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Introductory Video from Belfast Trust Medical Director: Mr Chris 

Hagan 

 

The quality of care that patients, service users and their families receive, 

and their experiences, are central to all that we do in the Belfast Health 

& Social Care Trust. Our commitment to improving safety and quality is 

demonstrated by the following achievements in the year from 1 April 

2024 to 31 March 2025. 

The successful roll-out and go live of encompass, representing the 

largest digital transformation in the way we deliver care to patients and 

service users in the history of Health and Social Care. Through the 

implementation of encompass, our staff have more time to focus on 

direct clinical care and less time on administrative tasks, increasing 

efficiency and improving the quality of care which patients and service 

users receive 

Belfast Health and Social Care Trust were also awarded the prestigious 

‘Trust of Sanctuary’ Award in recognition of its commitment to providing 

a safe, welcoming environment for everyone, regardless of background, 

ethnicity, or origin. No other Health Trust in Northern Ireland or the rest 

of the UK has received this accreditation. The Sanctuary Awards 

recognise and celebrate organisations who go above and beyond to 

welcome people seeking sanctuary. This award is recognition of our 

staff’s commitment to deliver inclusive treatment and care across both 

hospital and community sites, all of which are shared spaces where 

everyone is welcome and treated with dignity and respect.  

We celebrated the opening of an immersive simulation pod in The Royal 

Belfast Hospital for Sick Children to help staff work with children who 

have complex medical needs. B-Hive (Belfast Highly Immersive Virtual 

Environment) is a virtual learning environment and is the first immersive 

learning environment to be installed in a healthcare suite or facility in 

Northern Ireland. 

It was the result of several years of development and planning by the 

Simulation Education Team at the hospital. The simulation pod is used 

for staff and student training, patient and parent involvement, simulation-

based education and technology enhanced educational research. This 
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will not only be used to train our current and future healthcare 

professionals in a safe, immersive environment, but to provide a 

sanctuary for our patients and families in the years ahead. 

As in previous years we have also been faced with challenges, notably 

the effect of Storm Éowyn in January which tested our resilience and 

adaptability. Staff worked tirelessly and collaboratively to ensure 

continuity of care for all patients and service users and maintained high 

standards during this period. As with all Trusts in Northern Ireland, the 

Belfast Trust experienced the impact of winter pressures across all our 

sites and services. Despite this, most patients received timely, 

compassionate and professional care, and there are many examples 

across the organisation which show the hard work, planning and 

commitment of staff who continued to care for their patients. This 

represents a continuing challenge, but all teams have continued in their 

commitment and hard work to mitigate the impact on our patients, 

service users and their families and carers. 

Belfast Trust has contributed to the ‘Big Discussion’, announced by the 

Health Minister in March 2024 to explore the ongoing challenges we 

face during annual winter pressures, to examine and address the root 

causes of these challenges and the impact on our workforce and 

patients, service users and their families. Several of the regional 

workstreams that have come from the Big Discussion are being led by 

staff from the Trust, to improve patient flow through our hospitals and 

work together as a system to address these challenges as effectively as 

possible. 

As we look to the future, we remain focussed on the essential values of 

Health and Social Care; providing safe, effective, equitable and 

sustainable care for our patients and service users and continuing our 

commitment to ensuring that we are an organisation which fosters an 

open, just, learning and restorative culture for all. We’re excited by the 

opportunities afforded to us in developing new ways of thinking and 

working including the improvement in efficiency and safety offered by 

digital innovation and the further integration of the principles of Realistic 

Medicine into our organisation, which puts patients and services users at 

the centre of decisions made about their care. 
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HSC Staff Experience Survey 

The Staff Experience Survey is a key tool for understanding how staff 

feel about working within the Trust. It provides valuable data that helps 

guide and inform organisational culture initiatives, ensuring efforts are 

focused where they are most needed and likely to have the greatest 

impact. 

Improving staff experience is not simply a “nice to do”—it is essential. 

Evidence consistently shows that better staff experience leads to 

improved patient care, higher attendance, and stronger staff retention. 

The survey conducted in 2024 was our fifth to-date and the first fully in-

house delivered Staff Experience Survey. The survey continues to 

measure staff engagement both across the organisation and at a local 

level. Based on the results from this survey the overall Trust 

engagement score was 3.71, with a target of 3.80 set for achievement 

by December 2025. 

 

While the 2024 survey showed a slight decrease in the overall 

engagement score from the previous survey — from 3.75 to 3.71—there 

were notable improvements in several other key areas: 

• Reward & Recognition 

Staff reported feeling more acknowledged for their 

contributions, indicating progress in how recognition is delivered 

across the Trust. 
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• Wellness & Resilience 

Initiatives aimed at supporting staff well-being and resilience are 

beginning to show positive results. 

• Choice & Autonomy 

Feedback suggests staff are experiencing greater flexibility and 

control in their roles. 

These findings reinforce the importance of staff feedback in shaping a 

positive workplace culture. Continued focus on these areas will support 

the Trust’s broader goals of improving staff experience and, in turn, 

enhancing patient outcomes and organisational performance.  The next 

survey is planned for May 2025.  

 

Patient and Client Experience  

 

Care Opinion 

Patient and Client Experience feedback is important to us within the 

Belfast Health and Social Care Trust. Care Opinion is an online system 

used by the Belfast Health and Social Care Trust that allows patients, 

service users and those who care a mechanism to share their 

experience at a time that is right for them.  

 

In 2024/25 our main method of gathering feedback on our services was 

via Care Opinion.   

 

Care Opinion Stories 

 

In 2024/25 our service users shared 1202 stories about their experience 

of care in the Belfast Trust through Care Opinion.  These stories have 

been heard 140,244 times. 
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Achievements 

 

• 14% increase in published stories for     

• 2024/25 in comparison to 2023/24 

• 81% of stories were completely positive  

• Strengthened partnerships with Trust  services  

• 96% Responsiveness to stories in BHSCT   

• Highly positive feedback regarding Quality of Care and Staff. 
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Impact and change through Care Opinion 

• A new initiative within our acute wards and departments called 

'Cognitive Champions'. Each area will have staff identified to help 

support patients who may have cognitive issues like dementia. 

• The introduction of digital signage at RVH reception through 

stories regarding poor signage. 

• A range of Gluten free products added in the Coffee Doc and a 

request to vending contractor to increase the Gluten Free selection 

in all vending on the hospital site. 

• The introduction of site maps of RVH for patients, services users 

and carers. 

• The updating of information boards. 

• Introduction of stylists across Ophthalmology to make it easier for 

consent boxes being completed. 
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Priorities for 2024/25 

• Continue engagement with services to embed Care Opinion 

through the Trust. 

