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In-Reach into 20 Nursing Homes,
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Introduction

Successful small pilot Mid-Ulster Area 2014

Aging population — changing demography (by 2020
the number of people over 75 years increased by
40% and over 85 years increased by 58% )

Physically frail

Increased dependency, complex clients

Transforming Your Care (2011) Right care, Right place,
Right time

Care in a familiar environment more desirable



RCN ‘Care In Crisis’ (2015) survey Into
Independent sector

e Support from in- reach services

 Greater accessibility to training opportunities

 Benefit from support to bridge knowledge to practice
gap

* Loss of specialist skills and knowledge barrier to
reducing hospital admissions

e Recommendations — partnership working with HSC
trusts with training and development, maintenance of
clinical skills and competence



Aim:

To maintain residents/patients safely in their home
Objectives:

Objectives :



PROCESS:

e Undertook PNH Patient Profile.
* Baseline and on-going on E/D attendance, HDNT, Marie Curie, District
Nursing Input, PNH Nursing skills, Advance care planning, Medication

reviews.

e LTC programme : deteriorating patient, end of life care, specialist nurses.
e Clinical Skills programme: Catheter, venepuncture, syringe driver, PEG.
e Masterclasses e.g.: Inhaler Technique, Diabetes, Nutrition.

* Provided in-reach Facilitation to PNH to Support Skills attainment.
* Provided on going visibility in PNH for support.

Follow through with PNH ED Attendances to establish patient story.

 Follow through with PNH/Hospital of admitted patients to expedite
patient discharge.



PDSA — Measuring Outcomes and Refining the
Education and Development Programme

l Plan Education
Plan | Programme
Patient m Nurse
l Profile \ ' ED stats | l TNA \
Do l

Study Competency ED D/N, HDNT l Staff/Patient \
Stats Stats input feedback

. .

Act
. Encourage
Further Refine Assist Meds Rev?ew
programme programme Competency
delivery Attainment Adv Care Plans )




38 PNH champions from 20 homes identified and have accessed
clinical skills training. Champions/Facilitator have cascaded skills
training In:

» Catheters/Venepuncture/Syringe Driver training to other
RGN care home staff

e Documented use of Advance Care Planning & Medication
Reviews undertaken increased

Use of Tele-Health increased from 0 _to 2 patients
 Reduced reliance on OOH visit to PNH by M/Curie
 Reduced reliance D/Nursing Calls

 Reduced reliance Hospital Diversion Nursing Team calls
 Reduced ED attendance 14/15 =1016 15/16 = 707.....
reduction 309 attendances 31% less




Top 3 ED Attendances from ALL 4
Quarters

e Respiratory Conditions
 Falls
e Urinary Tract Issues



ED Attendance 14-16



2014
2015
2016

Apr

81
52
42

May

78
60
66

June

83
67
44

Jul

87
51
52

Aug

111
57
65

Sept

76
65
61

Oct

91
70
74

Nov

74
53

Dec

77
50

Jan

90
67

Feb

73
59

Mar

95
56



Month
April

May

June

July
August
September
October
November
December
January
February
March

2015/16
CONTACTS

34
35

District Nursing Contacts



Month
April

May

June

July
August
September
October
November
December
January
February
March

2015/16
CONTACTS

17

[EY
o

U N P P ON O N U Y

HDNT Contacts



Outcomes

Engaged New Systems & Networks (Trust/ IT/Independent DUC/
Voluntary - Carers NI)

Fostered A Learning Community-Anticipatory Care Behaviours
Reduced variation in patient care through education (control)
Enhanced Use of SBAR in communication In/Out of Hours
Case Finding & Expedite Patient Hospital Discharge

Tandem working with Medicines Optimisation Team/Dementia
Home Support Team /NIAS

Extended funding to engage with 20 + 20 new homes/ 3
Permanent posts

ECHO Project- virtual learning programme in collaboration with
PHA

Potential Cost Avoidance £316k



Other Outcomes

 Patient / Staff Experience testimonials.

“Easy to reach when advice

“Great feeling ... | can
& help was needed”

change a Supra pubic

catheter myself!!.”

N

« Promoted an anticipatory model of care.

“Thank you so
much for this

........ Care is
provided by
people we
know and
trust”

opportunity”

 Created collaborative networks between homes fostering a learning

community.

* Incentivise staff retention within a positive valued learning culture.
« Potential to attract new registrants into a dynamic and connected.



