

•
•
•
•
•
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Health Gold

Knowledge Management Cell
Communication & Media Cell
IT & Data Management Cell
Technical Scientific Cell
Incident Management Resource Cell

Transforming the culture
Further information:
Dr Aideen Keaney
Director HSCQI
Aideen.keaney@hscni.net

Joint PHA/HSCB Senior
Management Team “Huddle”
During the Covid-19 emergency response the
HSCQI Improvement Hub supported the PHA
and HSCB joint emergency response to the
COVID 19 pandemic by leading on the
implementation of a joint PHA/HSCB Senior
Management Team morning “Huddle”. Using a
QI approach, a “huddle” occurred on 18
mornings over the 10 week period (18th March
2020 – 18 May 2020). QI methodologies used
included the Model for Improvement, Plan-DoStudy-Act cycles, Appreciative Inquiry and
elements of Lean.

Feedback from appreciative inquiry to date has
shown the usefulness of cell structures and the
opportunities offered through a “Huddle” to see
the “big picture”, to work collaboratively within
and across teams, directorates and
organisations, thereby breaking down traditional
organisational and professional boundaries.
This initiative demonstrates how, by using a
Quality Improvement (QI) methodology, it was
possible to implement a new meeting structure,
one that many of the participants had never
heard of nor participated in before. Applying a
QI approach to this change enabled senior
leaders from across both organisations to
implement and adopt a new meeting format.
This demonstrates the effectiveness of QI as an
approach to leading and implementing change.
During this 10 week period staff roles within
both organisations continually evolved and the
traditional stand up huddle approach had to be
modified in order to take into account of social
distancing and remote working.

What is a “Huddle”?
Team Huddles are short meetings where each
team member shares their key priorities for the
day and important updates. These meetings
keep team members informed of important
information, help hold people accountable, and
allow for sharing of collective information.
Huddles are a key activity within Lean (Toyota
Production System).

The use of a QI approach to the implementation
of a Huddle meeting during the emergency
response of the COVID 19 pandemic is an
approach which could be used to re-instate
similar Huddle meetings as required in the future.

The approach
This “Huddle” approach was applied to the
implementation of a joint PHA/HSCB Senior
Management Team meeting in order to improve
communication and action planning during the
COVID-19 emergency pandemic response.
Results demonstrated good participation from
each of 15 PHA/HSCB silver supporting cells*.
The “Huddle” allowed a structured approach to
the communication of large volumes of activity
contained in the action plans for each cell
during a 40-50 minute morning meeting.
Teamwork and communication between cells
was demonstrated by the sharing of actions.

*Cells that support Silver Response within the
Gold Silver Bronze emergency response.
A number of cells were established each with
their own area of focus to support a response
to the rapid moving environment relating to the
emergence of the pandemic. An example of
some of the work arising from the cell includes:
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Infection Prevention Control (IPC) Cell
One of the main roles of the PHA / HSCB was
a focus on infection prevention and control as
COVID-19 began to spread in Northern Ireland.
The work of the IPC cell involves overseeing the
coordination of infection prevention and control
across the HSC systems, Primary Care,
including services provided by community,
voluntary and independent sectors care
providers. The Regional IPC Cell also has a link
in the National IPC Cell. This cell is made up of
representatives from across the Four Nations
and it provides an opportunity to help shape and
influence national guidance.

• Since the beginning of the COVID-19
pandemic in March 2020, over 261m PPE
items have been procured to support HSC,
including care homes. A Product Review
Protocol has been developed between
Infection Prevention and Control Leads (PHA
and HSCTs), BSO and MOIC to assess all new
PPE items to ensure they are suitable for use
in healthcare settings.
During 2020, communication has been vital and
regular meetings have taken place to discuss any
IPC issues. These have included weekly Lead
IPC Nurse Forum and Regional IPC cell
meetings in which a wide range of IPC issues
from across the region are discussed and
resolved. An Outreach IPC Programme for Care
Homes was also established and facilitated
through HSCTs including the distribution of PPE.

Personal protection equipment (PPE) helps
protect those working in health and social care
sectors. PPE covers a number of products
which includes masks, visors and eye protectors,
aprons and gowns. The UK government and
devolved administrations have published clear
guidance on appropriate PPE for health and
social care workers. This has been written and
reviewed by all four UK public health bodies
and informed by NHS infection prevention
control experts.

In an effort to ensure regional consistency
regarding the use and decontamination of
reusable Respiratory Protection Equipment
(RPE), a task and finish group has been
established. The task and finish group is
currently working on the development of a
regional data specification with BSO.
An Expert Working Group has also been
established to develop an implementation plan
8
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for the PHE’s COVID-19: “Guidance for the
remobilisation of services within health and
care settings which could potentially be
linked to surge plans.” This work continues
and part of Northern Ireland’s implementation
plan may be informed by work being carried
out in other regions.

261 million
items
of PPE procured

The IPC Cell commissioned a 10,000 more
Voices Survey of staff experience of PPE
which closed at the end of September 2020.
The report will be used to inform the
approach to IPC policy and practice across
Northern Ireland. A number of engagement
meetings have also been undertaken with
Trade Union colleagues to discuss important
issues such as the IPC Product Review
Group, fit testing, decontamination of PPE
and FFP3 masks.

250 items

reviewed through
product review protocol

The impact of the IPC cell has been to
improve early intervention in relation to the
procurement and use of appropriate PPE
which ensures safer systems of IPC
throughout the pandemic.

780
responses

to 10,000 Voices survey

“From the beginning of the pandemic, Integrated Care have found the advice and support
coming from the IPC Cell invaluable. Without it there would be no formal link to any
Infection Prevention Control team for Primary Care, Optometry, Dental and Pharmacy
colleagues. The advice insured consistency across the region allowing colleagues on the
frontline to feel safe and supported in appropriate PPE and ensuring their working
environment was COVID secure.”
Dr Gillian Clarke, GP Advisor, HSCB
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Development of HSCQI Network
March 2019 – September 2020
In early April 2019, the Department of Health
formally launched the Health and Social Care
Quality Improvement (HSCQI) body for
Northern Ireland, expanding in scope and
ambition on its predecessor organisation the
HSC Safety Forum.
HSCQI is a network of improvers working
across many areas of health and social care in
Northern Ireland. HSCQI seeks to influence and
be influenced by the HSCQI Leadership
Alliance consisting of senior leaders in health
and social care including the Chief Professional
Officers, Chief Executives, Primary care leads
and service user representation.

Picture 1 – a blended approach to the scoping
exercise for the learning system using ZOOM
and in person approach to share, learn and
develop together.

from across Northern Ireland: Virtual Visiting,
Virtual Consultations and Staff Psychological
Wellbeing and Safety. All three were regarded
as important and providing purposeful value to
the HSC both during the pandemic and as we
sought to align to HSC rebuild and resilience
efforts. Key examples of learning within these
themes are being shared system wide through
on-going project ECHO sessions.

HSCQI aims to model the values and attributes
the HSC aspires to, particularly enacting
collective leadership, working together and
openness in a patient and client-focused way. In
particular, HSCQI has been tasked with
developing and maturing an understanding of a
learning system. The US based Institute of
Medicine defines a learning system as a model
where ‘Science, informatics, incentives, and
culture are aligned for continuous improvement
and innovation, with best practices seamlessly
embedded in the delivery process and new
knowledge captured as an integral by-product
of the delivery experience’.

In September 2020, the HSCQI Network were
preparing to present their findings and
examples in the three arenas to Minister Swann
in early October with the intention to seek a
mandate to work together as a network to
mature a learning system that supports the
HSC ambition to ‘build back better’.
The establishment of the HSCQI network has
had the impact of improving collaboration
across the HSC to promote safer systems
throughout the COVID-19 pandemic. One
outcome has been the virtual visiting platform
which has improved the citizen experience when
physical visiting is not available.

With a mandate from the HSCQI Leadership
Alliance in the early part of summer 2020, a
scoping exercise to identify 2-3 priorities to be
applied to a learning system in the COVID-19
context were sought. Three areas were
identified by members of the HSCQI network
10
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1.4 Learning
Learning from Serious Adverse Incidents (SAIs)
The key aim of the SAI process is to improve patient and client safety and reduce the risk of
recurrence, not only within the reporting organisation, but across the HSC as a whole. For the
majority of SAIs reported, local learning will be identified and actioned by the reporting
organisation. However as the HSCB/PHA has a role in reviewing all SAIs, they may also identify
regional learning for dissemination across the wider HSC, through a number of mechanisms.
During the reporting period 329 SAIs were closed by the HSCB/PHA following
review. The following methods of regional learning were approved to be taken
forward in relation to the SAIs closed in 2019/20:

36

Reminders of Best Practice Guidance Letters

6

Professional Letters

5

Learning Letters

30

Newsletter Articles were identified

18

Were referred to other specialist groups

1	
Featured at the Regional SAI and Complaints Learning Event

POC

Level 1

Level 2

Level 3

Total

117

24

1

142

Maternity and Child Health

12

3

0

15

Family and Childcare (inc CAMHS)

12

4

0

16

Elderly

11

1

0

12

Mental Health

88

20

2

110

Learning Disability

3

0

0

3

Physical Disability and Sensory Impairment

2

0

0

2

23

2

0

25

4

0

0

4

272

54

3

329

Acute Services

Primary Health and Adult Community (includes GP’s)
Corporate Business / Other
Total
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Listed below are two examples of regional
learning issued in 2020:
• WHO Surgical Checklist
This first case relates to two incidents involving
wrong site surgery. The first resulted in the
amputation of the wrong toe. This happened
following an ill patient causing disruption to the
theatre list and another surgeon, who arrived
after the initial checks were completed, carrying
out the procedure rather than the planned
surgeon. In the second incident, surgery was
commenced on the wrong ear before this was
recognised and the correct surgery undertaken.
The report identified that the patient was
boarded for surgery without stating the side for
surgery. The patient was pre-assessed but not
consented at the pre-assessment clinic and
side for surgery was not clarified. The patient
was then added to the theatre list without a side
being identified, the wrong side was marked on
the ward and the consent form was not
completed. It should be noted that neither of
these cases followed the entirety of the WHO
Surgical Safety Checklist. As a result, a
Reminder of Best Practice Guidance letter was
issued to the wider HSC. The PHA and HSCB
worked with Trusts to ensure:
-

-

• Correct administration of medicines
In this case oral medication was administered
intravenously to a patient in error. This
medication was a controlled drug.
As a result a Reminder of Best Practice
Guidance letter was issued to the wider HSC.
Trusts were asked to:
-

Disseminate the letter to all relevant staff.
Ensure all clinical areas have the correct
equipment available to ensure safe
administration of medication.

The letter was also disseminated to all relevant
independent sector providers and all relevant
doctors in training.

The letter was brought to the attention
of relevant staff and shared at all safety
briefings/huddles.
Trusts reviewed and, as necessary,
amended their systems to ensure that
they reflect the Requirements Under
Current Guidance section of the letter.

For further information on learning
from SAIs please see following link
http://www.hscboard.hscni.net/
publications/sai-learningreports/
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Learning from complaints
The HSCB and PHA review complaints received from HSCTs, family practitioners (FPS) and those
received directly by the HSCB and PHA. For the majority of complaints, local learning will be
identified and actioned by the reporting organisation. In some instances, the HSCB/PHA may also
identify regional learning.

Setting the context during 2019/20:
• H SCTs received 6105 complaints.
• H SCB received 140 complaints regarding Family Practitioner Services.
• H SCB acted as ‘honest broker’ in 70 complaints regarding Family
Practitioner Services*.
The top three categories of complaints are:

1. Treatment and care
(1399 complaints)

2. Staff attitude
and behaviour
(1021 complaints)

3. Communication
(948 complaints)

*Of note this year is a significant increase in the number of complaints where the HSCB has
acted in the role of ‘honest broker’, which is in an intermediary capacity between the patient and
the FPS practice, in an effort to resolve the complaint, or at least reach an understanding or
agreed position on the issues.
Areas of concern, patterns and trends from complaints are shared with relevant professional
groups. This ensures that issues raised by complaints inform key areas of work on the quality of
patient experience and safety including thematic reviews and strategy and policy development.
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An example of learning from
complaints: Cauda Equina Syndrome
A patient attended the ED with acute chronic
back pain. She had a one year history of
chronic back pain and no other co-morbidities
of note. On the day of presentation she
experienced a sudden onset atraumatic
exacerbation of her back pain, experiencing
10/10 pain, which radiated down the left leg to
the knee, with associated paraesthesia over the
left leg.

The patient was handed over to another
clinician and following discussion with the
Emergency Medicine Consultant, she was
informed that there was no injury to her knee,
and explained to her that it may be a ‘bulging
disc’ in her lower back. She was referred for an
MRI scan. The patient was discharged pending
an outpatient MRI. No clear safety net or
discharge advice was provided.
Four days later and still experiencing severe
pain, the patient sought medical advice in the
private sector. An MRI was subsequently
performed which indicated spinal cord
compression at the height of L5/S1. The
patient was urgently transferred to the RVH for
spinal surgery following a diagnosis of Cauda
Equina Syndrome. Ten months post discharge
the patient continues to experience ongoing
pain, left leg weakness, bladder dysfunction and
impaired sexual function.

The patient was assessed with the left knee
being the focus of the pain, therefore a knee
X-ray was undertaken to exclude a bony injury.
Documentation from this assessment describes
sudden onset left knee pain with paraesthesia.
The patient’s power and reflexes were normal.
There was no documentation of bowel or
urinary symptoms, and no PR was performed.

W

elcome to issue 14 of the Learning Matters
Newsletter. Health and Social Care in Northern
Ireland endeavours to provide the highest
quality service to those in its care. We recognise that we
need to use a variety of ways to share learning therefore
the purpose of this newsletter is to complement the
existing methods by providing staff with short examples
of incidents where learning has been identified.
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n older patient with dementia attended
the emergency department following a
fall at home. They had a number of
comorbidities including Atrial Fibrillation, for
which they were taking Rivaroxaban. They were
triaged as category 2 ‘to be seen within 10
minutes’, due to their level of pain. On initial
assessment their clinical observations were
within normal limits.

A Computerised Tomography (CT) scan identified a
mediastinal and retropharyngeal haematoma. The patient
deteriorated rapidly in the department and had a respiratory
arrest. There was a delay in securing the patients airway
which was felt to be below the standard expected. The
patient was transferred to a regional unit but sadly passed
away. There were multiple factors contributing to suboptimal
airway management which included:
1)

Difficult airway due to Retropharyngeal Haematoma

2)

Staff being unaware of location of oropharyngeal
airways
Lack of Laryngoscope blades; these had been used
earlier in the day, and the trolley had not yet been
restocked
Staff unfamiliar with equipment; Gum-Elastic Bougie
(GEB) was handed to the doctor upside down and
the Endotracheal (ET) tube was applied to the Bougie
upside down

3)

4)
Link below to previous learning:
www.publichealth.hscni.net/publications
http://insight.hscb.hscni.net/safety/

patient attended the Emergency
Department (ED) with acute on chronic
back pain. They had a 1 year history of
chronic back pain and no other co-morbidities
of note. On the day of presentation they
experienced a sudden onset atraumatic
exacerbation of their back pain, experiencing
10/10 pain, which radiated down the left leg to
the knee, with associated paraesthesia over the
left leg.
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Although airway management was deemed substandard,
the reviewing team felt it was unlikely to have contributed to
this patient’s outcome.

KEY LEARNING
Local protocols which address difficult intubations
should be adhered to
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The patient was assessed with the left knee being the focus
of the pain, therefore a knee X-ray was undertaken to
exclude a bony injury. Documentation from this assessment
describes sudden onset left knee pain with paraesthesia.
Power and reflexes normal. There was no documentation of
bowel or urinary symptoms, and no digital rectal
examination was performed.

ongoing pain, left leg weakness, bladder dysfunction and
impaired sexual function.