• Continue to forge and strengthen partnership working with teams.  

• Work closely with the Engagement Team to promote CO with the 

public. 

• Strive to have 100% responsiveness  

 

Patient and Client Experience: 10,000 Voices Survey 

The 10,000 Voices survey report was published in September 2023, 

and the action plan recommended the Trust find a way to capture 

the ongoing experience of people who use social work services. 

Social work has been busy in this reporting period making it easier 
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for people who use services to share what has gone well and how 

social work in the Trust can improve.  

The Trust have worked in partnership with regional colleagues and 

the Public Health Agency to plan how Care Opinion can be used in 

social work and social care, to ensure the voices of people who 

have experience of services are heard. There is currently a Care 

Opinion pilot across adult and children’s services and colleagues in 

patient experience have provided training for social work staff, as 

well as working in accessible literature for sharing with children and 

adults with additional communication needs. Care Opinion will be 

rolled out across social work within the next reporting period. 

 

Action Plan

 

Hearing from the people we work alongside 

  

 

 

 

Step 1

Establishing a 
working group 
across social 

work and 
social care

Step 2 

Agreeing pilot 
sites 

Step 3 

Making sure staff 
are trained

1. Framing the 
Ask

2. Responder

Step 4

Preparing 
resources

1.Easy Read

2.QR Codes

3. Lanyards 
and 

information 
cards

Step 5 

Shariing 
with service 
users and 
carers and 
listening to 
their stories

“Our family would like to thank all the staff 

who attended dad until recently …The service 

they gave was fantastic and they all treated 

dad as an individual person… They are a 

credit to the Homecare service” 
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What Matters to You 

 

During 09th-13th September 2024 we engaged at the bedside with 

patients across our services asking, ‘What Matters To You?’  

 

Face to face listening engagement during a patient stay can highlight 

areas of quality and areas for improvement, providing insight to patient 

journeys and evidencing positive cultures. Across the Trust 399 surveys 

were completed, thanks are extended to all staff groupings supporting 

engagement. Thanks also to our patients who were happy to participate, 

shining a light on what matters to them. 

 

“Me and my support 

worker went to the 

Christmas market…we 

had hamburgers looks 

around the stalls…the 

first support worker that 

has done that for me she 

is the best support 

worker I ever had…” 

“Lovely helpful person 

who explained the 

purpose of her visit. Felt 

emotional at the reality of 

the situation” 
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Within the Belfast Trust feedback was overwhelmingly positive with small 

pockets of feedback identifying things that ‘could be better’ when we 

asked our patients to consider what matters to them. 

Across all Directorates positive feedback accounted for 84%-92% of all 

themed comments and reports are available for Directorates to consider 

the evidence of positive cultures as well as potential areas for quality 

improvement. 
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The Royal Hospital site including RBHSC and RJMS accounts for 210 

(53%) of all inpatient engagements across the WMTY week. This 

reflects the distribution of inpatient beds accessible to the Real Time 

Patient Experience team who undertook surveys on behalf of all 

available areas. 

Engagement across various sites included Beechcroft, Knockbracken, 

Home Treatment House and Muckamore Abbey Hospital. 

In areas where engagement was numerically low, detailed qualitative 

feedback was gathered. The positive attitude of all teams across the 

Trust was notable as they warmly welcomed the opportunity for patients 

to feedback through sharing what matters to them. 

 

 

 

Complaints and Compliments 

The Trust values service user feedback about the treatment and care we 

provide for patients. The Trust has put in place resources to manage 

comments, concerns, complaints and compliments received about our 

services – whether these are provided directly by us or commissioned 

on our behalf. These resources cover hospital and community-based 



16 
 

services. We strive to ensure people have a positive experience of our 

services, but we recognise there will be times when we do not meet 

service user expectations and when things can go wrong or fall below 

standard. By listening to people about their experience of healthcare we 

can identify new ways to improve the quality and safety of services and 

help to prevent problems arising in future.  

 

Facts and Figures 

1,894 Formal Consented Complaints were received in 2024/25, 304 

more than those received in 2023/24, representing a 19.12% increase on 

the previous year’s figure of 1,590. 

 

Graph showing Formal Consented Complaints received from 2020/21 to 

2024/25 

 

Formal Complaints - Top 5 Subjects 2024/25 

The most frequent issues and concerns raised in complaints 

throughout 2024/25 remained consistent with those identified in 

previous years: 

• Communication / Provision of Information  

• Quality of Treatment and Care 

• Staff Attitude and Behaviour 

• Waiting lists / delays / cancellations of Outpatient 

Appointments 

• Quantity of Treatment and Care 
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Graph showing the 5 most common Complaint Subjects during 2024/25 

 

 

 

 

 

QMS Focus – Safety: 

Graph showing numbers of Formal Consented Complaints received 

about Quality of Treatment and Care during 2024/25 
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QMS Focus – Experience: 

Graph showing numbers of Formal Consented Complaints received 

about Staff Attitude and Behaviour during 2024/25: 

 

 

Graph showing numbers of Formal Consented Complaints received 

about Communication / Provision of Information during 2024/25: 

 

Graph showing numbers of Compliments about our Services formally 

received during 2024/25: 
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QMS Focus – Timelines: 

Response Timelines for Complaints 

The Complaints Department supports our managers and staff 

working in wards and departments to help them to ensure that 

all complaints received about our services are answered 

comprehensively and in a timely manner.  

 

Although the Trust aims to respond to complaints in 20 working days, 

complex complaints (such as those involving a range of services and 

departments) can require additional time to investigate.  

 

Graph showing the response times for Formal Consented Complaints 

received during 2024/25 

 

 

Table showing the response times for Formal Consented Complaints 

received by the Trust during 2024/25 

 

Acknowledgement of complaint within 2 working 

days 

98.69% 

Complaint response within 20 working days 55.82% 

Complaint response within 40 working days 69.05% 
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The Complaints Department maintains close communication with 

services where responses have been outstanding for a long period. This 

included a Quality Improvement Project aimed at promoting timely 

responses to complaints and a strong commitment to training by staff of 

the Complaints Department for those working in our services who are 

responsible for responding to complainants.  

Regular reports continue to be shared with services throughout the year 

including formal reports identifying all complaint cases in each service 

area where a response was awaited for >40 working days.   

The Trust also continues to encourage and support staff to resolve 

complaints on the frontline - increasing the numbers of complaints 

addressed informally within wards and departments and increasing the 

numbers of formal complaints addressed within 5 working days. 

