Contents
Chief Executive’s Foreword

3

Executive Summary

4

Theme 1: Effective health & social care
Risk Adjusted Mortality Index
Emergency readmission rate
Social care indicators
Quality improvement in mental health services
Quality improvement in community care
Research

6
7
8
10
15
18

Theme 2: Delivering best practice in health & social care settings
Cardiac arrests
Reducing healthcare associated infections
Inpatient falls
Pressure ulcers
Medication Safety
Social care indicators

20
22
25
27
29
32

Theme 3: Protecting people from avoidable harm
Incidents and reduction of harm
Preventing venous thromboembolism
Improving safety in surgery
Food and nutrition

35
37
38
39

Theme 4: Ensuring people have positive experience from services
Complaints and compliments
Patient and client experience standards
10,000 Voices Project
Emergency Department 4 hour standard
Emergency Department 12 hour target
Emergency Department unplanned re-attenders
Waiting times

42
44
45
47
47
48
49

Theme 5: Staff health and well being
Staff sickness and absence rates
Staff flu vaccination rate
Staff support and development

51
52
52

Chief Executive’s Foreword
The Northern Health and Social Care Trust (NHSCT) provides services for a population of
approximately 459,000 the largest resident population in Northern Ireland.
We are committed to delivering the best possible health and social care in an environment
that puts patients, clients and their carers at the centre of everything we do.
We are pleased to publish our second Annual Quality Report (AQR) which demonstrates
that quality and continuous improvement are part of every process within the Trust.
This report reflects the Trust’s commitment to drive continuous improvement in quality and
safety. It provides evidence, through measureable outcomes, of our performance and
reflects our wish to provide information to the public and our staff in a clear and readily
accessible format. The report is also a part of our drive to be an open and learning
organisation.
I hope you find the report useful. I would welcome feedback or further questions. If you
wish to contact me please do so through the Chief Executive’s Office, Trust Headquarters,
Bretten Hall, Antrim Hospital, BT41 2RL.
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Executive Summary
In 2011, the Department of Health, Social Services and Public Safety (DHSSPS) launched
Quality 2020: A 10 Year Strategy to ‘Protect and Improve Quality in Health and Social
Care in Northern Ireland’. One of the priority work streams within this strategy was to
agree a standard set of indicators for Health and Social Care Trusts across the region on
safety, quality and experience, and to detail performance in an Annual Quality Report. In
addition to regionally agreed indicators, each Trust was invited to include details of local
priorities for safety, quality and experience.
The Trust’s Quality Strategy: Energising Excellence 2012 - 2015 clearly places quality,
safety, and experience of patient, clients and carers above all other objectives. The Trust
recognises that there will always be opportunities for improvement.
The Trust’s Annual Quality Report focuses on 5 key themes, and within each theme there
are a number of measures that show the Trust’s performance:
•
•
•
•
•

Effective health & social care
Delivering best practice in health & social care settings
Protecting people from avoidable harm
Ensuring people have positive experience from services
Staff health and well being

Summary of what we do
In reading this report it is useful to know
how many people used our services in
the last year:
• 74,976 inpatients
• 370,859 outpatients
• 134,262 emergency department
attendances

•
•
•
•

25,197 day case patients
693 children looked after by Trust
461 children on child protection
register
3,730 domiciliary care packages
for older people provided in the
community
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Theme 1
Effective Health and Social
Care

Risk Adjusted Mortality Index
The Northern Trust treats and cares for patients with a wide range of health problems.
Sadly it is inevitable that some patients will die in hospital. The proportion of patients who
die can be measured and compared with other organisations. To do this we use mortality
rates.
Mortality rates must be viewed carefully, as many issues can affect a hospital’s apparent
performance. Some hospitals may have patients with more complex conditions / illnesses
than others, or different services that may involve a higher risk of death, for example trauma
and intensive care.
To allow us to compare death rates with other hospitals, an internationally recognised
system called the Risk Adjusted Mortality Index (RAMI) is used. RAMI compares a
hospital’s actual number of deaths with its predicted number of deaths. The prediction
calculation takes account of factors such as diagnosis, age and gender of patients, and
whether care was planned or an emergency. A RAMI figure of 100 means that the number
of patients who actually died in hospital matches the number predicted. A RAMI figure
below 100 means that fewer people died than were expected.
In the chart below, our RAMI of 73 is compared with a number of hospitals across England
and Wales. The chart shows that the Northern Trust’s mortality is below the expected and
compares favourably with our peer group. While this is only one measure of quality, when
taken with other measures, it provides reassurance.

Key Facts
Our RAMI for the whole Trust, for Antrim and for Causeway, is substantially below UK and
NI peer. This suggests fewer patients die in our Trust than in most similar Trusts across
the UK.
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Emergency readmission rate
The rate at which patients are readmitted to hospital can provide an indicator of quality of
care. This is because readmission may reflect the late development of complications or
discharge that is too early for the patient. Other factors include patients’ home environment
and access to community services. There is no specific recommended rate of
readmissions; however observation of Trust hospital rates against similar hospitals can be
useful.
It is also helpful to look at readmission rates over time to assess any changes taking place.
To ensure we measure as appropriately as possible, readmissions are counted as those
patients readmitted as an emergency within 30 days of any previous admission to the Trust.
A team-based systematic review of readmissions is being undertaken as part of the Trust’s
Unscheduled Care Improvement Plan, alongside more focused discharge planning and
improved consultant advice for deteriorating patients in the community.

Rate

Rate of Emergency Readmissions within 30 days
10%
9%
8%
7%
6%
5%
4%
3%
2%
1%
0%

Key Facts
The NHSCT average readmission rate has increased from 7.3% last year to 7.6% for
2013/14. The average readmission rate for Northern Ireland in 13/14 was 6.8%.
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Social Care indicators
Children’s
Child Protection (CP)
It is essential that those children and young people identified as potentially at risk of
significant harm, i.e. physical, social, sexual, emotional abuse or neglect are seen by a
social worker (SW) and receive a timely response for assessment. Regional child
protection procedures require children identified as being at risk to be seen within 24 hours.
In this reporting period 643 children or young persons were seen for assessment. All were
seen within 24 hours of a Children Protection referral being made.
In addition 634 of Child Protection Referrals, requiring allocation and assessment, were
completed within 10 working days.

Looked After Children (LAC)
Children who become ‘looked after’ by Health and Social Care Trusts must have their living
arrangements and care plan reviewed within agreed timescales in order to ensure that the
care they receive is safe, effective and tailored to meet their individual needs and
requirements. Care plans are developed in partnership with the children, the carers and
other professionals. The first LAC review should be held within 10 working days, again at 3
months and at least 6 months thereafter.

Key Facts
•
•
•

There were 1,031 LAC reviews during 2013/14
95% were reviewed within the timescale
5% (48) of these were held outside the timescale due to availability of looked
after children, their carers and other professionals

Permanency Planning
Every looked after child needs certainty about their future living arrangements and having a
plan to ensure these arrangements are permanent is critical, this is called ‘permanency
planning’. Permanency gives a child a sense of security, continuity, commitment, belonging
and identity. A permanence plan might include one of the following: a return to parental
care, placement with relatives (known as kinship care) or in some situations a long term
fostering placement or adoption. A Trust permanency panel oversees these decisions to
ensure that appropriate options to secure permanence have been considered and to also
agree actions addressing any barriers. Permanency planning starts at first admission to
care and continues throughout the period the child is looked after.