Changes In Practice:

Use of SBAR template at the phone when making
contact with GP/OOH

Syringe Driver documentation changed to regional
documentation

Venepuncture collection kits changed

Person Centred Care Plan for specific conditions
Collaboration and shared learning between champions
Relevant signposting to available community services
Increased confidence






“To care for those who once cared for us is one of the highest honours.”

The Inspired Caregiver : Peggi Speers



Thank You




Joint Forces

Health & Education —Together is Better

Sarah McElholm
Speech and Language Therapist

Western Health
and Social Care Trust
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Background

Transforming Your Care agenda
Audit - SLT Clinic attendance
Opportunity with Education

Promoting pre-literacy skills

Capacity building in Education

Three quarters of primary school teachers
reported seeing children aged four to five
arriving in Primary 1 unable to speak in full
sentences.

Read On. Get On —Save the Children 2015

Western Health
and Social Care Trust

Clinic Attendance

i Attend E DNA




Aims & Objectives

- To raise awareness of Speech, Language and
Communication skills within Education

« (Teachers — Pupils — Parents)

» To reduce unnecessary referrals into Core Speech
and Language Therapy Service in the Western Trust

» Value for money: reducing percentage of DNA to
SLT services

» To highlight the need for the integration of SLT
within the Education network

 Health & Education —together is better

Western Health
and Social Care Trust



Pilot Project : Working in Schools

» Eleven schools involved (Mid-Tyrone area)

» All schools involved in both Cluster Groups and
ELKLAN training sessions.

» Nine schools received between 1 and 3 days support
from the Speech & Language Therapist.

» 20 individual school visits delivered
» Approx. 390 children benefitted

Western Health
and Social Care Trust



Project activities

» Training for staff — teachers, classroom assistants
» Training & Information sessions for Parents

» Group/large class therapy session

- Individual assessments

» Cluster groups with teachers

Western Health "Health & Wellbeing 2026 — Delivering Together” Oct 2016
and Social Care Trust



Results

 The PIPA (Pre-school & Primary Inventory of
Phonological Awareness) assessment tool was used on
a randomised controlled population

» First assessments completed early October 2015
» Assessment repeated May 2016
- Standardised results shown below:

Average Syllable Rhyme Phoneme
Scores Segmentation| Awareness Isolation

1st 8.5
Assessment
Western pas 11.3
and Soc; Assessment




Feedback

Qualitative evaluations completed by Principals,
Teachers and Classroom assistants representing all
schools involved in the cohort

» 100% of schools surveyed wish to continue with the
project

« Main comments included:
- More contact time with the Speech & Language Therapist
« More time for individual assessment
 More time for small group working
 Further workshops for parents
- Further Practical Resource suggestions

Western Health
and Social Care Trust



Feedback

“Sarah’s support was the
most beneficial we have had in
school for may years. She was
able to reach out & support all
those involved: pupils,
teachers, C.A.’s and parents...
the benefits to our school in
the short space of time of
which we availed of her
expertise were immense ”

Mary Grugan: Principal Gortin
P.S.

Western Health
and Social Care Trust



Conclusion

Attendance

i Attend mDNA i Attend EDNA [ | " \l4




Conclusion

» Project closely aligned with principles of Bengoa
report (2016) and Health and Wellbeing 2026 —
Delivering Together

- Project easily scalable -
- Better value for money L Triple Aim

» Improving child experience |
» Improving child outcomes
» Adopted by Education & Interest from other Trusts

Western Health
and Social Care Trust



. Health & Education
Joint Forces Together is Better

e Reduce DNA figures
e Reduce Unnecessary referrals
e Reduce Cost

Thank You Health

e Capacity Building

Any QUEStiOnS Education e Enhance pre-literacy skills

e Improving child experience

e Value for money
e Improving child outcomes

Together e Delivering together

Western Health
and Social Care Trust



Annual Quality Awards Conference
30" November 2016

Dr Julia Shaw
Regional DFU Audit Project Lead

Ms Linda Paine
Regional DFU Audit Specialist Podiatrist




Background

» 33% increase in number of people diagnosed 2007-2012
* 15% will develop a DFU during their lifetime
* 5% will experience a DFU in any 1 year

e Estimated annual cost of diabetic foot disease for NI is £28 million




Wwhy Audit?