 

QMS Focus – Timelines: 

Graph showing numbers of Formal Consented Complaints received 

about Waiting Lists / Cancelled Services for Outpatients Appointments 

during 2024/25: 
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Graph showing numbers of Formal Consented Complaints received 

about Waiting Lists / Cancelled Services for Planned Hospital 

Admissions during 2024/25: 

 

 

Learning from Complaints 

The Trust continuously seeks to ensure that where it is found because of 

a complaint that there was a shortcoming in the service identified that 

the Trust learns from the outcome of the complaint and seeks to make 

changes to avoid any repetition of the problem.  

 

Example: 

A complaint was investigated by the Northern Ireland Public Services 

Ombudsman (NIPSO) which made recommendations for change.  

 

A patient underwent a procedure within the Trust. Following the 

procedure, the patient developed symptoms and became critically 

unwell. It was established that the symptoms developed by the patient 

were a known complication of the procedure. However, on examining 

the record of the care provided, NIPSO could not find recorded evidence 

that this specific risk had been discussed with the patient as part of the 

consent process prior to their procedure.  

 

As a result of NIPSO’s findings and recommendations, the Trust 

reviewed its consent process for the procedure to ensure that this risk 
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was specifically drawn to the attention of patients. In particular, the Trust 

ensured that the patient’s record- which is held on a system accessible 

to patients – included complete and comprehensive information about 

the full range of possible complications that could arise from this 

procedure.  

 

Compliments 

In line with Department of Health reporting requirements, services 

across the Trust are asked to share compliments they have received 

centrally with the Complaints and Compliments Department. This is 

done by email including copied documentation as appropriate. The 

compliments received are grouped by service and by theme. This data is 

used to produce reports on a quarterly and on an annual basis on the 

number of compliments received by the Trust. 

 

In addition to expressions of gratitude, and commendation of care 

received informally by staff in wards and departments throughout the 

year, the Trust also continued to receive formally reported compliments 

about many aspects of our services with a total of 18,590 compliments 

notified to our central complaints and compliments team during 2024/25. 

Graph showing the comparative number of formal compliments and 

formal consented complaints received over the past 5 years. 
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Incidents and Serious adverse incidents (SAIS) 

An Adverse Incident is defined as “Any event or circumstances that 

could have or did lead to harm, loss or damage to people, property, 

environment or reputation arising during the course of the business of a 

HSC organisation/Special Agency or commissioned service.” 

Adverse Incidents happen in all organisations providing healthcare. 

Belfast Trust meets this challenge through the promotion of a culture 

and system of reporting all incidents when they occur to learn from them 

and to prevent re-occurrence. “Vision - A world in which no one is 

harmed in healthcare, and every patient receives safe and 

respectful care, every time, everywhere. World Health Organisation 

(WHO), Global Patient Safety Action Plan” 

The Belfast Trust aims 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. Incidents reports are provided 

to several specialist groups e.g. Trust Assurance Committee, Invasive 

intervention group, Health and Safety Group, Management of 

Aggression Group, Safety Improvement Team, to help identify trends 

and areas requiring focus and to allow measurement of the impact of 

incident reduction projects within the remit of these groups. 

A Serious Adverse Incident (SAI) is a classification of incident that is 

subject to Department of Health procedures for reporting and 

investigation. SAIs will include ‘an incident where there was a risk of 

serious harm or actual serious harm to one or more service users, the 

public or to staff.’ 

 

Facts and Figures 

In the year 2024/25 there were a total of  

• 55,139 adverse incidents reported. 

• 188 were reported as SAIs.  

• 77% of adverse incidents affected patients or service users.  

• 15% affected staff/contractors/vendors 

• The remaining 9% affecting the organization as a whole or 

public/visitors. 
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Top 5 Incident Types 2024/25 

Behaviour – 20,243 (37%) 

Accidents/Falls – 8,870 (16% 

Medication/Biologics/Fluids – 6,425 (12%) 

Service Disruptions – 3,187 (6%) 

Pressure Ulcers – 2,015 (4%) 
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Work is ongoing to tackle the root causes of these incidents to reduce 

their occurrence and examples of this are as follows: 

Behaviour 

(Note that many of these incidents occur because of challenging 

behaviours associated with some intellectual disabilities and mental 

health conditions) 

 

The Trust has a zero-tolerance approach to violence and aggression 

towards Trust staff. 

 

Safety Intervention Team 

Deliver Safety Intervention training programmes throughout the year to 

Trust staff at varying levels, following completion of a zero-tolerance risk 

assessment and training needs analysis. 

Support the Trust in the development of policies and procedures 

pertaining to this area of expertise. 

Provide advice to staff and managers on restraint reduction, restrictive 

practices and minimising the risk of violence and aggression.  

Monitor and review all incidents involving the use of physical 

interventions. This is to recognise trends and hotspots and provide 

additional support and guidance for service areas on reducing 

occurrences of incidents and learning from incidents.  

 

Safety Intervention Training Benefits: 

Recognise & Respond to Escalating Behaviour 

Staff learn to recognize signs of distress and gain a broad range of tools 

to help them intervene early and a clear understanding of using the right 

skills at the right time to effectively de-escalate when conflict arises, so 

that behavioural crisis doesn’t occur. The training incorporates trauma-

informed and person-centred approaches.  
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Recognise & Respond to Crisis Behaviour 

When faced with a behavioural crisis that places staff or others at risk of 

injury, staff learn to focus on the least restrictive physical intervention to 

ensure the Care, Welfare, Safety and Security of those in our care. 

 

Recognise & Respond to Higher Risk Crisis Behaviours 

Offering a wider array of verbal, non-restrictive and restrictive 

interventions to manage risk behaviour 

 

Best Practice Learning 

All verbal and safety intervention training is based upon the latest 

principles of learning with an emphasis on strategies that can be used by 

staff. Physical interventions within the Crisis Prevention Institute (CPI) 

have been independently risk assessed, following published research 

which demonstrates that they maximize safety and minimise harm and 

follows international standards of best practice. 

Evidence Based & Fully Accredited 

All courses are based upon the latest research and include approaches 

that have a proven track record of effectiveness. Safety intervention 

training is fully compliant with current statutory and legal requirements. 

Nationally and internationally accredited by Restraint Reduction Network 

Training Standards. 

 

Mental Health Services 

All incidents graded as moderate and above severity, as well as 

incidents graded minor or insignificant, but with a potential of a medium 

or above consequence are reviewed by the Collective leadership Team 

(CLT), at the weekly governance huddle and feedback returned to the 

appropriate service area with comments or further action if required. 