Key Facts
During 2013/2014, 100% (657) of all looked after children in care for more than 3
months have a permanence plan recommendation in place.
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Adults
Adult safeguarding
A vulnerable adult is any person aged 18 years or over who is, or may be, unable to take
care of themselves or who is unable to protect themselves against significant harm or
exploitation. Prevention, partnership, person centred planning and protection are the key
objectives which should underpin all practice with vulnerable adults. The Northern Trust has
a responsibility, together with other agencies, to investigate and to ensure a vulnerable adult
who is at risk of abuse receives protection, support and access to the criminal justice
system. A vulnerable adult identified at risk following investigation should have a protection
plan in place.

Key Facts
In 2013/2014, 1,766 referrals were made and 1,574 Care and Protection Plans were
implemented, therefore 89% of adults referred for investigation during the year had an
adult protection plan in place as at 31st March 2014.

Carers’ Assessments
There are a significant number of carers
within the Northern Trust area. Health and
Social Care Trusts are required to offer
individual assessments to those people
known to have caring responsibilities.
During 2013/14 a total of 4,249 adult
carers in the Northern Health and Social
Care Trust were offered individual carer
assessments.

Key Facts
•
•

2,839 (67%) had a carers’
assessment carried out
1,410 (33%) declined their
assessment
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Quality improvement in mental health services
The Trust aims to improve the quality of life for those with mental health needs by providing
a range of high quality services to promote recovery and social inclusion.

Psychological Therapies Service
Assessing the outcome of a client’s psychological therapy and the level of improvement in
their symptoms is essential. However, the practicalities of measuring and analysing such
information on a large scale are often so challenging that the process is unfeasible. The “3
Pillars approach” (Access, Acceptability and Effectiveness) is a new method that provides
guidance on to how to design a high quality system of assessing therapy outcomes
achievably and on an on-going basis. This approach was piloted in the Northern Trust
Psychological Therapies Service (PTS). Information was gathered via a number of methods
(e.g. discharge forms, symptom measures, client satisfaction questionnaires).

Key facts
•
•

•

•

•

Referrals to PTS increased by 116%
between 2007 and 2014
Despite this increase, 60% of clients
had significant clinical improvement in
their mental health symptoms at
discharge
Over 90% of service-users rated their
experience as highly positive in terms
of being courteous, respectful, caring,
and flexible
Service-users provided some criticism
of the accommodation facilities and
waiting areas
86% of service-users stated they had
achieved their goals either partially or
completely by the end of therapy

Progress made
•
•

PTS is providing a clinically
effective service for clients
The PTS is the first of its kind
in Northern Ireland to fully
establish and integrate the “3
Pillars” outcomes framework
within routine clinical practice

Next steps
• Carry out regular audits to monitor
and improve these standards
• Progress areas identified by
service-users for improvement
(e.g. accommodation)
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Steps to Recovery
Work commenced in 2013 to develop
Recovery Stories (Steps to Recovery) with
people who had lived experience of mental
ill health.
As part of this process eight service users
volunteered to develop and produce a DVD
which explains recovery and tells their
personal stories. The DVD helps people to
recognise that individuals are experts in
managing their own health and reinforces
the need to shift the balance of power from
professionals to service users. Training
has also commenced to provide WRAP and
Recovery Star for staff and service
users/carers. This training helps people to
explore their hopes, dreams and aspirations
and facilitates more collaboration between
individuals and mental health staff.
For the service users who were involved in the process, three of the eight who volunteered
have now found employment and others continue to volunteer within the Trust.
Professional staff within services have discovered a new approach to delivering services
and are looking at more productive conversations with clients and their families.
We are continuing to develop a Recovery College within the Northern Trust Area. The first
prospectus is now available and training in areas such as “Hope and Opportunity” and
“Personal Responsibility and Control” will be delivered to service users, carers, staff and
the general public who will come together as students in the college. Classes will be held
in community facilities such as libraries across the Trust. These will be delivered by
service users who have become peer trainers alongside mental health practitioners
To read more on the Steps to Recovery and view our video, please follow the link below:
http://www.mentalhealthrecoverystories.hscni.net/wp-content/uploads/2014/03/75159NHSCT-Case-Studies.pdf

Next steps
•
•

Employ Peer Trainers who will work within the Recovery College
Introduce Peer Support Workers as key members of our Mental Health Inpatient and Community services
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Development of the Dementia services
Dementia inpatient care
In an effort to improve the quality of care
and services to individuals with dementia,
the Trust has embarked on a process of
modernisation. Regional and national
recommendations acknowledge that
dementia care should be delivered
outside of hospital when possible and
alternatives to hospital admission should
be further developed.
The hospital dementia inpatient provision further reduced from 42 to 20 dementia inpatient
beds in April 2014. This is sustainable by developing and increasing services in the
community and streamlining the inpatient approach to a single Dementia Intensive Care
Unit, with a single consultant and adding an inpatient Social Worker, inpatient
Occupational Therapist and Montessori Coordinator to the team.
When admission to hospital is required, a specialised multidisciplinary assessment and
treatment plan is delivered which aims to enable the individual to return safely to a
community setting as soon as possible. The team recognise the important role of family /
carers and aim to work in partnership with them throughout the admission.

Key facts – Development of the Dementia Intensive Care Unit
•
•

•

•

Reduction in inpatient dementia beds by more than 50% from 2013-2014
Review of existing staffing was completed. Consultant psychiatrist input was
changed from several consultants to one ward-based consultant psychiatrist. A
social worker, occupational therapist and activity co-ordinator were also
appointed
Development of non-pharmacological approaches to care, including: a
‘Behavioural Sciences’ model to assess and understand the behaviours of
individuals with dementia and to develop appropriate interventions unique to
that individual. Introduction of ‘Montessori Behavioural Activity Programming’,
which promotes the strengths and abilities of people with dementia
Close links have been established with the Dementia Home Support Team; this
team will work alongside DICU to facilitate safe discharge from hospital for
individuals with behavioural symptoms of dementia

Dementia Home Support Team
The Dementia Home Support Team is a behavioural team that work with individuals in
community settings. The service has worked with nursing and residential homes and has
recently expanded into individuals’ own homes. The team supports individuals in their own
home setting to prevent avoidable admissions to hospitals and care homes. The team
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also support individuals to return to their own home setting if they have been in hospital or
a temporary care home arrangement.

Key facts
•
•
•
•

•

Relatively few service users have been admitted to psychiatric hospital while the
team have been involve
Development from nursing team to a team now consisting of nurses, social
workers, support workers and input from psychology
Development of new models to enable the right level of support at the right time
In a pilot of forty service users with dementia in nursing home care who would
otherwise have been considered for admission for inpatient care only one of the
forty eventually required admission
This has contributed to a reduction in dementia inpatient beds from 74 to 20 over
the last five years

Northern Adult Autism Advice Service (NAAAS)
In January 2014 the Trust launched this innovative service, the first of its kind in Northern
Ireland, which is available to people aged 16 years and over with a diagnosis of autism.
The service is person centred and facilitates self-help and early intervention by promoting
effective access to support services.
The Northern Ireland Executive’s cross-departmental Autism Strategy (2013-2020)
highlighted a strategic priority to increase the level of choice, control and freedom that
people with autism have in their daily lives. Through this service, which has been set up in
partnership with the Department of Employment and Learning, Northern Regional College,
Citizens Advice Bureau, National Autistic Society and Social Security Agency this
becomes possible for the individual with autism and their family.
The service involves one to one sessions and signposting to services across a range of
agencies. The service supports individuals to develop a range of natural supports,
including group support to help people cope with a diagnosis and self-advocacy to assist
them towards independence and social inclusion.
Within the first 6 months of service 32 individuals/families attended NAAAS, 14 of these
individuals returning for a second visit and 2 attended for a third visit. Each individual’s
visit can last anywhere between 30 minutes to 2 hours depending on their needs. The
Service which has attracted interest from other Trusts will be formally evaluated through
Queens University.