« Compare current practice against local & national standards and
ultimately improve the quality of patient care throughout NI

» Standardise clinical practice

e Develop an implementation plan for the region




GAIN/RQIA

A regional audit proposal was
GAIN/RQIA (2014)

developed & tunaing secured rrom

Specialist Podiatrist appointed July 2015 (1 year)

Data collected on the assessment, management & clinical
outcomes of patients with a new DFU in NI, 2013-2014

Results monitored against recognised national standards (NICE,
Putting Feet First)




Methodology

community & 10 hospital)

» A randomisation schedule was created & 20 patients randomly
selected per Trust area (10 community & 10 hospital)

* Pilot Study (n=25) incorporated as part of main Audit (5 per Trust,
2 hospital & 3 community)

 DFU Audit (n=100) Data collected manually from podiatry charts,
medical charts, IT databases, coding depts




Caseload Information

(2013/14)
»Number of patients with diabetes per Trust (2013/14)

»Number of patients with a new (target) DFU (2013/14)




Data Collection

» Assessment
> Classification of the DFU

» Management of DFU




Management of DFUs

Ulcer free
period

Interval of time to
1st assessment by
a podiatrist

Timely
In-patient
referral

Outcomes of DFU at
12 & 24 weeks

Time to
DFU
healing




RESULTS
Information on Podiatry Caseloads per Trust in NI

TRUSTS




Regional Results of Assessment 1

120%

100%

80%

60% -

40% -

20% -

0% -

neuropathy
exam

pulses exam risk classified & review date

assigned

appropriate

footwear
assessment

Trust 1
mTrust 2
Trust 3
B Trust 4
Trust 5




of Assessment 2

120

100

80

60 -

40 -

20 -

100 100 100
84
75 . 24 75
/4 7 T
60 64

- target %
- m actual %

neuropathy pulses exam risk classified & review date footwear

exam assigned appropriate assessment




Management of DFUs

» Time to 15t Review at Podiatry

Interval between 1st presentation of
DFU

< 2 DYS
19 m2-13 DYS

14 DYS - 2MTHS
63 7 m> 2 MTHS

Not documented




DFU Management —Timely Referral in Community &
Hospital Settings

Infection management:

» 26/37 patients (70%) were referred to the GP, A&E or Hospital team
within 24 hours

In-Patients
»29/100 patients (29%) were admitted to hospital

»12/29 in-patients (41%) referred to the hospital team within 24 hours




Results

Limb Salvage Procedures, Amputation & Mortality
o All patients with PAD (54/100) had access if required to vascular services

» 9/54 patients (17%) had vascular intervention (see Fig below)

endovascular
m surgical

endovascular &
surgical




Summary

» Gap in uptake &/or availability of structured education programmes

» 70% of people with an emergency / infection were referred to the GP, A&E or
Hospital team within 24 hours

* 57% DFU’s healed at 12 weeks(NDFA outcome 49%)
» 74% DFU'’s healed at 24 weeks (no NDFA outcome available)

» 41% of patients remained ulcer free after 1 year

« 13 amputations (10 minor & 3 major) within the audit period, 9 patients deceased




Recommendations and Implementation Plan

*Regional DFU classification system (SINBAD) will be incorporated
into Podiatry practise/ clinical record

*Develop supervision & competency frameworks

sImplementation of the Integrated Care Pathway & ensure timely
referral for emergency care

*Re-audit in 3-5 years

*Abstract DUK, paper in peer reviewed journal




Julia

“Happy Feet”

Linda







Delivering person-centred care and
Improving the experience for patients
with dementia in the acute ward
setting- * dementia companion role’

Maria Loughran Practice Development Nurse Faclilitator
on behalf of Person-Centred Care, Nursing Innovation
and Practice Team NHSCT.



Background

Dementia is a major public health challenge for the 215t century.

Approximately 23,000 people in Northern Ireland with a diagnosis of a
dementia disease.

Admission to hospital can be extremely distressing for people living
with dementia and their families-poorer outcomes such as
cognitive/functional decline...

Acute care environments often not conducive to meeting needs of
patients with dementia

Northern Ireland Audit of Dementia Care in Acute Hospitals 2015.

NICE 2006, Dewing 2009, McCormack and McCance 2016 (PCPF).



Ward Context

Ward B4/EAU- is a busy acute elderly unit with 22 beds,
approximately 41% of the patient population on the ward at any one
time will have a diagnosis of dementia or have a confusion
secondary to dementia, delirium or cognitive impairment and have a
high risk of falls .