Incidents of violence and aggression are discussed locally at Ward/ 

Department level during team meetings and at monthly Patient Safety 

Meetings. 
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Within Mental Health Services a Physical Intervention (PI) report 

produced on a weekly basis is distributed to the service areas within 

Mental Health Services for review and escalation. The Divisional Nurse 

(CLT) also has oversight of this report. The PI report includes all 

aggressive and self-harming behaviour incidents.  The service monitors 

the use of Physical Intervention, Prone and Supine restraint, IM rapid 

tranquilization and seclusion.  

All Mental Health Incidents are discussed at monthly Divisional 

Governance Meetings. Trends and patterns are collated for wider 

discussion. When themes are identified, these incidents are grouped 

and reviewed collectively to identify any possible learning. 

It should be noted that often when a peak arises within a Mental Health 

inpatient facility, it can relate to an individual or a small cohort of 

individual patients who have been admitted and who are very unwell. 

Support for staff involved in incidents of violence and aggression is 

provided as and when necessary. 

 

Intellectual Disability Services  

All incidents of aggression are reviewed daily during safety huddles at 

both hospital and community levels and discussed in live governance 

meetings. Inpatient aggression incidents are specifically addressed at 

ward-level clinical improvement meetings. 

The Monthly Divisional Governance Meeting reviews these incidents 

using collated weekly safety reports, these include data trend and 

pattern analysis.  These findings are presented to the management team 

to embed proactive crisis management and protection plans within the 

Division. 

A review of patient placements and co-location at the MAH site has led 

to relocating some patients to environments better suited to their needs, 

such as individual PODS or annexes. These settings promote increased 

independence and prepare patients for community living. 

Delayed discharges of some children at Iveagh have been escalated 

with respective Trusts.  
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The focus on accelerated resettlement is being revised, recognizing the 

potential harm to individuals. Some inpatients, who do not wish to 

remain in the hospital, are at risk due to factors such as personal 

frustration, low staffing levels and boredom, which may lead to 

dysregulated behaviours. 

  

Accidents/Falls 

(See page 71 of this report). 

  

Medication/Biologics/Fluids 

(See page 84 of this report.) 

 

Service Disruptions 

(59% relate to lack of staff / non availability of beds) 

 

These incidents occurred throughout the Trust with particularly high 

numbers in the Emergency Depts (Royal and Mater sites) and the 

Mental Inpatient Centre (Belfast City site). 

Incidents are reviewed on an ongoing basis via the live Governance 

arrangements in each of the relevant Directorates. Regular review and 

update of business continuity plans would be key. 

Communication with Site Coordinators and escalation to senior 

management would occur when required, to ensure appropriate action is 

taken to minimise impact on ongoing service delivery. This can 

sometimes require actions being taken throughout the Trust. These 

issues require entire HSC system review to resolve. 

 

Pressure Ulcers 

(See page 77 of this report) 
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Serious adverse incidents (SAIS)  

Serious Adverse Incidents (SAIs) form a very small proportion of all 

adverse incidents across the Trust each year, with approximately 1 SAI 

for every 250 Adverse Incidents.  

Due to their potential seriousness and often complex nature, the process 

of a SAI review provides the opportunity for important learning to be 

identified to prevent reoccurrence and increase safety across the Trust 

and wider Health & Social Care.  

Of the 42,863 incidents reported in 2024/25, 188 met the criteria for 

reporting as SAIs. This equates to 0.4% of the total incidents reported 

throughout the Trust. Approved incidents as at date of report completion. 

This report does not include incidents reported by Independent Sector 

Providers (ISP). For this reporting period there were also 11,575 ISP 

Incidents.  

 

Outstanding SAI Reviews and Actions Taken to Address  

Reviews outstanding in relation to Serious Adverse incidents continue to 

be a challenge to the Trust. Additional processes have been brought into 

the Trust to raise awareness of what was outstanding, identify 

bottlenecks in the review processes and providing support / guidance to 

Commissioning Directorates to try and move complex SAI reviews on to 

completion.  

Internal processes include weekly discussions at the Trust Governance 

call; monthly discussion at SAI Group, SAIG (Trust Assurance Group), 

generation of monthly Quality Management System (QMS) data shared 

within the organisation and specifically shared as part of the Executive 

Team Safety Huddle arrangement; quarterly review of SAI data by 

Assurance Committee of the Trust Board, divisional meetings co- 

ordinated between members of Directorate Collective Leadership teams 

and Medical Director’s Office with a focus on outstanding SAI reviews.  

External to Trust processes, SPPG has supported a bi-monthly Trust 

performance meeting that includes a specific focus of the SAI reviews 

outstanding and the stage these outstanding reviews are at, as well as 

covering outstanding SAI queries and Terms of reference.  
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SAIs with Catastrophic Severity 

Unfortunately, some of the SAIs conducted concern incidents that 

resulted in a patient death or an incident leading to death (graded as 

Catastrophic). Of the 188 SAIs raised during the year 2024/25, there 

was 40 with Catastrophic severity. Table 1 provides a breakdown by 

Directorate and Level of Review. 

 

Table1: Breakdown of SAIs with Catastrophic Severity by 

Directorate and Review Level 

Directorate Level 1 
Level 

2 

Level 

3 

ACOPS and AHPs 2 1 0 

ACCTSS and Surgery 5 0 0 

CH/NISTAR and MDS 4 0 0 

Children's Community 

Services 
1 0 1 

MHID and PS 17 1 2 

Strategic Development 1 0 0 

TOR and Opts/Imaging/MP 1 0 0 

Unscheduled Care 4 0 0 

 

Table2: Top 2 Type Tiers for SAIs during 2024-25 

Type Tier Count % 

Behaviour 41 21 

Diagnostic Progresses / 

Procedures 
31 

16 
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Learning from SAIs  

Every week new SAI notifications and SAI recommendations from 

completed reviews are presented at the Trust Weekly Governance call. 

Any learning (including immediate) identified by the relevant Directorate 

would be discussed as part of this call.  

Learning is also a specific focus on Directorate reports at the monthly 

SAIG meeting. A summary of Learning Themes from completed SAI 

reviews continues to be brought every 6 months to this meeting.  

Of the 302 reports submitted during the reporting period 01 April 2024 to 

31 March 2025, 275 reports had learning themes confirmed. This 

identified a total of 487 themes. The table 3 provides a breakdown of 

sub-group learning themes for the top 2 learning theme groups.  