Magherafelt and community resettlement
Rehabilitation is a whole system approach to recovery from mental ill health. It maximises
an individual’s quality of life and social inclusion by encouraging their skills, promoting
independence and autonomy in order to give them hope for the future, and which leads to
successful community living through appropriate support. It is a specialist mental health
intervention with both inpatient and community components.
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It provides much more intensive support and care than general supported living for those
with the most severe complex mental health needs. Each rehabilitation service has at its
centre, a recovery ethos; an ethos that patients can, and do, recover from mental illness.
Recovery is underpinned by three main concepts:
•
•
•

That Service Users are offered hope and therapeutic optimism
That Service Users have autonomy and feel that they have control over their
treatment and Management Plan—’no decision about me without me’
Opportunity to lead a full and meaningful life and to be socially included in the
community where we live

Churchwell Lane, the new community rehabilitation unit developed in partnership with
Trinity Housing Association, will enable Service Users with severe mental illness to have
rehabilitation in the community under the three main threads of recovery. Each resident
will have their own individual home with easy access to an excellent day care structure
and the opportunity to be socially included in the community. The scheme is ideally
located off the main street in Magherafelt and is situated close to local shops and leisure
amenities. Residents meanwhile will have the support and expertise of the
multidisciplinary Rehabilitation Team.
This is a very exciting opportunity as the Northern Trust has taken the first steps to
increase the spectrum of supported accommodation available for those who most need it.
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Quality improvement in community care
Occupational therapy service
The Trust’s Occupational Therapy (OT) service, through assessment, identifies need and
arranges for the provision of adaptations to ensure that service users can remain as
independent as possible and be cared for in their own homes. Adaptations include: minor
works such as grab and stair rails, home lift provision and overhead tracking hoists.

Key facts
During 2013 – 2014 the Trust’s OT service in partnership with the Estates Services
department and external contractor consistently achieved excellent performance
against targets:
 The Trust was required to ensure that all lifts and ceiling track hoists were
installed within 16 weeks of the OT assessment – there was 98% achievement
of this target
 The Trust was required to install urgent minor works such as grab and stair rails
within a 10 day timeframe – there was 99% achievement of this target

Podiatry Service
The demand on Podiatry services has increased due to the growth in the numbers of older
people and the increased incidence of diabetes and associated complexities.
The introduction and development of the Podiatry Assistant role has increased skill mix
within the service and has aided the service to achieve the 9 week waiting time target.

Key Fact
Podiatry services achieved 100% compliance with Public Health Agency (PHA) waiting
time targets, with no patient waiting longer than 63 days from referral to first
appointment.

Nursing Home ‘In Reach Programme’
Community nursing staff, from within the Primary Community Care and Older Peoples’
Directorate, have been working in partnership with the Pharmacy Department and
colleagues in private nursing homes, focussing on the management of services users with
long term conditions and other nursing interventions such as palliative care, respiratory,
cardiac and urinary conditions.
The aim of the ‘In-Reach Programme’ was to increase the knowledge base of staff in an
endeavour to avoid Emergency Department attendances and hospital admissions. This
supports the ethos of the delivery of patient centred care and promoting the positive
experience of remaining within a familiar environment. This work will be further developed
during 2014/15.
15

Telemonitoring
Telemonitoring involves remotely monitoring a
patient’s vital signs and any additional information
relevant to their wellbeing, using assistive technology
at the patient’s own home. The readings from the
assistive technology monitoring devices are sent via
telephone to the relevant health care provider.
Telemonitoring is a convenient way for patients to
avoid travel to a clinic or hospital for a health
professional to take their readings. The service is
largely aimed at patients with long-term conditions
such as diabetes, heart failure, chronic obstructive
airways disease and stroke.
The telemonitoring target for 2013/14 was set at 121,500 monitored days. The Trust
achieved 125,357 monitored days with 401 clients benefiting from the service. The Patient
Client Council has summarised service user views on the use of telemonitoring service.

“If anything the
telemonitoring helps
my daily routine and
creates a bit of selfdiscipline. I now want
to know what my blood
is and what my weight
is. I set myself
targets…”

Comments regarding service
user experience include

“I find it comforting
using the device… It is
comforting knowing
that people are keeping
an eye for if something
goes wrong. It hasn’t
improved my health but
has helped me cope
with my health”.

“Always in touch with
someone who knows what
they are talking about and
that someone has my
records form every day. It
also gives me peace of mind”
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Rapid Response Service
The Rapid Response service is a new service which provides high quality treatment and
care for people in acute health and/or social care crisis offering home-based alternatives to
acute hospital care quickly in a safe environment. This is usually support and treatment in
the service user’s own home or for a short time in a residential or nursing home if this is
more appropriate. The service is a community nursing led service which works with the
wider multi-disciplinary team to provide the best possible care through rapid assessment
and treatment, taking into account the network of family and caring support available to the
individual.
Referrals are responded to within 15 minutes of being made by a GP and a response
mobilised to the service user’s own home within one hour.

Reablement
Reablement services are short term services for people who have experienced a health or
social care crisis, those who are recovering from an illness or injury and who may have
become frail as a result. The aim of reablement is to help people regain the ability to
perform their usual daily living activities, such as washing, dressing, preparing and cooking
meals and getting about, so they can do things for themselves again, stay independent
and continue to live in their own homes.
The NHSCT Reablement service is in the process of change to facilitate the introduction of
Occupational Therapy staff to work along-side home care staff to support service users
and carers. These staff will complete assessments and set clear goals to optimise the
service users ability to return to independence and remain living in their own home for as
long as possible.
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Research
Research remains an essential element of health and social care through improving
current services and developing services for the future.
The Northern Trust continues to publish information on research taking place within the
Trust to encourage patients and service users to become more involved from research
conception through to service improvement and evaluation.
The Regional Research and Development Strategy for Personal and Public Involvement in
Research is available on the Trust website. The Northern Trust leaflet “A Patient and
Public Guide to Participating in Research in NHSCT” is also available on the Trust
website. The Trust actively participates in the ‘Its Ok to Ask Campaign’ which was
introduced as part of National Clinical Trials Day.
The Northern Trust Research Governance Committee has nominated a new Personal and
Public Involvement representative on to the committee. They are asked to bring their own
experience as a service user, carer or member of the general public to assist the
committee in understanding the perspectives of service users and the public in considering
research.
Over recent months there has been enhanced working between Northern Ireland and the
European Commission regarding the European Innovation Partnership. To date the
Northern Trust has been successful in agreeing two flagship partnership projects. These
are:
•
•

A nursing partnership with Malta to explore securing effective transition from
hospital to community services
A collaborative partnership with Athens, Lithuania and France to consider how
they can integrate their health and social care services for older people

Research Projects
•
•
•

58 new projects have been received and processed through the research
governance approval system
90% of these were granted local governance permission within the 60 day agreed
standard
75% of these were approved within 30 days
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Theme 2
Delivering best practice in safe
health and socuial care settings

Cardiac Arrest
Reducing hospital cardiac arrests
A cardiac arrest is where a patient
requires chest compressions and/or
defibrillation by the hospital resuscitation
team. Evidence suggests that the
number of hospital cardiac arrests can be
reduced through earlier recognition and
treatment of patients whose clinical
condition is deteriorating. The
compassionate care of those patients
acknowledged to be nearing the end of
their lives may also help to reduce the
number of patients treated for cardiac
arrests.