Ward A1l- is the acute older people and stroke ward with 32 beds
Including 12 stroke beds, approximately 75% of the patient
population on the ward at any one time will have a diagnosis of
dementia or have a confusion secondary to delirium or cognitive
Impairment.



What did we do?

» We had a light bulb moment!

» We worked collaboratively with the whole multi
professional team to enable a sharing of values and
beliefs regarding person-centred dementia care and
what that might look like

» We began to collate baseline data for 2015

» We agreed an evaluation strategy... how would we
measure the contribution of the dementia
companions to the patient experience?

» We convened a multi-professional working group



Our light bulb moment!

Dementia Companion- overall purpose Is to enhance
safety and experience for patients with dementia in
an acute ward by contributing to environments that
are person centred and dementia friendly.



January 2016... we started with 2.....

» Spend one to one time with all patients on the ward
who have a dementia or confusion. (Nursed
together)

» Engage people with dementia helping them
maintain their identify

» Offer compassionate reassurance if they are
distressed.

» Engage in activities using the reminiscence folders
to facilitate stimulation

» Safely allow patients who are wandering with or
without purpose, minimising the risks of falls.

» Assist patients with their fluid and nutritional needs



Evaluation Methodology

YV VYV

A\

YV V VYV

Quantitative:

PDSA Cycles to test and refine the role of the DC
Examined the Patient slips, trips and falls rate

Episodes of so called ‘violence and aggression’ / behaviours that
challenge is a more appropriate term, all behaviours are a form of
communication- and are common in patlents with a dementia diagnosis.

Security staff costs and one to one requests

Unique contribution of Nurses to patient care....through person-
centred key performance indicators (McCance et al 2012, McCance
et al 2015)

Qualitative:

Patient and family experiences and feedback
Staff experiences and feedback
Dementia Companion experiences and stories.



Evaluation Methodology outcomes

= Some reduction in falls... consider acuity and time

= Reduction in reported episodes of ‘violence and aggression’
= 70 episodes Jan-Dec 2015

= 15 to date Jan- Nov 2016

= Evidence of reduced security costs and one to one requests in
B4 and A1 where dementia companion role is present.

. Do these capture the patient experience of compassionate and
person-centred care?

= Increased compliments

= |mproved patient and family experience and positive feedback
= Positive Staff feedback

= Positive Dementia Companion feedback



FALLS NUMBERS- WARDS EAU/B4 & A1l
March 15 — Nov 16



FALLS TIMES- WARDS EAU/B4 & A1 JAN 16 — NOV 16



Dementia Companion Duty

Companion works 8-13.00 hours Mon-Friday (EAU/B4)

Companion works various hours in morning and afternoon
[/ days/week (Al).

Jan 16-November 16- approx 153 reported ‘slips, trips and
falls’

Approx 11 occurred when companions on duty
Some reduction in falls overall....
Data informs evaluation of DC Role moving forward....



Qualitative data outcomes

The contribution of the dementia companions to patient
experience of compassionate and person-centred care

McCance et al 2012, 2015- 8 person-centred KPI's
Patients confidence

Patients sense of safety

Time spent with patient

Respect for patients preference and choice
Understanding what is important to patient

These can apply to the dementia companion role....
Demonstrated in our outcomes....

VVVVVVVYVY 'V



A story....

Patient A was a 76 year old lady admitted in March 2016 with acute, severe delirium. ..
extremely distressing for the p and her family.

The delirium continued for 2 weeks, during this time patient received appropriate treatment
The delirium settled, however Patient A continued to be confused.

Patient A remained in Ward for almost 6 weeks, initially she was upset, distressed and did
not like being on her own.

John the dementia companion spent a lot of time with this lady, talking with her, showing
her the reminiscence’s folders, and holding the mirror while she applied her makeup,
walking with her when she wanted to walk around the ward with the aid of her
Zimmer frame therefore ensuring her safety. John helped Patient A at meal times and
ensured she kept well hydrated. Patient A's communication skills improved and she
talked with and recognised John. John also took the time to speak with her family and
would update them on how Patient A was getting on.

Overall the patient and her family felt that the Dementia Companion role and the
care, knowledge and understanding of all the staff greatly improved and enhanced
Patient A’s experience, maintained her safety, aided her recovery.