Table 3: Breakdown of Top 2 Learning Theme Groups from SAI 

Reports completed during the period 2024-25 

Learning Theme Count 

C: Deficient Checking and Oversight 176 

C1: Medication Error 21 

C2: Misinterpretation or mishandling of test 

results 

25 

C3: Unexpected perioperative death (within 

24hrs) 

1 

C4: Wrong - site/ implant/ procedure/ patient 6 

C5: Risk Management Failure 30 

C6: Staff training not up to date 11 

C7: Related to checking aids e.g. tick box 18 

C8: Failings/ errors in documentation 64 

D: Mismanagement of Deterioration 101 

D1: Failure to act on or recognise deterioration 

(incl escalation) 

42 
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Learning Theme Count 

D2: Failure to give ordered treatment/ support 

in a timely way 

28 

D3: Failure to observe 10 

D4: Staff training/ skills deficiency 21 

 

Work is underway to potentially add some additional learning themes to 

the current list to assist some services accurately capturing their key 

themes, for example Social Work.   

 

Shared Learning from Incidents and SAIs  

The importance of identifying learning at an early stage and ensuring all 

services who may need to know about this is continually highlighted, 

whether this be via the Weekly Trust Governance call arrangements or 

by one of the established groups that sit within the Assurance 

Framework that actively look at incident and SAI data or as part of the 

regular Divisional huddles completed.  

For the reporting period 2024 to 2025 there were 16 Shared Learning 

Letters and 11 Safety Message of the Week (SMOTW) issued re 

Incidents; and 25 Shared Learning Letters and 4 Safety Message of the 

Week (SMOTW) re SAIs formally issued. All of which are available on 

the LOOP Learning Library within the Trust. Please see below two 

example Shared Learning Letters issued within this period, one linked to 

incidents, and one linked to SAIs. 
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In addition to this the Trust would continue to receive external learning 

from the SPPG that has arisen from SAI reviews completed across HSC 

Trusts. Any learning relating to SAIs would be formally shared and noted 

at the next SAI Group.  

Shared learning outside the SAI process is also considered for reporting 

through as per regional procedure to PHA / SPPG for their 

consideration.  

Work is underway in the review of learning and how this is presented on 

the Loop to identify any improvements.  
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Work is also currently underway within Northern Ireland in the update of 

Regional Guidance with this expected to be issued early 2025. The new 

guidance will look to support the development and maintenance of an 

effective patient safety incident response system that integrates four key 

aims:  

1. Compassionate engagement and involvement of those affected by 

patient safety incidents. 

2. Application of a range of system-based approached to learning 

from patient safety incidents. 

3. Considered and proportionate responses to patient safety 

incidents. 

4. Supportive oversight focused on strengthening response system 

functioning and improvement Adverse Incidents / Serious Adverse 

Incidents (SAIs). 

 

How the Organisation Learns 

Quality Improvement 

 

May 2024 STEP-UP Graduation 8 Staff. Total Graduates = 215 

 

May 2024 

 

First STEPS 15 Staff. Total Graduates = 101 

Sept 2024 SQB Graduation 23 Teams, 137 Staff.  

Total Graduates = 840 

Sept 2024 ScIL Belfast Graduation, 21 Staff 

Total Graduates = 156 

Sept 2024 Safetember 2024 

https://belfasttrust.pagetiger.com/safetember-2024/2  

March 2025 March to Safety 2025 

https://belfasttrust.pagetiger.com/march-to-safety-2025/1  

March 2025 Emergency Department / Zone B QI Projects Celebration  

 

Ongoing 43 Shared Learning Documents on the Loop 

https://belfasttrust.pagetiger.com/safetember-2024/2
https://belfasttrust.pagetiger.com/march-to-safety-2025/1
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Learning Library 

Ongoing  Belfast Support team (BeST) 127 Peer Supporters.  

8 requests 

Ongoing EQI Training, 143 Staff Trained. Total Trained = 2021  

Ongoing Schwartz Rounds, 8 Sessions for 300+ Staff 

 

Ongoing  QI Project Surgeries, 25 Completed 

 

 

 

Feedback 

 

‘I feel these sessions are so beneficial and allow a safe space to discuss 

issues within work that are not always made vocal’. 

 

‘Relly excellent and can't wait for the next one' 

 

 

Personal and Public Involvement (PPI) - Explaining Key Work 

 

Belfast Health and Social Care Trust continue to advance work to 

embed Personal and Public Involvement (PPI) as a key element of 

Quality Improvement.  The Involvement and Partnership Team work 

across the Trust to support the implementation of the statutory duty to 

involve and continue to implement the Department of Health Co-

Production guide and the Belfast Trust Involvement Strategy, ‘Involving 

You – From Them and Us to We’ (2019-2025), which sets out the Trusts 

vision, commitment and integrated approach to Patient and Client 

Experience, PPI and Co-production.  

 

PPI is included in the Trust Assurance Framework and reports via the 

Involvement Steering Group.  The Trust captures involvement activity 

taking place across the Trust on a bi-annual basis. During the 2024/25 

period, the following involvement work was reported: 

https://bhsct.sharepoint.com/sites/medical/SitePages/Learning-Library(1).aspx
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Round 3: April – September 2024 – 71 returns submitted 

Round 4: October 2024 – March 2025 – 99 returns submitted 

 

Involvement is undertaken at different levels with co-production being 

seen as the pinnacle of involvement.  Across the Trust a range of 

involvement activity is being undertaken across the different levels. 

 

 

 

The Trust is required to submit this information to the Public Health 

Agency bi-annually to provide assurance that we are meeting our 

statutory duty to involve service users and carers.   

In June 2024, the Trust piloted an Involvement Human Library as part of 

this assurance process.  The Human Library is a safe space for service 

users, carers and staff to share their lived experience of their 

involvement journey – how they found it, the challenges, benefits and 

the impact it made.  The Trust showcased five involvement projects with 

service users, carers and staff involved being invited to meet with the 

Public Health Agency to talk about their involvement work and 

understand the difference that involvement made to the programme of 

work.  

 

Co-Design
17%

Co-Production
31%

Engage & consult
38%

Inform & educate
14%

TOTAL
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 Trust involvement projects showcased:   

▪ Deaf Sign Language Forum 

▪ Learning Disability Accommodation Group 

▪ Carers Network  

▪ Learning Disability Communication Passport 

▪ Snowdrop Group 

 

Photo – Involvement Human Library event. Learning Disability 

Team, PPI Team and Public Health Agency 

 

 

PPI Training 

The Involvement and Partnership Team deliver a modular based training 

programme, Engage & Involve, to support the development of staff 

knowledge and skills to undertake PPI.  

The training provides a range of different levels to allow staff to identify 

what will best suit their needs.  During the 2024-2025, 698 staff 

participated in PPI training.   
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PPI Training is always very positively evaluated and comments received 

include: 

• Training was very good with a good amount of information provided.  

• Facilitators were very friendly, approachable and knowledgeable on 

the subject. 

