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FOREWORD

Welcome to the Tenth Annual Quality Report
of the Public Health Agency (PHA)

As Chief Executive of the Public Health Agency | am delighted to
share this report outlining how the PHA has continued to improve the
quality of health and social care services in line with our commitments
set out in the Q2020 Strategy. This report covers the period 1st

April 2022 to 31st March 2023, the first year since the dissolution of
the Health and Social Care Board and the creation of the Strategic
Planning and Partnership Group (SPPG). Moving forward, the SPPG
has continued to carry out the roles and responsibilities previously
undertaken by the HSCB, working closely with PHA in all elements of
Safety, Quality and Experience to improve outcomes for residents of
Northern Ireland, but will no longer contribute to this Annual Quality
Report.

We continue in this report to outline the impact of the COVID-19
pandemic. Previous reports demonstrated our commitment to learning
from our pandemic response, and as such provided examples of how
we changed our ways of working, remodelled our service delivery and
developed innovative ways to implement change; all of which have
contributed to the regional rebuild agenda. This year we implemented
updated COVID-19 testing guidance to support clinical pathways
issued by the Chief Medical Officer.

This report has afforded the Agency the opportunity to reflect on

our successes over the past year and demonstrate not only how far
we have come, but also our continued collective drive to improve
outcomes for residents of Northern Ireland; against a backdrop of an
aging population, increased demand for services and unprecedented
challenges across the Health and Social Care sector. Looking to the
future we are committed to delivering the highest standard of services,
designed and implemented in partnership with service users, our
teams and the wider community of stakeholders.

Finally, we would like to thank all our staff for their efforts over the past
year, we are proud of what we have achieved together through these
challenging times. We will continue to strive for the highest quality
standards in the care and services we provide and put the residents of
Northern Ireland at the heart of everything we do.

Thank you

Aidan Dawson
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Transforming
the Culture

Objective 1: We will make achieving high quality the top priority

at all levels in health and social care.

INTRODUCTION

Objective 2: We will promote and encourage partnerships between

staff, patients, clients and carers to support decision making.

The PHA recognises 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, prioritising
patient and client care, while embracing change in

the rapid moving climate of Health and Social Care (HSC).



1. TRANSFORMING THE CULTURE: PROMOTING PERSONAL AND PUBLIC INVOLVEMENT (PPI)

Personal and Public involvement (PPI) is the active and effective
involvement of Service Users/Carers and the public in health and
social care services. People have a right to be involved in and
consulted on decisions that affect their health and social care. Under
the Health and Social Care (HSC) Reform Act (NI) 2009, involvement
is a legislative requirement and this is underpinned by the Co-
Production Guide of 2018.

The involvement of Service Users/Carers and other key stakeholders
is critical in the effective planning, commissioning, delivery and
evaluation of HSC services. involvement helps to ensure that voices
are heard, views are listened to, experiences are shared and expertise
is valued, respected and utilised to achieve the best outcomes for the
person-centred HSC that we continually aim to achieve.

The Public Health Agency (PHA) was assigned primary responsibility
for leading the implementation of PPl across the HSC system by the
then DHSSPS in the 2012 PPI Policy Circular. The PHA is required
to provide the Department of Health (DoH) with assurances that HSC
bodies, and in particular Trusts, meet their PPI statutory and policy
responsibilities.

A core function of the PHA PPl team is the provision of professional
advice, support and guidance on involvement, on strategic, high
profile, sensitive, cross organisational issues/projects. The support
provided varies, but in the main entails:

» The provision of professional involvement advice and guidance,
stakeholder analysis and development of involvement plans

» Practical support in helping the project promoter to identify,
secure and facilitate Service Users/Carers participation

» Development of monitoring arrangements

Outcomes

Leadership, Advice and Guidance

The PHA PPl team has provided professional advice and guidance on
involvement, on strategic, high profile, sensitive, cross organisational
issues/projects. Advice, guidance and support has been provided to
our PHA colleagues across several divisions including:

Health Improvement
Research and Development
HSCAQl

Learning Disability

Patient Client Experience
AAA Screening
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The PHA PPl team have been able to keep a focus on ensuring the
voice of Service Users/Carers has been heard. We have worked with
HSC colleagues to formally build involvement into the infrastructure
and management arrangements for these initiatives.
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In addition, the contribution made by Service Users/Carers across
these fields has added insight, authenticity and ownership to key areas
of work and has the potential to improve quality, efficiency and safety
of services.

Training

The PHA commissions, designs, delivers and promotes involvement,
Co-Production and Partnership Working training opportunities for
HSC staff, Service Users/Carers and Community and Voluntary
Sector colleagues.

We continue to build a cohort (critical mass) of people in the

region with knowledge, expertise and experience in involvement,
Co-Production and Partnership Working. We have seen a significant
rise in the number of staff, Divisions and Directorates looking for
bespoke training in involvement and Co-Production.

Monitoring

The PHA PPI Team has led on the development of a Co-Produced,
standardised, involvement data collection template with key
stakeholders from HSC, PHA, DoH and Service Users/Carers, to
develop this agreed approach and methodology.

This approach to monitoring will further support the HSC to:

» Evidence compliance with the Statutory Duty to Involve

» Demonstrate how policy commitments to PPl & Co-Production
are being met

» Identify areas which could benefit from improvement

Leadership, Advice and Guidance

It is important to note, that while the below graphic provides some
indicative figures, the PHA PPI team are currently developing a more
comprehensive and robust data collection system that will better reflect
the advice/guidance provided to the HSC system and crucially what
impact this has made towards supporting the Public Health agenda.

PHA PPI Team Advice & Guidance

Western Health & Social Care Trust

University of Ulster

Strategic Planning and
Performance Group

Southern Health & Social Care Trust

=0

Service User and Carer
Regulation And Quality
Improvement Authority

Queen’s University : : : : :
Public Health Agency @
Other

Northern Ireland Ambulance Service
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Northern Health & Social Care Trust
HSE

HSC Leadership Centre
Department of Health
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Business Services Organisations
Belfast Health & Social Care Trust

Figure 1: the above graphic shows some of the advice and guidance
(71) the PHA PPI Team have provided to the HSC system from April
22 - June 2023.
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With the information and evidence provided to the PHA PPl Team Figure 3: A breakdown in Service Users, Carers, Staff, Public
through our monitoring arrangements, the below graphics sets out the and overall total participating in Involvement projects from
6 HSC Trusts involvement high level achievements & deliverables. January 2022 - March 2023

Total

Monitoring Involvement Activity: Number of Number of Number of Number of number of

public carers service user | staffs Involvement

Figure 2: How many Involvement activities have started and 494 8367 0034 1510 10407
completed from January 2022 - March 2023
211 275 728 332 1546
January 2022 - October 2022 - March | Total
September 2022 2023 90 2 95 145 832
115 268 383 2524 1203 4736 448 8911
599 418 1571 201 2879
Figure 2 demonstrates the total number of started and completed 379 519 3360 1630 5888
involvement activities have taken pl from Jan 2022 to March
olvement ac es have laken place Iro Ja uary o Marc 4297 10784 12524 4358 31963

2023. From January 2022 to September 2022 there were 115
involvement activities reported and from October 2022 to March 2023
there were 268, giving a total of 383 involvement activities reported.