KEY LEARNING:
Cauda Equina Syndrome (CES) is a relatively rare, but very
disabling condition and can be a source of significant
morbidity as well as litigation.
The British Association of Spine Surgeons and the Society
of British Neurological Surgeons joint ‘Standards of Care for
Suspected and Confirmed Compressive Cauda Equina
Syndrome (Dec 2018) is available at the link below:
https://www.spinesurgeons.ac.uk/resources/Documents/
News/Cauda_Equina_Syndrome_Standards_SBNS_
BASS%20-%20Dec%202018.pdf

The patient was handed over to another clinician and
following discussion with the Emergency Medicine
Consultant, they were informed there was no injury to the
knee, and explained it may be a ‘bulging disc’ in their lower
back, so was referred for a Magnetic Resonance Imaging
(MRI). The patient was discharged pending an outpatient
MRI. No clear safety net or discharge advice was provided.
Four days later and still experiencing severe pain, the patient
sought medical advice in the private sector. An MRI was
subsequently performed which indicated cauda equine
compression at the height of L5/S1. The patient was
urgently transferred to the regional spinal unit for surgery,
following a diagnosis of Cauda Equina Syndrome. Ten
months post discharge the patient continues to experience

A patient presenting with acute, or exacerbation of
back pain or leg pain, with a suggestion of a
disturbance of bowel/bladder function OR saddle
sensory disturbance should be suspected as
having CES
Suspected cases of CES should be urgently
investigated; if imaging is not requested the reason
should be clearly documented
MRI scanning should be available on an emergency
basis for cases of suspected CES and should not
be delayed unless there is a clinical reason
Normal bladder function does NOT rule
out CES
Normal anal tone does NOT rule out CES

Resus trolleys and difficult airway trolleys should
have a documented check on a daily basis, and it
should have subsequent restocking and a further
documented check after each use
All ED nursing staff should be trained in the use of
intubation equipment so they can be of assistance
when an anaesthetic assistant is not immediately
available
A dedicated anaesthetic assistant should be
available, as per 2018 Association of Anaesthetists
guidelines ‘The Anaesthesia Team’, available at the
link below:
https://anaesthetists.org/Portals/0/PDFs/Guidelines%20
PDFs/Guideline_The%20Anaesthesia%20
Team_2018.pdf?ver=2019-01-08-163915-087&time
stamp=1546967138246&ver=2019-01-08-163915087&timestamp=1546967138246
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patient with diabetes attended the Eye
Casualty complaining of visual
disturbance over recent months,
blurred vision in the right eye and
photophobia. On clinical examination
proliferative diabetic retinopathy was noted in
the right eye and severe non-proliferative
diabetic retinopathy in the left eye. Urgent pan
retinal photocoagulation (PRP) laser therapy
was carried out to treat the proliferative
diabetic retinopathy and the patient’s details
were added to the waiting list for further PRP
laser treatment.

The patient re-presented to Eye Casualty 12 weeks
later complaining of further blurred vision and a stinging
sensation to the right eye. The patient’s eye condition
had deteriorated further. A second referral for PRP was
completed, at which time it was discovered they were
already on the waiting list, following the initial presentation.
4 weeks after the second presentation they underwent a
second PRP treatment; this was 16 weeks after the first
presentation to Eye Casualty. Theoretically, if PRP laser

therapy had been provided within 4 weeks of the patient
first presenting to Eye Casualty, this treatment may have
inhibited the disease progression in this patient’s right eye.
At the time of presentation there were two separate
pathways for referring patients for PRP laser therapy.
These were ‘day case with procedure’ and ‘outpatient with
treatment’.
These pathways have since been combined and have
resulted in decreased waiting times for urgent treatments.
A single waiting list has allowed for more effective triaging
and waiting time management by the waiting list office and
clinical team.

KEY LEARNING
Care should be taken by the receiving speciality
when referrals are taken from more than one
source to ensure that patients are triaged
appropriately.
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Key Learning:
Cauda Equina Syndrome (CES) is a relatively rare, but very disabling condition and can be a source
of significant morbidity as well as litigation.
The British Association of Spine Surgeons and the Society of British Neurological Surgeons
joint ‘Standards of Care for Suspected and Confirmed Compressive Cauda Equina
Syndrome’ (Dec 2018) available at link below:
https://www.spinesurgeons.ac.uk/resources/Documents/News/Cauda_Equina_
Syndrome_Standards_SBNS_BASS%20-%20Dec%202018.pdf

• A patient presenting with acute, or exacerbation of back pain or leg pain, with a suggestion of a
disturbance of bowel/bladder function OR saddle sensory disturbance should be suspected as
having CES.
• Suspected cases of CES should be urgently investigated, if imaging is not requested it should
be clearly documented why.
• MRI scanning should be available on an emergency basis for cases of suspected CES, it should
not be delayed unless there is a clinical reason for doing.
• Normal bladder function does NOT rule out CES.
• Normal anal tone does NOT rule out CES.
Learning from SAI’s and complaints is key to ensuring safer systems throughout the HSC to improve
clinical and care outcomes through learning when things within the system go wrong.
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Learning from experience
10,000 More Voices. Care Homes & Covid-19- The Lived Experience of Care Home
Residents, their Relatives and Staff during Covid-19 Pandemic.
Background

indexing statements known as triads (three
related elements of a concept) and dyads
(extreme aspects of a concept). Surveys were
available through an online link, printed copy or
telephone/video conferencing consultation.
Easy read versions were also developed to
widely engage with the defined groups.
Each core concept was analysed through
Sensemaker® Analyst Software. This software
captures the experiences from real people and
supports the visualisation of patterns through
triads and dyads, determining key messages
from residents, relatives and staff.

“We are a hidden treasure … and
unfortunately no one is looking for us.”
Words of a Care Home Resident
In May 2020 the 10,000 More Voices Team
commenced a study to capture the experiences
of residents, relatives and staff in Care Homes
during Covid-19 pandemic. The findings of this
project were central to the Rapid Learning
Initiative into the Transmission of Covid-19 in
Care Homes (1) as part of the second surge
planning through the Department of Health. The
10,000 More Voices Initiative is part of Patient
Client Experience (PCE) work, led within the
Public Health Agency (PHA) and seeks to
provide a person centred approach to improving
and influencing the health and social care
system, through the voices of Experience.

Findings
Table 1 outlines the number of returns according
to each respondent group received between
24th June 2020 and 31st August 2020.
TABLE 1 NUMBER OF SURVEYS
RETURNED PER RESPONDENT GROUP

Approach
The study sought to collect experiences through
three bespoke surveys exploring the following
core concepts of the experience in Care Homes
•
•
•
•
•
•

Respondent Group

Communication
Safety
Care delivery
Changes
Good practice
Challenges

Number of returns

Residents

519

Relatives

109

Staff

116

Residents

Relatives

Staff

519 109 116

Respondents were requested to share their
story through an open question and to share
deeper reflections by responding to self16
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THE FOLLOWING DIAGRAM OUTLINES THE KEY MESSAGES OF THE COLLECTIVE
ANALYSIS OF ALL RETURNS.

Strategies to support residents to remain stimulated and engaged
with their environment & community are vitally important to support
their health and wellbeing. For relatives of residents with cognitive
impairment this is highlighted as a priority.

The use of technology during COVID-19 was one of the greatest
changes. This had both positive and negative impact upon
residents, relatives and staff.

Strong leadership from Care Home managers & teamwork were
essential in supporting the health & wellbeing of staff and relatives
and to delivering safe & effective care to residents.

Official information and guidance regarding management in the
Care Homes was not consistently shared with residents and
relatives. The need for two way communication between relatives
and Care Homes was highlighted of greatest importance.

Residents and relatives reflected upon the impact of limited input
by other health professions such as GP, physiotherapy, podiatry
during lock down.
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Conclusion

References
1. Department of Health, The Rapid Learning
Initiative into the Transmission of Covid-19 in
Care Homes Available from
https://www.health-ni.gov.uk/news/
minister-welcomes-rapid-learninginitiative-report-care-home-pandemicexperiences.
[accessed on 3rd September 2020].

“Hear the patient voice at every leveleven when that voice is a whisper.”
Don Berwick-(2)
The purpose of a 10,000 More Voices study is
to ensure the voice of the respondents, in this
case residents, relatives and staff, will make a
difference at both a local and strategic level.
The key findings outlined and the direct words
of the respondents have informed actions to
support residents, relatives and staff during a
second surge of Covid-19. This study has also
reinforced the need for a culture shift in
engaging openly with the residents and
relatives of Care Homes, affirming that at all
levels of the health and social care system
their voice are heard.

2. Berwick, D. A promise to learn – a
commitment to act. Improving the safety of
patients in England. Available from
https://assets.publishing.service.gov.
uk/government/uploads/system/
uploads/attachment_data/file/226703/
Berwick_Report.pdf
[accessed 5th October 2020]

Further information
Linda Craig (Regional Lead for Patient, Client Experience)
Email: linda.craig3@hscni.net
Contact: 028 9536 2869
Full report available through www.10000morevoices.hscni.net.
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Online User Feedback – Care Opinion
In August 2020 a new online user feedback service was launched in Northern Ireland, called
Care Opinion. This service offers the people of Northern Ireland and their families to give
feedback on their experiences when engaging with the Health and Social Care system. Care
Opinion supports the collation of the spectrum of experiences – from positive engagement which
should be celebrated and shared to experiences where improvement can be made. Care Opinion
is a moderated service offering a safe opportunity for people to share their experiences. The
service promotes an open and transparent culture with the information posted on the Care
Opinion website (www.careopinion.org).
Care Opinion also supports meaningful engagement between the person who has shared their
experiences and the services involved, with responses provided by trained responders in each
Trust. This service provides an opportunity to affect change at a local level and also collectively
influence strategy and regional developments. In 2020 it has never been more important to
engagement in a meaningful manner with the people who attend our services and to also provide
a platform through which they can share their story.
From August 2020 to January 2021 there have been 523 stories shared on the website which
have been viewed over 42,000 times. 74% of the stories have been positive and reach out to say
thank you to the staff of Health and Social Care. As a result of the stories shared, there have
been 31 local changes planned or made, demonstrating how the feedback informs and
influences the services we deliver. Collectively the stories on Care Opinion are informing the
regional work in relation to the COVID-19 pandemic. This is the start of our journey to embed an
online user feedback system into Health and Social Care in Northern Ireland. If you would like to
learn more about Care Opinion check out the website www.careopinion.org or contact
Michelle Tennyson or Linda Craig in the Public Health Agency.

WORD
CLOUD:
WHAT WAS
POSITIVE
ABOUT YOUR
EXPERIENCE?
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Signs of Safety

1.5

• improve safety of children and families, keeping children safe
with families wherever possible,
• improve children’s and families life chances, building resilience,
supporting them to meet their potential,
• work to better engage with children and families, empowering
them

Innovative, strengths based approach to social
work practice with children and families

Signs of Safety

How much did we do?

Whilst responding to COVID-19 has impacted
on the implementation of Signs of Safety, the
implementation process itself has continued
within the Trusts.

How well did we do it?

Signs of Safety is being rolled out across Northern Ireland
by way of a concentrated 2 year process within the context
of a long-term 5 year commitment.

Funding:

Just over four-fifths of the 2,500 children’s social
workers have been trained to implement the model

2,117

4.9 m over 2 years

Of 1,060 evaluations,

81% rated the training

By 1st January 2020:

Training of the
Signs of Safety
Model

As part of the restart of services the Regional
Steering Group for Signs of Safety has begun
to meet again on a monthly basis. A fortnightly
implementation group meeting has been set up
with the 5 Trusts.

training
46 2-day
courses delivered
training
7 5-day
courses delivered

very good or excellent

Just over two-thirds of the 350 children’s social
workers have been trained to implement the model

371

190 multi-disciplinary partners
also availed of the training

Of 242 evaluations,

95% rated the training

Over 1,000 partners attended
half-day awareness sesssions

very good or excellent

Is anyone better off?

Parent survey - baseline figures³:

The wider family is at the centre of the Signs of Safety framework.
“Kinship care” is where a child has been placed in care with a
family member or person known to the child.
Proportion of children entering care to a
kinship care placement¹

44%

34%

2016/17

By 2020, 46, 2 day training courses had been
delivered to 2117 of the 2,500 children’s social
workers to enable implementation of the model.
7 five day training courses had been delivered
to 371 social workers. In addition 190 partners
availed of the training.

2017/18

2018/19

3%

strongly disagree
disagree

13%
neutral

agree
36%

I don’t feel I spend
enough time in direct
work with the family

16%
6%
strongly disagree
disagree

“My worker does what
they say they will do”

56%
28%

0%

5%

12%

strongly disagree neutral
disagree

strongly
agree
26%

15%

neutral

agree

strongly
agree

“My worker has spent time
with my child/ren and has
listened to what they say
about the problems and
what should happen.”

8%

11%

42%

37%

agree

strongly
agree

36%

35%

agree

strongly
agree

4%

34%

Staff survey - baseline figures²:

I like my job

“I have felt involved in
making plans about what
to do”

10%

strongly disagree neutral
disagree

32%
7%

8%

strongly disagree neutral
disagree

“My worker listens to me in
7%
6%
6%
a way that shows they want
to really understand my
strongly disagree neutral
family”
disagree

45%

9%
agree

strongly
agree

37%

44%

agree

strongly
agree

Source: ¹ Delegated Statutory Functions Reports
² “Signs of Safety: Northern Ireland Parent Survey. Overview Report.” Murno, Turnell & Murphy 2019
³ “Signs of Safety: Northern Ireland Staff Survey. Overview Report.” Murno, Turnell & Murphy 2019

A regional training plan for Signs of safety
2020/21 has been developed and is being
implemented.

to-feeling listened to (79.8%), their worker
doing what they say they will do (72.7%) and
the worker being clear about their concerns
about the family situation (85.4%).

As part of monitoring the effectiveness of
implementation, an annual staff and parent
survey was undertaken initially in 2019 and
then in 2020. In terms of the staff survey
several areas of improvement can be noted
from the first survey (2019). Most significantly
there has been a substantial increase in
workers who have used the practice from
49.3% to 77.1%. The dominant impression is of
a workforce that is generally positive about
using Signs of Safety. Areas for improvement
have been noted for 2020/21.

A Northern Ireland Leaders day was held in
June 2020 to review implementation progress
and set goals for 2020/21.
Meaningful measures - work measuring the
impact of implementation of Signs of safety
continued. Dashboards were developed in
Trusts, the parent and staff surveys were
repeated and work was completed on an OBA
Report card.
For 2020/21 Re-establishing dashboard
Testing and developing further work on case
outcome measures.

The dominant message from parents continues
to be positive. Most positive comments related
20
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Theme two

Strengthening the
workforce
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2.1

Introduction

The HSCB and PHA, who collectively employ
over 1000 staff, are determined to invest in the
development of their staff and the creation of a
working environment that enables everyone to
make their best contribution.

“A healthy workplace is one in which workers
and managers collaborate to use a continual
improvement process to protect and promote
the health, safety and wellbeing of all workers
and the sustainability of the workplace...”

Health and wellbeing 2026: delivering together
asks HSC to become exemplars of good
practice in supporting staff health and wellbeing.
The HSC Workforce Strategy 2026: delivering
for our people also sets out ambitious goals for
a workforce that will match the requirements of
a transformed health and social care system.
The World Health Organization (WHO) defines
what is meant by workplace health:

The HSCB and PHA are committed to
supporting staff health and well-being and
particularly over the last 18 months during the
COVID-19 pandemic have introduced a number
of initiatives to listen to and engage with staff;
and promote best practice through investing in
training and education.

2.2

Supporting staff within HSCB & PHA during COVID

Staff health and well-being
The response to COVID-19 brought
unprecedented pressures for staff across HSC.
In March 2020 a joint PHA, HSCB and BSO
COVID-19 Staff Health and Wellbeing Group to
support staff was established.