• Resources available and examples of work and sharing practical 

ways of engaging 

• Group activity of how to practically use PPI in real life 

PPI is a core module of the Trust Safety Quality Belfast (SQB) training 

programme which includes SQB PPI Advice clinics to support projects to 

embed involvement. 

Service User Carer Opportunity to Participate and Engage (SCOPE) 

training is also delivered to service users and carers who would like to 

get involved with the Trust.  SCOPE provides an induction to the Trust 

and the programme of work which they may get involved in.  During this 

year, 8 training sessions were delivered to support 30 service users and 

carers to better equip them with knowledge and skills to get involved.   

 

Opportunities and support for involvement 

Information regarding PPI is shared across the Trust via the dedicated 

LOOP section on the Trust intranet platform.  This provides access to 

PPI training and resources including a range of tools. The Trust external 

website, ‘Involving You’ section was updated to ensure a range of 

information is available to service users, carers and the public who wish 

to get involved. A total of four newsletters were developed during this 

period to showcase the range of involvement work being undertaken: 

 

The Trust maintains the virtual Involvement Network and regularly 

promotes involvement opportunities.  During this year, we have reviewed 

service user and carer membership to ensure it is up to date.  The 

Network provides a platform to share involvement opportunities and 
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keep a range of stakeholders up to date with opportunities to get 

involved and training available.   

Work with service users and carers during this period has included: 

- Co-producing a Seniors Booklet 

- Reviewing and renewing the Sign Language Group to evolve into a 

Forum model to engage with wider communities  

- Facilitating the Learning Disability Community Forum  

There continues to be a wide range of service user and carer 

engagement opportunities throughout the Trust, both corporately and 

within clinical Directorates, which facilitates people to become involved 

in the development, improvement and evaluation of Trust services. Staff 

strive to ensure that involvement opportunities are accessible to people 

and that people are supported to be involved in a way that suits their 

needs, experience and ability.  Opportunities to get involved are shared 

via the Trust Involvement Network and across services.  

There are several Trust-wide User Forums and specific Service User 

groups facilitated by and linked to the Trust, which can provide 

opportunities for service user and other stakeholders to engage in 

decision-making, feedback processes and associated risk issues. 

Groups include the Carer Network, the Snowdrop Group and HIV 

Service User Forum.   

The Trust participates in the Regional PPI Forum which is hosted by the 

Public Health Agency and its related subgroups to advance involvement.  

 

Reader Panel 

The Trust Reader Panel has increased its membership to 27 people who 

are service users and carers who work with the Trust to improve patient 

information.  The Panel reviews and feedback on a range of Trust 

information produced by different Services and has included patient 

information leaflets, posters and booklets.   
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Celebrating involvement  

The Trust continues to recognise the service users and carers who get 

involved.  In April 2024, the Trust launched the ‘Celebrating Involvement’ 

artwork at Belfast City Hospital.  The artwork was a collation of individual 

mosaic hearts, which had been created by service users, carers and 

staff at the Trust Involvement Celebration event in 2023. All the 

individual mosaics were used to develop the artwork which 

acknowledges and recognises the significant input which service users 

and carers make to Belfast Trust to help us to continually improve in 

partnership. 

     

Re-energising Involvement - Involvefest 2024  

The Trust hosted ‘Involvefest’ in November 2024 to refresh involvement. 

Through this work, the Trust provided support for PPI through staff 

training, hosting PPI clinics, engaged new service users and carers to 

join the Involvement Network and hosted 3 Workshop events to engage 

service users and carers to have a conversation to advance 

involvement.   
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Improvement Projects 
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2. STRENGTHENING THE WORKFORCE 
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Staff Induction 

 

Statutory Mandatory Training  

 Position at 

March 2024 

Position at 

March 2025  

Percentage 

Improvement  

Adverse Incident 

Reporting 

71% 89% +18% 

Quality 2020  61% 77% +16% 

Information 

Governance  

* 66% * 

Equality, Good 

Relations & 

Human Rights  

* 51% * 

Fire & 

Environmental 

Safety  

38% 51% +13% 

Health & Safety 

Awareness 

71% 89% +18% 

Infection 

Prevention 

Control  

* * * 

Manual Handling  * 56% * 

Safeguarding 

Adults & Children 

Level 0 

69% 86% +17% 

Overall, Trust 

position  

* 65%  * 

 

Corporate Welcome  

In June 2024, Belfast Trust introduced the new EPIC electronic patient 

record system, marking a major step in how we deliver care and manage 
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services. This transformation also brought an opportunity to enhance 

how we welcome and onboard new staff. 

 

Feedback from staff surveys, focus groups, and managers highlighted 

that our previous onboarding process felt too long, too complex, and 

disconnected. In response, we redesigned the experience to ensure that 

every new colleague feels informed, connected, and supported from day 

one. 

 

We introduced a digitally enabled, people-first onboarding model built 

around our HSC values. Key features include: 

• A single start date with a monthly corporate welcome event for all new 

starters — regardless of role or grade — to build a sense of community 

and connection across the organisation. 

• Improved communications and pre-arrival information, helping staff feel 

prepared and informed before their first day. 

• Close coordination between IT, HR, and Payroll teams to ensure 

systems and access are ready from day one. 

• A streamlined model, delivered by just five HROD staff, capable of 

welcoming over 240 new colleagues each month. 

 

Since its launch: 

• 864 staff have attended welcome events across 8 events 

• 76% of participants rated the session 8 or above when asked how 

likely they were to recommend it to a friend or colleague 

 

This new approach sets the tone for a positive employee experience 

from the start, helping staff feel part of the Trust community from day 

one. 



49 
 

 

 

Vocational Learning  

The Vocational Learning Team within POD has continued to support the 

development of healthcare support staff through the RQF programme. In 

September 2024, three candidates successfully completed the RQF 

Level 2 programme, while eight candidates completed the RQF Level 

3 programme, with a further two completions expected. Fifteen 

candidates began the RQF Level 3 programme in January 2025, 

including two from theatre settings. These programmes continue to play 

a vital role in strengthening the knowledge, skills, and confidence of staff 

working in clinical support roles across the organisation. 

95% of new Nursing Assistants completed the Nursing Assistant 

Induction between April 24 and March 25 

 

Supervision, Coaching & Mentoring  

Coaching continues to be a valued part of the Trust’s approach to 

leadership development, supporting personal growth, reflective practice, 

and confident decision-making at all levels. 

• 13 staff commenced a coaching qualification in February 2025 

• 9 staff successfully completed a recognised coaching qualification. 

145

203

106
122

93

194

0

50

100

150

200

250

October November December January February March

N
u

m
b

e
r 

o
f 

A
tt

e
n

d
e

e
s 

Month 24/25

Monthly Attendance at Welcome Event

Total



50 
 

• 20 staff accessed 1:1 coaching to support their development. 