It is recognised that the above number may not be a full reflection

of all involvement activity taking place in the HCS Trusts, potentially
due to under reporting in some services and the embedding of the
new involvement Activity Data collection tool across the different
Directorates and Divisions.
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Figure 4: Overall Involvement Activity per Levels of
Involvement January 2022 - March 2023

Overall Levels of Involvement

. Co-design

LEVELS OF .
Co-Production

INVOLVEMENT
Total: 383

Engage and consult

. Inform and educate

41% 157 17% 99

Figure 4, demonstrates the involvement activity per level of
involvement across all HSC Trusts from January 2022 to March 2023.
The majority of involvement activity fell into Engage and Consult, with
a spread across the remaining levels of involvement.

Figure 5: Overall Involvement Activity per Programme
of Care from January 2022 - March 2023

Involvement per Programmes of Care

PRIMARY HEALTH AND
ADULT COMMUNITY

PHYSICAL AND SENSORY
DISABILITIES

MENTAL HEALTH
MATERNITY

LEARNING DISABILITY

HEALTH PROMOTION AND
DISEASE PREVENTION

FAMILY AND CHILD HEALTH

ELDERLY CARE

CARER SUPPORT SERVICES

ACUTE NON-ELECTIVE
SERVICES

0 10 20 30 40 50 60

. October 2022-March 2023 January 2022-September 2022

Figure 5, demonstrates the over-all number of involvement activities
per Programme of Care across the different HSC Trusts. There is a
spread of involvement across the different Programmes of Care, with
Acute Non-Elective Services and Primary Health & Adult community
showing the majority of involvement.
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Figure 7: Overall Involvement Measurement Methods January Figure 8: Overall Involvement Outcomes from HSC Trusts
2022 - March 2023 January 2022 - March 2023
Measurement Types Overall, HSC Trust Involvement Outcomes

Strengthened Understanding and Learning
Service Need/Concern Identified

Service More Carer/Service User Centred
Quality Improvement

Other

Informed Policy Change

Inform Policy Change

Inform Commissioning

Increased Ownership

Increased Involvement Opportunities

Increased Awareness of Rights and
Entitlements Within Health and Social Care

Improved Service User/Carer Experience

Improved Safety

Improved Relationships

Improved Health Literacy
Improved Access to Services

Improve Efficency of Service

Figure 7, demonstrates the wide range of methods the HSC Trusts e lustion of the Semice
have utilised to help determine and measure the impact and outcomes Bettat informed and Kept Up to Dats
for involvement from January 2022 — March 2023. Better Communication

Increased Involvement Opportunities

Improved Relationships

0 50 100 150 200 250

Figure 8, demonstrates the wide range of involvement outcomes and
impacts that the 383 involvement activities have made across the
HSC Trusts from January 2022 to March 2028.
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Involvement Training:

The PHA commissions, designs, delivers and promotes involvement,
Co-Production and Partnership Working training opportunities for
HSC staff, Service Users/Carers and Community and Voluntary
Sector colleagues.

A variety of training programmes have been delivered including:

» An 8th cohort of Leading in Partnership
» A bth series of bespoke webinar broadcasts

Service Users and
Carers involved in
PHA PPI training

Applicants for 8th
cohort of Leaders in
Partnership Programme

involvement and Co-Production training delivered to:

Health Improvement
Commissioning leads
Pharmacy undergraduates
Senior Social Work Staff
Procurement

HSCQ

\ A A A A 4

Undergraduate/Post HSC staff
graduate students 5 attended
attended PPl training PPl training

for a 5th series of
Tuesday Topics

Cohort of Leadership in
Partnership Programme

Participants begin 8th 3 webinars commissioned
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2. TRANSFORMING THE CULTURE: SHARING LEARNING FROM HOSPITAL INPATIENT FALLS

HSC Trusts are no longer required to report inpatient falls that

have resulted in moderate, major or catastrophic harm as a Serious
Adverse Incident (SAl), unless serious care or service delivery issues
are identified from the initial post fall review; instead inpatient falls
are classed as Adverse Incidents and a timely Post Fall Review

is completed internally. The aim of this is to allow for local learning
resulting in a change in practice, to reduce the incidence of future
falls.

A Shared Learning Form (SLF) following a Post Fall Review is then
submitted to the PHA Falls Inbox falls.learning@hscni.net. This allows
for a regional analysis of incidents where falls have occurred and for
the sharing of this regional overview. The Safety Quality and Innovation
Team between July and September 2022, carried out a detailed
analysis of all the forms submitted to the PHA Falls Inbox in the period
April 2021 to March 2022.

In addition, all Serious Adverse Incidents where analysed and patients’
stories where included from Care Opinion.

A newsletter was created to share this information with HSC
colleagues with the intention of improving future practice.

Outcomes

» A thematic analysis of 123 shared learning forms from incidents
of inpatient falls resulting in moderate/major/catastrophic harm
was completed. Four thematic headings were used, ‘what
happened to the patient’, ‘what went well’, ‘what we could
improve’ and ‘what we learned..

» 3 SAls had been submitted in the period and these were
reviewed individually with learning identified and shared from each
SAl

P> 4 stories outlining patient experience were submitted from Care
Opinion.

» A newsletter was produced and shared with HSC colleagues
during Falls Week, in September 2022.

Table 1: Number of Shared Learning Forms (templates)
Submitted per Trust April 2021 - March 2022

32

38

15

30

123
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What went well? (Before fall) What went well? (After fall)
April 2021-March 2022 April 2021-March 2022

What could we improve? What have we learnt?
April 2021-March 2022 April 2021-March 2022
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3. TRANSFORMING THE CULTURE: MEALTIMES MATTER - REGIONAL RESOURCES

The Regional Mealtimes Matter Group aims to maximise patient safety Outcomes
and ensure a high-quality patient experience always occurs at every

meal, drink and snack time. Based on the feedback received from > Regionally agreed standardised resources embedded across all

monitoring the patient and client experience, the area of meal and hospital and community settings in Northern Ireland.

snack times was identified as a key area for improvement. > Audit data is in early stages but shows promise in delivering
demonstrable and positive outcomes for patient safety both in

With choking related harm being a significant patient safety issue hospital and community settings.

in Northern Ireland and a Safety and Quality Reminder (SQR) of » Hugely positive feedback from patients/families, healthcare staff

Best Practice letter issued on in February 2021, the Mealtimes including support staff i.e. catering.

Matter Group chaired by the Public Health Agency co-produced and » Provides assurance to the NI Chief Medical Officer.

implemented a number of resources such as; » Finalist for an HSJ Patient Safety Award 2023 — Category Early-

Stage Patient Safety Innovation of The Year.

» Regional Mealtimes Matter Framework
» Regional Mealtimes Matter Assurance Questionnaire and 4 ™\
Audit Tool

Guidance Notes on the Assurance and Audit Tool
2 x Food and Drink Safety Pause Posters
Regional Nil By Mouth Sign

Regional Food Allergen Sign

Regional ‘Mealtimes Co-Ordinator’ Badge

vVvyyvyyVvyYy

We are still in the early stages of analysing impact of reduction of

patient safety incidents but anecdotally it has supported prevention of
incidents as per feedback from staff focus groups. Mealtimes Matter Resources - 1 b



https://view.pagetiger.com/mealtimes-matter-resources/1
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Objective 3: We will provide the right education, training and

support to deliver high quality service.

INTRODUCTION
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Strengthening
the Workforce

Objective 4: We will develop leadership skills at all levels and

empower staff to take decisions and make changes.

The PHA is determined to invest in the development of their staff and
the creation of a working environment that enables everyone to make
their best contribution.