The chart below shows the yearly average of reported cardiac arrests for Antrim and
Causeway Hospitals (excluding Emergency Department, Intensive Care Unit, Coronary
Care Units and Paediatrics).

Annual Cardiac Arrest Rate
(Number of cardiac arrests / Total number of deaths & discharges) x 1000
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Key Facts
•
•
•

Ongoing work has shown a 20% reduction each year in cardiac arrests within the
Trust’s acute hospitals since 2008
There were 32 fewer cardiac arrests in 2013/14, compared with the previous year
In total across both Acute Hospital sites there were 91 cardiac arrests
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The reduction in cardiac arrests can be attributed to a number of factors:
 The introduction of the National Early Warning Scoring (NEWS) chart for each
patient. This helps to identify the deteriorating patient early
 The Clinical Response Trigger (included on the NEWS chart) allows staff to
promptly respond to any concerns
 The continued roll out of Resuscitation Training for all clinical staff in the Trust
 The introduction of the Trust’s Do Not Attempt Cardio-Pulmonary Resuscitation
(DNACPR) policy

Progress made
In 2013/14 we focused on:
• Implementation of the NEWS
chart to all clinical areas
• Continued training of staff to
achieve more effective monitoring
of patients, specifically
recognising the early signs of
deterioration
• Improving communication
between staff to ensure cases
are escalated appropriately using
SBAR (Situation, Background,
Assessment & Recommendation)
• More appropriate use of
DNACPR policy

Next steps
•

•

•

•

Participation in National
Cardiac Arrest Audit by
November 2014 to allow the
NHSCT to benchmark its
performance nationally
Report all cardiac arrests in
hospital using the Trust’s
incident reporting system
Develop the Resuscitation
Service within NHSCT to
increase training capacity and
clinical review of the period
prior to cardiac arrest
Implement any learning
outcomes from the above
reviews
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Reducing healthcare associated infections
To reduce preventable MRSA
Methicillin Resistant Staphylococcus aureus (MRSA) bacteraemia is a type of bacterial
infection that is resistant to a number of widely used antibiotics. As a result, it can be more
difficult to treat than other bacterial infections. It can cause serious illness, particularly in
frail or immuno-compromised patients in hospital who have a wound, or require medical
devices such as central lines or urinary catheters.
Not all cases of MRSA bacteraemia are preventable and a proportion are acquired in the
community, however reducing the number of cases is an important priority for the Trust.
The number of patients with MRSA bacteraemia reflects on the quality of medical and
nursing care, environmental and equipment cleanliness, the appropriate use of antibiotics
and other infection control practices such as hand hygiene and aseptic technique.

Number of MRSA Bacteraemia Cases
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Key Facts
•
•

•

The Trust has continued to see an overall reduction in MRSA cases since 2007
In 2013/14 the total number of MRSA cases was 12, against a ministerial target of 8
cases, which the Trust did not meet. Following Root Cause Analysis of all 12 cases
identified, the Trust found a significant number of these cases were community
associated
The Trust has reviewed and updated the MRSA policy in line with Best Practice
Guidelines from Department of Health
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To reduce preventable Clostridium difficile infections
As with MRSA bacteraemia infections, not all cases of C diff (Clostridium difficile) are
preventable, and a proportion is acquired in the community. However, reducing the
number of patients who develop C diff is an important priority. The number of cases of C
diff reflects on the quality of environmental and equipment cleaning, the appropriate use of
antibiotics and other infection control practices such as hand hygiene and appropriate
patient placement.
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Key Facts
•
•
•

The Trust has continued to see an overall reduction in C diff cases since 2007
The Trust did not meet the proposed ministerial target of 56 cases for 2013/14
There were a total of 64 cases for 2013/14, compared to 80 in the previous year
demonstrating a continued reduction in cases

Progress made
• Ongoing audits of hand hygiene, clinical practices and environmental cleanliness
across all Trust wards, departments and community facilities
• Root cause analysis (RCA) of each case of C diff and MRSA by a multi-disciplinary
team, to understand why and how the infection occurred
• Learning from audits and RCA outcomes is shared with staff across the Trust
• Mandatory training provided for all Trust staff on Infection Prevention and Control
• Continued monitoring of peripheral cannula and urinary catheter practice and
heightened awareness through Infection Prevention and Control (IPC) training of
best clinical practices
• New Trust three year Strategy for Infection Prevention and Control developed
• Training, support and advice provided by the Infection Prevention and Control Team
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“Infection prevention is one of the biggest challenges
we face. Despite this challenge we have continued
to achieve significant improvement in the control of
Health Care Associated Infections. Each member of
staff has the potential to reduce the risk of infection
to patients by ensuring they practice safe care and
comply with evidence based practice and guidelines.
We still have much work to do and we need to
ensure that everyone will continue to work together
to minimise the occurrence of Health Care
Associated Infections in our healthcare settings”.
Dr Naomi Baldwin PhD, Lead Nurse Infection
Prevention and Control
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Inpatient falls
To reduce the number of inpatient falls
Patients of all ages fall, but falls are most likely to occur in older people. Falls in hospital are
among the most frequently reported incident, with over 400 reported each quarter. The
causes are often complex and inpatients are particularly vulnerable to falling as a result of a
new, or an acute episode of an illness, medication or mobility problems, to only mention a few.
Some falls can cause injury, and therefore the Trust is actively trying to reduce them to the
lowest level reasonably practicable. However, patient safety has to be balanced with the need
for rehabilitation, which always involves a level of risk. A patient, who is not permitted to walk
without staff, may become a patient who is unable to walk without staff.
Unfortunately if a fall does occur, the impact that it may have on a patient can be life
changing. Consequences can include pain, significant injury, loss of confidence and
independence, and increased anxiety.