Feedback and monitoring
Effective workplace health action begins with
employee engagement. Staff were invited to
provide feedback through workplace health
champions and a confidential email address.
Concerns raised included home working, caring
responsibilities, social distancing in a work
environment and action was subsequently taken
to address these and other issues raised.

The group was led by PHA Assistant Director
and has representation from across Health
Improvement, Nursing and Allied Health
Professionals, Human Resources, Operations
and Personal and Public Involvement. This
membership brings significant expertise and
operates within three defined sub-groups:
1.
2.
3.

A SharePoint resource was built by
the resources subgroup and used
the Take 5 messages as a template.
This useful resource hosts a wide
range of information and signposts
staff to available help.
https://regional.sharepoint.
hscni.net/sites/shw/
SitePages/Home.aspx

Feedback and monitoring.
Resources.
Comfort measures.
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Give

Connect

Be active

Take notice

Keep learning

CONNECT

BE ACTIVE

TAKE NOTICE

KEEP LEARNING

GIVE

YOU ARE NOT
ALONE

LOOK AFTER
YOURSELF
PHYSICALLY

YOU ARE
STRONGER THAN
YOU THINK

EMBRACE THE
CHALLENGE

KINDNESS
WILL HELP
US THROUGH

EAT WELL

STOP, BREATHE &
then THINK

None of us have
been here before
and we are all a
little afraid

DRINK WATER

SEEK HELP

MOVE YOUR BODY
SLEEP

Pause, take a
moment to be still
Stop, breathe - this
too will pass

We will all learn
new things about
ourselves, about
each other, about
how we work, about
how we play &
about how we live

Look after each
other & Look
after yourself

TAKE 5 AGAINST COVID #CompassionateCare #InItTogether

Comfort measures
Support for staff health and wellbeing is of
course needed beyond COVID-19 and PHA,
HSCB and BSO Staff Health and Wellbeing
Group is developing proposals to build on this
work. These proposals involve establishing a
coordinated and consistent approach to
workplace health and wellbeing, with employee
engagement underpinning this work. A HSC
publication ‘Supporting the wellbeing needs of
our Health and Social Care staff during
COVID-19: a framework for leaders and
managers offers an approach’ will be integrated
into future action plans.

invited to record their reflections and to
contribute artwork in work buildings.
Support from Communications and IT Services
proved to be essential to help ensure staff were
made aware of available support and able to
feed into suggestions. Personal stories were
added to internal newsletters and using Take 5
themes, staff were invited to share how they
were managing to maintain their wellbeing
during COVID-19 lockdown.
The impact of these resources has been staff
feeling supported through the pandemic by
providing improved access to support
mechanisms. The essential learning from this is
to ensure we continue with these support
mechanisms moving forward.

Comfort rooms were established by the group
– these rooms were a safe space for those staff
who were working in the offices to avail of
refreshments and to take time away from their
desk to reflect and recharge. Staff were also
23
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Knowledge Management Cell (KMC)
article for Annual Quality Report
The Knowledge Management Cell (KMC) was
established in March 2020 to support the
Public Health Response to COVID-19. It
provided support to the Emergency Operations
Centre and the other Silver Cells to ensure the
swift flow of accurate Public Health guidance
and information and timely provision of
responses to COVID-19 queries in a rapidly
changing situation.

A Service Handbook was developed to clearly
outline the steps in the process for how the cell
manages queries, this handbook was
independently quality assured.
The Triage and Logging team function is
operational between 9am-5pm Monday to
Friday for non-urgent, non-clinical COVID-19
related queries.
KMC developed reporting systems against a
number of Key Performance Indicators, which
are then used to produce weekly monitoring
reports for the Cell members and reported
through to the Silver Huddle during the first
wave and now via the Covid 19 huddle.

Chaired by Assistant Director of Nursing, the
membership was drawn from across the PHA/
HSCB to include staff from the Public Health
Directorate, PHA Health Improvement Division,
PHA & HSCB Communications, PHA Nursing,
Midwifery & AHP Directorate, PHA Health
Intelligence, HSC Research & Development
Directorate, Social Care and HSC Quality
Improvement and Innovation.

KPI Data
Since KMC was established in March 2020 the
dedicated email address CovKMT@hscni.net
has received 990 queries and 519 resources
for inclusion in KMC Resources.

KMC continues to respond to queries received
through a newly established bespoke KMC
sharepoint system using a specific email
address for this purpose. The KMC has direct
access to a range of knowledge experts,
including those already involved in other Cells,
and expert colleagues who provide a critical
friend role to ensure information is quality
assured and up to date, in a rapidly changing
environment.
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The reporting system was finalised on 22 April 2020, from which point 591 issues have
been logged, details of which are summarised below.
Knowledge Management Cell – Report
For emails logged from 22/04/2020 – 18/02/2021
Item Range 316-990 inclusive
Data downloaded on 18/02/2021

Emails logged: 591
Status: 0 Open; 591 Closed
Priority: 586 Normal; 5 Urgent

Primary Source of Email

Source of Email
PHA

310

PHA

KMC Member

187

No additional Source

87

Another Cell

30

KMC Member

66

HSCB

27

Other

62

Silver

11

HSCB

44

Duty Room

11

Non-HSC – Gov Dept.

40

Non-HSC – Statutory

3

DoH

31

HSCT

3

Non-HSC – C&V sector

12

Contact Us Page

3

HSCT

10

Other HC provider eg care
worker, nursing home etc

2

Non-HSC – Statutory

7

Individual member of public

6

Individual member of public

2

Contact Us Page

5

DOH

1

Another Cell

5

Gold

1

Other HC provider eg care worker, nursing home etc

4

Silver

3

Primary Care

1

Issue category

208

Thematic Area
Note this field is multiple entry and so the totals are greater than the
number of items.

Information Provision

469

Information Request

50

Health Improvement

129

Query

60

Health Protection

181

Other

12

Health Services

97

Non-Health Services

70

Other

343
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Traffic to other cells

Thematic area of ‘Query’ Issue Category

Infection Control

10

Health Improvement

19

Infection Control

10

Health Protection

22

Technical Scientific

5

Health Services

14

Emergency Operations Centre

4

Non-Health Services

9

Social & Community

3

Other

26

Health Protection

1

Communications & Media

1

Multiple/Other

10
Gaps in Advice / Guidance
8 Gaps identified
Issues 364, 370, 423, 498, 580, 623, 714, 801

Response time (considers working hours only - 9-5 Mon-Fri)
Average TIme

Target Time

Time between mail received and logged

29 mins

1 hr

Time between mail logged and triaged

38 mins

1hr

Time between triage and issue resolved

2h 09 mins

2/6hr

Average time between mail received and issue resolved

3h 12 mins

4/8hr

Average time
between received
and resolved
(hh:mm)

No. of Issues

For information / guidance review / learning community

1:22

400

Forwarded to another cell for following up

14:48

21

Forwarded to knowledge experts for response

23:42

29

Response provided using existing guidance

2:32

25

Forwarded to another cell for info

6:44

7

Query unclear, requested further information

10:11

6

Unable to respond – query deemed inappropriate

2:49

9

N/A/Other/Misc/Multiple

3:19

76

KPI Areas
KPI Area

*18 entries with date entry errors excluded
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Some direct quotes received from users:

It is a wonderful source for information especially during
COVID when it is so difficult to keep up with so many
email communications – a single source works better.
This is the first time putting a direct query through
and I was very pleased with the result – links to
relevant information from which I could extract what
was particularly relevant.
I found the service really useful in terms of directing
me to the right documents, however, I still had to read
through docs and interpret the information provided but
appreciate this is the nature of COVID with continual
changes being introduced as lockdown eases.
27
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Emotional well-being support
There is significant research and evidence
outlining the psychological impact of a
pandemic, including the measures of social
distancing and social isolation, on both the
general population and healthcare staff.
Learning from the experiences of colleagues in
other countries during the coronavirus
pandemic – and our own experiences here in NI
in terms of adjustment to societal trauma – that
there is value in structured, planned and
considered physical and psychological supports
that support good mental health and wellbeing
and that such frameworks should operate
during the immediate crisis and extend into the
longer term aftermath.

respond to the impact of the pandemic on the
population in Northern Ireland.
The overarching outcome of the plan is to
increase the psychological wellbeing and good
mental health for the population as a whole. The
MHEWB Surge Cell ensured the delivery of an
accountable, efficient, and effective network of
services to implement the Response Plan. An
important function of the cell was to carry out a
rapid and rolling review of emerging evidence
nationally and internationally and identify
research priorities.

The pandemic called for a collective response
that was caring and humane to help people
affected by the pandemic. The Mental Health
and Emotional Wellbeing Surge Cell (MHEWB)
was formed in April 2020 as part of the wider
Executive Cell response to COVID 19. The cell
included representatives from DoH, PHA,
HSCB, HSC Trusts and Community and
Voluntary partners. The aim of the Cell was to
ensure that the response to the psychological
impact of the pandemic drew on and
contributed to national and international clinical
expertise and evidence-based practice and was
consistent with guidance emerging from the UK
four nations and Republic of Ireland.

For further information see
https://www.health-ni.gov.
uk/sites/default/files/
publications/health/
mh-impact-covid-pandemic

All the resources and information
developed by the MHEWB Cell are available
on the Minding your Head website.
http://www.mindingyourhead.info

A number of key resources and actions were
delivered which also contributed to the DoH
launching their COVID 19 Mental Health
Response Plan. The plan focussed on seven
strategic themes that had been identified to
28
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Resources developed included:
Children and Young People’s Strategic Partnership (CYPSP) (hscni.net)

AHP Education Webinar Series
The arrival of the Covid-19 global pandemic has
resulted in an extraordinary challenge across the
health and social care system. Allied Health
Professionals (AHPs) have played a vital role
across the acute/hospital, community and care
home settings. The pandemic has resulted in
clinicians’ upskilling in particular specialisms.
AHPs, alongside the wider Multidisciplinary Team
(MDT) have adapted their service provision and
embraced new ways of working to reduce the
risk of transmission of the virus. This has
included the use of virtual technologies and
innovative practice to continue to provide high
quality care.

AHP and health care professionals. These
webinars were commissioned by the Chief AHP
Officer in the DoH and developed and hosted by
the PHA and CEC in collaboration.
The aims of the AHP education webinar
series were:
• To provide an accessible learning opportunity
for AHPs and other health professionals
across Northern Ireland to share and reflect on
the learning from the first Covid-19 pandemic
surge.
• To showcase the AHP role in the rehabilitation
and recovery challenge during the pandemic.
• To help AHP and other health professionals to
plan for a second surge.
• To provide a local and national perspective of
the challenges faced in the pandemic.
• To explore the use of webinars as an
appropriate tool for future sharing/learning.

To reflect on the events of pandemic and
consolidate learning a series of AHP education
webinars were developed to provide an
accessible interactive learning opportunity for
29
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2.3	Education, training and
capacity building opportunities

A series of three AHP education webinars based
on the Covid-19 pandemic and recovery were
undertaken in August and September 2020. A
range of AHP and MDT experts from across
organisations within Northern Ireland and
mainland UK were selected as panellists. Expert
patients were also recruited through direct
communication with HSC Trusts. This ensured
that each webinar included up to date academic
literature, as well as staff and patient
experiences to accurately inform learning.

Scottish Improvement Leader Programme
On Friday 18th Oct 2019
26 members of HSC staff
graduated from the regional
Scottish Improvement
Leader (ScIL) programme, commissioned
through the HSCQI transformation funding. This
programme, which is run over 10 months, awards
graduates a level 3 QI qualification linked to the
NI attributes framework. The objective of the
ScIL programme is for participants to develop an
in-depth understanding of core Improvement
Science concepts. Graduates will have the ability
to apply Improvement Science tools, techniques
and methods to improvement projects (including
system thinking, building knowledge,
understanding variation and measurement for
improvement, the people side of improvement
and how these factors interact). These ScIL
graduates will be using their new skills to lead
and manage change for improvement, generating
and facilitating learning and coaching individuals
and teams in Improvement Science.

The three AHP education webinars covered the
following areas:
•

Critical Care

•

Community Services

•

Care Homes

Each AHP education webinar was delivered as a
live stream via Zoom and recorded for watch
back via an unlisted YouTube video with the link
shared across the system to maximise the
audience reach.
As the Covid-19 pandemic continues to create a
complex challenge across the system, it is
imperative that education continues on a safe
and accessible platform to enhance the provision
of services. Future events are being developed
and will focus not only on the delivery of care,
but the whole spectrum of service planning,
commissioning, delivery and evaluation. In
addition key stakeholders will be involved in
future events where appropriate and this will
include partners across organisations, staff,
patients, carers and the public to ensure the
correct content is being delivered.

Throughout the duration of the programme
participants undertook their own improvement
project to consolidate their learning and apply skills
from learning workshops and events into practice.
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The graduation ceremony was held in the long
gallery in parliament buildings with invited
guests from across the HSC system.

in additional nursing specialist roles such as
health visiting and district nursing.
July 2018 saw the initial rollout of pilot areas, with
GP Federations in Down and Derry/Londonderry
to be the first to benefit from MDTs in their
practices. 2019/20 and 2020/21 brought further
expansion of the model into West Belfast,
Causeway and Newry & District providing patient
focused accessible care to population of
c 640,000 with significant investment to date
totalling £30m. The project has recruited
significant numbers of additional staff to work
within GP practices; over 260 staff are already in
post across 95 practices to improve mental health
and social wellbeing of patients.

A second cohort of participants commenced the
programme in October 2019.
This will lead to the improvement methodology
being progressed through the HSC as the way
to manage change by a testing and
improvement message.
SciL data
Organisation
(clinical)

Organisation
(non clinical)

Belfast Trust

6

PHA/ HSCB

6

Northern Trust

7

Arm’s Length
Bodies (ALB)

10

Western Trust

7

Department of
Health

3

Southern Trust

6

Professional body

2

South Eastern
Trust

7

NIAS

3

Primary Care

2

Total

38

The MDTs remain a key priority within the health
and social care transformation programme,
helping provide more care closer to people’s
homes and improving access for practice
populations. Evidence suggests that this
approach will see patient issues resolved more
quickly, for instance by reducing the need for
referrals and appointments elsewhere, easing
demand and pressure on hospitals.

21

Plans are being developed to roll out MDTs
across all 17 Federation areas.
Primary Care Multi-disciplinary Teams (MDTs)
Multi-Disciplinary Teams (MDTs) involved the
recruitment of practice-based physiotherapists,
mental health workers and social workers to GP
practices; these MDT members will work
alongside GPs and practice staff with the aim of
better meeting the needs social, physical and
mental health wellbeing of the local population.
This model also includes significant investment

£30m
of investments
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staff across
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2.4	Supporting HSC Staff during COVID
Introduction of rainbow rooms
resource boxes.

health and wellbeing issues to support staff as
well as activity packs, toiletries, water bottles,
tea, coffee and snacks.

Rainbow Rooms were introduced across
Care Homes in Northern Ireland to help and
support staff that have done so much for our
loved ones during the pandemic. The Rainbow
Rooms idea was adopted from the rainbow
symbol of solidarity used by the NHS/HSC
during the current pandemic.

Each box was unique and acted as a gesture of
support to help strengthen the relationships
between the care homes and the local voluntary
and community sector.
The initiative was delivered through a
collaboration led by the HSCB, Integrated Care
Partnerships (ICPs), PHA, HSC Trusts and the
Healthy Living Centre Alliance. Healthy Living
Centres across NI received donations for the
Rainbow Rooms from the Red Cross and the
Food Standards Agency as well as from a wide
range of local organisations and businesses.