Health and Wellbeing 2026: Delivering Together asks HSC
organisations 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 Organisation (WHO) defines what is meant by
workplace health:

‘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..”

The PHA is committed to supporting staff health and wellbeing
particularly over the last few years during the COVID-19 pandemic,
and currently during the Reshape and Refresh programme of work.
The PHA has introduced a number of initiatives to listen to and
engage with staff and promote best practice through investing in
training and education, and ensuring that the perspectives from all
staff are heard and incorporated into the future of the Agency.
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1. STRENGTHENING THE WORKFORCE: PROJECT ECHO: LEARNING FROM SERIOUS ADVERSE INCIDENTS

RELATED TO THE DETERIORATING PATIENT

In March 2022, the Safety, Quality and Innovation Nursing Team in the
PHA, led on the development of a new Project ECHO. Project ECHO
(Extension of Community Healthcare Outcomes) is a worldwide
movement providing an online learning and support methodology.

It supports knowledge sharing between professionals from across
health and social care, and facilitates the exchange of specialist
knowledge and best practice. The theme of the ECHO was learning
from Serious Adverse Incidents related to the Deteriorating Patient
and the common patterns and trends that arose in various cases. The
format of the ECHO was a short 30 minute teaching session followed
by a short case study where participants were then placed into various
breakout rooms to discuss key questions. Each session lasted 2
hours. The areas covered included:

» Recognition and Response to the Deteriorating Patient.

» Human Factors to include non-technical skills.

» Safety Culture: The Importance of Psychological Safety and
Embedding a Just and Learning Culture.

» The Importance of Communication & Listening to Families in
Relation to Patient Deterioration.

» Learning: How we Apply and Disseminate the Key Learning from
SAls - are we succeeding?

» Medication Safety and Systems Thinking.

» Learning relating to the newly adopted Patient Safety Incident
Response Framework (PSIRF) within NHS England.

» Northern Ireland Ambulance Service — ‘Thinking as a system to
reduce harm from Ambulance delays’.

Outcomes

» From May 2022 to April 2023 there were six sessions of ECHO.

» The infographic below provides an overview of the End of Year
Survey results.

» The ECHO was rated ‘very high quality’ by the majority of
participants.

P |t achieved a sense of community for all participants.

» Over 90% of participants, participating in ECHO Sessions
increased their confidence in treating patients.

> 92% of participants reported the topics covered in the ECHO
sessions were relevant to their role.

> 100% of participants reported that case-based learning as the
focus for discussion is a highly impactful way of learning.

» 969% would recommend Project ECHO as a useful learning tool
to others.

» Over 75% reported they have applied knowledge gained through
the ECHO to their practice.
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I’'ve thoroughly enjoyed all the
different presenters as well as
the opportunity to participate in
break out rooms!”

It's a good systematic
way of looking at
things when they have
gone wrong and getting
the learning out”

families?”

The importance of good
communication between patients,
relatives and staff and by taking
the time to listen to concerns and
think objectively can prevent SAls.”

Some of the case has allowed me to network with
studies shared others and look at how we can
have changed implement learning and change’”
how | approach

psychological safety was
provided within the sessions.”
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2. STRENGTHENING THE WORKFORCE: ADVANCED NURSING PRACTICE EDUCATION PROGRAMME

In Northern Ireland the first ANP education programme was
commissioned from Ulster University in 2017. The programme
initially offered three pathways: Children’s, Emergency Care and
Primary Care, and since its inception Mental Health and Adult
Medicine & Older people have been added. The development of this
programme is aligned with the Department of Health's strategic policy
direction, Health and Wellbeing 2026 Delivering Together (DoH,
2016) and the Advanced Nursing Practice Framework (DHSSPS,
2016). The Nursing and Midwifery Task Group (NMTG) report and
recommendations (NMTG 2020), provides a roadmap with direction
towards achieving world class nursing and midwifery services in a
reconfigured Health and Social Care (HSC) system over the next
10-15 years. This is set within the context of a population/public
health approach and aims to maximise the contribution of nursing
and midwifery to improve health and social care outcomes. However,
while there is significant evaluation evidence of the clinical and care
effectiveness of these roles with generally positive feedback from
patients, these roles have not been evaluated within an integrated
care system and have had limited evaluation within primary care.
PHA nursing directorate assisted with data collection in the recent
evaluation- led by Professor Alison Leary to understand the impact of
the introduction of ANPs into the Northern Ireland health system.

Outcomes

» The introduction of ANPs into Northern Ireland has increased
flexibility and service capacity, particularly in primary care.

» In common with other studies, ANPs in Northern Ireland have the
characteristics of an agile, accessible workforce which can see
and treat “whoever comes in the door”.

» There was a distinct nursing contribution.

» Stakeholders (patients, colleagues, managers) valued the role and
found it beneficial.

> Value drivers and enablers such as expert care, leadership,
improved access, variety of service and access, enabling self-care
and self-management and the development of specialist areas of
practice all emerged from these data indicating that patterns of
work compare well to other well evaluated/productive ANP
workforces globally.

» There are some common challenges to practice, comparable to

ANPs in other countries.
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3. STRENGTHENING THE WORKFORCE: DEVELOPING AN ALLIED HEALTH PROFESSION POPULATION
HEALTH STRATEGY FOR NORTHERN IRELAND

The 4 nations Allied Health Profession’s Public Health Forum was
established in 2019, to agree a 5-year UK population health strategic
plan for AHPs. Subsequent to this, each jurisdiction developed and
led on a localised framework aligned to UK goals that:

aRobd=

Developed the workforce

Demonstrated impact

Increased profile

Developed strategic connections

Considered the health and wellbeing of the workforce

In November 2022, AHP Consultants in the PHA and the Chief Allied
Health Professions Officer agreed a Northern Ireland Population
Health Strategy aligned to the UK plan and to meet requirements of a
new Health and Care Professions Council standard being introduced
in September 2023.

Outcomes

Northern Ireland’s strategic framework developed in November 2022
has achieved the following outcomes:

>

PHA developed and delivered online population health training for
200 of Northern Ireland AHPs. Outcome results indicated over
90% of staff rated their understanding or population health and
the wider determinants of health as good/very good post training.
An improvement of over 70%.

PHA hosted a whole systems workshop in conjunction with
NICON for AHP Leaders during which participants prioritised
actions to develop the framework. Action teams are now rolling
out agreed priorities across Northern Ireland.

PHA supported AHPs from Northern Ireland to publish 5 case
studies showcasing good practice on Royal Society for Public
Health website.

PHA develop and distribute AHP Population Health Newsletters
online to share good practice and increase population health
awareness across the region.

PHA works closely with UK AHP partners and has developed
strategic links internationally with USA and New Zealand to share
learning on maximising the potential of AHPs in reducing health
inequalities at a population level.
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4. STRENGTHENING THE WORKFORCE - PHA IN-HOUSE OUTCOMES BASED ACCOUNTABILITY (OBA)

AWARENESS TRAINING 22-23

Outcomes Based Accountability (OBA) methodology is an approach
that is being actively promoted across Government Departments and
Arm’s-Length Bodies. It is a system for organising our efforts and
resources towards achieving desirable end results or outcomes, and
measuring how well we're doing. It is also known as Results Based
Accountability (RBA). It focuses on:

» Population outcomes i.e. conditions of wellbeing for whole
populations (such as those included in the draft Programme for
Government and the Making Life Better strategy), and

» Performance measurement of our efforts and actions/what we
do to achieve or contribute towards achieving those population
outcomes (such as by delivering patient & service level
outcomes).