Falls Rate
(Number of falls / occupied beddays) x 1000
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Figures are subject to change as reporting continues

Key Facts
•
•

In 2013/14 the Trust recorded 2,081 inpatient falls, a slight increase on the
previous year which was 2010
Of the 2,081 falls reported, 47 resulted in injury requiring treatment. These falls
accounted for 2% of the total reported
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Progress made
•

•

•

•
•
•
•
•
•
•

All patients in acute adult inpatient wards have a falls risk assessment
completed when they are admitted to hospital, and reviewed throughout
their stay as their condition changes
All patients that are considered to be “at risk” of falling are started on a
falls prevention care plan, and are referred to the multi-professional team
for specialist assessment and intervention
All wards using the ‘electronic white board’, will allocate a ‘falling star’
symbol beside the name of those patients deemed at risk. This ensures
communication of those at risk of falling, to all NHSCT staff working on
the ward
Introduction of the FallSafe bundle, which consists of 13 measures, to
help prevent falls
Completion of a Root Cause Analysis (RCA), on each fall that resulted in
a moderate to severe injury
Introduction of the ‘intentional rounding’ process where patients are seen
by a member of the nursing team, a minimum of every two hours
Introduction of the ‘falls walking stick’ where each ward highlights to staff
the number of falls that occurred on their ward during that month
Ongoing training for staff in relation to falls risk factors, and risk reduction
measures
Ongoing support and advice provided by the Falls Prevention Nurse
Ongoing development work by the Trusts Falls Steering Group

Next Steps
•
•
•

•
•

Continued spread of the FallSafe bundle to all appropriate adult in-patient wards
Commence monitoring and signposting of Emergency Department patients, who
are discharged following fall
Commence partnership working with the Northern Ireland Ambulance Service
(NIAS), in relation to patients who are lifted up from the floor following a fall, and not
taken on to an Emergency Department
Increase awareness regarding falls prevention, among people living in the
community
Partnership working with local councils, regarding delivery of therapeutic strength
and balance exercises
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Pressure Ulcers
To reduce the number of pressure ulcers
A pressure ulcer or, “pressure sore” as they
are sometimes referred to, is a localised
injury to the skin and / or underlying tissue,
usually over a bony area, as a result of
pressure. Pressure ulcers are caused by
multiple factors which increase the patient’s
risk, such as, immobility, poor nutrition,
weight loss, skin moisture, advanced age.

The grades are from one to four – the
higher the grade, the more severe the
pressure ulcer.

Not all pressure ulcers are avoidable, but
certain techniques can reduce the risk such
as frequently changing a patient’s position,
providing special pressure relieving
mattresses and chair cushions, as well as
attention to fluid intake and good nutrition.

Increased moisture management (ensure
skin is kept dry and well cared for)

The Trust uses the European Pressure
Ulcer Advisory Panel (EPUAP 2009)
grading system to describe the severity of
pressure ulcers.

Key Facts
In 2013/14 there were a total of 115 pressure ulcers reported
This was an increase on the 100 reported in 2012/13
This increase reflects work carried out to improve recognition and reporting of
pressure ulcers with the implementation of the SKINTM bundle (above)

•
•
•

Pressure Ulcer Rate

Rate (percentage)

(Number of pressure ulcers / occupied beddays) x 1000
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Figures are subject to change as reporting continues
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Progress made
•
•

•
•
•
•

The Trust has introduced an internationally recognised package of care into all
acute adult inpatient wards, this is called the SKINTM Bundle
The Trust have also introduced an Intentional Rounding Process – this process
ensures that patient in the acute hospitals are seen by a member of the nursing
team every 2 hour
On-going audit of SKINTM Bundle compliance
Continue to analyse all grade 2 and above pressure ulcers, in order to understand
why they have developed
Share all learning for pressure ulcer development with clinical staff across the
Trust
Continued training provided to clinical staff on pressure ulcer prevention. This
includes a regionally developed patient information leaflet; as well as a visual
aid called a Safety Cross, which assists the clinician to quickly see the
number of patients who have developed pressure ulcers in the ward each
month

Next steps
•
•
•
•

Review the Pressure Ulcer Prevention Policy for Adults and Children
On-going improvement work on SKINTM Bundles
On-going monthly audit on Braden Risk Assessment and compliance with the
SKINTM Bundle
Involvement in National Pressure Ulcer Prevention day
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Medication Safety
Controlled Drugs
Controlled drugs (CDs) are drugs which
are defined by the Misuse of Drugs Act
1971 as dangerous or otherwise harmful,
and have the potential for abuse or
misuse.
Strict legal controls apply to Controlled
Drugs to protect patients and the public
and to prevent them being misused,
obtained illegally or causing harm. These
controls govern how these medicines
may be:
 Stored  Produced
 Supplied  Prescribed
•

Progress made
•

•

•

Implementation of recommendations from
the 2013 Regulation & Quality
Improvement Agency (RQIA) report:
Independent Review of the Management of
Controlled Drugs in Trust Hospitals
Piloting of ‘stock lists’ of Controlled Drugs
on 2 wards to minimise routine stock
holding and reduce time spent on
administrative tasks in the record keeping
requirements for Controlled Drugs
Unannounced observations are
undertaken across all sites by
nursing/pharmacy to audit the handover
process where Controlled Drugs are
concerned

•

In 2013/2014, the NHSCT
pharmacy staff carried out regular
audits on the storage and handling
of Controlled Drugs in all
wards/clinical areas and
dispensaries
Audit reports are sent to Senior
Pharmacy staff and ward managers,
highlighting discrepancies

Next steps
Review the results of the pilot of
‘stock lists’, and roll out to all
wards/clinical areas if appropriate.

Medicines reconciliation
Medicines reconciliation is a process designed to ensure that the patient receives only those
medications that are appropriate to their clinical needs. The following steps are involved:
• a review of the medications the patient was taking at home before being admitted to
hospital
• decisions are made on the appropriateness of each medication in the context of the
patient’s current clinical condition
• appropriate changes are then made to ensure the medication list is accurate
The National Institute for Health and Care Excellence (NICE) recommends that Pharmacists
are involved in medicines reconciliation as soon as possible after admission. The majority of
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medicines reconciliation on admission to the Trust is carried out by the Clinical Pharmacist
based on the ward. The Pharmacist is also responsible for medicines reconciliation at
discharge on medical wards.

Key Facts

Progress made
•

Since July 2013 the
Trust has consistently
achieved the
medicines
reconciliation target,
with over 95% of
patients receiving
medicines
reconciliation within 48
hours of admission to
hospital.

•

All Medication Reconciliation is now entered
onto the electronic system, ‘Writemed’
Medication Reconciliation is commenced at
pre-admission clinic for gynaecological
patients

Next steps
•

•

Training of pharmacy technicians to
undertake first stage of Medication
Reconciliation process
Audit of Medication Reconciliation on the
surgical wards and subsequent
development of prioritisation criteria

IT systems introduced to improve medication safety and
effectiveness
The Trust launched two IT systems in March to improve patient safety and care by helping
staff use antibiotics effectively and ensure patients are on the most appropriate medication.
The systems were developed by the Pharmacy and Medicines Management Centre and
Yarra Software Ltd.
•

LAMPS (Live Automated Microbiology Pharmacy Surveillance System) operates in
real time in acute hospital and community settings to detect trends of emerging
antimicrobial resistance across all isolated organisms in the Trust. This allows real
time surveillance of alert organisms and informs appropriate empirical prescribing and
improves patient safety

•

The Electronic Medicines Reconciliation System (Writemed) supports safe, effective
medicine use, allowing patients’ medication details to be recorded in a uniform way
which reduces the risk of error and makes sure patients are on the right medication. If
the patient has been in hospital on previous occasions those records can be accessed
and viewed, therefore supporting a safer and more efficient medicines reconciliation
process