Dementia Companion Feedback

‘When | first started working as a Dementia Companion | never
realised just how much job satisfaction it would bring me.

When you are asked to sit with a patient who has a dementia, they are
unsettled, climbing out of bed, refusing all medication and nutrition it is
challenglng -99% of the time when | am with the patient and gain their
trust, they will take their medication, will eat and drink and feel more
calm and relaxed.

Patients may not remember my name but they remember my
voice and the fact that | have spent time with them and made
them feel safe.

| can honestly say this is the most rewarding job | have ever done in all
my years as a care worker.’



The contribution of the Companion to person
centred care

The Dementia Companion Role has impacted on other added risk
variables- disorientation, behaviours that challenge, malnutrition,
dehydration, functional decline.

Patients and Relatives feedback: more settled and calm, don’t feel as
Isolated, someone to talk to during a long day, liked receiving the
newspaper, looking at pictures (reminiscence folders), feel valued,
Increased confidence that loved one is safe, dementia companion keeps
us and the family updated.

Nursing Staff feedback: calming effect on ward and this extends into
afternoon and evening, provides reassurance, we know patients safe,
patients can wander/walk safely, encourage food and fluid intake.

Unexpected positive outcomes: releasing Nursing Time to Care
Protection of vulnerable adults, Involvement of the Support Services and
Catering Department- all our roles are valued.



The Way forward...

» Have secured funding from Regional Dementia
Implementation Group and appointed a further 4 Dementia
Companions to Medical wards and ED.

Continue with evaluation strategy

Alamac System will contribute significantly to data collection
and inform the patient safety agenda

Work collaboratively with governance, patient safety, catering
and support services, nursing and wider stakeholders.

Introduce Johns Campaign
Commence Multi-disciplinary training
Small environmental improvements

VVV V VY



We can all be dementia friendly ...

“A friend Is someone who knows the song In
your heart and can sing it back to you, even
when you have forgotten the words.”



Thank You




Dying, Death and Bereavement

and practices when a death occurs

Gwyneth Peden, Bereavement Coordinator NHSCT
Project Lead
Anne Coyle, Bereavement Coordinator SHSCT




Background

e Phase one - 12 recommendations

e HSC Strategy for Bereavement Care developed
e A need to re assess progress led to re-audit in 2015




Aim of re-audit

e From the data collected make
recommendations for further
improvement or development.




Methodology

e An organisational proforma to be completed per Trust regarding
information on actions taken against recommendations of initial
audit

e A staff survey to capture their awareness and impact of progress
related to the recommendations of the initial audit




Based on 12 recommendations made by original audit in
the following areas;

development of strategy for bereavement care

range of policy, procedure and guidance relevant to
statutory and supportive care before, at the time of and
after death

availability of written information on loss, grief, supportin a
range of circumstances

development of knowledge and skills e.g. induction/training
that covers death and bereavement relevant to the
staff/service concerned, support for staff

systems in place to obtain feedback and learn from the
experience of bereaved individuals




Staff Survey promotion




Response Demographics

Number of respondents

Northern Health & Social Care Trust

Western Health & Social Care Trust

Belfast Health & Social Care Trust

Southern Health & Social Care Trust

South Eastern Health & Social Care Trust

419 (21.9%)

169 (8.8%)
765 (40%)

249 (13%)

312 (16.3%)

Total

1,914 (100%)




Staff Survey Demographics

NHSCT WHSCT BHSCT SHSCT SEHSCT Total
. 259 127 643 163 264 1,456
Acute Hospital
(61.8%) (75.2%) (84%) (65.5%) (84.6%) (76.1%)
. 39 13 52 20 10 134
Non-Acute Hospital
(9.3%) (7.7%) (6.8%) (8%) (3.2%) (7%)
i 112 21 51 54 27 265
Community
(26.7%) (12.4%) (6.7%) (21.7%) (8.7%) (13.8%)
7 8 19 12 11 57
Other*
(1.7%) (4.7%) (2.5%) (4.8%) (3.5%) (3%)
2 2
Not recorded - - - -
(0.5%) (0.1%)
1,914
Total 419 (100%) 169 (100%) 765 (100%) 249 (100%) 312 (100%)

(100%)




e Based on findings, 9
recommendations made for further
improvement most based on
findings from staff survey







Standard 3: Determine if corporate and local
induction covers issues concerning death and

bereavement relevant to the role of staff

Corporate induction: 80% of Trusts

Professional induction:100% Trusts for nursing, midwifery and medical staff, 40%
Trusts for allied health professionals, 60% Trusts at other profession specific
induction.