From November 2022-January 2023, staff from the Planning and
Business Services Team within Operations, delivered 7 x two-hour,
interactive, online sessions, to 150 participants, with the aims of
building OBA capacity and embedding OBA across the organisation.

The programme provided an introduction/refresher to OBA—what

it is, where it came from and why we need to know about it, as well
as what we need to do with it, when and how, and who can help. It
provided staff with the opportunity to work through practical examples
relevant to the organisation.

The desired outcome from the training was to increase participants’
knowledge of OBA and their confidence in applying it in their work.

Outcomes

> Usefulness of the session: 85% of respondents rated the
sessions as Extremely or Very Useful.

> OBA Knowledge before and after the training: The average

level of OBA knowledge reported before the session was ‘a little’

(2.4 stars out of 5) and increased afterwards to ‘a lot' (3.7 stars)

» Before the OBA Sessions only a tenth (10%) of
respondents rated their knowledge of OBA as a 4 or 5 out of
5 — i.e. felt they had a lot or a great deal of knowledge. Nearly
half (47%) gave a rating of 1 or 2 out of 5 — i.e. only a little or
very little.

> After the sessions almost two thirds (64%) rated their
knowledge as 4 or 5 out of 5, with another third (33%) rating
it as 3 out of 5 (moderate).
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» Confidence in applying OBA before and after the training:
The average level of confidence reported before the session was
‘slightly confident’ (2.2 stars out of 5) and increased afterwards to
‘moderately confident’ (3.2 stars).

>

Before the OBA Sessions NO respondents rated their
confidence in applying OBA as 5 out of 5 (extremely
confident). Only 3% rated their confidence as 4 out of 5.
A third (33%) rated moderate (3 out of 5). Just under half
(499%) were slightly confident and 15% were not at all
confident.

Afterwards 4% felt extremely confident (5 out of 5) and a
quarter (25%) felt very confident (4 out of 5). A large
proportion (62%) gave a 3 out of 5 rating — moderately
confident — and only 9% felt slightly confident. NO
respondents said they were not at all confident.

» Likelihood of using OBA in work: On average, respondents
indicated they would be ‘very likely’ to apply OBA after attending
the session.

Thank you both for a really insightful
session and clear training.”

| was told by my manager last week it was
one of the most useful PHA training sessions
she has attended.”

| attended the OBA workshop on 24th November
and found it very useful for my role.”

That was a wonderful session, | thought
| knew OBA but realise | still need to
continue developing my knowledge.”

Average Levels of OBA Knowledge

Before Training

Yook

(2.4 stars - a little)

After Training

Yokkk

(8.7 stars - a lot)

Average Levels of Confidence in applying OBA

Before Training

*k

(2.2 stars - slightly confident)

After Training

ok k

(8.2 stars - moderately confident)
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5. STRENGTHENING THE WORKFORCE- PRIMARY CARE MULTI-DISCIPLINARY DIABETES EDUCATION

PROGRAMME

Nationally and globally the incidence of diabetes diagnosis and
prevalence continues to increase, posing challenges for all healthcare
professionals involved in the management of diabetes. In Northern
Ireland there were almost 112,000 GP patients aged 17+ recorded
on the Diabetes Mellitus register at 31st March 2023. There have
also been changes in the management of Type 2 diabetes as well

as advances in diabetes treatment and technology. The majority of
people living with Type 2 diabetes are managed mainly in primary care.
General Practitioners (GPs), General Practice Nurses and Practice
Based Pharmacists play a key role and it is essential that they have
the required competencies.

It is recognised that a multi-disciplinary primary care team approach

is needed to respond effectively to the health needs of people with
diabetes. Formerly, primary care diabetes education programmes were
commissioned from outside Northern Ireland but due to the increasing
demand a local programme was deemed necessary.

In collaboration with representatives from the Public Health Agency,
NI Diabetes Network, Ulster University, General Practitioners and GP
Federation Clinical Pharmacists a bespoke course was developed.
The focus of this blended learning education programme on diabetes
management in primary care was to promote a consistent standard of
care, develop supportive relationships and promote an environment
that encourages shared learning.

Outcomes

>

The PHA, in collaboration with key stakeholders, led the
development of a Multi-Disciplinary Primary Care Diabetes
education programme, which was approved in 2022.

The first cohort of students commenced the programme in
January 2023 (there were 23 students in total, 1 GP, 13 General
Practice Nurses and 9 Practice Based Pharmacists).

The post module review showed positive results with 95% of
participants reporting an increase in knowledge and confidence.
The blended learning approach included virtual sessions which
reduced travel time for participants.

Following the success of the first programme and wide interest
from General Practice the DoH Education Commissioning Group
has commissioned a second cohort to commence in January
2024.




Measuring Improvement g% @ Pﬁif

Measuring
Improvement »

Objective 5: We will improve outcome measurement and

Objective 6: We will promote the use of accredited improvement

report on progress for safety effectiveness and the patient/client techniques and ensure that there is sufficient capacity and

experience.

capability within the HSC to use them effectively.

Introduction

The PHA recognise the importance of measuring progress for safety, effectiveness and the patient/client experience in order to improve.
The PHA 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.
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1. MEASURING IMPROVEMENT: COVID-19 TESTING - IMPLEMENTATION OF LATERAL FLOW DEVICE
TESTING FOR HOSPITAL INPATIENTS IN NORTHERN IRELAND

>

In May 2022, updated COVID-19 testing guidance to support
clinical pathways was issued by the Chief Medical Officer, in the
CMO letter HSS(MD) 22/2022 (1). This included a change in
policy regarding testing in hospital inpatients, with a move to the
use of lateral flow device (LFD) testing for many clinical pathways.
A regional group was established to support the implementation
of lateral flow testing in inpatient groups, as outlined in the CMO
letter. Members included representatives from the PHA, the
Department of Health, the Pathology Network Point of Care
Testing Specialty Forum, HSC Trusts, BSO PaLS and digital
health colleagues. The purpose was to implement the roll out of
LFD testing to support clinical pathways for inpatients and to
identify implementation issues, challenges and solutions.

A number of issues and challenges were identified by the group
and work was undertaken to resolve these.

(1) Addressee (health-ni.gov.uk)

Outcomes

Training

>

The regional group agreed that the method of testing should be
fully administered LFD tests, administered by trained and
competent health care workers in accordance with Trusts’ point of
care testing (POCT) policy.

A regional e-learning training package was developed, hosted by
the Health and Social Care (NI) Learning Centre (hsclearning.
com). Following discussions at the regional group, it was agreed
that Trusts would be given flexibility in either availing of their own
internal training methods (as agreed with their POCT team) or
alternatively, utilising the specific inpatient e-learning training.

Recording of results and reporting

>

It was agreed that Trusts should ensure that regional POCT
guidance was followed with respect to the minimum data
requirements for recording results. Various methods of recording
results were discussed within the regional implementation group
and, following discussions, Trusts were given flexibility in how this
was taken forward for their organisation.



https://www.health-ni.gov.uk/sites/default/files/publications/health/doh-hss-22-2022_0.pdf
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Procurement

» The method for ordering LFD tests was agreed between Trusts
and the PalLS team.

» A management information template was developed for Trusts to
utilise for their own internal stock management in relation to
ordering and distribution of tests.