Health Minister, Edwin Poots said the developments showed “how technology can help
improve patient safety and outcomes through the effective use of medicines and that
embracing technology and adapting the way we do things will maintain Northern Ireland at
the forefront of health and social care in the future”.
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Integrated Medicines Management (IMM) paves the way
for award winning services
Through the European Innovative Partnership on Active and Healthy Aging (EIP-AHA),
Northern Ireland is now seen as a forerunner in Europe in bringing about a higher quality of
health and social care for the older population.
In 2013 the Department of Health and Social Services and Public Safety (DHSSPS) was
awarded a ‘3 star’ status from the European Commission as part of the EIP-AHA*. As one of
the 39 sites across Europe taking part in the partnership, the DHSSPS was able to
demonstrate various benefits to patient care as a direct result of an Integrated Medicines
Management (IMM) service provided by pharmacy staff. With the NHSCT contributing the
majority of data towards the IMM initiative, the Trust has played a key role in the achievement
of the 3 star status. (*4 stars is the maximum status, which no country achieved).
Some examples of the impact of the IMM service:
•
•
•

significant improvement in the appropriateness of the use of medicines for patients
reduction in the mean length of stay in hospital by 2 days
increase in the time to readmission by 20 days

Collecting the award on behalf of DHSSPS, Minister Poots said: “This is great news for our
health and social care service in Northern Ireland. Effectively managing medicines, so that
patients receive the correct medicine at the correct time can not only help them return to
good health more quickly, reducing the time spent in hospital, but can also prevent
unnecessary hospital admissions”.
(Source: http://www.northernireland.gov.uk/index/media-centre/news-departments/newsdhssps/news-dhssps-050713-eu-ranks-northern.htm).
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Social Care indicators
Direct payments
Direct payments from social services are cash payments made to the carer or the person they
are looking after so that the individual can buy care services for themselves. The aim is to give
the individual more flexibility in how services are provided. By giving money instead of social
care services, the individual has greater choice and control over their life and are able to make
their own decisions about how care is delivered.
This indicator reflects the Trust’s performance in promoting direct payments as part of an ongoing drive to develop person-centred community services as demonstrated by a mother of a
young daughter with complex needs who said “Direct payments is a great service, giving good
flexibility in choice i.e. who you choose as carer and when the care happens”.

Key Facts
•
•

A total of 522 adults and 51 children were in receipt of direct payments, compared
to 466 adults and 52 children last year
The Trust has exceeded regional targets in respect of service users receiving
direct payments

Children’s
Leaving and aftercare
Research tells us that young people who leave care do not always achieve the same levels in
education, training, and employment as other young people in the community. By March
2014, the target was to increase the number of care leavers aged 19 in education, training or
employment to 75%. During 2013/2014 the Trust exceeded this target.

Adults
Learning Disability Framework
The Learning Disability Service Framework Standard 20 outlines the importance of adults with
a learning disability having an annual health check.
Within the Northern Trust in from March 2013 to April 2014 there were 1,714 people with
learning disability registered with GP practices. Of those 1,263 people had an annual health
check. This accounts for 73.68% of the eligible population and is an increase of 63 in the
number of health checks from 2012/13.
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Approved social work
Sometimes it is necessary, for the protection of an individual, and to prevent harm to
themselves or others, to detain people in hospital for assessment under the Mental Health
Order.
Applications can be made by an Approved Social Worker (ASW) or by the person’s nearest
relative. Good practice says that it is preferable that applications for assessment should not
be borne by families, in order to preserve on-going relationships and not to threaten necessary
support during and after detention in hospital. These actions are always considered alongside
an individual’s human rights, particularly Article 5 and Article 8 of the European Convention of
Human Rights. In the Northern Trust 258 applications for assessment were made by ASWs.
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Theme 3
Protecting people from
avoidable harm

Incidents and reduction of harm
An incident is described as ‘any event or circumstances that could have or did lead to harm,
loss or damage to people, property, environment or reputation, or a breach of security or
confidentiality’.
The aim of the adverse incident reporting system is to encourage an open reporting and
learning culture, acknowledging that lessons need to be shared to improve safety, and apply
best practice in managing risks.

Key Facts
•
•
•

11,824 incidents reported in 2013/14
The Trust has implemented the FallSafe bundle to assist in reducing the number of
slips/trips/falls (please refer to the section on Inpatient Falls on pages 25-26)
The top 5 incidents affecting patients and service users are shown in the chart
below

Top 5 incidents affecting patients and service
users
4000
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3627

1379
672

663

569

Figures are subject to change as reporting continues
The category ‘Contact with’ includes any incident where a service user accidentally came into contact
with an object.
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Serious Adverse Incidents
A Serious Adverse Incident (SAI) is an event which may have caused unexpected serious harm
or death.
There were 123 SAIs identified from Trust-provided services in 2013/14 with a further 26
identified within care commissioned by the Trust. The table below outlines the breakdown of
SAIs reported across the service areas:

Key Facts

Trust

NonTrust

Acute Hospital Services

57

5

•

Mental health & Disability
Services

36

3

•

Children’s Services

13

1

Directorate

•

Primary & Community
Care for Older People’s
Services

15

17

Planning & Performance

2

0

149 incidents were investigated
through the SAI process
The SAI investigation provides
significant potential for learning to
increase safety
SAIs represent a very small
proportion (1.25%) of the total
number of incidents reported in the
Trust

Excludes de-escalated incidents
Figures are subject to change as reporting continues

Improvements made in relation to these incidents
Learning is an essential part of the investigation of any incident to ensure that improvements
are made to reduce the risk of it happening again. This learning is then communicated to all
relevant services.
Recommended learning has been identified from many of these SAIs. Examples of which are
shown below:

Learning
•
•
•
•
•

The guidelines relating to metformin and intravenous contrast were
reinforced
The importance of using basic security rules when using software, and the
use of personal log-in codes was communicated to staff
Staff have been reminded of the importance of communication between
services and agencies
Implementation of measures to reduce the risk of service users falling
Policies and procedures have been strengthened as a result of learning from
investigations
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Preventing venous thromboembolism (VTE)
Patients whose condition or treatment
causes immobility, for example during or
after surgery or following a broken bone are
at increased risk of developing a blood clot
in the veins of their legs. These clots are
called venous thromboembolism and can
cause complications which are occasionally
serious.
To help prevent such clots we now assess
individual patients’ risk of developing a clot,
and where appropriate provide anti-clotting
medicines (thromboprophylaxis). Completing
this risk assessment and subsequent
preventative action reduces the risk of patients
developing a clot.
The chart below shows the percentage of patients who had a VTE risk assessment carried
out.

Compliance (%)

Compliance with VTE Risk Assessment
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Progress Made
•

•

The Trust has introduced a system
to audit VTE compliance on every
ward each month within Antrim
Hospital
VTE prevention is now a standing
agenda item on the Trust’s Quality
and Safety Group

Oct - Dec 13

Jan - Mar 14

Target

Next Steps
•

•

•

Plans are in place to audit VTE
compliance across our other
hospitals
The VTE risk assessment will be
incorporated into the Medicines
Kardex
Participate in regional safety work
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Improving safety in surgery
WHO Surgical Checklist
The World Health Organisation (WHO) Surgical Safety Checklist was introduced into Theatre
departments in Northern Trust to improve safety for surgical patients. The Checklist ensures
that each surgical team has taken all the right steps before, during and after surgery to ensure
patient safety. A WHO checklist should be completed for every patient and each unit submits
monthly audit data for analysis. Feedback reports are provided to Theatre teams to review
and improve their performance.

