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1. INTRODUCTION 
 
 
This is the first HSC Safety Forum Annual Report, outlining a brief summary of the 
work and main achievements that have taken place during the year 
1 April 2009 – 31 March 2010. 
 
During 2009-2010 the HSC Safety Forum continued to be a reliable source of 
energy, knowledge and support in the drive to continually improve health and social 
care across N Ireland. It still retains its key aim to be a recognised and respected 
support not only to providers of care but also to key stakeholders such as the 
DHSSPS Safety, Standards and Quality (SQS)Directorate, the HSC Board (HSCB), 
the Public Health Agency (PHA) and  both Universities.  
 
The year 2009-2010 has seen the Forum facilitate a total of 6 collaboratives; 
deteriorating patients, medication safety, mental health, perinatal, SSI (C-Section) 
and VTE prevention.  It supported 2 Trusts for improvement work in prototypes in 
Clinical Microsystems and Transforming Care at the Bedside.   
 
Other work has included the provision of support to Trusts in their work on 
implementing the WHO Surgical Site Checklist, provision of improvement science 
training to HSC staff and hosting a number of breakfast seminars. 
 
The Forum has continued to work closely with key stakeholders such as the 
Performance Management and Service Improvement Directorate (PMSID) of the 
HSC Board.  This work outlined in Section 3 (page 6) has fostered the building of 
relationships between the HSCB and the Forum and generated greater awareness of 
improvement science methodology. 
 
A new Assistant Director took up post within the Forum in July 2009 further 
strengthening its commitment to supporting HSC organisations to continually improve 
safety and quality. 
 
It is also important to acknowledge the continued commitment and support that HSC 
organisations, in particular HSC Trusts, have given in driving forward the safety and 
quality agenda.   The Safety Forum looks forward to building on this work in 
partnership with all HSC organisations in 2010-2011.   
 
In the spirit of sharing the work undertaken in patient safety with others on both a  
nationally and international stage, an article was accepted and published in 
Healthcare Risk Report (December 2009/January 2010) entitled “Safety 
Improvement in Northern Ireland’s Health and Social Care Services”,  a presentation 
was given on the work ongoing in Transforming Care at the Bedside at the National 
Forum in Quality and Safety in Orlando (December 2009), and a poster on the 
Journey of Patient Safety in Northern Ireland was presented at the International 
Forum for Quality and Safety in Healthcare, April 2010 (in Nice).   
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3. Assist HSC organisations as they strive to deliver safe, high quality    
           health and social care within an open learning culture 
     

The Forum continued its collaborative work to support Trusts in working 
towards achievement of the PfA 2009-2010 Safe and effective care targets for:  
 

• Surgical Site Infection, C-Section and orthopaedics     

• Deteriorating patients/Crash Calls 

• Mental Health    

• VTE  
 
The collaboratives were well attended, there being an average of 30 people in 
attendance at each Learning Set with all Trusts being represented. 
 
Feedback from these collaboratives was positive and some comments from 
those who attended: 
 
 “Collaborative useful to give opportunity to meet with other   
             teams and share experiences and hear how other teams have  
            overcome problems”, 
 
 “Useful to find that at the workshops everyone has similar  
             problems” 
 
 “Useful to review our own progress against information  
            presented by Forum and other teams”. 
 
The Surgical Site Infection, Deteriorating Patients (crash calls), and Mental 
Health collaboratives all reached the Learning Set 5 stage by January 2010. 
 
Learning Set 2 of the prevention of VTE collaborative was also held in January 
2010. 
 
Work has been ongoing throughout the year on a Performance Management 
template.  The Forum has worked closely with both the PMSID and Trusts with 
regard to this and the template now includes run charts.  This is the template 
that Trusts use to report on a monthly basis to the PMSID on their progress 
with the safe and effective care targets as outlined in Priorities for Action 
(PfA).  An example of the reporting ranges used in this Template is outline on 
Page 7, Figure 3. 

 
The Forum was also invited to report on Trusts’ progress against these targets 
from an improvement methodology perspective.  This has fostered the building 
of relationships between the HISCB and the Forum and generated greater 
awareness of improvement science methodology. 

 
Across the region compliance against the targets has been good.  This reflects 
the significant amount of work that has been undertaken by all Trusts towards 
meeting these targets.   
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3.4 VTE 
 

Trusts began posting baseline measures from October 2009 and are 
demonstrating 65-100% compliance with appropriate prophylaxis (by 
March 2010), but encountering significant challenges with ensuring that 
risk assessment is being undertaken. 
 