Standard operating procedure

A standard operating procedure document was developed to outline
the procedures associated with the LFD testing. This was approved
by the Northern Ireland Pathology Network’s Point of Care Testing
Specialty Forum.
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2. MEASURING IMPROVEMENT: IMPROVING QUALITY FOR CHILDREN AND YOUNG PEOPLE WITH EATING,
DRINKING AND SWALLOWING DIFFICULTIES (EDS) IN EDUCATION SETTINGS IN NORTHERN IRELAND

Eating, drinking and swallowing difficulties (dysphagia) affects 8.1%-
11.15% of individuals with learning disabilities (Robertson,2017)

and can cause aspiration, choking or death. There has been an 25%
increase in demand for special school places over the past 5-years
and increased level of complexity of presentation. This innovative
partnership approach between PHA, HSC Trusts, Department of
Education and Education Authority aimed to reduce risks and improve
quality for children and young people in education settings by ensuring
best use of resources and upskilling of education staff ensuring
resources can be redirected for more specialist levels of support.

This project utilised knowledge and expertise from a range of
AHPs including SLTs, OTs, Dietitians and Orthoptists to develop a
comprehensive training programme whilst maximising digital solutions.

This multifaceted project has 3 strands:

1. Training
2. Clear roles and responsibilities
3. Regional resources

Regional eLearning awareness training developed by PHA in
partnership with Trusts replaced ad-hoc training. The Education
Authority has stipulated that training is mandatory for all staff working
with and preparing food for children in education settings. This has
had a subsequent impact on reducing risk and ensuring high quality
care, feedback included “l didn’t know about the signs of difficulty but
now | do”

Roles and responsibilities were defined to ensure robust processes to
support children effectively, ensure timely referrals to SLT and ensure
care-plans were comprehensive, accessible and food/drinks were
prepared correctly.

A regional safety alert poster was developed to summarise signs of
Eating, Drinking and Swallowing Difficulties to reinforce the content of
the elLearning.
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Outcomes

>

>

Since going live in August 2022 1984 staff have completed the
90-minute awareness training, a 200% increase on numbers who
had completed local training in the previous year.

Feedback was very positive, 96% reported training was easy or
very easy to access, 100% reported training was informative and
99% reported training met their needs.

Training improved knowledge, skills and confidence so reducing
risk and enhancing quality of care including timely referrals and
understanding the risks and needs of children with eating,
drinking and swallowing difficulties.

How informative was
this awareness training?

How easy was the
training to access?

. Easy . Not Easy . Very Easy
. Informative . Not Informative

. Very Informative

Training was rolled out to all education settings at no additional
cost and resources are available on Department of Education
website for easy access. The training allows participants to review
content anytime. The eLearning is always accessible addressing
staff turnover issues.

This work was a finalist in Advancing Healthcare Awards Northern
Ireland in the category of Working in Public Health.

What did you think about
the length of the training?

Did this training meet
your needs?

. Too long . No . To some extent . Yes

@ Just right
@ Too Short
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3. MEASURING IMPROVEMENT: DEVELOPING A CO DESIGNED, REGIONALISED APPROACH TO FALLS
IN CARE HOMES IN NORTHERN IRELAND THROUGH SAFER MOBILITY, IMMEDIATE MANAGEMENT AND

FOLLOW UP OF FALLS.

Why we did it:

NICE guidelines suggest that 30% of adults aged 65 years and older
and 50% of adults aged over 80 years fall at least once per year
(NICE, 2013). Globally, fall related death rates are the highest among
adults aged over 60 years (World Health Organisation (WHO). Many
residents find themselves admitted to a care home following a fall.
Falls are one of the biggest problems reported within Care Homes

in NI for their residents as they can have a major impact on residents
quality of life, physically and mentally and can be catastrophic.

This Project was mandated by the Minister for Health through the
Enhancing Clinical Care Framework.

What:

Using Quality Improvement methodology this MDT team (which
includes care home staff, service users and relatives) engaged
extensively with all key stakeholders (identified using Stakeholder
Analysis) to co-produce, test and implement a regional falls pathway
in care homes in NI that will reduce falls and harm from falls with the
ultimate aim of improving resident experience and safety.

Co-production and engagement with residents and families was key-
Resident interviews (PCE PHA) and Regional workshops via PCC.

We had 18 Partner Care homes across NI involved in this project,
all Trusts were represented with equal numbers of Nursing Homes
and Residential Homes. Also included were homes for people with
Learning Disability and Dementia. Trust and Independent homes
were included. The need for a pathway that would meet all needs of
residents is a key priority so that equity and accessibility would be
beneficial for all.

Project produced Regional documents for testing - Risk assessment
and review document, Falls Calendar, long lives poster, Oral intake
guidance and Post Falls Guideline (infographic below)

Collaborated with MOOP regarding medicine optimisation
Provided equipment for falls

Phase 1 testing - Dec-Feb 22

Phase 2 testing - May-July 22

Phase 3 Scale and Spread, meaningful activity, accessible
communication. 23/24
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Outcomes

How:

Outcome measures and process measures were used to demonstrate
results across the quintuple aim (see diagram below). Whole system
working resulted in whole system results.

Aim:

Resident wellbeing

Fear of falling was at 50% pre-testing of new pathway,

it is now 25%, further testing and change ideas are needed.

Falls rate
Within 8 partner homes a reduction of falls was found by 33%

Process Measures
Staff confidence - 82% of staff felt confident in promoting safer
mobility, and managing falls

NIAS call outs reduced by 37% This demonstrates savings and
efficiencies across the system with less pressure also on Emergency
Departments.

Other outcomes have been evident:

» Culture of falls-It's everyone's business-all staff involved.

» Home building on the pathway and creating their own innovative
changes.

» Residents, from being involved in the surveys are becoming
proactive about what keeps them safer from falls.

»  Winner of the HSCQI Awards for Care Homes 2022.

We can see by improving learning for staff

and residents via the Safer Mobility learning
materials, checklist, paper work and surveys, this
has resulted in increased staff motivation, staff
doing their own audits, assessments which is
ideal as it is the Carers who are giving the care”

QUOTE FROM CARE HOME MANAGER

Families came up with collaborative
solutions. Reinforcing learning from
falls with their loved one”

QUOTE FROM CARE HOME MANAGER

...Residents got involved and started to
self-manage their own safer mobility better”

QUOTE FROM CARE HOME




Measuring Improvement

Falls rate run charts

Risk - i
e 3 3(y reduction in falls in
and review O 8 Partner Homes

doc
Aim Achieved

8 Care Homes Falls Rates Phase 2

Falls e

falls

Path way Guideline

Feb 22 Mar 22 Apr 22 May 22 Jun 22 Jul 22
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Resident Outcomes

NIAS Results

vvy>

m:

To improve resident experience and quality of life to 80%.

Reduction in falls - decreases risk of long lies, better health and

wellbeing.

Resident less fearful about falling
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60%

40%
Strong trend and
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Resident feels safe and confident moving
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» 37% reduction in NIAS Call Outs across the Partner Homes from
Phase 1 to Phase 2 of project.

NIAS Falls Call Outs across the partner Care Homes

Median

Pathway introduced -
. Phase 1 J ... ...............\ decreaseinNIAScallouts ). .............