Compliance with WHO Surgical Checklist
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Compliance with WHO
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Food and nutrition
The Trust established a “Specialist Nutrition Advisory Group” (SNAG) in 2011/12. This group
reports directly to the governance management board and forwards biannual reports to the
Trust governance lead. The group was initially established to provide strategic direction and
advice in relation to the delivery and provision of nutritional care, mainly within the acute
setting. Following the DHSSPS “Promoting good nutrition” (PGN) strategy it was agreed the
remit should extend out to include the community.
SNAG includes service user representation and a range of disciplines (Dietetics; Nursing,
Pharmacy, Catering, Chemical Pathology and Medicine). It exists as an overarching group
and reporting to SNAG during 2013/14 there were 3 sub-groups: a joint catering and acute
nutrition group; a community nutrition group; and a parenteral and enteral nutrition group.
A number of quality improvements have been achieved throughout this financial year,
including improved compliance of the “Malnutrition universal screening tool” (MUST) within the
acute setting (see below).

Compliance with completion of MUST
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Progress made
•

•

A number of Trust policies which will improve the quality and safety of patient care have
been reviewed or written by the SNAG sub-groups. These include:
o “Gastrostomy – Early Detection of Post Insertion complications”
o “Parenteral nutrition guidelines”
o “Administration of neonatal parenteral nutrition in the neonatal unit Antrim hospital
guidelines”
o “Neonatal enteral feeding policy”
o “Re-feeding syndrome in adult patients – prevention and management guidelines”
o “Nasogastric placement” policy was under review
Agreement was reached with the Clinical Education Centre (CEC) to offer mandatory
training to all registered nurses (acute and community) in relation to malnutrition,
screening and prevention/ treatment action plans. This training will also be offered to
health care assistants

39

•
•

•
•

•

There continues to be on-going monthly audits of compliance with MUST, as well as
regular ward observation food service audits
Agreement on the format and use of a “Borderline substance chart” within the hospital
setting to assist with the safe and efficient write up of oral nutritional supplements, enteral
feeds, etc. was achieved
A patient information leaflet “Your Nutrition is our Concern”, has been developed
Following a report carried out by the Nutrition and Dietetic service on the nutritional
analysis of hospital meals, an action plan was devised and is being implemented. This
includes the introduction of additional snacks for patients at risk of malnutrition
The Trust participated in the National Nutrition and Hydration week (17th March), with this
years’ theme “Afternoon Tea”. The Nutrition and Hydration week is a collaboration
between Hospital Caterers Association; National Association of Care Catering and
Patient Safety First

Next steps
•

•
•
•

Introduction of MUST within the community setting and Dietetic-led awareness
sessions across residential and nursing homes incorporating the PHA 2014
Nutritional guidelines and menu checklist
Review of paediatric menus/ food provision and the introduction of mid-afternoon
and supper snack within the hospital setting
Implementation of the “borderline substance chart”
Review of the Trust “Protected Mealtime Policy” and re-energising of its
implementation
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Theme 4
Ensuring people have
positive experience of service

Complaints and compliments
The Northern Trust actively encourages complaints and compliments about our services.
The Trust recognises the importance of working with patients, clients, their families, carers
and others to deliver, develop and improve our services. It is important to listen and take
their views seriously.
The Trust strives to ensure good complaints management, with staff in the complaints
department working closely with colleagues in the service directorates to ensure that, where
possible, complaints are satisfactorily resolved at an early stage. Where complaints cannot
be resolved using these processes, they are referred to the Ombudsman.
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Facts
•
•
•
•

783 formal complaints were received into the Trust (725 new complaints and
58 re-opened)
644 compliments were received through the Chief Executive’s office; and
services monitor the compliments received locally
100% of complaints acknowledged within 2 days
58% of complaints responded to within 20 working days
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Compliments
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Patient and Client Experience Standards
Since 2009, a comprehensive work programme has progressed within the Trust in relation to
the 5 core regional Patient and Client Experience Standards:
•
•
•
•
•

Respect
Attitude
Behaviour
Communication
Privacy and Dignity

Patient and client experiences continue to be measured within the Trust through use of service
user surveys, observations of practice and patient stories. Complaints and compliments were
also reviewed as part of the work programme.
During 2013/14, the Trust undertook a review of patients/clients experiences in the following
areas:

•
•
•
•
•
•
•
•
•
•

Emergency Department, Antrim
Ward B1, Antrim
Ward B2, Antrim
Dermatology Outpatients, Antrim
Radiology Outpatients, Antrim
Day Surgery Unit
Emergency Department, Causeway
Coronary Care Unit, Causeway
Medical 2, Causeway
Rehab Ward, Mid-Ulster

•
•
•
•
•
•
•
•
•
•

Audiology Outpatients, Mid-Ulster
Minor Injuries Unit, Whiteabbey
Rehab Ward 2, Whiteabbey
Rehab Ward 3, Whiteabbey
Dalriada Hospital
Inver Hospital
Robinson Hospital
Domiciliary Care
Residential Homes
Treatment rooms

The findings showed that the Trust was performing well around all of the standards; individual
team reports were fed back to staff in each of these areas to enable learning and the
improvement. The findings were also collated and returned to DHSSPS for regional reporting.

Findings
Areas of good practice

Areas for improvement

• Staff attitude
• Staff behaviour

• Respect
• Communication
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10,000 Voices Project
The Trust recognises that patient experience is a key element in the delivery of quality
healthcare.
The 10,000 Voices Project is a regional initiative, funded by the Public Health Agency (PHA),
which aims to provide a focus on health care services in Northern Ireland, from a patient’s
perspective.
It is an important strand to the on-going work within the Trust to improve the patient and client
experience.
The project is unique, as it provides patients, families, and carers the opportunity to “tell their
story”, using one of the survey tools, and to describe their experience of recent healthcare
services, such as what they particularly liked or disliked.
This initiative gives members of the public a ‘voice’ and the opportunity to influence the
commissioning priorities for healthcare in Northern Ireland, and to influence how services are
shaped in the future.
Phase 1 of this innovative project focused on Unplanned/Unscheduled care services, which
includes:
•
•
•
•

Emergency Departments
Minor Injuries Units
GP Out-of-Hours Services
Northern Ireland Ambulance Services

Findings
A total of 497 patient stories were collected, analysed, and key themes identified. Information
was fed back to managers within the relevant service areas, and various staff from a variety of
disciplines attended workshop events. Action and improvement plans are in place and are
currently being taken forward.
Updates on the 10,000 Voices Project have been presented to Trust Board and reports are
also forwarded to the PHA.
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What our patients are telling us

“Very efficient,
friendly, and
caring in such
challenging
times”

What patients say we do well
•
•
•
•
•
•
•

Care and compassion
Explaining treatments
Showing empathy
Understanding
Good professional manner
Showing respect
Providing reassurance to patients

“Staff are lovely,
friendly and
approachable,
and nothing is
too much
hassle”

“Staff put you at
ease, and hold
your hand if you
need it”

What patients say we could do better
•

“No one
introduced
themselves”

•
•

•
•
•

Remembering first impressions
count
Introducing ourselves
Remembering our conversations
about and to patients may be
overheard
Keeping patients warm and
comfortable
Preventing patients from feeling
embarrassed
Communicating clearly about
waiting times and treatment