Staff responses

Answered ‘Yes’ Total

Corporate Induction 256/916
(28%)

Professional induction 190/888
(21.4%)

Department/Service/ Team 275/934

Induction (29.4%)




Standard 6: Determine if staff have opportunities for development
and training in the care of dying patients and bereaved relatives

range of opportunities available

Staff responses

Staff cited various training sessions and subject areas covered by training
attended

Percentages attending were low, ranging from 1.7% to 19.1% of
respondents.

Overall 1,041 (54.4%) of respondents had not attended any type of
training.




Staff survey - Issues preventing access to training




Recommendation 3

required for staff, depending on their role, in relation to end o
life and bereavement care, in order that they can be assured of
the standard and quality of care provided







Standard 11: Determine if information booklets
for bereaved relatives are audited

audit its provision

Staff response: 59.2% of staff stated that they provide written
information to bereaved relatives




Staff responses - regarding barriers to the
provision of information




Recommendation 7

bereavement information to relatives are aware of its value in
supplementing verbal communication;




Care of dying people

Recommendation 8

e Trusts and relevant HSC bodies responsible for
palliative and end of life care strategy and policy should
take measures to ensure that the principles that
underpin care planning for dying patients are
interpreted and embedded in practice




Summary Question Responses

Visual cues
e Training and awareness sessions
e [ntroduction of special family handover bags
e Improvements to documentation and guidelines
e Body transfer forms introduced
e Bereavement coordinator

Staff suggestions for improvement:

e Additional bereavement training/updates (n=175) %
e Easy access to/availability of information (n=35)

e Easy access to debriefing (n=29)

e Relatives rooms in wards (n=23)




Way forward — audit implementation

implementation plan
e |ndividual Trusts

- Bereavement Fora workshops to draft Trust
implementation plans

e Complete audit cycle — 2017 re-audit phase 2 with
10,000 Voices
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Review of Morbidity and Mortality
(M&M) Meetings In the Southern Trust,
and Development of NI Regional
Guidance on the M&M Process

Project Lead: Dr Lauren Megahey,
ST4/5 in Psychiatry of Old Age, ADEPT Clinical Leadership Fellow 2015/16

Supervisor: Dr Richard Wright

Medical Director, Southern Health and Social Care Trust



Background and Aims of Project

e Backaground:

Project initially developed by Dr John Simpson and Stephen Wallace, after
numerous high profile reports highlighted the importance of patient safety.

Project managed by me during my year as an ‘ADEPT Clinical Leadership
Fellow.’

e Aims:

v Develop a robust system, across all specialties, for discussing patient care,
highlighting areas for improvement, and sharing learning points.

v Learn from complications and errors, prevent repetition of errors, and promote
patient safety.

v Promote open discussion, without fear of blame.




Project Summary

e Format and structure of existing M&M meetings were reviewed.

e 15 interventions were identified to improve meetings.

e Emphasis was on clinical engagement and communication.




15 Interventions

» Standardised calendar of meetings
« Clarification of sub-specialty input
 Multidisciplinary team input

* Inclusion of ‘patient safety inputs’

o Standardisation of agendas and outputs




15 Interventions

Development of ‘lessons learned’ shared learning

Clarification of links to existing governance structures

Ensure relevance of CHKS mortality reporting

Development of specialty driven trigger lists

Identification of cases to discuss




15 Interventions

* Review of screening templates

* Define role of M&M Chair

 Mechanism to support individual reflection of practice
e Development of individual score cards

* Define role of M&M Monitoring Group




Quality Improvement
Methodology

o Stakeholder mapping and significant clinical engagement - meeting
teams and individuals.

Quality 2020 values: listen, learn, improve.

e [HI Model for Improvement
PDSA cycle for each change.



PDSA Example: Mental Health
Medicines Governance Group.

Act: I ’ Plan:

Adjust membership, Set up mental health

agree dissemination of medicines governance
learning. Initial year- group — preparation.
long pilot.

Study: Do:
Review learning and Pilot first

output of meeting. meeting



Results used to drive
Improvement

e Project focuses on culture transformation and clinical
engagement.

o Each successful intervention further promoted the project.

e Longer term: consider quantitative measures e.g. MDT
attendance at meetings across the region, once guidance
Is formally released and embedded.