Evaluation of the Falls in Care Homes Project using the components of the quintuple aim

Improved resident
experience of care

Better value for money Better staff engagement/exprience

37% reduction in NIAS call outs 82% of staff reporting improved
confidence promoting safer mobility

in residents

75% of residents who

. 33% reduction in falls rates
report less fear of falling —

within partner care homes

82% of residents who report ® 82% of staff reporting improved
- they know how to move confidence in managing a
safely resident fall
82% of residents who report
they feel safe and Falls in
confident moving Care Homes Project Better quity

around the home 100% of Partner Care Homes using

93% of residents who report Regional Falls Pathway
they had equipment
required to help them

move safely

Improved safety/health outcomes
91% of residents who report 131 changes made following medicines optimisation review
feeling less worry about

AR . .
sl el i 849% increase in pharmacist knowledge
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4. MEASURING IMPROVEMENT: FALLS: GAME CHANGING INNOVATION PROJECT

A consortium including Age NI, the Public Health Agency (PHA), the
Southern Health and Social Care Trust, a UK-based technology firm
and Taking Care, part of AXA Health, won a highly competitive UK
innovation award aimed at delivering “game-changing innovations” to
help people as they age, allowing them to remain active, independent
and socially connected for as long as possible.

The funded project, Move More Live More, is aimed at tackling falls
affecting the health and wellbeing of the older population. It uses
wearable digital technology, combined with a unique data monitoring
platform, which can predict an increased chance of a fall up to

32 days before a fall would occur. Through monitoring and early
detection, the wearer can then be prompted with movement, actions
and interventions aimed at preventing them from falling.

“The key message of the project is that falls are not always an
inevitable part of growing older and there are actions and lifestyle
changes which can help us all to stay stronger for longer”

Who'’s it for?

Move More Live More will deliver three tiers of support to people
aged over 65 ranging from anyone interested in learning how to
stay strong to prevent falls, to those who have experienced a fall
and may be seeking health and wellbeing guidance to get more
out of life, through to individuals experiencing slowing down

and deemed as being at a higher risk of falling, who will trial
innovative new remote monitoring technology.

Age NI deliver a new tailor-made six-week online course of expert
sessions aimed at educating older people in health, wellbeing
and movement to build all-important strength and balance

to stay stronger for longer, all under the close guidance of
physiotherapists.

The consortium’s lead partner, Taking Care, part of AXA Health,
is one of the UK's largest providers of personal alarms and
monitoring services.

Working closely with the project’s technology partner,
Technicare, Taking Care will provide support and information to
those users designated at higher risk of a fall.
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How the technology works:

Technicare’s ground-breaking remote monitoring platform captures
data collected from wearable devices, including activity levels, sleep,
heart rate and SpO2. The unique monitoring platform uses predictive
analytics (computer learning) to detect changes which can indicate an
increased risk of falling. Earlier research on the platform’s predictive
analytics indicates it can detect an increased risk of a fall up to 32
days before a fall occurs.

If a risk is flagged on any wearer’s data, Taking Care’s highly trained
Prevention Team assess the individual and provide health and lifestyle
information or intervention measures to avoid a fall. This can include
guidance on exercise and movement, or may include prompts to self-
refer for healthcare support (e.g. GP, pharmacist, falls clinic).

If risks are elevated and sustained, the wearer and their nominated
advocate (family member or friend) will be alerted.

Age NI Chief Executive Linda Robinson said,

It is brilliant to see an application of digital
technology which is aimed specifically at
supporting the older generation in such an
impactful way. Move More Live More has the
potential to alter the shape of later life for
SO many people, so it’s really interesting
and exciting”

Also link to BBC Newsline article below:

New technology aims to prevent falls for elderly - BBC News >



https://www.bbc.co.uk/news/uk-northern-ireland-65861468
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Objective 7: We will establish a framework of clear Objective 8: We will establish dynamic partnerships between service users,

evidence-based standards and best practice guidance. commissioners and providers to develop, monitor and review standards.

Introduction

The PHA has 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 PHA is continuously striving for excellence and raising the standards of
care and the quality of services delivered.



New Models of Prescribing (NMOP) aims to make it easier for
patients to get their urgent medicines without delay and from the
most appropriate healthcare professional. Some prescribers working
in Trusts can now write prescriptions for patients that can then be
dispensed by community pharmacists rather than waiting for a GP to
write the prescription following an outpatient appointment.

Prior to the NMOP project, Northern Ireland did not have a mechanism
to allow prescribers working at interfaces between HSC Trusts and
General Practice to prescribe a medication directly to the patient
which can then be dispensed in the community. This means that there
is often duplication of work, as the prescriber relies on the patient’s
GP to implement their recommendations and ensure that the required
medicines are obtained.

In 2020/21, a number of small pilot projects were initiated to test what
was needed to allow direct prescribing to the patient by a number of
professionals. These included:

Outpatient and community physiotherapists writing prescriptions for
respiratory symptoms, musculoskeletal problems and lymphoedema
(long-term condition that causes swelling in the body’s tissues) among
other conditions.

Heart failure nurses prescribing at outpatient appointments to manage
symptoms quickly.

e

Medical prescribers working in Belfast Trust's Home Treatment Team
prescribing urgent medicines to prevent rapid deterioration of a
patient’s mental health.

The pilot projects have enabled longer-term funding to be secured
under the Integrated Prescribing Programme. This will mean that we
can build on the success of NMOP to benefit more patients across
Northern Ireland and to consider other patient journeys that may need
to access to prescriptions.

NMOP reduces delays in accessing medication that should be
started quickly, allowing the patient to access the right medicines,
at the right time, from the right person.

NMOP supports a reduction in unnecessary appointments and
promotes a faster recovery, and a self-care approach to health
needs.

NMOP enhances the delivery of tailored interventions to patients,
and maximises the use of the professionals’ skills at the point of
care.

NMOP increases care that can be delivered by non-medical
prescribers e.g. nurses, physiotherapists.

NMOP reduces pressure on GPs.



Purpose T is an evidence-based pressure ulcer risk assessment
instrument that was developed using robust research methods.

The PHA, Safety, Quality and Innovation Team led a multidisciplinary
and multiagency team, on the introduction of Purpose T, which was
implemented to replace the previous Braden Scale, as PURPOSE
T identifies more patients at risk of pressure ulcers.

In September 2022 the Public Health Agency Regional Pressure
Ulcer Prevention Group members requested that CNO Business
Meeting Attendees consider approving the safe implementation of
PURPOSE T across all hospital and community care settings in N.
Ireland.

In October 2022 a Task and Finish Group led by the PHA
was formed.

e

Meeting of PHA and Clinical Education Centre (CEC): Senior
Education Manager briefed on requirements for education sessions on
Purpose T.

Meeting with Chief Nursing/Midwifery Information Officers (CNMIO)
from 5 HSC Trusts and agreement to replace Braden with Purpose T
within Person Centred Assessment Care documentation.

The e-learning programme amendments made by Leadership Centre.
Agreed regional training date for Purpose T.

January 2023, a masterclass was provided to train the trainers, and a
agree plan to ensure cascade of learning to all stakeholders.

February 2023 Person-Centred Assessment Care documentation
testing completed and new documentation finalised for regional
procurement. Regional Procurement of Person-Centred Assessment
Care documentation commenced.

March 2023, ensured the project was in line for full roll out by June
2023.
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Assistive technology has a role in enabling, maintaining and
supporting the lifestyle of individuals. Advances in assistive technology
have continued to develop within hospitals, given the pressures on
inpatient services.

Assistive technology used correctly complements health provision,
with the need for the health and social care professionals to select
and justify the right kind of intervention to support the individual, while
fully considering the needs, wishes, capacity and circumstances of the
individual.