The collaborative made a decision to develop a regional patient 
information and regional poster.   

 
Following discussion at Learning Set 2, the Belfast Trust agreed to 
undertake pilot work on relevant and useful outcome measures 
regarding VTE. 
 
A VTE workshop was also planned for June 2010, to be facilitated by 
speakers from King’s College and the Lifeblood Thrombosis Charity. 

 
3.5      Mental Health 

 
Learning Set 5 was reached in January 2010.  The measures being 
reported on in Risk Assessment and Multidisciplinary Team reviews 
demonstrated 95% compliance and above.  The measure on 
Multidisciplinary Care Planning shows 83% compliance but again 
demonstrating a clear trend of improvement since the collaborative 
began.  A decision will be made over the summer on the future of 
this collaborative and agreement sought in taking forward other 
areas of work in Mental Health. 
 

3.6      Perinatal 
 

Learning Sets 3-5 were held for the Perinatal collaborative during 
the year.  Trusts initial work focused on compliance with the 
Electronic Foetal Monitoring bundle and by end of March, results 
demonstrated varied compliance with this bundle ranging from 
amber – amber/green.  This is a large bundle and Trusts are 
struggling to ensure compliance with all elements. 
 
Additional work is planned for inclusion into this Collaborative in 
relation to Induction of Labour.  This will begin in September 2009. 
 

3.7       Medication Safety 
 

A primary/secondary care interface medication safety collaborative 
was commenced, following an initial meeting in June 2009 to seek 
agreement on this topic. Measures focused on medicines 
reconciliation on admission and discharge. 
 
Learning sets 1 and 2 were held during the year and reporting 
began on the Extranet in January 2010.  Trusts, involved in waves 1 
and 2 of the Safer Patients’ Initiative had already begun work in this 
area and their learning to date proved vital to taking this work 
forward.   

MMcG- 122MAHI - STM - 089 - 5482



 9 

 
From early on in the work, a need for an electronic system was 
identified to ensure timely and accurate medicines reconciliation.  
Work will continue throughout 2010-2011. 
 

3.8     Stroke 
 

Work began in October 2010 within the Belfast HSC Trust as a pilot 
site to support the PfA 2009/2010/201 thrombolysis stroke target.   
 
An agreement was reached to commence a regional Stroke 
Collaborative focusing on thrombolysis; Learning Set 1 scheduled to 
begin in June 2010.  Links were also forged with the Regional 
Stroke Strategy Group and ongoing work in relation to the 
development of the regional Stroke Dataset. 
 

3.9      Social Care 
 

Preliminary discussion took place with Board and Trusts in regards 
to the identification of a topic for a social care collaborative.  It was 
suggested that the topic be chosen from the regional Project to 
improve the interface between Mental Health and Children’s 
Services. 
 
This will be further progressed during 2010-2011. 
 

3.10 Frameworks for continuous improvement 
 

(a) Transforming care at the bedside (TCAB) 
 

During the year TCAB prototype work was commenced in one 
ward in the South Eastern Trust.  This demonstrated positive 
results; a 48% reduction of in-patient falls. The Trust has put a 
plan in place to spread TCAB to additional wards. 
 
A poster describing this work was accepted for the International 
Forum for Quality and Safety in Healthcare, April 2010 (in Nice). 
 
A regional TCAB collaborative was proposed and discussed at 
the HSC Safety Steering Group in November 2009.  Initial 
agreement was secured that this could begin in the autumn of 
2010 and will be included in the 2010-2011 HSC Safety Forum 
Business Plan. 
 

(b) Clinical Microsystems 
 

A prototype for Clinical Microsystems commenced at the Belfast 
HSC Trust, RVH Emergency Department.  This was led by the 
Clinical Director.  The global theme chosen by the Team was 
flow through the Emergency Department.  Work continued to 
show positive results on focused interventions. 
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A poster describing the work was also accepted for the 
International Forum for Quality and Safety in Healthcare, April 
2010 (in Nice).   
 

3.11     Primary Care 
 

Preliminary meetings took place with NIMDTA and general 
practitioners (GPs) regarding improvement methodology.  This 
included an evening session for GPs, in partnership with NIMDTA, 
to explore implementing clinical Microsystems within practices.  
Initial interest was expressed and this will be progress during 2010-
2011. 
 
A half day training event, in the use of the Primary Care Trigger Tool 
was organised, for May 2010,  by the Forum, in conjunction with 
NIMDTA and the NHS Institute for Innovation and Improvement.   
 