• Coaching supervision was delivered by 2 senior HR coaches, 

providing dedicated support to 25 social work leaders. 

As part of our wider leadership offer: 

• The Coaching Skills for Leaders portfolio course was attended by 

95 staff, equipping managers with essential coaching approaches 

for everyday conversations. 

• 31 staff participated in the “Manager as Coach and Mentor” 

module within the Managing with Care programme this year, 

reinforcing compassionate, values-based leadership. 

This continued focus on coaching helps embed a culture of curiosity, 

reflection, and empowerment across our leadership community. 

 

Leadership programmes 

Leadership development continues to be a strategic priority for the HR 

People and Organisational Development team, helping staff build the 

confidence and skills needed to lead effectively and grow into future 

roles. 

No. of Participants  

(April 24 – Mar 25) 

HSC Values 

Workshop 

258 

Leadership & 

Management 

Development 

586 

Portfolio Courses 5,250 

OD Workshops 405 

 

This year’s offering spanned a wide range of development pathways — 

from virtual sessions to accredited programmes — designed to empower 
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leaders at all levels. The Managing with Care programme (48), along 

with the Aspiring Managers Programme (261), ILM Level 3 (28) and 5 

(5), and the Band 6/7 Leadership Programme (244), have all played a 

key role in developing leadership capability and building confidence 

across the organisation. Programmes were delivered using blended 

learning approaches, including peer-based sessions, action learning, 

interactive webinars, and practical toolkits. 

 

Being Belfast Learning Academy: Foundations of Leadership 

Development is underway for the Being Belfast Learning Academy, a 

new learning ecosystem that will house all future organisational 

development and learning content. 

 

The first curriculum to launch is the Foundations of Leadership, 

designed to support staff new to leadership roles. This programme will 

equip new managers with the essential skills, behaviours, and tools to 

lead effectively and in line with HSC values. It is: 

• multi-dimensional 

• Self-directed and interactive 

• Tailored to real-life management challenges 

 

The Foundations of Leadership programme will be mandatory for all staff 

stepping into leadership positions, with an expectation that it is 

completed within the first 6 months of their role. This ensures protected 

development time from the outset and a consistent approach to early 

leadership development across the organisation. 

 

Impact of Encompass Implementation 

During the Encompass rollout in June, July, and August 2024, Learning 

& Development activity was stood down, with only urgent Organisational 

Development interventions being progressed during this period. 

 

During this period, the People and Organisational Development Team 

played a key role in supporting training efforts, with approximately 

19,000 staff trained on the Encompass system.  
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This represented a significant organisational effort and was a major 

enabler of the successful Encompass implementation. 

 

Digital Learning via LearnHSCNI 

Belfast Trust continues to prioritise accessible, high-quality training for 

all staff, supporting safe, effective, and compassionate care across the 

organisation. A major enabler of this has been the rollout and continued 

development of the LearnHSCNI Learning Management System (LMS). 

 

During 2024/25: 

• 9,044 new LearnHSCNI accounts were created for Belfast Trust 

staff 

• The platform supported 34,902 active users 

• Staff obtained 54,148 mandatory training certifications 

 

LearnHSCNI now acts as the central platform for all learning activity and 

recording, including booking training related to the Encompass electronic 

patient record system. This integration ensures that learning is aligned 

with wider digital transformation efforts across the Trust. 

 

The platform continues to offer: 

• Clear visibility of compliance and renewal dates 

• Personalised learning pathways tailored to staff roles 

• Flexible access to virtual and in-person learning 

• A streamlined “My Learning” dashboard for staff and managers 

 

With ongoing development of the platform, LearnHSCNI is supporting a 

culture of continuous learning and digital confidence, ensuring staff are 
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equipped with the knowledge and skills they need at every stage of their 

career. 

 

Staff Achievements - Recognition Certificates 

As part of the 2024 Staff Experience Survey, employees were once 

again invited to recognise colleagues who had made a positive impact in 

their workplace. This initiative, which allows for anonymous nominations, 

continues to shine a light on the everyday excellence that often goes 

unnoticed. These certificates serve as a simple yet meaningful way to 

appreciate the efforts of individuals who contribute to a supportive and 

effective working environment. To mark these achievements, virtual 

recognition events were held in November 2024. 

3,724 Recognition Certificates have been awarded. Totalling to almost 

10,000 since 2021.  

• “I received two [certificates] and was so honoured! Thank you very 

much to you all and for holding this event to recognise it all”.  

• “I was honoured to receive two recognition certificates for holistic 

care of ICU patients - lovely to receive and know that people took 

time to make nomination, and thank you to trust for organising this 

event”  

• “Thank you! And well done to everyone recognised. Thanks too to 

those who arranged this event - very much appreciated”.  
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Staff Absenteeism 

 

The Trust remains dedicated to delivering a safe, effective and high-

quality service to patients and service users. It recognises its 

responsibility to support employees who provide our services by 

ensuring a working environment that upholds and promotes positive 

health, wellbeing, and professional fulfilment. 

The Trust is committed to managing attendance in a consistent, 

effective, and compassionate manner, adhering to HSC Values, the 

Trust Attendance Management Protocol, best practices and employment 

legislation. 

                                     

From 01 April 2024 to 31 March 2025 the Trust Sickness absence 

rate was 9.33% (hours lost) Mental health was the most common 

reason for absence (38.76%).  

 

Graph showing Sickness Absence Rates by Category 

 

 

 

There are numerous reasons why an individual might experience a 

decline in their health and wellbeing health during their career. The Trust 
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continues its commitment to offering a variety of health and wellbeing 

initiatives, resources, and services to support all staff in maintaining their 

health at work and facilitating a timely return to work when absences 

occur.  

 

The Trust’s Attendance Management policy aims to ensure that sickness 

absences are managed fairly, promptly, and compassionately, 

considering the unique circumstances of each employee. The Trust 

provides the necessary and appropriate support to help employees 

maintain regular and effective attendance at work, thereby ensuring that 

patients and service users receive the highest quality of care. 

 

The Management of Attendance Team in Human Resources & 

Organisational Development continues to work in partnership with staff, 

Managers, Occupational Health and Trade Union colleagues to support 

those staff who have had time off because of ill health.   In relation to 

encouraging employees to manage their mental health, the Trust also 

continues its commitment to support a wide range of initiatives, including.  

  

There is also Understanding Neurodiversity in the workplace support 

clinic for managers. 

 

During the period 01 April 2024 to 31 March 2025 the Attendance 

Management Team in HR: 

• Provided a monthly absence report to Trust Board. 