The rooms provided some much needed space
and quiet time for staff during difficult periods
resulting from the pandemic. Rainbow Room
resource boxes were delivered to each of the
483 care homes across Northern Ireland and
were filled with information and advice on
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Project ECHO
Using videoconferencing technology, Project
ECHO® NI provides a safe virtual space for
education, training, sharing best practice and
supporting staff working in highly pressured
and challenging situations. Project ECHO NI
uses Zoom technology to connect
communities of practice.
An example of such support is the use of this
established method by the PHA to get
messages out quickly to the Care Home sector.
Some of these sessions have had almost 300
people participate. Recent examples of this
have been sessions on ‘Swabbing of residents’
and ‘Environmental Cleanliness in Care Homes’.

This really came in to its own during the
pandemic when social distancing measures
were required. Participants come together in
real time to receive updates, new guidance,
build relationships and learn from each other.
These sessions are interactive so all
participants have the opportunity to seek
answers to questions and concerns they have.

ECHO has provided instant access to much
needed support – demonstrated by the high
numbers involved – over 10,000 people from
mid-march until the end of November.

Participants also have the opportunity to learn
through anonymised case discussions. As
many networks were already established
pre-COVID, having the foundation already
there along with the infrastructure including
the dedicated ECHO team and technology
enabled ECHO NI to hit the ground with a
change in focus where required.

The ECHO model prides itself in moving
knowledge, not people, in regular real-time
collaborative education sessions where
‘everyone a teacher, everyone a learner’.

Throughout the coronavirus pandemic, Project
ECHO® NI has supported and continues to
support various networks involving Secondary
Care HCP’s, GP’s, Optometrists, Community
Pharmacists, Nursing Homes, Residential
Homes, Care at Home Staff and Community &
Voluntary organisations to name a few.

For more info on Project ECHO:
www.echonorthernireland.co.uk
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2.5

PPI Leadership programme

With the continued success of the programme,
we developed a one off information session that
will give applicants a ‘taster’ of the programme,
as well as being able to reach a wider audience
than the current programme can facilitate.

The PHA has continued to support cultural
change within the HSC, to one whereby
partnership working with people with lived and
living experience, both service users and carers
is the norm. Through the Leaders in Partnership
programme and others, such as the bespoke
training we have commissioned and delivered,
including the webinars on Consultation,
Involvement and Co-Production where more
than 500 attended the sessions and a further
470 has since viewed them. The PHA are
leading on the work of building a critical mass
of people within and outside the HSC who have
the requisite knowledge, skills, expertise and
experience to effect real change, with
associated consequent improvements in quality,
safety and efficiency.

Through the growth of The Leaders in
Partnership Programme and the continued
development of other training, we are aiming to
build a cohort of people in the region with
knowledge, expertise and experience in
involvement and co-production. This “critical
mass” of people both within HSC and external
to it, with these attributes, will be key in our
collective endeavours to deliver systemic
cultural change the HSC, in our drive to become
a truly person centred service. One where
partnership working is valued, respected and
seen as standard practice and where we strive
to co-design and co-produce services that are
targeted to need, that are of the highest quality,
that are efficient and owned and respected by
the community.

Leading in Partnership – Leadership
Programme for Involvement and
Co-Production
In 2019/20 the PHA commissioned two further
cohorts of the successful ‘Leading in
Partnership’ leadership programme. Over 130
participants have now undertaken the
programme, including HSC staff, service users,
carers and members of the community and
voluntary sector. The programme continues to
be in demand, with Cohort 5 (which finished on
12th January 2021) having three times as
many applicants compared to the number of
available places, with more than 60 applicants
for 18 spaces. Cohort 6 which is due to start on
29th January 2021 and has had received 57
applications and a waiting list has been
developed for any future programmes.
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130

participants have
now undertaken
the programme

60

applicants for
18 spaces in
COHORT 5

57

applications for
COHORT 6
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Ministerial support
The team were delighted that Minister for
Health Robin Swann MLA took time out from
his hectic schedule in October to join a cohort
of the Leading in Partnership Programme, to
discuss their learning experiences on
Leadership in Involvement, Co-Production and
Partnership Working. The Minister was
welcomed to the virtual session by Director
Rodney Morton. He was given an outline of the
programme from our Assistant Director Michelle
Tennyson, before hearing directly from the
course participants themselves, who included
HSC staff, service users and carers.

The Minister was unambiguous in his
endorsement of this overall approach and
saluted the PHA, and our partners in the HSC
Leadership Centre, for our determination and
creativity in rising to the challenge to deliver this
programme in the circumstances. As Minister,
he restated his commitment to the statutory
duty of Involvement and re-iterated his and the
Department’s belief that we need to harness
this collaborative approach to effectively tackle
the challenges that we face in terms of health
and social well-being.

60+

57

applicants for 18
spaces at Cohort 5

applications received
for Cohort 6

Over

130

35

participants have now
undertaken the
leadership programme
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Measuring improvement

3.1

Introduction

Last year the QIP target areas were:
• Pressure ulcer prevention

The HSCB and PHA recognise the importance
of measuring progress for safety, effectiveness
and the patient/client experience in order to
improve. We promote the use of accredited
improvement techniques when gathering
information or examining data, and recognise
the importance of ensuring that lessons from
the information and data are learned.

• Falls prevention
• National Early Warning Scores (NEWS)
• Mixed gender accommodation
Pressure ulcer prevention
The PHA along with the HSCB supports HSC
Trusts through the Regional Pressure Ulcer
Prevention Group to implement the SSKIN
bundle; an evidenced based collection of
interventions proven to prevent pressure ulcers.
This group provides advice and support and
shares regional learning related to pressure
ulcer prevention and management.

3.2	Quality Improvement Plan;
measuring improvements
The HSCB and PHA recognise the importance
of measuring progress for safety, effectiveness
and the patient/client experience in order to
improve. We promote the use of accredited
improvement techniques when gathering
information or examining data, and recognise
the importance of ensuring that lessons from
the information and data are learned.

A basic principle of quality measurement is: if it
can’t be measured, it can’t be improved.
Therefore we recognise that pressure ulcer
performance must be counted and tracked as a
core component of our quality improvement
programme. At the Regional Pressure Ulcer
Prevention Group, HSCTs agreed to focus on
reduction of avoidable grade 3 and 4 pressure
ulcers, as these create deeper cavity wounds
which can result in more pain and suffering
to patients.

Quality improvement plans
The quality improvement plans (QIPs) focus on
key priority areas to improve outcomes for
patients and service users. The HSCB and
PHA support HSCTs on a range of initiatives
to assist with the achievement of the QIP
targets and facilitate a regional platform to
enable good practice to be shared throughout
Northern Ireland.
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The graph below shows the total regional rates of pressure ulcers grade 3 and 4 from April 2015 – March 2020.
REGION: RATE OF AVOIDABLE GRADE 3&4
PRESSURE PER 1,000 BEDDAYSRUN CHART

The data indicates that there has been a decrease regionally since 2017/18 in the number of grade 3
and 4 avoidable pressure ulcers, with the 2019/20 data indicating rates remaining around the median.
This demonstrates the impact of collective leadership and commitment shown by HSC Trusts in driving
down the rate of hospital acquired pressure damage, thus improving the clinical care outcomes, as well
as improved patient experience for those citizens who use health and social care services.
Falls prevention
During 2019/20 the PHA and HSCB, through the Regional Falls Prevention Group, have continued to
support HSCTs to implement and spread the Royal College of Physicians ‘Fallsafe’ bundle; an
evidence-based collection of interventions proven to reduce falls in inpatient settings. HSCTs measure
compliance against the ‘fallsafe’ bundle and report to the PHA and HSCB on a quarterly basis. The
Regional Falls Prevention Group provides advice, support and shares regional learning across Northern
Ireland and focuses on strategies for falls prevention and management across the HSCTs.
The ‘Falls Bundle’ as detailed here contains a number of regionally agreed elements, outlined below
which are evidenced to reduce falls, against which Trusts measure compliance and report to the PHA
and HSCB.
Part A Elements
• Asked about history of falls in past 12 months
• Asked about fear of falls
• Urinalysis performed
• Call bell in sight and reach
• Safe footwear
• Personal items within reach
• No slips or trips hazards
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Part B Elements
• Cognitive Screening
• Lying and Standing BP recorded
• Full medication review requested
• Bedrails risk assessment
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REGION: RATE OF MODERATE TO
MAJOR/CATASTROPHIC FALLS PER 1000 BED DAYS RUN CHART

National Early Warning Scores (NEWS)
Since its initial launch in 2012 by the Royal
College of Physicians, the National Early
Warning Scores (NEWS) chart has seen
widespread uptake across the NHS. Currently
all HSC Trusts in Northern Ireland are using
NEWS. Through standardisation of NEWS we
can reduce the number of patients whose
conditions deteriorate whilst in hospital, and
potentially save lives.

During 2019/20 the focus was on prevention
of the number and rates of falls incidents
classified as causing moderate to major or
catastrophic harm. The run chart here shows
the regional picture on the rate of moderate to
major/catastrophic falls per 1000 bed days
since 2015 to quarter 4 2020.
Regionally there has been no significant trend
in the rate of moderate to major/catastrophic
falls over the past year across HSC Trusts,
however it is important to note that rates of
in-patient falls remain at their lowest since
monitoring commenced in 2015. This low rate
of falls clearly demonstrates the impact of the
ongoing improvement initiatives and focus on
prevention of falls across HSC Trusts, including
use of a wide range of falls technologies and
prevention strategies.

The HSC Safety Forum, now HSCQI, led the
regional implementation of NEWS across
HSCTs, including appropriate escalation
arrangements to improve care of the
deteriorating patient. The NEWS tool supports
healthcare staff in the early identification of
deterioration in a patient’s condition as it
advocates a system to standardise the
assessment and response to acute illness.
Abnormal scores prompt specific actions and/
or referral to senior expertise. Part of the roll out
of NEWS involved facilitating HSCTs to define
their expectations regarding intervention when
scores are abnormal.

In quarter 4 of 19/20 it is evident there is a
slight increase in the rate of moderate to major/
catastrophic falls per 1000 bed days. From a
patient safety perspective this will be kept under
review to pinpoint areas which may be
experiencing a rise in falls and ensure Trusts are
supported to put the necessary improvements
plans in place to address this.
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NEWS2 is the latest version of the National
Early Warning Score, updated in December
2017. Since April 2018 the Safety Forum/
HSCQI has worked with Trusts to:
• Develop a plan to implement and measure
NEWS to identify early deterioration and
prompt specific action.
• Develop arrangements to implement NEWS2.
The HSCQI hub led the Regional NEWS2
group to support Trust colleagues in the
effective implementation and roll out of NEWS2
right across all HSC Trusts. The Chief Medical
Officer requested that implementation of
NEWS2 be completed by March 2020; however
this may have been delayed in some areas due
to the impact of the COVID-19 pandemic. It is
of vital importance in terms of patient safety
that such a tool is used across all appropriate
healthcare facilities, as it has the impact of
ensuring early recognition, response and
appropriate escalation in patients who may
deteriorate which undoubtedly saves lives.

• Put in place effective arrangements to
adhere to their policy for the provision of
safe and effective care and treatment in
mixed gender accommodation
• Put in place the findings of a thematic
review of mixed gender accommodation in
inpatient adult wards, which will help to
inform the progression of further
improvement in mixed gender
accommodation for 2020/21
• Measure and report compliance with their
policy for mixed gender accommodation in
100% of inpatient areas

Mixed Gender Accommodation
HSC is committed to the delivery of personcentred care. International and national
evidence has highlighted that the provision of
single gender accommodation has been
identified by patients and relatives/carers as
having significant impact on maintaining privacy
and dignity while in hospital. There is therefore
an expectation that men and women will not be
required to sleep in the same area. In line with
the DoH Guiding Principles for Mixed Gender
Accommodation, each HSCT has developed a
policy for the management of mixed gender
accommodation in hospital. During 2019/20
the PHA and HSCB supported HSCTs to:

Due to the nature of some estate in certain
Trusts, it can be challenging to ensure mixed
gender accommodation is always avoided;
however it is evident that there is an ongoing
commitment from Trust colleagues to ensure
that the policy is adhered to. The HSC Trusts
are committed to providing high quality, safe,
person-centred care and by embedding these
guiding principles they will ultimately have a
positive impact and importantly enhance the
patient experience for those who use our health
and social care services.
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3.3	Implementation of National
Institute for Health and Care
Excellence (NICE) guidance

3.4	Measuring Improvement
during COVID-19 Pandemic
The importance of monitoring and measuring
the performance of HSC services and
improvements in the delivery of those services is
a long-established function of the HSCB. This is
done using information reporting and analyses
against a suite of objectives, standards and
associated quality and improvement indicators.
This information is then used to inform a series
of performance accountability and service
improvement processes across the HSC.

NICE is a non-departmental public body
responsible for providing national guidance and
advice to improve health and social care. NICE
produces different types of guidance, including:
•

Technology appraisals (new drugs,
medical treatments and therapies).

•

Clinical guidelines (recommendations
on the appropriate treatment and
care of people with specific diseases
and conditions).

•

Examples of specific services which
were monitored and measured across
these 3 key areas are as follows:

Public health guidance
(recommendations for populations
and individuals on activities, policies
and strategies that can help prevent
disease or improve health).

The HSCB and PHA have put in place
processes to implement technology appraisals,
clinical guidelines and public health guidance
published by NICE and endorsed by the DoH.
Between 1st April 2019 and 30th September
2020, the HSCB/PHA issued 51 Technology
Appraisals to the HSC and continues to monitor
the implementation of 22 Clinical Guidelines
which have been issued to the service.
More information about the
technology appraisals and clinical
guidelines that are being
implemented can be found at
www.hscboard.hscni.net/nice

41

•

Daily monitoring of acute hospital
bed occupancy pressures –
including the volume of Covid-19
patients

•

Trends in ICU bed utilisation and
patients needing respiratory support

•

Bed modelling to project the
potential future impact of the
Pandemic

•

The impact of Covid-19 on the
delivery of elective services

•

Decision Support monitoring for
Care Homes

•

The rebuilding of Cancer services

•

Understanding the impact of
Covid-19 on Delayed Hospital
Discharges

Measuring improvement

Obviously the Covid-19 Pandemic has posed significant challenges across the HSC and this has
also been the case when trying to monitor and measure performance and service delivery.
Consequently, monitoring of HSC performance has had to focus on 3 key areas:
•

The scale of the Covid-19 Pandemic challenge facing the HSC

•

The impact of the Pandemic on the delivery of services

•

The rebuilding of those services

In providing this level of monitoring, there is a continual challenge to ensure the information
is provided in an easily consumable format for decision-makers. This leads to the use of a
variety of tools being used such as Dashboards, Trend Charts, Sitreps etc. of which some
examples are illustrated below.

i) Care Homes Decision Support

ii) Acute Bed Occupancy and
Covid-19 Inpatients

iii) Delayed Hospital Discharges
due to Care Home and Covid-19
related Reasons

iv) Cancer Services Waits

The impact of measuring these areas allows the rebuild agenda to have the necessary data to know
which areas require priority moving forward to ensure safer systems for the future.
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3.5	Impact of COVID-19 on
Screening Services

• Higher risk breast screening - all
eligible women continued to be
screened at the higher risk screening
unit in Antrim Area Hospital

Population screening programmes have a key
role to play in early detection of disease. The
PHA has responsibility for commissioning,
coordinating and quality assuring eight
screening programmes.

• Diabetic eye screening for pregnant
women (sight saving laser treatments
and urgent intravitreal injections
continued to be provided)
• Infectious diseases in pregnancy
screening

Approximately 400,000 invitations for
screening are issued per annum across
these programmes.

• Newborn blood spot screening
• Newborn hearing screening

Pause in screening during the first wave
of COVID-19
The following five screening programmes were
temporarily paused in the second week of
March 2020, at the advice of the DoH:

Restoration and recovery of paused
screening programmes
The Strategic Framework for Rebuilding HSC
Services, published by the DoH in June 2020,
called for the phased restoration of these five
programmes.

• Routine breast screening
• Bowel cancer screening

In early June 2020, the PHA established a
Screening Restoration Group to coordinate the
process of restoring these screening
programmes. Individual programme-specific
plans were developed and progress made
across all areas.