  
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 

MMcG- 122MAHI - STM - 089 - 5484



 11 

4. Build and develop quality improvement capability in line with 
internationally recognised theory and practice across the health and 
social care spectrum including primary care. 

 
4.1 Improvement Science Training 

 
(a) Initially, bespoke training had been offered, by the Forum, to each 

Trust, however due to specific winter pressures in 2009, this was 
deferred and agreement was made that sessions on generic 
improvement science would be offered to all HSC organisations. 

 
       Over the year, 5 training sessions, were therefore, were held with a     
       further one planned for June 2010.   
 
       Overall a total of over 100 staff attended these sessions drawn     
       from Trusts, Public Health Agency, HSC Board, DHSSPSNI,  
       Business Services Organisation, RQIA and NI Ambulance Service. 
        

A half day training session on the Global Trigger Tool was provided 
for Trust staff in March 2010. Three out 5 Trusts attended this 
training. 
 

4.2 Patient Safety Officer Executive Programme 
 

Utilising the Health Foundation resource as agreed, one place per Trust 
was offered for at attendee at the IHI’s Patient Safety Officer Executive 
Development Programme.  All Trusts availed of this opportunity (one 
Trust deferred attendance to the autumn of 2010) including the 
Ambulance Service.   
 
Since 2008 at total of 13 representatives have attended this 
Programme across all Trusts within NI providing a body of expertise to 
further drive patient safety and quality within the organisations. 
 

4.3 Scottish Patient Safety Fellowship (SPSF) 
 

Over the year 2009-2010, 2 applicants, nurse and doctor, were 
awarded a place on the SPS Fellowship 
 
Both reported that the attendance on this Programme enhanced their 
capacity to drive the patient safety agenda within their own organisation 
and provided excellent international networking opportunities.   
 

4.4 Breakfast Seminars 
 

Educational breakfast seminars continued throughout 2009-2010 and 
were well attended. 
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Speakers were: 
 

• Jason Leitch, Scottish Patient Safety Programme (May 2009),  

• Marjorie Godfrey (June 2009); Quality by Design: Achieving 
strategic outcomes in healthcare through Clinical Microsystem 
development”, 

• Steven Allder, (September 2009), Clinical System Improvement, 

• Anthony Staines (March 2010), Strategies for holistic 
improvement: learning from high performance organisations. 

 
A further evening seminar was also scheduled for June 2010 with  
Jim Easton, NHS Director for Improvement and Efficiency. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MMcG- 122MAHI - STM - 089 - 5486



 13 

5. Act Collaboratively with key stakeholders to progress the safety and 
quality agenda regionally 

 
Implicit in the work of the Forum is that of working collaboratively  
with all key stakeholders.  This can be evidenced through the HSC  
Safety Steering Group meetings, via collaboratives, specific  
meetings with bodies such as DHSSPSNI, HSC Board, Public Health  
Agency,  NIPEC, RQIA and GAIN in order to identify key priorities  
and opportunities to work together.  
 
Some of this collaborative work has been outlined in section 3.1 in regards to 
the work that took place between the Forum and Performance 
Management/Service Improvement Directorate of the HSC Board regarding a 
Performance Management Template for the Safe and Effective Care Targets. 
 
Other examples of collaborative working include: 

 

• Bi-monthly meetings held between the Forum and Trust Patient Safety 
Officers 

• Establishment of a QUB IHI Open School Chapter 

• As part of the QUB Medical School, a Patient Safety Module is offered 
as a Student Selected Component.  This was the 2nd year that this has 
been available  

• Visit to Bombardier, a high performing manufacturing company, to learn 
from another industry.  This was well received by those who attended.  
A further visit was set up for Copeland Emerson, but unfortunately had 
to be cancelled 

• Establishment of Collaborative specific Advisory Groups (to include 
doctors, nurses, pharmacists) to support the work of each collaborative 
and drive for improvement 

• Involvement in a National Learning Set …….. 

• Links have been established with the Health Foundation’s Safer 
Patients’ Network which was set up to take forward the work of the 
Foundation’s Safer Patients Initiative (SPI) 

 
5.1 Evaluation of Forum 

 
As part of the evaluation of the work of the Forum, a questionnaire  
Survey was carried out in May for the period 2009-2010.  Via Survey 
Monkey a link was sent to key stakeholders. 
 