The role of Falls Assistive Technology in reducing falls on wards is
growing. The following are common types of assistive technology that
are often used within inpatient settings. Most companies will supply
wired and wireless versions:

Clip and cord
Chair exit alarm
Bed exit alarm
Floor exit alarm
Infra-red beams

To assist with the correct use of assistive technology, regional
guidelines where developed. The guidelines on the use of Inpatient
Falls Assistive Technology required amendment as a result of learning
identified from a Serious Adverse Incident. The Regional Inpatient

e

Falls Group, which incorporates multidisciplinary staff from all Trusts
and is chaired by the PHA, Safety, Quality and Innovation Team,
updated the guidance highlighting the importance of daily monitoring
of any assistive technology that is in use.

As part of their programme of work, the Group have developed an
amended version of the Falls Assistive Technologies guideline for
inpatient settings, that was issued on the 19th August 2022.

The purpose of this document is to provide key information on Falls
Assistive Technologies, which will support staff in ensuring safe and
effective use of falls prevention equipment, which may be available in
the inpatient setting.

A print ready copy and a PDF copy of the
guidelines were shared with all Directors
of Nursing to be disseminated to alll
relevant staff discussion at team meetings/
safety briefings. The document can be
found at:


https://www.publichealth.hscni.net/sites/default/files/2023-08/PHA%20Falls%20Assistive%20Technologies%20Guideline%20Document_April%202023%20-%20PDF.pdf

The Safety, Quality and Innovation Nursing Team in the PHA led

on the development and design of several Regional ‘Learning
Matters'/'Learning From’ Newsletters, which were issued to a wide
range of key stakeholders, including all staff across the 5 Health

and Social Care Trusts, Education providers for Healthcare and the
private and independent health care sector. The various editions were
distributed electronically and for the period of 22/23 six editions
were issued:

Learning from Falls — Sept 22 (launched on National Falls
Awareness Week)

Learning Matters Special Edition Sept 22 — Medication
Learning from Stroke — July 2022

Learning Matters Special Edition June 22 — Maternity
Learning Matters Edition 21 June 22

Learning Matters Edition 20 April 22

All editions are available on the public facing PHA website.

e

Successful publication of 6 editions of a regional Learning
Newsletter by the PHA Safety, Quality and Innovation Nursing
Team, to share learning from the triangulation of data such as
SAls, Patient Experience and Complaints.

Highly positive verbal and written feedback received from a
selection of HSC staff.

Raising the profile of the Learning Matters Newsletter which has
meant additional engagement from frontline HSC staff who have
asked for our Team to use Learning Matters to raise profile of
certain patient safety issues i.e. ingestion of Caustic Soda in
children.

All editions cover a wide range of topics where key learning is
identified and with each article the latest evidence-based practice
is referenced.

The Safety, Quality and Innovation Nursing Team co-produced
various editions with frontline health and social care staff.

In the coming year the Team plan to undertake a robust evaluation
of Learning Matters to drive improvements in engagement and
make any other suggested amendments to the format, which
makes it easier for Health and Social Care staff to be aware of
learning from incidents.
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Stroke Symptoms
Thempactofstroke
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Dizziness

Headache

Reduced Conclous Level

Thrombectomy Transfer
Delay

000000000

Quality improvement

Complaint case study: Patient Y presented to the
Emergency Depariment with dizziness, vorniting and neck
pain. Due to pressures in the depariment, the patient
waited six hours o b seen and was assessed n anon-
clnical area. Following medical assessment, the patient
was discharged with a diagnosis of vertgo.

e dizziness persisted for fve days and patient Y.
contacted ther GP who prescribed medication for vertigo.
i did not help and, following contact with an out-of-
hours GP, an ambulance was aranged 1o take patient ¥ to
hospital.
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he purpose of this Learning from Falls Newsletter,
istoshareinformationan ke leaming derved
fromincidents ofinpatient falls across:
Trusts which nave boan dentifed rompost
views, Serious Adverse Incidents (SAIs) and Patient
Experionce, as sharaduith Core Opinion.

Health and
Social Care

Public Health
Agency

Falls and fractures in older people are a costly and often preventable health issue.
Reducing falls and fractures is important for maintaining health, wellbeing and independence

amongst older people.

Afalis defined as an event which causes a person 1o,
unintentionly,fest on the ground or lower level, and is not
aresultof a major ntinsic event (such as a stoke) or
ovenahelming hazard. Having a fal can happen to anyone;
itis an unfortunate but nomal resultof human anatormy.
However, as people got older, they are more kel 1o fal
over. Falls can bacoma recurrent and resul n nures
inciucling head njries and hip fractures. A fall can lead to
pain, distress, loss of confidence and lost independence.

Patint fal have both human and inancial costs. For
ndlvidual patients, the consequences range from distress
oss condnce o e ot can cassopon e
suffering, loss of Independence and occasionaly
osts to NHS organisations include addional "eevmsnh
increased lengths of stay, complints and) in some cases,
igation. Falls are a major cause of cisabilty and mortaiy.
I aditton, fals frequonty bring about a foar of faling which
ncreases risk and reduces independencs.

KevFACT §)

Falls are among the top 5 most frequent
ported across Hoalth and

Learning from Falls - Sept 22

LEARNING MATTERS

EDITION 20

IN THIS EDITION

5TOPBefore youblock

—

The HSC Hospital Passport

T ————

(ECR) andRolevantPationt hocksprior

toPatientDischarge

Muliciscipinary Mesting (MOM)

Nasogastric (HG) Tubes

P ————
Identification Checks

scloe 10 preious Loarincatatacs

elcometoEdition 20 of the Learning Matters
Newsletter. Health and Social Care in Northarn Ireland
ndeavours to provide the highest quality serviceto.

<3
Health and o8 ‘6)1,0

Social Care @%

‘examples ofincidents where learning has been identified.

STOP Before you Block

A patient received a nerve block to the wrong site.
A nerve bock was adrinistered to a patent

Conaten st et o e augey s
recovery is, the surgical st was exposed and
e i surgial s was not the
ite the nerve block had been admstered 10; the biock had
been administered to he lf sice, nstead of he righ side.

The Consuitant Anaesthatist notfied the surgical team

immedateang s crts i e ok s
foac been adinistered 1o the incorrect site. The surgery

was able to go ahead and local anaesthetic we

osacuenty e o he oo sl s e

end o the surgery.

O subsequent investigaton it was found that no “STOP
BEFORE YOU BLOCK" pauso or surgical e check had
baen undertaken immedately pror to administration of
rogional anassihosa.

After the surgery the Consuftant Anassthetist made the

patient aware of the mistake and the need for investigation
into the events.

“Tho patiet was mortored as an inpationt for a number of
‘days and suffored no il efects,
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incidents where learning has been dentified.

Failure to act on abnormal results

A primigravida pationt was il tiaged as low risk However, KEYL
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The District Nursing Conference which took place in Belfast between
5th-7th Sept 2022 was successful in that it enabled the NI District
Nursing family to come together face to face again after two years
and review progress in a number of areas, re-energise and action plan
regionally.

It was a chance to welcome all the DN teams regionally, thank them
for their exceptionally hard work and versatility during Covid-19.

It was an opportunity to update the group on some of the policies and
direction of travel including the implementation of the Nursing and
Midwifery Task Group (2020) and the District Nursing Career Pathway
(2022) whilst raising issues concerning the limited use of technology
in District Nursing.

In addition, it provided an opportunity for district nurses, managers
and neighbourhood district nursing coaches to collectively reflect on
the challenges and opportunities for the further implementation of the
Neighbourhood District Nursing model.