• Cervical screening
• Abdominal aortic aneurysm (AAA)
screening and surveillance monitoring
• Routine diabetic eye screening
(DESP) and surveillance monitoring
This was in response to COVID-19; both to
reduce the risk of exposure to the virus for the
public and Health and Social Care (HSC) staff,
and so that HSC staff and laboratory
resources could be redirected towards the
pandemic response.

Teamwork and collaborative working is a vital
element of the recovery process – the
Screening Restoration Group is working in
close partnership with HSCB and all HSC
Trusts and charity partnerships, in addition to
liaising with colleagues in the UK Four Nations’
groups and in the Republic of Ireland.

While some the above programmes were
paused due to COVID-19, screening continued
to be offered to people who required:

It is important to remember that screening
services are provided to a ‘healthy population’
who have no symptoms. Between screening
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appointments, or as people wait for a
rescheduled screening appointment to take
place, anyone who experiences any new signs
or symptoms is encouraged to seek medical
advice through their GP.

Restoration of screening services and the
on-going innovative work in screening is
therefore vital over the coming years.
Screening programmes are adapting to the
changes required due to new infection control
measure and a variety of innovative solutions
are being proposed to manage the restoration
of screening programmes during the pandemic.
Ultimately, the PHA continues to work towards
improved screening services for the Northern
Ireland population, and some examples of this
innovation are highlighted below.

The PHA continues to promote regular public
health messaging through a number of
channels, advising people to be aware of the
symptoms of cancer. The importance of
partaking in screening programmes when
invited also continues to be promoted and the
PHA collaborates closely with all organisations
involved in screening programmes to promote
informed choice and uptake in screening.

Breast Cancer Screening Programme
Before COVID-19, HSC Trusts utilised a system
called SMART clinics – this maximises the number of
participants that can be invited to attend a screening clinic based on probability of attendance.
These were not in use when screening was initially re-started as it could result in more than
one participant arriving at the same time, therefore compromising social distancing and
infection control measures. The re-introduction of SMART clinics was piloted at the static unit
in Linenhall Street. This was successful and was rolled out to other static units. A pilot has also
been conducted in two mobile units where a Portakabin has been successfully used to
manage multiple attendances.
SMART clinics have now been rolled out across all units from the beginning of October. As the
reintroduction of SMART clinics allowed for better utilisation of appointment slots, self-referral
for breast screening for women over the age of 70 could be reinstated at the same time.
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Bowel Cancer Screening Programme
During the restoration period, extensive planning work has been
continuing for the introduction of quantitative Faecal Immunochemical
Testing (qFIT), which is on track for implementation from the end of
December 2020.
This new type of test will replace the previous screening kit. As before,
the test detects the presence of hidden blood in the stool which may
be a sign of colorectal cancer and therefore warrants further
investigation. The result from qFIT is more accurate than the current
test and is expected to allow the programme to pick up more cancers. The other important
difference is that qFIT is an easier-to-use kit for individuals to collect their sample of bowel
motion.
Data from Scotland and England have shown that the uptake of bowel screening has increased
following the change to qFIT.2
The PHA / HSCB are working collaboratively with all Trusts to assess and monitor the expected
impact of qFIT on screening colonoscopy services.
We implemented the test in January 2021; however this was then followed by a
challenging period for the screening programme. Due to service pressures related to
the COVID-19 pandemic, some Trusts temporarily stood down their assessment
services. This led to us taking an operational decision to reduce the frequency of
invites issued.
It is anticipated that qFIT will result in increased uptake. It is also a more sensitive
test and brings NI into line with the rest of the UK.
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3.6	Measuring new ways of
working

A regional multi-professional Task and Finish
Group was established who worked collectively to
address the key issues facing the service. Actions
included:

Reforming Rapid Angina Assessment
Clinic (RAAC) Services
The recommended standard for the assessment
of patients who develop new symptoms that
might be due to angina is within two weeks of
receipt of referral into the RAAC service. NICE
guidelines updated in November 2016, reiterated
the criteria to be used for assessment of
suspected angina. However, a regional audit
carried out in September 2018 demonstrated
that 42% of RAAC referrals did not meet the
updated guidance (CG95: Chest pain of recent
onset: assessment and diagnosis).

• developing regionally agreed referral
protocols for ED staff, GPs and RAAC teams;
• developing standardised regional clinical
template letters;
• establishing education and awareness
sessions;
• applying NICE CG95 criteria to both new
referrals and to the backlog;
• facilitating cross Trust patient transfers to
support the equalisation of waiting lists;
• establishing robust performance monitoring
arrangements so that individual patients
could be tracked.

Following an SAI into the death of a patient whilst
waiting on a RAAC appointment and the
subsequent inquest into the death in early 2019,
it was agreed that the HSCB / PHA would
undertake a regional review of RAAC services
and work with Trusts to address the long waiting
times. At July 2019, approximately 1,800 patients
were waiting over 2 weeks to be seen at RAACs.

This collaborative approach resulted in no
patients waiting over 2 weeks to be seen at the
end of October 2020 as demonstrated in table.
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RAAC Waits > 2 Weeks from July 2019 – October 2020

>2 Weeks

46

Measuring improvement

There has also been a 46% reduction in
monthly referrals to RAACs due to improved
adherence to NICE criteria for stable angina.
RAAC referrals received not meeting NICE
criteria has also reduced by 51% and are now
either referred directly to cardiology (if another
cardiac condition is suspected) or a letter sent
to the referrer and patient outlining the reason
why stable angina is not suspected and why
the patient does not need to be seen. See
table below.

weeks. The additional capacity created has also
enabled RAAC nurses to co-work in cardiac
ambulatory areas.
Although referral practice has changed,
continued education and training for referrers
and RAAC staff is required. The plan to address
this is to use Project Echo to ensure service
change is embedded and sustained moving
forward.
The impact of this project is clear by the outputs
in reducing waiting times for this service
therefore improving both clinical outcomes and
citizen experience for patients within this
service.

A feedback loop to primary care, EDs, the Task
and Finish Group and the Cardiac Network has
helped reduce the variation in RAAC referrals
and ensured patients are now seen within 2

RAAC REFERRALS & DISCHARGES (DISCHARGES INDICATES
REFERRALS DISCHARGED FOLLOWING TRIAGE THAT
DO NOT MEET NICE CRITERIA)
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Raising the standards

4.1

Introduction

The HSCB and PHA have established a framework of clear evidence-based standards and best
practice guidance which is used in the planning, commissioning and delivery of services in Northern
Ireland. The HSCB and PHA are continuously striving for excellence and raising the standards of
care and the quality of services delivered.

4.2

Collaborative working

HSCQI maternity collaborative
The HSCQI maternity collaborative is a sub group of the Maternity Strategy
Implementation Group (MSIG) that has cross-trust and multi-professional
input. The HSCQI maternity collaborative aims to improve the safety and
outcomes of maternal and neonatal care by reducing regional variation
in practice to provide a high quality healthcare experience for all
women, babies and families across maternity services. As part of the
work of the Maternity Collaborative all HSC Trusts plan to introduce a
physiological approach for interpretation of cardiotocographs (CTG) for
intrapartum fetal monitoring to improve maternal and neonatal outcomes.
By using a physiological approach to CTG interpretation and having greater
understanding and incorporation of physiology, we expect to see a reduction in
unnecessary intervention for women as well as a reduction in fetal hypoxic neurological injury,
intrapartum stillbirth and early neonatal death. To achieve this transition a Regional Intrapartum Fetal
Monitoring Guideline and intrapartum physiological based evaluation tool and checklist have been
developed, along with the provision of regional masterclass training for maternity staff.
400 staff across NI trained in new assessment
200 first cohort
100 second cohort
100 virtual session due to COVID
There are approximately 1500 maternity staff in NI so almost 1/3 complete.
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Regional Paediatric Pain
Assessment Guide
In August 2019 a new Regional Paediatric
Pain Assessment Guide was launched.
This was developed by the HSCQI
Paediatric Collaborative in consultation
with RBHSC pain nurse specialist Louise
Mac Donald.

Regional Paediatric Pain Assessment Guide
Pain Assessment at regular intervals with age-appropriate tools, is essential in managing all types of pain in children.
►Verbal and non-verbal assessment may be used with the help of Behavioural and Self-report tools.
Can my patient self-report and have I asked for carers opinion?
►Each of the scales is scored in a range of 0-10 with 0 representing no pain.
CRIES

Observational
assessment tool.
Suggested
age group:
NEONATES

►A child’s developmental level determines which scale is most appropriate.
►Use age only as a guide.

REVISED
FLACC

Crying - Characteristic cry of pain is high pitched.
0 - No cry or cry that is not high-pitched
1 - Cry high pitched but baby is easily consolable
2 - Cry high pitched but baby is inconsolable
Requires O2 for SaO2 <95% - Babies experiencing pain manifest decreased oxygenation. Consider other causes of hypoxemia,
e.g. oversedation, atelectasis, pneumothorax.
0 - No oxygen required
1 - <30% oxygen required
2 - >30% oxygen required

Observational
assessment tool.
Suggested
age group:
2months - 7year
and children
with cognitive
impairment.

Increased vital signs (BP* and HR*) - Take BP last as this may awaken child making other assessments difficult.
0 - Both HR and BP unchanged or less than baseline

Categories

0

1

2

Face

No particular expression or smile

Occasional grimace or frown,
withdrawn, disinterested appears
sad or worried

Frequent to constant frown, clenched
jaw, quivering chin Distressed
looking face; expression of fright or
panic

Individual
Behaviours
Legs

1 - HR and BP is increased but increase is <20% of baseline

Normal position or relaxed; usual
tone and motion to limbs

Uneasy, restless, tense; occasional
tremors

Kicking, or legs drawn up;
marked increase in spasticity,
constant tremors or jerking

Lying quietly, normal position,
moves easily;
Regular, rhythmic respirations

Squirming, shifting back and forth,
tense or guarded movements;
mildly agitated (eg. Head back
and forth, aggression); shallow,
splinting respirations, intermittent
sighs

Arched, rigid, or jerking;
severe agitation, head banging,
shivering (not rigors); breath-holding,
gasping or sharp intake of breaths;
severe splinting

No cry/verbalisation (awake or
asleep)

Moans or whimpers, occasional
complaint; occasional verbal
outburst or grunt

Crying steadily, screams or sobs,
frequent complaints; repeated
outbursts, constant grunting

Content, relaxed

Reassured by occasional touching, Difficult to console or comfort;
hugging, or being talked to,
pushing away caregiver, resisting
distractible
care or comfort measures

Individual
Behaviours
Activity

2 - HR and BP is increase >20% of baseline
Expression - The facial expression most often associated with pain is a grimace. A grimace may be characterised by brow lowering,
eyes squeezed shut, deepening naso-labial furrow, or open lips and mouth.
0 - No grimace present

Individual
Behaviours

1 - Grimace alone is present
2 - Grimace and non-cry vocalisation grunt is present

Cry

Sleepless - Scored based upon the infant’s state during the hour preceding this recorded score
0 - Child has been continually asleep.
Individual
Behaviours

1 - Child has awakened at frequent intervals
2 - Child has been awake constantly

WONG AND
BAKER

Consolability

Individual
Behaviours

Wong-Baker FACES® Pain Rating Scale

Self-reporting
tool.
Suggested age
group: 4 years
and upwards

Please use single sheets to record individual revised FLACC behaviours

No
Hurt

Hurts
Little Bit

Hurts
Little More

Hurts
Even More

Hurts
Whole Lot

Hurts
Worst

VISUAL
ANALOGUE

Pain score

Speaking at the launch Louise Mac
Donald said “Pain Assessment at regular
intervals with age-appropriate tools, is
essential in managing all types of pain in
children. It is important to document pain assessment scores and reassess to ensure any
intervention required is effective. Verbal and non-verbal assessment may be used by Healthcare
professionals, with the help of behavioural and self-report tools. The NI HSCQI Paediatric
Collaborative has developed this regional guide to aid the pain assessment process and facilitate
timely and appropriate interventions.”
©1983 Wong-Baker FACES Foundation. www.WongBakerFACES.org
Used with permission.

Instructions for Usage
Explain to the person that each face represents a person who has no pain (hurt), or some, or a lot of pain.

Self-reporting
tool.
Suggested age
group: 8 years
and upwards

Face 0 doesn’t hurt at all. Face 2 hurts just a little bit. Face 4 hurts a little bit more. Face 6 hurts even more. Face 8 hurt
a whole lot. Face 10 hurts as much as you can imagine, although you don’t have to be crying to have this worst pain.

0 - 10 Numeric Pain Rating Scale

0

1

No
pain

2

3

4

5

6

7

Moderate
pain

8

9

10

Worst possible
pain

Ask the person to choose the face that best depicts the pain they are experiencing.

Please document pain scores on Early Warning Score Charts and any interventions in nursing / medical notes

This chart will complement the updated paediatric early warning score charts.

When should I assess pain?

What should I do if...
CHECK ALL OK

On admission
On a change in child behaviour
Activity levels

Vital signs

• Check position

PAIN
SCORE
0-4

• Check favourite toy
• Check distraction / non pharm intervention
• Does the child need medication?
• Is it time for regular pain medication?

Pre and post procedure

INFANTS

CHILDREN

ADOLESCENTS

Pacifier

Art and Play

Guided Imagery

Sucrose

Role Play

Video Game

Massage / Touch

Books

Deep Breathing

Positioning

Games

Information

Music / Distraction

Choices / Control

Choice

Favourite Toy / Blanket

Give Information

Headphones

Noise Reduction

Heat / Cold

Relaxation

DO SOMETHING

NON PHARMACEUTICAL INTERVENTIONS

PAIN
SCORE
5-7

• Is the dose appropriate?

GET HELP

• Intervene with medication

At regular intervals

PAIN
SCORE
8-10

• Child needs reviewed by medical team

• Check for hunger/spasm/nausea
• Ask the care givers opinion
• Consider breakthrough analgesia from
another drug class

• Consider additional or stronger medication
• Continue assessment and interventation until
pain controlled

For Pharmaceutical Interventions check “British National
Formulary” for children (BNFC)
(Pain Management Section).
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Mental and emotional wellbeing and
suicide prevention
Improving mental health and emotional wellbeing
and reducing suicide is a key priority for Public
Health. Suicide is a preventable problem within
our society and one that requires a collaborative
approach across government departments and
in partnership with a wide range of community &
voluntary and statutory organisations.

The Quality Standards are designed to
encourage and support improved services and
provide a legislative and best practice
framework against which performance can be
measured.
The standards are accessible to any
organisation as a self-assessment tool allowing
organisations to evaluate how they apply to
their organisation. Additionally, each year a
number of organisations are chosen at random
for independent assessment. To date 21
organisations have participated in an
independent assessment which provides a
benchmark of organisational policies and
practices against the standards and provides
assistance to make changes where appropriate.