Results showed that: 

• 90% stakeholders believed that the HSC Safety Forum has been 
effective in its role 

• 90% stakeholders were either satisfied or very satisfied with the 
support provided by the Safety Forum. 

 
When asked if there was anything that the Forum could do differently 
responses included: 
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• Identification of key issues which should be prioritised in 
education and training courses for health professionals and 
students 

• An annual workshop event to agree priorities for the year 

• Ongoing programme of training and development for key 
personnel 

• Regular summary of ongoing work and progress 

• To be inclusive of other areas outside acute 
 

Positive comments were also received: 
 

• I am a strong supporter of the Forum as a force for good care 

• We have very much appreciated the help, support and advice, 
particularly in relation to training of key personnel regarding 
patient safety issues and techniques.  The networking 
opportunities have also been beneficial and the contact with the 
Forum has greatly assisted in focussing us on patient safety 

 
As the Forum further develops, all the feedback received from both this 
Evaluation and from regular feedback through each of the 
Collaboratives, will be taken into account to plan for the future. 
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6. Proactively raise awareness of the importance of public and individual 
involvement  (PPI) in improving the safety of health and social care and 
support commissioners and providers of services in engaging with 
patients and clients to improve safety and quality 

 
 In recognition of the importance of involving patients in  

improving patient safety, meetings were held between the  
Forum and the Patient Client Council.  A patient representative  
was identified and now is a full member of the HSC Safety  
Forum Steering Group. 
 
In addition, a Conference on the theme, Patient Involvement in Im  
Patient Safety, was originally scheduled to be held on 19 November 2009.  
Due to significant pressures on Trusts at that time, this was rescheduled for 
May 2010.   
 
This work will continue to be progressed throughout 2010-2011. 
 
Trusts are continuing to work on the PPI standards and the importance of 
patient involvement is reinforced within each collaborative. 
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7. Conclusion 
 
 
 

As stated in the introduction, this is the first Annual Report of the HSC Safety 
Forum.  It outlines the key work undertaken by the Forum during 2009-2010 
against its key objectives.  It is not all encompassing of the patient safety work 
in Northern Ireland.  There are Trust and many regional networks undertaking 
improvement work in many areas.   
 
The Forum, however, provides a vehicle for organisations throughout the HSC 
to share their views and shape the patient safety agenda. 
 

 There are encouraging signs of improvement and sustainability in a number of  
areas described in this Report  and work still required on others. 

 
This is a journey and, as such, will develop and progress.   Priorities will be 
identified for patient safety work and it is important that areas other than acute 
become involved in this work.  Early links have been made with both social 
and primary care and these must be built on over the coming year. 

 
The Forum, itself, will be undergoing changes during the coming year with 
proposals that it transfers to the Public Health Agency.  This should enable 
further linkages with health and social care and support co-ordination of 
initiatives. 

 
Importantly, all this work has been led by front-line staff and thanks should go 
to them for their continued commitment.    
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Noel McCann 
Director of Planning & Performance Management 

For Action (with enclosures): 

Chief Executives of HSS Trusts 
Chief Executives of HSS Boards 
Chief Executives of Special Agencies 

For information (without enclosure): 

Chief Executive, HPSS Regulation & Improvement Authority 
Chief Officers, HSS Councils 
Directors of Public Health in HSS Boards  
Directors of Social Services/Social Work in HSS Boards and 
Trusts 
Directors of Dentistry in HSS Boards and Trusts 
Directors of Pharmacy in HSS Boards and Trusts 
Directors of Nursing in HSS Boards and Trusts 
Directors of Primary Care in HSS Boards 
Medical Directors in HSS Trusts 
Chairs, Local Health and Social Care Groups 
General Medical, Community Pharmacy,  
 General Dental & Ophthalmic Practices 

Room D4.13, Castle Buildings 
Stormont Estate 
Belfast,  BT4 3SQ 

 
 

Email: 
 

Your Ref: 
Our Ref: HSS (PPM) 05/05

Date:  10 June 2005 

Dear Colleague 

REPORTING OF SERIOUS ADVERSE INCIDENTS WITHIN THE HPSS 

Introduction 

1. Circular PPM 06/04, issued in July 2004, provided interim advice for HPSS
organisations and Special Agencies on the reporting and management of serious
adverse incidents and near misses.