Outcomes

- Many of the interventions have been
Implemented.

- Challenges are being addressed, and
culture change iIs gradually happening.



Northern Ireland Regional Guidance for the
Mortality and Morbidity (M&M) Process:

e Written as part of my ‘ADEPT Clinical Leadership Fellow’ post.

e Many individuals, across all disciplines and specialties, gave valuable
Input and advice.

o Content agreed with all 5 Health and Social Care Trusts in Northern
Ireland.

e Developed in conjunction with the Department of Health.



Trust Logo
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Contribution to quality improvement
and safety in Health and Social Care

Regional impact e.g.
Standardisation of meetings and case presentations (SBAR template
on Regional M&M Review System.)

Input to Child Death Notification pilot.
Regional guidance — framework (without additional funding.)

Revalidation — SHSCT appraisal criteria agreed, framework
developed.

Impact on patient care.



The Future

- Aim for continued improvement of shared learning, e.g. development of
Internet learning site, to further improve patient safety.

- Planning further project re. team learning in a mental health unit — keen
for patient / client / family involvement.

- Personally - project has encouraged me to apply for Quality
Improvement Qualifications, e.g.

OCN level 3 ‘Quality Improvement Foundation’
OCN level 5 ‘Quality Improvement Leader.’



Thank you

Questions?



Dr Maria Healy

Lecturer in Midwifery
Queen’s University Belfast
Chair & Co-Project Lead

Dr Patricia Gillen
Head of R&D for Nurses, Midwives and AHPs,
SHSCT/Honorary Fellow, University of Ulster
Co-Project Lead




Background & Drivers

e Most recent unit officially opened in January 2015

e Five AMUs & three FMUs

e STSM (Healy, 2013) - Midwives expressed the need for an evidence based guideline
to assist women and maternity care professionals in their decision-making processes
about place of labour and birth

e 10,000 Voices ‘Briefing Paper Relating to Experience of Maternity Care in Midwifery-
led Units in Northern Ireland’ (August 2014)




Map of Midwife-led Units in N. Ireland
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consistent and individualised approach for
women planning to birth in a midwife led unit
(MLU) across Northern Ireland (NI).




Objectives

birth care pathway.

e To develop a standardised guideline and care pathway based on the
current evidence in conjunction with an expert panel of maternity care
staff and service users.

e To disseminate guidelines to regional primary and secondary maternity
care staff, MLUs and service users in NI.

e To develop and disseminate a user-friendly information leaflet relating to
the criteria for admission to a MLU




Steering & Working Group Membership

Vianagers, GPs, ep, eps, Obstetricians,
Anaesthetists, Paediatricians, PHA, LSAMO, DHSSPS
Midwifery Adviser, NIPEC, Women & Women’s groups
Reps




Process of Guideline Development

e |ssues relating to women’s choice and experience

e (Collation of international and national literature and evidence

e Guideline developed - Inclusive approach & at each point of
maternity care contact the most appropriate lead maternity
care professional




Consultation & Peer Review

e Consultation with the Maternity Care Strategy

mplementation Group
Peer review

~inalising and proofing of draft

e Sign-off from GAIN & launched 16 January 2016:
https://www.rgia.org.uk/what-we-do/gain/gain-

guidelines/2015-16/




Midwife-Led Units in Northern Ireland’

A regional ‘Northern Ireland Normal Labour and Birth Care
Pathway’ - for any birth setting

A women’s information leaflet entitled ‘Planning to give birth in
a Midwife-led Unit (MLU) in Northern Ireland’

The ‘Regional In Utero Transfer Proforma’ was re-designed and
amended with permission to reflect care in a Midwife-led unit










Implementation & Dissemination

\/ C - C

planning and giving birth in a MLU

e Dissemination - via oral presentations at conferences and workshops:
regional, national and international

e Peerreviewed paper: Evidenced Based Midwifery Journal Oct 2016

e Guideline shared with midwifery colleagues and women in: Bulgaria,
England, Malta, the Netherlands, Rep. of Ireland and Spain

e Signposted in the ‘Northern Ireland Health and Social Care Maternity
Services Core Pathway for Antenatal Care’ (May 2016)




Impact & Evaluation

e |ncrease in service provision - one MLU has reported an
increase of 40% since the implementation of the guideline

e Highlighted need for Guideline to plan birth at home -
application submitted to RQIA GAIN Sept 2016

e January 2018 - Plan to undertake a comprehensive
evaluation and audit, including economic analysis