Regardless of which sector persons within our
community receive help, support or information
from, it is essential that they receive a high
quality service with a focus on improvement.
The PHA & HSCB have worked with partners
within the community, voluntary and statutory
sector to develop Quality Standards for
Services Promoting Mental and Emotional
Wellbeing and Suicide Prevention (Quality
Standards). These set the minimum standards
which organisations should work to, including:
•

Management and governance

•

Training

•

Self-Harm

•

Counselling

•

Complementary Therapies

•

Bereavement support, with a
supplementary guidance for
bereavement support groups

As best practice, organisations should revisit
and review their standards assessment on an
annual basis to account for legislative, best
practice or individual changes within their
organisation.
For further information:
• www.publichealth.hscni.net/
publications/qualitystandards-services-promotingmental-and-emotionalwellbeing-and-suicide-prevent
• www.pharesourcehub.co.uk/
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Think Family Social Work Assessment
A family focused initiative, based on Falkov’s Family
Model (2012), was piloted across mental health
teams in NI. The initiative was called the Think
Family Social Work Assessment and consisted of
three elements: a family conversation, assessment
and review. This study aimed to investigate the
benefits of this initiative for family recovery from the
perspective of family members, social workers and
other professionals.
A self-report questionnaire was constructed by the
HSCB and was used to collate feedback at pre and
post engagement stages in the initiative from social
workers in adult mental health services in five HSC
Trusts in NI. Questionnaires were also completed by
parents, adult siblings, carers, children and other
involved professionals at the post stage.
Findings suggest a positive shift in perceptions by social workers, family members and involved
professionals. Key insights included: improved communication between family members and
professionals; better understanding of the impact of mental health on the family; and the use of
a strengths-based approach to identify professional and family perspectives on resources, needs
and concerns. Professionals reported an improvement in collaboration between services.
This evaluation of the Think Family Social Work Assessment demonstrated preliminary positive
outcomes. The assessment component contributed to needs identification and fuller
understanding of each family’s strengths and vulnerabilities.
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Children and Young People Strategic Partnership
CYPSP, led by HSCB and PHA continues in its commitment to improving the quality of early
intervention services to children and young people through:
•

The coordination of multi-agency, and multi-disciplinary collaborative children’s services
planning, and locality based service delivery

•

Involvement and coproduction with children and families, and

•

The use of data to continually drive our learning, shape our services and measure
outcomes and achievements

Our Journey through Disability
A key priority identified for the CYPSP Newry Locality Planning
Group (LPG) was to improve outcomes for children and young
people with a disability. A Disability Sub-Group was established to
plan for an event which would bring together services and
organisations working in the locality area for children and young
people with a disability and/or additional needs.
A consultation event took place on 27th March 2019, and a paper
was co-produced with parents identifying 18 recommendations for
action. The report was launched by the Children and Young People’s
Strategic Partnership (CYPSP) with the view that the
recommendations would be taken forward as one of the CYPSP’s main priorities in delivering
better outcomes for Children and Young people with a Disability and their families.
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Building a research community

Our vision is that people in Northern Ireland who
use our services will have confidence that social
work and social care policy, practice and service
outcomes are underpinned by a strong research
evidence base committed to continual improvement.
Since 2017 through an initiative taken by the
HSCB, the application process of a Post
qualifying Research Methods Programme,
run as a partnership with Ulster University, was
opened up to service users and carers. This has
been facilitated through funding by the HSCB
and responsibility for module design and
accreditation being undertaken by the university.

The uniqueness of the programme is that the
academic entry requirements are the same as
that required of social workers and likewise the
classroom teaching is undertaken entirely with
social workers and service users and carers
together. Three service users and carers have
gained accreditation at MSc Level and six
others are on that learning journey.

The initiative was based on the belief that
co-production would be better realized through
having service users trained in rigorous
research methods. Service users and carers
undertake, on a part time basis three academic
modules over the course of three years.
Completion of all three modules leads to service
users and carers gaining an MSc in
Development and Co-Production in Social Care
Research.

Providing teaching on research methods for
service users jointly with experienced social
workers is an exciting development and shows
potential for developing co-production of social
care research and translating evidence into
practice.
This initiative has been noted as good practice
and has resulted in a publication in a peer
reviewed journal and presentations at national
and international conferences.
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4.3	Supporting patients and
clients through Networks

No More Silos Network

Diabetes clinical helpline
The Diabetes Network is led by HSCB / PHA. It
brings together people living with diabetes,
carers, and health and social care professionals
working in partnership with Diabetes UK on
the design and delivery of better diabetes
services. Last year it set up a Clinical Helpline,
in partnership with HSC Trusts to provide
additional clinical support and advice to people
living with diabetes and their carers. This
service supported 430 people over the initial 12
week COVID first surge period 8 April – 28
June 2020 running 7 days a week, alongside
existing Trust services Monday to Friday and as
a stand-alone service, Saturday and Sunday,
9am until 3pm.

The No More Silos Network led by HSCB /
PHA aims to ensure that urgent & emergency
care services across primary and secondary
care can be maintained and improved in an
environment that is safe for patients and staff.
This is both in terms of the pressures
anticipated this winter, the pressures faced in
the light of increase in COVID-19 cases; and
the systemic issues faced by emergency care
generally.

The service provided much needed resilience
across secondary, primary and community care
services and secured significant patient
outcomes including much needed clinical advice
and information for the diabetic population,
clinical consultation in the absence of face to
face appointments and consequent admission
avoidance.

The initial work of the Interim Network was to
establish a strategic network with 5 local
implementation groups. The local
implementation groups are made up of HSC
local leaders and user representatives. Initially,
these groups ensured that high level plans were
presented to the Minister, have been agreed
and developed on the basis of local knowledge
and have secured buy-in from front line
colleagues.

The Network hosted a Regional Helpline
discussion 21 July 2020 to capture feedback
and lessons across the service period. This
information has been used to support thinking
in this area with a view to considering how this
service model could be best utilised/
mainstreamed in the future.
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Further to formal notification from the Department of Health on 22nd September 2020, the No More
Silos Network has been given approval to oversee the implementation of the 10 Key Actions in the
No More Silos Action Plan.
With the Ministers formal approval, the No More Silos Network has now moved to the implementation
phase of the key actions. This approach will continue to build on the positive partnerships established
during the COVID response, but also from our existing collaboration working across a number of
specialities and pathways over the years which will translate into the implementation of our actions.

10 Key Actions – Urgent & Emergency Care Review

Introduce Urgent
Care Centres

Keep Emergency
Departments for
Emergencies

Rapid Access
Assessment and
Treatment Services

24/7 Telephone
Clinical Assessment
Service – ‘Phone First’

Scheduling
Unscheduled Care

Regional
Anticipatory
Care Model

Acute Care at
Home

Ambulance
Arrival and
Handover Zones

Enhanced Framework
for Clinical and Medical
Input to Care Homes

Timely Discharge
from Hospital

The NMS Network and Local Implementation Groups have engaged with all key HSC Stakeholders
to progress a number of key actions that will have an impact in the short term on current ED
pressures, winter pressures and the current pandemic response. All local implementation groups are
progressing all key actions. Progress to date includes the implementation of Urgent Care Centres
and the 24/7 Telephone Clinical Assessment Service - Phone First. The impact of this is to improve
the citizen’s journey and experience through urgent and emergency care and as a result improve
clinical outcomes.
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Stroke Network
Stroke is a devastating disease for the patient
and family and is estimated to cost the NHS
around £3bn per year, with additional cost to
the economy of a further £4bn in lost
productivity, disability and informal care
(National Audit Office, 2005). Over 50% of
survivors are left with long-term disability. 85%
of strokes are ischaemic, resulting from a blood
vessel becoming blocked. Brain tissue is then
damaged from a lack of oxygen and nutrients.
Up to 20% of people with ischaemic strokes
are suitable for, and respond to intravenous
thrombolysis (IVT). The benefit of which is time
dependent.

The ‘Stroke-QI-Room’ was developed as a
platform to engage multi-professional crossdepartmental thrombolysis team members.
Interactive meetings were facilitated fortnightly
in a dedicated room with representation from
the Emergency Department, Radiology, Stroke
Nurses/Doctors, Medical Registrars, Pharmacy,
AHPs and Patient Flow. Mutual understanding
of barriers and waste in process provided a
basis for solution development. Team outputs
included a role and responsibilities document
and a streamlined thrombolysis algorithm
co-produced through a value stream mapping
exercise. Change ideas iteratively tested via
PDSA cycling with out-of-hours DTN times
recorded on run chart.

The door-to-needle time (DNT) is the time
from presentation of patient with symptoms at
the hospital to the start of IVT. Stroke guidelines
say this should be less than 60 minutes.
Therefore, lowering the median DNT is an
essential goal for quality improvement.
The SEHSCT Quality Improvement Lead, taking
forward the quality improvement agenda of the
NI Stroke Network, led by HSCB and PHA,
sought to improve the Ulster Hospital
thrombolysis grade as recorded in the Sentinel
Stroke National Audit Programme (SSNAP).

Implementation of ‘Stroke QI Room’ resulted in
a signalled change on the run chart with an
improvement ‘shift’ in DTN times. From
18/9/19 – 31/05/20, OOH DNT time
reduced from 78.5 to 41minutes, aligning to the
in-hours service and within the recommended
timeframe. Consequently, the Ulster site
achieved an ‘A’ grade in SSNAP thrombolysis
domain (October-December 19). This ultimately
improves patient outcomes.

In the monitoring period April-September 2019
the Ulster Hospital was graded ‘D’ and it was
recognised that doing nothing was not an
option! Retrospective data analysis highlighted
the ‘D-grade’ was not synonymous with global
underperformance but rather reflected a
disparity in median DTN times in the in-hours
and out-of-hours (OOH) setting – 31mins and
78.5mins respectively.

The feedback and successful outcomes from
this pilot has been shared with the regional
Stroke Network with view to scale and spread
the learning and approaches across other HSC
Trusts.
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Radiology Network
The Royal College of Radiologists (RCR) and
College of Radiographers (CoR) developed the
Quality Standard for Imaging (QSI) to support
diagnostic imaging services to make continuous
improvements to ensure that patients
consistently receive high quality services
delivered by competent staff working in safe
environments. Services that meet the Standard
can also opt to seek accreditation via an
independent third party.

Western HSC Trust received their award of
accreditation in August 2020 (Stage 5).
The Western Trust is the first Trust in NI
and the first imaging service outside
England to achieve this award. The
Southern and South Eastern Trusts have
successfully progressed through their
pre-assessment stage with formal
assessment visits planned for Spring 2021
(Stage 4). The Belfast and Northern Trusts
are on track to submit applications to
become accredited in early 2021 (Stage 3).

The Standard reflects wide consultation with
professional colleagues, as well as relevant UK
government agencies and regulatory bodies. It
has been assessed for use in all four countries
of the UK. In Northern Ireland, the regional
programme commenced in 2017 to implement
and embed the QSI Standard within imaging
services and to support all five HSC Trusts to
achieve accreditation. A Lead QSI Radiographer
and Radiologist were appointed in each Trust
and a Regional Lead from HSCB oversees the
programme. After intensive preparation, and a
formal assessment visit in February 2020, the

The regional QSI Programme has been
commended as an exemplar model for
collaborative working and a number of
health economies in England have adopted
the network approach based on the NI
model. Fundamentally, this programme
provides objective, external assurance that
imaging services in NI are high quality, safe
and effective and that continuous quality
improvement is driving patient care.
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4.4

Children and Young People

provides systems leadership and manages
and administers the Sure Start Programme
which is funded by DE. Partnership working
is the very foundation of the Sure Start
Programme and HSCB / PHA works with a
range of voluntary and community providers
as well as all five HSC Trusts.

Sure Start - Lighting the Future for
Young Children
Sure Start is a programme targeted at parents
and children under the age of four living in the
most disadvantaged areas. It brings together
health, family support and early education
services which are designed to support
children’s learning skills, health, well-being,
social and emotional development. There are
around 39,000 children registered in 38 Sure
Start Projects offering services both in the
home and in group based settings. Sure Start
offers outreach and home visiting services,
family support and parenting information, good
quality play and learning, primary and
community healthcare and advice, and speech
language and communication. The HSCB

The Outcomes Star is an evidence-based tool
for measuring and supporting change. In
2019/20 it began to be introduced to Sure
Start registered families. At present the tool is
primarily used by family support staff working
with individual families while delivering
services in a home and group based format
supporting a family’s journey of change.

Outcomes Star - 7 outcome areas
Physical health

Home, money and work

Emotional wellbeing

Keeping your
children safe

Child development

Boundaries and
routines

Social networks
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How much progress are people making in each outcome area?
Physical health

37%

27%

Emotional well-being

24%

59%

Keeping your children safe

10%

30%
47%

Boundaries & routines

48%

Child development

29%
15%

30%

26%

20

40

21%
31%

60

6%

19%

16%

34%

10%

21%

55%

0

21%

43%

Social networks

Home, money and work

12%

4%
7%
8%
8%

80

100

User Percentage
Made progress

Maintained at end point

Maintained (not at end point)

Dropped back

Source: Outcomes Star - Family Star Early Years

The family use the tool to chart their own
journey of change and Sure Start offers each
family a unique service pathway to meet their
needs. An Outcome Star is completed at the
start and end of the intervention to record the
impact Sure Start had had on the family’s
progress in the key domains.

This sample of Outcome Star results clearly
shows that Sure Start’s holistic service
offering of health, family support and early
education services has a positive impact of
improving outcomes across all 7 domain
areas. 89% of families improve in at least one
area, with 57% of families improving in 3 or
more outcome areas. Many vulnerable families
will require multiple areas of support and the
results show that Sure Start as a multidisciplinary team can provide a “one stop
shop” for family support needs.

The figures provided below are based on 178
service users who completed both the first and
second star readings after a Sure Start
intervention before the beginning of
the pandemic.

Are people making progress?

89%

of people are making
progress in at least
one outcome area

57%

of people are making
progress in at least
three outcome areas

For further information visit Sure Start
Webpage via CCP website to see how
Sure Start supported families during
COVID 19 #SureStartWorks
http://childcarepartnerships.
hscni.net/sure-start-duringcovid-19/

75%

of people are making
progress in at least
two outcome areas

3.1

Average number of
outcome areas someone
is making progress
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Supporting children with
Special Educational Needs
It is recorded that in 2019 - there are 19,200
children with a Statement of Special
Educational Needs (SEN) in NI which equates
to 5.5% of the school population and is a 36%
increase in the past 9 years (NIAO, 2020).

statutory time limit, and the Education Authority
(EA) stated that the majority of delays were
primarily related to advice reports from Health
and Social Care staff. This highlighted the
importance of addressing these delays, not only
to ensure Health and Social Care Trusts met
the legislative timeframe but most importantly to
enable children and young people to receive the
supports they require to achieve, learn and
develop, giving them the very best start in life.

HSC plays an essential role in providing health
advice for children undergoing Statutory
Assessment to assist in both the early
identification of a children’s needs and ensuring
the appropriate the intervention and support is
available to enable to access the curriculum.

The PHA worked with Department of
Education, EA and Trusts to review the
pathways and compliance rates across each of
the 5 Health and Social Care Trusts. Measures
were taken to improve not only compliance and
performance in this area but also outcomes and
achievements amongst children and young
people with SENs. Non-recurrent
transformation funding was secured from DoH
to support the appointment of a SEN Coordinator and Data Analyst in each Trust who
work closely with the PHA putting processes in
place to reform the Health and Social Care
input to the statutory process.
Significant achievements from this work include:

Standardisation and improvements across the
HSC system in identifying and supporting
children with possible Special Educational
Needs undergoing Statutory Assessment.
Improved identification and more integrated and
timely provision has improved outcomes for
children and young children enabling them to
learn, achieve and develop and has enhanced
greater co-operation across the Health and
Education sectors.”
Health and Social Care staff play a critical role
working with the Education Authority to identify
children who may have Special Educational
Needs (SEN). This input is in line with the
Special Educational Needs and Disability Act
(2016) and helps to determine whether they
need a Statement of SEN that outlines the
supports from across the health and education
they need to enable them to access the NI
educational curriculum to the best of their ability.
A NI Audit Office (NIAO) report carried out in
2017 identified that only 21% of Statements of
SEN were completed within the 26 week

• Development of a single point of entry to
co-ordinate requests and set a monitoring
function to determine demand and
performance.
• Successful implementation of an electronic
exchange of information system across
Health and Education to ensure timely and
seamless sharing of information.
• Implementation of a standardised and
streamlined process for the provision of
timely and consistent health advice for
children undergoing Statutory Assessment.
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• Increased knowledge in Health and Social
Care on legislative frameworks associated
with SEN and their requirements.
• Improved compliance with healthcare
advice for children undergoing Statutory
Assessment which was referenced in a
2020 NIAO report. From this initiative
advice reports from Community
Paediatricians, Occupational Therapy,
Speech and Language Therapy and
Physiotherapy across the 5 Trusts have
improved in the 6 week complance 49% in
December 2019 to 90% in October 2020.
• Early identification of children and young
people’s needs followed be timely supports
and interventions to enable them to better
meet their full potential.
• Enhanced working between Health and
Social Care staff with EA and schools to
ensure the requirements of the Children’s
Services Co-operation Act NI (2015)
are met.
• More effective use of resources and
greater standardisation and appropriate
advice reports outlining the requirements
to address the child’s needs in the
educational setting.