2. The purpose of this Circular is to provide an update on safety issues; to underline the
need for HPSS organisations to report serious adverse incidents and near misses to
the Department in line with Circular PPM 06/04; and to request details of senior
managers who have been assigned overall responsibility for the reporting and
management of adverse incidents.
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Update on Safety Issues 
 

Safety Group 
 
3. The Department established a Safety in Health and Social Care Steering Group 

initially to advise on the future role and function of the Northern Ireland Adverse 
Incident Centre (NIAIC), with particular emphasis on the establishment of NIAIC 
accountability boundaries.  However, the Steering Group considered that there was a 
need for the Department to take a broader, more systematic approach to safety within 
the HPSS and to provide greater strategic direction on the recording, reporting and 
investigation of all adverse incidents and near misses. 

 
4. As part of this work, the Steering Group commissioned Deloitte to carry out a scoping 

exercise on adverse incidents and near miss reporting in the HPSS and special 
agencies; and to evaluate the Northern Ireland Adverse Incident Centre. 

 

Key Findings of Deloitte Report 
 
5. The Deloitte report acknowledged that, within HPSS organisations, there is a 

consistent drive to improve the reporting and management of adverse incidents, based 
on a common belief and understanding of the benefits it can bring to patient and client 
safety and care.  However, the report also noted inconsistencies in approach, 
including incident reporting systems, monitoring, collation, analysis and follow-up.    

 
6. The report’s key recommendations included the need for: 
 

• a consistent approach to the definition and coding of adverse incidents and 
near misses; 

• more Departmental guidance on risk assessment, reporting structures and links 
to other organisations; 

• the development of improved reporting systems to support the analysis and 
audit of incidents and the development of mechanisms to improve learning and 
knowledge; 

• links between local reporting arrangements and national, statutory, and 
confidential reporting mechanisms; 

• the development of guidance on local investigations and reviews; and 

• improved training and development of staff in the use of risk assessment tools, 
such as root cause analysis. 

 
 
 

Further Work  
 
7. In line with these proposals, a number of projects are now being taken forward by the 

Department.  These include:  
 

• work to standardise definitions and coding; 

• the development of formal links with the National Patient Safety Agency; and  

• the development of a safety framework for the HPSS. 
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8. Further information about progress with each of these projects will be issued at a later 
date. 

 
Reporting Incidents 
 
9. Circular HSS (PPM) 06/04 indicated that the Department, in collating information on 

serious adverse incidents and near misses, would feed back relevant analysis to the 
HPSS.  In line with this undertaking, a small group has been established in the 
Department, which reviews all incidents that are notified.  It is planned that regular 
feedback will be issued to the HPSS, including an annual report. 

 
10. As the first step in this process, a briefing session has been arranged for safety 

managers on 15 June, when the Department will be providing feedback on the 
operation of the reporting and management arrangements established by Circular 
PPM 06/04. 

 
11. In the meantime, it is important that notifications required under the interim guidance 

should continue to be provided to the Department.  Safety managers should review 
the operation of local procedures on a regular basis to ensure that all serious adverse 
incidents are being reported to the Department. 

 
12. All HPSS organisations are reminded that incidents which are regarded as falling in 

any of the categories below should be notified to the Department in accordance with 
the procedures outlined in the guidance: 

 

• incidents regarded as serious enough to warrant regional action to improve 
safety or care within the broader HPSS; 

• incidents which are likely to be of public concern; 

• incidents which are likely to require an independent review. 
 
13. All other existing systems should continue to be used.  In particular, HPSS 

organisations should continue to report incidents involving medical devices and 
equipment to the NIAIC.  

 
 
 
Management Arrangements 
 
14. Circular PPM 06/04 indicated that HPSS organisations and Special Agencies should 

be developing a culture of openness.  In that context, it requested all HPSS 
organisations and Special Agencies to nominate a senior manager at board level who 
would have overall responsibility for safety and the reporting and management of 
adverse incidents within the organisation. To assist with future communications on 
safety issues, the Department has decided to establish a central list of these safety 
managers.   

Action 

 
15. A copy of the Deloitte Report is enclosed for your information; also enclosed is a 

specific section relating to your Trust, Board or Special Agency as appropriate. Taken 
together, these should be used to inform the safety agenda within your organisation. 
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16. Chief Executives of Boards, Trusts and Special Agencies should ensure that copies of 
the Deloitte Report are available for distribution as appropriate.   

 
17. In line with paragraph 14 above, I should be grateful if you would let Jonathan Bill 

 have details of your safety manager – their name, 
position and contact details, by 30 June 2005. 

 
 
      
 
Yours Sincerely 
 
 
 
NOEL McCANN       
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