Thank You




Admission under the Mental Health
(NI) Order 1986

Gavin Davidson

Senior Lecturer in Social
Work

Queen’s University Belfast
g.davidson@qub.ac.uk




Overview of Presentation

Findings
Implications and recommendations




e Audit team — Gavin Davidson (QUB), Bernadette Hamilton
(BHSCT), Montserrat Fargas (Auditor, QUB), Gerry Lynch
(NHSCT), Katie Connaughty (SEHSCT), Delia McCartan
(SHSCT), John McCosker (WHSCT), Jackie Scott (BHSCT) and
Karen Harvey (NHSCT)

e Advisory Group - Jackie Mcllroy (OSS), Phil Hughes
(NHSCT), Donagh MacDonagh (GP), Nigel Ruddell (NIAS),
Moira Harper (Cause), Martin Daly (BHSCT), Eithne Darragh
(HSCB), Bob Blemmings (PSNI), Pat Fitzpatrick (RESWS)

e Audit support — Ruth McDonald (NHSCT), Robert Mercer
(GAIN), Nicola Porter (GAIN), Siobhan Crilly (GAIN)




Serious Adverse Incident in the Northern Health and Social Care
Trust

Review team recommended in 2014 that there should be a
prospective audit of all assessments for compulsory admission
under the Mental Health (Northern Ireland) Order 1986

The specific purpose of the audit was to identify and examine any
possible sources of delay and to drive improvements where
necessary to help ensure that each person is admitted to hospital
in a safe and timely manner

In discussion with the Health and Social Care Board, it was agreed
that this audit should be undertaken regionally with the NHSCT as
the lead Trust

The Guidelines and Audit Implementation Network agreed to fund
and support the audit




Trends in compulsory admissions

and Learning Disability (2014/15)

Greater decrease in overall
admissions (13.3%) and available
beds (28.7%) than in compulsory
admissions (7.4%)




Methodology

e Audit Tool was piloted using anonymised Approved Social Worker reports and further refined based on
that process.

e The audit period was from the 1st August 2015 until the 31st October 2015
e Calculated that a sample of 189 assessments was needed

e Agreed that as it was more likely that difficulties in the assessment process could arise in community
settings, no more than a third (63) of the assessments included in the audit would have been conducted
in hospital settings (with people who had already been admitted voluntarily). In the actual sample there
were 43/189 (23%) hospital assessments and 146/189 (77%) community assessments

e |t was also agreed that the sample should reflect, to some extent, the anticipated proportion of
assessments being carried out in each Trust area




Findings

152 assessments (where this information had been
established), the average in hours was 5.6 (SD 3.6), with the

range from 1% hours to 27 hours

e Significant delay in identifying a bed was specified in 10% of
the community assessments




were not in attendance as they had been given the wrong address (it was
incorrect on the GP records and it was the GP who requested police involvement)

Ambulances were involved in 42% of all 189 cases (n=80), and in eight cases
reviewed, the ambulance was cancelled usually because of long waiting times, and
alternative arrangements for conveyance were made

In 31 cases (25%), a range of issues were identified regarding conveyance. These
included delays with ambulance/police service arrival/assistance, difficulties
coordinating all the necessary services to be present at the same time, and
difficulties in getting service users into vehicles

In 2/125 (2%) cases, delay in conveyance appeared to have contributed to service
users becoming more agitated and/or anxious and appeared to have increased the
risks involved




considered in the audit

Although there were delays identified due to the difficulties in
coordinating professionals and in securing a bed, in only 3/189

(2%) of the cases delay was identified as contributing to
increased distress and risk

Nonetheless, although these are very small numbers, the

potential outcomes of delay that may increase risk still makes
this concerning.




e Aregional interface group could build on existing protocols and
guidance to develop and coordinate inter-agency training
resources

e Specific issues in relation to the identification of beds outside of
the service user’s own Trust area should be addressed as a
matter of urgency as part of the Regional Bed Management
Protocol

e Trust specific multi-agency interface groups could also support
the development of working relationships and provide a forum
in which any issues raised could be considered. The Northern
Trust’s Terms of Reference provides a possible template




Thank You




On your keypad, press the numbers of the two
nominations you wish to vote for in order Press
two buttons only




PLACE YOUR VOTE




And the Winner is
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