There is evidence of greater partnership
working from this initiative between EA, PHA
and the Health and Social Care Trusts. This has
led to more integrated, proactive models of care
based on early intervention and developed
regionally to ensure consistency of delivery at a
local level.
Development of a regional Children and
Young People (CYP) Emotional Health
and Well-Being (EHWB) Services
Framework to support the delivery of
early intervention and integrated
diagnostic approaches
The PHA and HSCB have worked closely with
a range of stakeholders to support the
development of a CYP EHWB Services
Framework to deliver more integrated and early
intervention models of support for CYP who are
experiencing a range of difficulties in this area.
The development of this Framework was
deemed necessary to ensure CYP and their
parents/carers are able to access more
streamlined and integrated support that focuses
on early identification and proactively addresses
presenting EHWB needs as soon as they arise
and to provide necessary and consistent
support for families.

Work in this area to date has made significant
positive impacts on the provision of health
advice for children undergoing Statutory
Assessment, which has been recognised by
both DE and DoH and in a recently released
NIAO report. An area for further development
identified is to expand the services and
professions in Trusts who could contribute to
assessments. This provides a more integrated
assessment of need and subsequent
provision to ensure that the child’s needs are
met holistically.
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The Framework is supported by local, national
and international studies with a key focus on
early intervention at a population and specialist
level to improve outcomes for CYP. The
Framework is line with policy directions
including ‘New Decade New Approach’ and
aims to co-ordinate pathways to prevent CYP
being managed by a range of professionals/
services through the development of a EHWB
single point of entry. The Framework also aims
to enhance integration across specialist
diagnostic services particularly where ASD,
ADHD or significant Mental Health diagnostic
assessments are being considered.

The EHWB Services Framework is designed to
transform models of services and deliver the
following key outcomes;
• The development of a co-produced model
with active involvement of CYP and their
families.
• Maintaining a prevention and early
intervention focus.
• Re-aligning CYP EHWB services to meet
identified needs through early intervention
and integrated diagnostic pathways across
CAMHs, ASD and ADHD.
• Enhanced co-working with other agencies
and partnerships to ensure integrated,
seamless and holistic models of support.
• Timely access for CYP and their families
and the delivery of a wrap-around model of
support.

This Framework has been developed to address
negative experiences amongst CYP and
families who have accessed EHWB services.
Feedback received included the need for more
joined-up and consistent EHWB models;
greater access to timely and responsive support
particularly at transition points; and the delivery
of more holistic and personalised care that
helps CYP realise and achieve their goals,
hopes and ambitions.

In the development of this Framework there has
been active engagement and joint working with
the Department of Education in their
development of the ‘CYP EHWB in Education
Framework’, which is currently being finalised.
This framework is focused on supporting the
emotional and mental well-being needs of CYP
in the school setting by strengthening their
self-esteem and emotional resilience. The
interagency working in the development of
these Frameworks is critical to ensure the
delivering of an integrated approach across the
health and education sectors a more complex
stage where more specialist supports are
needed.

A key driver of the Framework is partnership
working to help meet the holistic needs of the
CYP alongside the development of a needs-led
model to meet any developing EHWB needs of
the CYP and where necessary more specialist
support to address diagnostic and/or co-morbid
needs. This will ensure greater understanding
and management of a continuum of needs in a
co-ordinated and proactive way.
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Integrating the care

5.1

Introduction

The HSCB and PHA are committed to supporting an integrated HSC system in Northern Ireland
which will enable the seamless movement across all professional boundaries and sectors of care.
A number of key improvements were led by the HSCB and PHA last year which contributed to
raising the quality of care and outcomes experienced by patients, clients and their families.

5.2	New Models of Service Delivery

Current priorities across Federations are the
implementation and delivery of Primary Care
services in the following specialties, thus
reducing the requirement to refer to
secondary care:

Primary Care Elective Services
In October 2016, the Health
Minister launched Health and
Welling Being 2026: Delivering
Together, an ambitious 10 year
approach to transforming the health
and social care system in Northern Ireland. One
of the key actions within the document was the
development of a comprehensive approach for
addressing elective care waiting lists on a
sustainable basis, and as a result, in February
2017, the Elective Care Plan: Transformation and
Reform of Elective Care Services was published.

• Dermatology: to safely manage a range
of routine dermatological conditions in a
primary care setting.
• Gynaecology: to safely manage a range
of routine gynaecological conditions (Coil
fitting, LARC) in a primary care setting.
• Vasectomy: to safely deliver non-scalpel
procedures in a primary care setting.
• MSK/Pain: to safely manage a range of
routine MSK conditions in a primary
care setting.

The actions in the plan were designed to improve
access to services for patients, their families and
carers and to place elective care on a sustainable
footing, resulting in improved waiting times.

• Minor Surgery: to safely manage a range
of routine minor surgical procedures
(lipoma excisions, sebaceous cysts,
dermatofibroma, excisions for diagnostic
purposes) in a primary care setting.

To facilitate the primary care elective
transformation agenda, the HSCB/PHA, in
conjunction with GP Federations, have designed
and implemented a range of pathways to enable
the appropriate management of patients in
primary care, and minimise the need to refer to
secondary care. Beyond primary care capacity,
this supports an improved approach to demand
management via peer support, peer review, peer
education, self-management and self-directed
care at a population level within GP federations.

Planning is currently underway to introduce new
pathways in specialties such as Cardiology and
Dementia in 21/22.
The impact of this has been to improve the
citizen experience by improving access within
these pathways.
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Community pain support programme
An estimated 1 in 5 people in Northern Ireland
live with chronic pain. Medication relieves
chronic pain by around 30% only, in most cases.
The Pain Support Programmes (PSPs) aim to
help people with chronic pain to learn new ways
to manage their pain, reduce their reliance on
medication and improve their quality of life.

Examples of outcomes and feedback from the programmes (Sept - Dec 2019)
• 78% of participants completed the programme.
• At the beginning of the programme, only 15% used self management strategies in addition
to medication. This increased to 83% at week 12, and 91% 3 months after the end of
the PSP.
• 68% of all participants attended 8+ sessions and this resulted in an increase in Pain Self
Efficacy1 score to each individual of between 6-8 points (out of a total of 16).

The HSCB and PHA have a role in
commissioning pain management services and
improving the use of medicines. 32 twelve week
PSPs were run in 16 Healthy Living Centres
across NI between September 2019 and March
2020. These were attended by approximately
500 people with chronic pain. Each week is
devoted to specific activities known to help
chronic pain. For example, as keeping moving is
important, every week involves some light
physical activity. Other weeks cover looking
after your mind, the role of medication (by a
local pharmacist) and the importance of having
a ‘pain self-management toolkit’. Sessions are
also devoted to peer learning and sharing.

The Pain Support Programmes were
recently recognised with two prestigious
PrescQIPP awards:
Winner: Category: Developing
or Working across Integrated
Care/Sustainability and
Transformation Partnerships
Silver Award: Voted second
place overall of all 2020
award winners

Further information on the NI Healthy
Living Centres can be found at:
http://www.hlcalliance.org/
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Primary Care Infrastructure
Development Programme
The HSCB continues to support the roll out of
the Primary Care Infrastructure Development
Programme, aimed at delivering a Hub and
Spoke approach to the delivery of primary and
community care services. Primary and
community care is considered to be the
appropriate setting to meet the majority of the
health and social service needs of the
population. The services and resources available
within this setting have the potential to prevent
the development of conditions which might later
require hospitalisation as well as facilitating
earlier discharge from hospital. The hub facilities
will essentially encompass those services which
do not require a hospital bed but which are too
complex or specialised to be provided in a local
GP surgery (a spoke).

A milestone was reached with planning
permission being granted for a Community
Treatment and Care Centre in Newry. It is
expected that the contract for the centre will be
awarded in 2021 followed by a 2 year build
programme. It will facilitate the co-location of
primary and community care and
complementary secondary care services,
grouped within a single facility for the purposes
of delivering integrated care services and
patient care. Significant investment in bespoke
premises has allowed for increased capacity
within primary and community care making
services more accessible to patients as well as
facilitating the roll out of multi-disciplinary
working within GP premises and an increase in
the number of practices who can provide GP
training.

£3.9m invested in transforming GP premises to support new ways
of working and providing more services closer to people’s homes.
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Pharmacy and Medicines Management
response to COVID-19 surge
A range of pharmacy and medicines
management initiatives have contributed to
improving the quality of services in response to
the COVID-19 pandemic. These have been led
by the HSCB working in partnership with
Community Pharmacy contractors with support
from PHA, BSO, HSC Trusts, DoH, and GP
practices. Examples of those initiatives include:

• Serious shortage Protocol
In order to maintain the continuity of medicines
through the supply chain in preparation for EU
exit, the DoH introduced a Serious Shortage
protocol mechanism. This facilitated the lawful
substitution of a specific dosage form of a
medicine that was in short supply. HSCB
commissioned a service from community
pharmacy to implement this arrangement. This
was not needed during EU exit in January 2020
but was implemented and used during the initial
surge of COVID-19 pandemic. This service
model will be reviewed to inform future use of
this mechanism for the remainder of 20/21.

• Emergency Supply Service
Given the demand on services during the initial
COVID surge in March 2020, patients and/or
their carers were encouraged to order their
usual medicines in good time. Despite this
patients reported running out of their
medicines. Indeed, it was estimated that prior to
COVID between 5-10% of GP OOH contacts
were to access repeat medication that had not
been supplied in-hours. The Emergency Supply
service was commissioned from community
pharmacies by HSCB, which has facilitated the
provision of chronic medicines when patients
have been unable to get a supply of their
routine medicines obviating a contact with GP
Out of Hours Services.

• Access to medicines in out of hours
and end of life care
Access to medicines in out of hours and
particularly for those requiring palliative care or
end of life care was a particular issue which was
addressed through enhanced community
pharmacy rota opening over public holidays;
increasing the coverage of dedicated palliative
care community pharmacies; and, for a
temporary period, putting in place an on-call
arrangement for palliative care pharmacies
linking to Trust pharmacies for access to
palliative care medicines until end June 2020.
Review of these services has led to extension of
these service arrangements over the winter
period.

68

Integrating the care

• Pharmacy Services to Care Homes
The need to support medicines management
arrangements for care homes was recognised
and to that end, enhancements have been
made to the current contractual arrangements
that are in place to align a dedicated community
pharmacy to a care home. Further development
of the pharmacy care home service had been
planned for 2020/21 but funding has not been
secured. During the period April to June,
medicines stock boxes containing essential
stock medicines for palliative and urgent
treatment have been offered to all nursing
homes and a mechanism to replenish stock has
been established. During this period a process
was established for the reuse of patients own
drugs in care homes. This provision was recently
stood down and will be evaluated before
September to inform further plans. Oxygen
supply to care homes was also recognised as
an important issue and refinements have been
made to the provision of oxygen to care homes.
These will be maintained and kept under review
for the remainder of the year.

• Use of Video-consultation within
pharmacies
HSCB secured access to a Zoom enterprise
licence for community pharmacies in order to
undertake video-consultations. This has
facilitated remote smoking cessation
counselling and consultations for minor ailments
• Community Pharmacy –
Living Well Service
As the most accessible and accessed health
care venue before COVID and during COVID,
pharmacies are a natural locus for the provision
of health and well-being information and
signposting to other services. The Living Well
service was commissioned and delivered
successfully in 19/20 and provided a unique
and valuable mechanism to reassure, support
self-care and signpost the public to services as
appropriate. With the rebuild of HSC service,
this service is providing a helpful source of
information for the public and a series of
campaigns are being delivered.
All of the above show how pharmacy services
are integral to community response to COVID
integrating all areas of health and social care.

• Community Volunteer Service
HSCB has worked with Community
Development Health Network to establish a
volunteer delivery service in response to the
need to transport medicines to shielded patients
during the first wave of the COVID pandemic.
This service delivered in excess of 80,000
prescriptions.
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Community pan-disability support
programme
Local government is responsible for a wide range
of programmes and services that contribute to
health and wellbeing of the communities in which
they serve, including leisure and recreation, play
parks, forest trails, green spaces, arts and cultural
activities. These services empower people to
utilise opportunities to improve their own health,
and throughout this last year we have all looked
towards council facilities in our local environments
to provide a valuable alternative diversion from all
things COVID.

• Worked DfC, DAERA and the 11 councils, to
implement a regional capital grants programme
which has invested £800,000 in the
2020/2021 financial year (a total of £2.8
million over three years). This programme has
assisted in making the physical changes for
access inclusion practice within health
improvement venues across Northern Ireland.
• Funded a training programme for council
officers from all 11 councils to engage and
train in excellent practice in access inclusion.
• Worked closely with Disability Sport Northern
Ireland to create guidelines for local
governments relating to excellent practice in
the creation of inclusive outdoor spaces.
• Work is now underway to develop a funded
Regional Access Inclusion Support Service to
assist the 11 councils in Northern Ireland to
continue their work on adapting fully inclusive,
innovative, access and inclusion practice.

Across Northern Ireland, 21% of the population
are recorded as having a disability. This in itself
creates health inequalities through economical,
physical, communication and social barriers to
accessing services and opportunities.
The PHA, HSCB, Departments for Communities
(DfC), Department of Agriculture and Environment
and Rural Affairs (DAERA) and the 11 local
councils have developed an approach to support
excellent and innovative practice in access
inclusion for the pan-disability community through
engaging this community, developing collaboration
and creating the conditions for meaningful
change. This has been achieved through:
• Piloting the local government access inclusion
model within Fermanagh and Omagh District
Council and Derry City and Strabane District
Council. This model includes an Access
Inclusion Officer working across council
directorates to ensure all health events,
activities and programmes are accessible and
inclusive to the pan-disability community.

This valuable work is an excellent example of
cross-departmental working which transforms
culture and practice. This initiative will continue to
break down the social, physical and
communicational barriers to participation faced by
the pan disability community, empowering people
with disabilities to maximise local opportunities to
improve their own health and encourage
community-based rehabilitation.
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5.3	Integrated Care Partnerships
Belfast Integrated Care Partnership – Together let’s make it better
Palliative and End of life care is everyone’s business. Current Palliative and End of Life Care services
are not always reaching local people at a time and place they need them.
The Integrated Care Partnerships in Belfast (ICPs), including BHSCT, recently organised a workshop
entitled Together Lets Make it Better. The main aim of the workshop was to promote collaborative
working and use the combined wisdom and experience in the system to determine how we can be
even better. The workshop included health care professionals from across all sectors with the
common goal of addressing present challenges facing palliative care services in Belfast.
Themes discussed at the workshop included:
• How could care have been improved?
• Who should provide care?
• How could planning and provision of care have been improved?
Key messages which emerged from the workshop included:
•
•
•
•

Early Identification of a patient with Palliative and/or End of Life needs
Allocation of a key worker
Advanced care planning
Co-ordination/Co-ordinator

The workshop clearly identified current gaps in the service and work is underway to address these to
help ensure that we continue to treat people with dignity and ensure that we can, where practical,
carry out their wishes and that we are compassionate and responsive to their needs.