There were many presenters and workshops at this event and it was
an effective mix of information sharing and staff having their own
voices heard and documented. All of this work was themed and later
informed the three new NMTG DN groups.

e

Furthermore, a conference scribe was commissioned to capture
key points from this conference and this image below demonstrates
the transformative journey that District Nursing continues to be on
regionally.
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Integrating
the Care »

Objective 9: We will develop integrated Objective 10: We will make better use of multidisciplinary team working and shared

pathways of care for individuals. opportunities for learning and development in the HSC and with external partners.

Introduction

The PHA is 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 PHA last year which contributed to raising the
quality of care and outcomes experienced by patients, clients and their families.
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1. INTEGRATING THE CARE: COLLABORATING ACROSS ALL SECTORS TO OPTIMISE SAFE PRACTICE

WITHIN PALLIATIVE CARE

The syringe pump is used extensively within palliative care to help
manage symptoms. It can deliver a combination of drugs. Often a
patient may have 2, and sometimes 3 syringe pumps at one time.

In May 2022 we brought together 37 stakeholders from across care
settings, sectors, and professions including Nursing, Pharmacy, GPs
and Clinical Engineers. The purpose of the focus group was to identify
issues regarding the safe prescribing and management of syringe
pumps and to share learning and insight.

Issues explored were

» The Syringe Pump Ability to Safely and Continuously Administer
Medication

One Syringe Pump for NI Position

Scale of Need for additional devises and servicing

Learning from SAls

Prescription and Administration Documentation for Syringe Pump
Authorisation to Administer and Access to Medicines

Training

VvyVvyVYVYY

Issues were addressed in order of urgency and priority. Assurance of
devise safety and functionality was of priority as this was hindering
investment by some HSC Trusts who were finding that they needed to
urgently replenish their stock to meet the demand, but were faced with
concerns raised by the clinical engineers.

A paper setting out the regulatory process and the salient points
associated with the reported incidents, highlighting roles and
responsibilities when escalating concerns regarding the performance
of a device was developed. It included key points of learning
established during meetings between Northern Ireland Adverse
Incidents Centre (NIAIC), Trust clinical engineers, Trust managers and
users of the device, the Becton Dickinson (BD) Manufacturers of the
device and Rockford Healthcare (Medical Supplier).

Whilst the decision on the need to purchase a medical device is the
sole responsibility of the individual organisations the process and
learning undertaken during the meetings enabled individuals to make a
more informed decisions about their future procurement.
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Outcomes

HSCNI Trusts who were reluctant to purchase the new edition of
the devise have now progressed procurement. This will ensure that
people with complex symptoms, who are unable to take or absorb
their oral medication can have their symptoms such as pain, nausea
and vomiting well managed.

Resulting points of learning addressed practice and training and was
shared across all sectors.

» Staff operators should attend syringe pump training in
accordance with the Trust/Organisation policy.
» Training should highlight that, in accordance with manufacturer
DFU
» infusion should not be started if volume in syringe does not
match volume on display, it should be removed from clinical
use. Training will advise the user to check that the volume to
be infused correlates with the volume in the syringe, the
duration of the infusion is correct and that the rate is correct.
» if a System Error occurs a pump should be removed from
clinical use.
» pumps removed from clinical use should be returned to the
clinical engineers detailing error noted and requesting service
check.

To reduce the low risk of pre-load interruption due to the device
being cold, the user should avoid leaving the syringe pump in an
environment which is outside the temperature parameters
recommended. This should be detailed in the Trust/Organisation
policy.

A regional Learning From communication has reviewed a number
of SAls relating to prescribing and will be published soon.

Work is now being taken forward to develop a regional syringe
pump guidance to standardise safe practice and inform training.
A review of all prescribing and administration documentation is
also being progressed.
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2. INTEGRATING THE CARE: HEALTH & CRIMINAL JUSTICE

A major focus of SPPG/PHA Improving Health Within Criminal » Identify a single point of entry to access PICU and acute mental
Justice Planning & Commissioning Team over the past year has been health beds.
responding to the RQIA report ‘Review of Services for Vulnerable » Develop a regional service specification.
Persons Detained in Northern Ireland Prisons’. Six task and finish » Develop metrics to inform ongoing assessment of need including
groups were established to take forward the recommendations from data collection for specific vulnerabilities and develop traffic light
the RQIA review including: dashboard.
» Benchmark prison health services with rest of the UK. In the challenging financial context, the Planning & Commissioning
» Review the capacity & capability of prison addiction services. team are endeavouring to identify potential funding sources to support
» Develop an algorithm to assess the suitability of individuals placed investment in health care in prison.
in prison Care & Supervision Units.
> Review capacity & capability of prison psychology services and Improving the health outcomes for those involved in the criminal justice
consider introduction of specialist psychology services for trauma ~ System has a wider impact than just the men and women themselves,
and personality disorder. and affects their families and the wider society.

» Align mental health appointments with the Quality Network for
Prison Mental Health Standards including a reviewing the
capacity and capability of mental health service.

» Plan, commission and implement a therapeutic approach to
personality disorder.

» Identify options for expediting the transfer of acutely mentally
unwell who require hospital admission.
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Outcomes

>

Benchmarking identified lower resourcing in Northern Ireland
compared with North East and South West regions of England.
Subject to caveats as different commissioning arrangements and
like for like comparison not possible.

Investment in Administrative Support for the Transition pathway
for Healthcare in Prison Addiction services, to free up clinical time
from administration.

In year funding for clinical addiction team to include nursing,
medical and pharmacy.

Recovery model for alcohol dependence being developed.
Papers developed to improve prison psychological services
including development of a personality disorder service and the
development of an Enabling Environment approach across three
prison sites.

Improved collaborative working between SEHSCT, Northern
Ireland Prison Service and Probation Services psychological
service teams.

Care and Supervision Algorithm is operational.

Transfer Direction Order (TDO) process final stage of drafting,
pending consultation.

Care Plans in place for people with mental health concerns which
do not meet the threshold for acute in-patient care.

Telephone self-referral trial for people in the care of prison service
experiencing mental health concerns initiated.

Single point of access for mental health inpatient admission
confirmed as Shannon Clinic.

Revised interface with Regional Bed Management Protocol for
acute Psychiatric Beds.

Improvements to internal prison healthcare transition to
community processes established between key stakeholders.
Key metrics and KPlIs developed but subject to further work by
information specialists to ensure new regional patient information
system (Encompass Epic) will be able to capture.

Prison Health Needs Assessment at final draft.
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3. HSC QUALITY IMPROVEMENT

Health and Social Care Quality Improvement (HSCQlI)
Health and Social Care Quality Improvement (HSCQI) is a Network
of Quality Improvement experts and enthusiasts which was
established by the Department of Health in 2019 in order to support
transformation of the Northern Ireland Health and Social Care system.

This HSCAQI Annual Report 2022/23 highlights the range of work
undertaken by the HSCQI Network during 2022/283. It is divided

into four main sections, each section being aligned to one of the

four key drivers stated within the HSCQI Strategy “Moving Forward,
Shaping the Journey 2022 — 2024". The four sections are: Developing
Leadership for Improvement; Building a Learning System; Quality
Improvement Methodologies and Building Ql Capability; and,
Partnership and Co-Production.

The link to the HSCQI Annual Report 2022/283 is
https://hscai.hscni.net/about-hscgi/annual-report/
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