“I felt there was a
breakdown in
communication”

“I was hungry, I
had no tea, I
wasn’t sure if I
could eat or
drink”

The 10,000 Voices project uses a phased approach, and has now progressed into capturing
patient stories in relation to nursing and midwifery care, and care in your own home.
Information from the 10,000 voices initiative has contributed to many service improvements,
continuing both locally within the NHSCT and regionally across all Trusts in Northern Ireland.
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Emergency Department
4 hour standard
It is Ministerial priority that patients attending the Emergency Department (ED) are admitted to
hospital or discharged within four hours.
The length of time people wait in Emergency Department profoundly affects patients and
families’ experience and impacts on public confidence. It may have a direct impact on the
timeliness of care and on clinical outcomes.
The chart below shows the percentage of ED patients seen, treated and discharged or
admitted within 4 hours.
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12 hour standard
It is a Ministerial priority that no patient attending the Emergency Department (ED) should wait
more than 12 hours before being admitted to hospital or discharged.
Performance against this target is not simply a measure of how the Emergency Department is
functioning but a reflection of how well the whole system works, including access to primary
and community care as well as activity within the hospital.
The chart overleaf shows the total number of ED patients waiting more than 12 hours to be
seen, treated and discharged or admitted. A total of 1,041 patients breached this target in
2013/14, compared to 2,537 in 2012/13, an improvement of 59%. In Causeway Hospital there
were no breaches in the last seven months of 2013/14.

47

Number of Patients Waiting over 12hrs
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The Trust is continuing to build on this improving picture through the development and
implementation of an Unscheduled Care Action Plan.

Unplanned re-attenders
This indicator measures what proportion of patients attending an Emergency Department (ED)
return to the same ED with the same complaint within 7 days, without this having been
planned in advance.
It is important for patients to know that their condition has been appropriately managed and to
understand what to do if the condition doesn’t improve as expected. While this indicator will be
affected by access to other services such as primary care, a high rate of unplanned reattendance could also indicate potential to improve the care and communication delivered
during the first attendance at the ED. The chart below shows a re-attendance rate within the
target of 5% for the second half of the year 2013/14.
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Waiting times
It is a ministerial priority that 80% of patients should have their first outpatient appointment
within 9 weeks, and their inpatient or daycase treatment within 13 weeks.
The length of time patients wait for their consultation or treatment has an effect on their
experience of the health service and public confidence in the system as a whole.

Key Facts
During 2013/14:
• 64% of patients had their first outpatient appointment within 9 weeks of referral
• 78% of inpatients and daycases were treated within 13 weeks

Performance in this area is affected both by the number of patients the Trust can see or treat
(capacity), as well as by the number of patients referred in by GPs or others (demand). In
some areas, where there is not enough capacity to meet the demand coming to the Trust,
some additional temporary capacity is funded through the Waiting List Initiative.
The table below shows the percentage of patients waiting to be seen, as at 31st March 2014:

Outpatients
Inpatients / daycases

% patients waiting to be seen
(as at 31st March 2014)
9 – 13 weeks
>15 weeks
37%
18%
13 – 26 weeks
>26 weeks
15%
3%

In order to keep waiting times to a minimum for all patients, the Trust is:
•

Taking steps to maximise capacity, for example by ensuring vacant medical posts are
recruited as quickly as possible, and trying to reduce the number of patients who do
not attend their appointment

•

Working with the Health and Social Care Board to increase capacity in some
specialties by employing more doctors, nurses and other staff

•

Continuing to use Waiting List Initiative funding where available to target areas where
patients wait for a long time to be seen or treated
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Theme 5
Staff health and well being

Staff sickness and absence rates
The Northern Trust employs approximately 12,000 staff. Everyone in the workforce at all
levels feels the impact of ill health on attendance at work. It can significantly affect how an
organisation performs and the level and quality of service we give our patients and service
users. The Trust believes a holistic approach to promoting attendance will benefit individual
employees and the organisation. A healthier, more motivated and resilient staff deliver better,
safer, higher quality care on a more consistent basis.
The Trust is committed through partnership working to assist employees to improve their
working life.

Progress made
A new Managing Attendance protocol was
issued for consultation during the 2013/14
year and implementation during 2014/15
which:
• Shifts the focus from ‘managing
absence’ to ‘maintaining staff at work’
• Addresses mental health issues
• Continues to avail of the independent
Staff Counselling service
• Offers online support programme for
staff
• Continues to provide physiotherapy
services for staff

Next steps
In the coming year we will:
• develop a new health and
well-being strategy
• actively engage with our staff
to encourage healthy
• lifestyles so that they become
strong advocates for
prevention
• continue to promote flexible
working policies, health
awareness programmes,
performance management
systems and training

Sickness rate
The Trust target for sickness absence was 5%. The sickness absence rate for the full 2013/14
reporting period is not available pending a technical fix to the Human Resources Payroll,
Travel and Subsistence system which was implemented in the Trust in February 2014.

Key Facts
•

•

The DHSSPS set a 5% absence target for each HSC Trust. For the period 1
April 2013 – 31 January 2014, Northern Trust’s sickness absence rate was
5.29%, compared to 5.75% for 2012/13
The highest proportion of total working days lost due to absence remains linked
to musculoskeletal and psychosocial reasons
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Staff flu vaccination rate
A major challenge in increasing the uptake
when vaccinating Health Care Workers is
changing attitudes and culture which have
traditionally had a negative effect on vaccine
take up.
There has been a steady increase in the
number of staff being vaccinated. The target
set by the Public Health Agency for front line
staff was 30% in 2013 and the Trust achieved
31%.
A pleasing factor is that the majority of staff were vaccinated in October 2013, early on in
the ’Flu season’ thus ensuring protection from circulating viruses.
Nevertheless some areas scored better than others in uptake. The Trust will continue
its awareness programme, proximity clinics in ward and hospital areas and making staff
aware of the target and plans further engagement with supervisors, middle managers,
community staff and trade unions to increase the uptake even further in the coming year.

Staff support and development
Training
Having staff at all levels who are appropriately trained to carry out their roles with
competence and confidence is fundamental to providing quality care.
During 2013/14 there was a total of 43,275 attendances at training. This is an increase
from 38,228 in the previous year.
The uptake of e-learning increased significantly from the previous year (5,362) to 10,063
during 2013/2014. E-learning is now making a vital contribution to compliance with
mandatory training, both corporate and professional.
A series of short lunchtime master classes on subjects relating to leadership were
introduced and attended by 326 managers. New courses on stress management and
personal resilience also commenced during 2013/14.

Personal Review and Development Planning
Personal Review and Development Planning (PRDP) continues to be the process for
appraising staff and identifying their individual training needs. During the year the
appraisal documentation was reviewed and simplified in order to make the process more
manageable by staff and managers. At the end of 2013/2014, 49% of staff had a personal
development plan in place and 93% of staff had a Knowledge and Skills Framework (KSF)
outline for their post.

Nursing supervision
The Department of Health, Social Services and Personal Safety (DHSSPS) issued two
standards in relation to nursing supervision in 2008. The Northern Trust employs 2,894
Registered Nurses, and 95% of these staff members had regular supervisions in 2013/14.
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