At birth and death, we are privileged to accompany
people through moments of enormous meaning and
power, moments to be remembered.
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Western Integrated Care
Partnerships – End of life care
during COVID-19
The Western ICPs met collectively and weekly
in response to the COVID-19 restrictions, and
the potential impact on the local population.
Supporting ICP partnership organisations,
work included supporting Community Hubs
through which WHSCT collaborated with Local
Government and promoting flexible ways of
delivering services, such as taking Healthy
Living Centre programmes to streets and rural
settlements.
As part of this, concern was raised on the impact wake and funeral restrictions may have on the
ability to process bereavement and potential effect on people’s mental health. Working with our
Palliative Care in Partnership colleagues, a workshop was held examining what End of Life
means and how this can begin to be normalised and supported within the local community.
The workshop was delivered virtually by the Project ECHO team and guest speakers included
Dr Max Watson, Hospice UK, Palliative Care in Partnership and showcased existing good
practice from Foyle Hospice Compassionate Communities programme, as well as ICPs Service
User representatives.
There was a total of 73 participants in attendance at the event from a range of different
backgrounds, such as community and voluntary sectors, Councils, Care Homes, health care staff
such as nursing, social work and allied health professionals, GPs and Pharmacists. Feedback
from the event was very positive, participants indicated that they found the event useful and
would be able to take the learning into their respective areas of work, to improve their approach
to conversations around death and dying.
An outcome of this work was the beginning of collaboration with the PHA Health Improvement
Teams and linking some of the contracted work to promoting End of Life. This includes “Artscare
NI” who are taking forward ‘Life’s Road Trip’ within HSCT settings and Community organisations,
and the development of a virtual ‘Heart of Living and Dying’ session for dissemination through
Age Friendly Officers within Local Councils.
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Northern Integrated Care Partnership
- Diabetes Prevention Programme
Type 2 Diabetes Mellitus is one of the most
common long term health conditions in
Northern Ireland, associated with significant
morbidity, mortality and healthcare costs. The
prevalence continues to increase, and it is
estimated that by 2027 there will be a further
45,000 cases of Type 2 patients across NI.
The risk of developing Type 2 Diabetes
Mellitus is strongly linked to modifiable health
behaviours, in particular diet and weight.
In April 2019 the Northern Local
Commissioning Group in partnership with
NHSCT and the Northern Integrated Care
Partnership commissioned a Diabetes
Prevention Programme. The aim was to
provide a 9 month intensive behaviour change
intervention in individuals who are particularly
high risk. Their risk was assessed using both
a risk assessment score and blood tests. As
of June 2020, 300 people had successfully
completed the programme and reduced their
risk of developing Type 2 Diabetes Mellitus.

300

people successfully
completed the
programme by
June 2020

45,000
further cases of
Type 2 patients
across NI
by 2027

5.4	Introduction of new ways
of working as a result of
COVID-19
SH: 24
SH:24 is a community interest company that has
been providing an online sexually transmitted
infections (STI) testing service in Northern Ireland
on behalf of its HSC services since October 2019
as a pilot. This was due to end on 31 March 2020
and was highly successful with over 8,000 people
ordering STI testing kits without the use of any paid
advertising. Follow up of patients with diagnosed
STIs was undertaken by NI HSCT’s genitourinary
medical (GUM) teams.
Uptake exceeded originally anticipated demand by
more than 100%. Monthly monitoring reports have
shown how over 40% of NI SH: 24 users had never
been to a GUM clinic before and a further 15% had
not been to one in over a year. This means that SH:
24 have been able to reach a different group of
people than traditional GUM services.
Due to the success of the pilot and aware of the
possibilities, GUM clinic service providers began to
deliver much of their services to HIV patients and
those at risk of HIV through SH:24 preferring
telemedicine instead of face to face contacts.
During lockdown the demand for on line STI testing
increased significantly unlike in other parts of the
UK, highlighting the level of ongoing unmet sexual
health needs observed already during the pilot.
In light of the pandemic and due to the success of
the pilot being able to deliver a virtual service which
was cost effective, well received and efficient, the
HSCB / PHA identified slippage to continue on line
STI testing for the period April to December 2020.
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Urgent Dental Care during the
COVID-19 Pandemic
COVID 19 had a catastrophic impact on the
provision of dentistry in Northern Ireland. On the
18th March 2020 it was apparent that Aerosol
Generating Procedures (AGPs) would be
restricted under UK Government Guidance and
this came into effect on the 23rd March 2020.
The vast majority of urgent dental care entails
an AGP. Consequently Hospital Dental Services,
Community Dental Services (CDS) and General
Dental Services (GDS) were equally impacted
and unable to execute the critical function of
providing urgent care.

The HSCB Dental Team focused its efforts to
deliver five Urgent Dental Care Centres
(UDCCs) without delay. In just over a fortnight, a
new single regional model for the delivery of
urgent dental care for all patients was
coproduced and operational.
CDS and their staff hosted the service in each
Trust. General Dental Practitioners and high
street oral surgery specialists provided the
dental treatment whilst secondary care
specialist advice could be called upon if
required. The role of the HSCB Dental Team
was to be the key enabler to deliver on this
ambitious project. It was a great example of
collaborative working across all the dental
service sectors, the HSCB and the DoH.

Life threatening dental emergencies are not
common however they can develop quickly;
early advice and intervention is important.

The collaborative efforts of dentists and their
teams at UDCCs have treated more than 5,000
patients to date in a COVID safe environment
and continue to operate this service as we move
through the pandemic.

A gap in access to dental services, due to the
restrictions, created a high risk that patients
requiring urgent treatment would seek help in a
General Medical Practice or at Emergency
Departments. A model to deliver the urgent care
requirements of all of the dental service sectors
became essential immediately.
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Ophthalmic Service Improvements

The impacts of covid-19 will be deep and
profound and the challenges of maintaining
services whilst protecting HSC through
rebuilding and surge phases require an
integrated approach like never before.

BHSCT eye casualty sees and treats in excess
of 15,000 patients annually, but analysis
indicates that over half of these could be
appropriately managed in the community.
Shifting this point of care would improve
outcomes and experience for patients whilst
also freeing capacity in hospital eye
departments.

Ophthalmic services across primary, secondary
and community and voluntary care pre-covid
were already well integrated, with the Northern
Ireland Eyecare Network taking a strategic
approach to how services can be better
coordinated and delivered.

In line with the wider strategic review of reform
of urgent and emergency care through “No
More Silos” BHSCT eye casualty has moved
from a “walk in” to an appointment-only service,
reducing footfall into the acute hospital, secure
in the knowledge that patients have an
alternative pathway in place through NIPEARS.

The modernisation of the acute eye pathway is
an example that was planned and in train
pre-pandemic, but which Covid has pushed on
at pace.

Throughout Covid since March, primary care
optometry practices continued to offer urgent
eyecare aligned with NIPEARS, and since April
2020 BHSCT has operated an appointmentonly system but one which supports primary
care referrers with clinical advice and fasttracked pathways for those requiring an eye

Pre-Covid, NI benefited from a regional Primary
Eyecare Assessment and Referral Service
(NIPEARS) which aims to be the first point of
contact for non-sight-threatening acute eye
problems which would otherwise present in eye
casualty or general practice.
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Improving Access to Services for the
Deaf Community
The COVID-19 pandemic has changed our
lives. We are all working and communicating in
different ways. We’re learning, adapting, and
figuring out how to stay safe but also how to
maintain our connections with one another. For
Deaf people, society’s response to the
pandemic has created new obstacles not just in
everyday life but also in terms of their equal
access to Health and Social Care. At the start
of the outbreak, many services switched to
telephone contact only. While this was done to
protect everyone through social distancing,
there was a risk that it would severely limit both
the Deaf community’s access to services, and
the ability of our staff to communicate
effectively with Deaf people.

casualty appointment. Although a regional
integrated IT platform is not yet in place, the
pathways have also benefitted from a “virtualwhere-possible” approach, using video and
telephony, and remote consultations where
appropriate.
Primary care optometry has been supported in
provision of acute eyecare through the
introduction of a remote training platform
enabling webinars to be provided with local
ophthalmologists and Eye Casualty staff
delivering effective training.
These developments have involved integrated
work between everybody involved in provision of
the Acute Eyecare pathway including BHSCT
and WHSCT, primary care optometry and the
HSCB. It has also included sharing of
information and guidance with main Emergency
Departments, GPs and community pharmacies
and with the general public through press and
social media.

To overcome this barrier, the DoH and the
Department for Communities funded a remote
sign language interpreting service. This novel
service has been commissioned as a temporary
COVID-19 measure. It is managed by the
HSCB as one element of the wider Regional
Communication Support Services Programme.
This Programme refers to a range of projects
led by the Health and Social Care Board, where
we work with a range of internal and external
partners and stakeholders to redesign and
improve existing communication support
services for people who are Deaf, deafblind and
hard of hearing.

An impact of the service development has
already been seen in a significant reduction in
footfall in BHSCT Eye Casualty since the
introduction pf the “appointment only”
attendance and a simultaneous increase in
primary care optometry NIPEARS attendances.
This quality improvement initiative has not only
integrated services, and helped with the Covid
response, it also offers a platform for improved
communication and metrics to ensure that
patients are seen and managed - “right person,
right time, and right place.”

The pandemic created a unique opportunity to
explore and test new ways of working, such as
the remote sign language interpreting through
the Regional Communication Support Services
Programme.
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Provided by Interpreter Now, the service
enables British Sign Language (BSL) and
Irish Sign Language (ISL) users to access
NHS111 and all non-emergency Health and
Social Care services during the pandemic. It
also allows health and social care staff to
access a remote interpreter to support their
clinical assessment and care of Deaf people.
The service is free at point of use and
available 24 hours a day, 7 days a week. All
of the BSL and ISL interpreters are
qualified, registered, and highly experienced.

The VRI service can be used for things like:
• Short HSC appointments such as a GP
appointment,
• A pharmacy consultation, or
• Arrival at an Emergency Department until a
face to face interpreter can be sourced.
Since the service went live in April 2020, almost
400 people have registered to use it. In the
month of November alone, it enabled Deaf
service users to make more than 1,000
independent, on-demand phone calls to a broad
range of health and social care services,
including:

The service includes two elements:
• Video Relay Service (VRS) and
• Video Remote Interpreting (VRI)
The Video Relay Service (VRS) was
introduced first to ensure immediate access
to telephone services. It allows Deaf people
to connect with sign language interpreters
online via video link. VRS can be used to:

435 calls to GPs
85 calls to regional hospitals
38 calls to social work teams

• Organise a GP appointment,
• Make an outpatient booking,
• Translate medical advice received in the
post, or
• Call a pharmacy.

24 calls to dentists
15 calls to community
pharmacies

With Video Remote Interpreting (VRI),
the Deaf person and health and social care
practitioner are in the same location. They
access an interpreter online via secure video
link (e.g. a tablet, smart phone, or computer).
It’s like the interpreter is in the room.

The feedback so far is overwhelmingly positive:
the service has the potential to transform Deaf
service users’ experiences and outcomes in
relation to health and social care, supporting
their independence and active participation in
communication and decisions that affect them.
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5.5	Northern Ireland Neighbourhood District Nursing (NDN)
model of care
The Department of Health District Nursing
Framework 2018-2026 (DoH 2018) provides
the strategic direction for the District Nursing
service in NI. One outcome in the Framework
was to develop a regional community nurse-led
model of care prototype and then scale and
spread.

The objectives of the model are to:
• Test a new model of District Nursing
linked to Primary Care MDT
• Promote a new public health model for
District Nursing
• Improve patient care through proactive
management of population health

The Nursing and Midwifery Task Group (DoH
2020) highlights significant transformation of
nursing and midwifery services is essential to
the stability and sustainability of the NI HSC
system and one theme is to deliver population
health and wellbeing outcomes.

• Develop self-organised teams under a
collective leadership model
• Test a coaching model for
District Nursing
• Reduce bureaucracy and maximise the
use of technology in care

The aim of the NI NDN model is to improve
safety, quality and experience by developing a
‘one team’ approach within a designated
community and aligned to the GP Practice, with
the ethos of home being the best and first place
of care. Teams work in partnership with patients,
carers, families, General Practitioners, and other
health and social care professionals as part of a
wider multidisciplinary team (MDT).

• Test Delivering Care staffing levels in
District Nursing
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Five district nursing teams, one in each HSC Trust, started to test the model in stages in June-July
2019. A Quadruple Aim approach was used in the evaluation and interim results are outlined below.
The benefit of using a structured, proactive
population health and public health based
approach

Structured local population health needs assessment informed
development of community health improvement plans and QI
projects. E.g. Ballycastle undertook a Palliative Care IHI QI project.
Outcomes 18% people died in hospital (NI average 48%)

Efficient use of DN resource (total 43 DN staff
equating to 4% DN workforce aligned to 3%
GP Population)

OBA scorecard monitoring return Q3 19/20- total working
caseload 819 people, average 17 patients per WTE
(regional figure is 13)

Effective education and supportive interventions
enabling patient self-management

Q3 (19/20) 59 patients supported to self-manage in areas of
diabetes, continence, medicines and weight management

A highly rated service by patients, families and
carers

10,000More Voices survey - 83% of respondents rated experience
as strongly positive

Coproduction and collaborative team approach
supported by coaching

People Measurement survey - overall engagement score 4.39
from 29 respondents (HSCNI 2019 engagement score was 3.78).
One respondent said, “Whilst the self-managing team aspect can
be challenging at times, I feel well supported and the ‘coach
approach’ encourages ownership and collaborative working.”

An evaluation report has been completed and will be available on the PHA website. Further work will
be undertaken to apply the principles of economic assessment and demonstrating value of the NDN
model as part of scale and spread.
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Conclusion
There is a requirement from the DoH that the PHA in conjunction with the HSCB produce an Annual
Quality Report outlining our commitment to improving quality.
The report is split into 5 sections which are aligned to the Q2020 Strategy and each section uses a
different theme & colour to represent its context.
1.	
Transforming the culture
This section is green which symbolises
organic and includes a tree / butterfly’s to
represent growth, transformation etc. This
section includes information on:
- Quality leadership & governance
structure
- How we learn from SAI’s, complaints,
patient experience
- Our commitment to involvement and
prioritising co-production and the
difference this has made for patients
and clients with reference to HSC
Hospital passport, Always Events etc.

3.	
Measuring Improvement
This section is red, representing blood –
blood test being one measurement for
health. The topics in this section include
PHA/HSCBs lead in relation to quality
improvement plans for pressure ulcer
prevention, falls, NEWS and mixed gender
accommodation. New examples are also
included regarding the impact of the
pandemic on certain services and new
initiatives to reduce this.
4.	
Raising the standards
We cannot print in gold – so this is the
closest we got. This represents gold
standard – which is what we are trying to
achieve in order to become a ‘leader for
excellence in health and social care’.

2.	
Strengthening the workforce
This section is blue which traditionally
represents industry and includes symbols
of cogs working together. We have
included a range of topics under this
section to include how we support HSCB/
PHA staff to grow. Opportunities we have
afforded to wider HSC to upskill in terms
of quality improvement and education/
training opportunities we have
commissioned to continue to improve.
This has particularly focused this year on
support through the Covid pandemic.

	This section includes information relating to
clinical networks established, improvements
in maternity & children’s services such as
fetal monitoring in labour and
improvements in primary care.
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5.	
Integrating the care
This section is represented using different
healthcare symbols linking together to show
how we integrate as one system between
primary care, secondary care, embracing
new technology & systems to improve the
quality of services. Examples in this section
include improvements to ophthalmology and
dental services, access for deaf clients and
neighbourhood nursing.

WASH YOUR HANDS

As stated in the introduction the HSCB and
PHA both recognise that for the quality of care
and services to be of the highest standard, the
culture of an organisation must be open, honest,
and transparent and, in particular, patient and
client focused. Key to transforming
organisational culture is the willingness of the
senior team to lead from the front in motivating
staff and, prioritising patient and client care,
while embracing change in the rapid moving
climate of Health and Social Care (HSC).

WEAR A MASK
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2 METRES APART

For further information
please contact
Grainne Cushley
Q2020
Project Manager
grainne.cushley@hscni.net