• Provided absence reports monthly to Directors, & Senior 

Managers to monitor and support the reduction of sickness 

absence and comply with Directorate Delivering Value 

requirements.  
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• Provided our Trust absence reports to the regional 

group monthly to monitor and benchmark Trust 

performance in the region. 

• Held monthly Attendance Improvement Programme 

Board meetings which reports to the People and 

Culture Steering group via the New Ways of Working 

Group.  

• Supported Line Management and staff through 

approximately 1141 absence review meetings. 

• Supported 89 staff through the process of ill health retirement. 

• Supported 139 staff through the process of ending their 

employment on the grounds of ill health. 

• Facilitated and supported 59 staff in the medical redeployment 

process. 

• Held 11 monthly Attendance Case Management Meetings 

providing the opportunity for Managers, Occupational Health 

Practitioners and relevant Human Resource Management 

Representatives to discuss complex cases and agree next steps. 

• In complex absence cases the Attendance Team initiated and 

attended 6 case conference meetings with the Occupational 

Health team, employees and appropriate line management. 

• Delivered Attendance Management training to 876 managers 

• Supported managers in the management of attendance through 

toolkits and bespoke advice 

 

Recruitment and Retention in the Social Work & Social Care 

Workforce 

Key to the delivery of safe and effective services is a sufficient and 

sustainable social work and social care workforce. Like other 

professional groups within Health and Social Care there continues to be 

a shortage in supply of qualified social workers in NI. Measures have 

been taken at both Departmental (DoH) and Trust level to address this. 

Forty additional Social Workplaces were commissioned by the 

Department in 2024 with graduations expected in 2026 (relevant-

graduate route) and 2027 (under-graduate route). The Trust is also 

financially supporting additional places via the Open University pathway 
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alongside DoH-funded places. To date, 34x staff have enrolled on the 

OU degree pathway – with 4x graduates to date, 4x graduating in 2025, 

4x due to graduate in 2026. 8x due to graduate in 2027 and 14x due to 

graduate in 2028.  

 

Our workforce is our most valuable asset and BHSCT have established 

a Social Care Workforce Steering Group and a Social Work Recruitment 

Retention Strategic Group both of which are focused on stabilising the 

workforce to ensure the safe and effective delivery of high-quality care. 

Each group has several Workstreams with focus areas:  

 

Social Care Workforce Steering Group  

• Leadership and Management 

• Learning and Career development  

• Healthy Teams  

 

Social Work Recruitment and Retention Strategic Group  

• Organisation and Workforce Capacity:   

• Enhancing Leadership 

• Being Just and Open Culture 

• Staff Experience and Wellbeing  

 

A further corporate workforce group has been established for Children’s 

services in recognition of the challenges with recruitment and retention 

in these services.  

 

Key achievements 

• Leadership Development – social work staff completing Leaders in 

Practice and Stronger Together Leadership Development 

programmes, planned delivery of Band 7 Social Work Leadership 

Development Programme in 2025/26 with a focus on staff retention 
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• Development of ‘School of Social Work’ via the Being Belfast 

Academy – developing structured learning and development 

curriculums focused on leadership for social workers at all levels 

• Similar approach being considered for a ‘School of Social Care’ 

• Planned ‘Social Care Learning and Career Development’ event for 

2025/26 – profiling study and job progression opportunities within 

social care 

• Greater understanding of social work vacancies for social work 

across the Trust – use of requisition trackers to monitor 

• Development of reporting processes to understand workforce 

pressures including vacancies for Social Care 

• 4x Valuing Social Work and Social Care Staff events – staff care 

events promoting physical and mental wellbeing 

• ‘Move a Mile a Day in May’ – social work and social care staff 

participating in month-long initiative to promote physical and 

mental wellbeing 

• Recognition event for 57x social workers who were nominated for 

the Regional Social Awards 2024   

• Growth of the social work Bank within year has added a new 

supply of staff to some services  

• Reduction in staff turnover in some service areas 

• Voluntary Transfer Policy developed and due to launch in 2025/26 

– retention strategy for Band 6 staff 

• Successful recruitment drives across, Regional, Graduate and 

Bespoke cycles for Band 5AYE and Band 6 social workers 

• International Recruitment project commenced in 2024/25 – initial 

pilot to recruit 10x Internationally qualified social workers 

• 3x Staff Resilience Workshops run for social work and social care 

managers – helping staff think about what they need as a leader to 

support the resilience of their team 

• Development of pilot for non-car drivers – financial support 

scheme developed within Trust to support newly recruited social 

workers who do not yet have their driving licence to achieve it 

within 6 months of appointment. This pilot will be restricted to 

Family Support and Looked After Children’s Teams.  
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Challenges in filling all vacancies persist and will require regional 

collaboration with key partners and will be aligned to the 

recommendations of the DoH Workforce review recommendations. The 

Trust continue collaboration with the DoH on workforce plans for safe 

staffing and are represented on the DoH Social Workforce 

Implementation Board chaired by the Chief Social Work Officer.  The 

Trust have been consulted by the DOH on a 10-year workforce plan and 

await publication of same.  

 

Policy Developments and Equality Duties 

 

Trust Governance and Assurance Framework: Policy Standards & 

Guidelines: In terms of policy development, Belfast Trust has 

developed a range of assurances to ensure that leaders, policy makers 

and decision makers are aware of our Section 75 and wider equality 

duties.  These assurances include: 

• Policies considered and approved by Belfast Trust Policy 

Committee and Policy and External Guidance Assurance 

Committee (formally known as the Standards and Guidelines 

Committee) provided they have been subject to an equality 

screening. 

• All equality screening templates require a tripartite signature by 

the policy lead, an equality manager and an employment 

equality manager as appropriate. 

• All our completed and approved equality screenings are 

uploaded quarterly and are available on the Trust website.  

• Our Policy template and ‘How to Write’ a policy guidance are all 

available on the staff intranet ‘The LOOP’ contains explicit 

reference to the need for an equality screening. 

• Staff have access to a training masterclass on how to undertake 

screenings and have support of guidance/ toolkit. 

https://view.pagetiger.com/equalityscreening/1 
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The Trust screened 94 policies and proposals including 1 Equality 

Impact Assessment (EQIA) outcome report completed during the 

2024/2025 year.  

 

All quarterly reports for the reporting period are made available on the 

Trust’s website: 

Equality and Human Rights Screening - Apr to Jun 24 

Equality and Human Rights Screening - July to Sept 24 

Equality and Human Rights Screening- Oct to Dec 24 

Equality and Human Rights Screening - Jan to Mar 25 

 

Read&Write Software Support for Staff 

 

The Trust is the only health Trust in NI to have a license for Read&Write 

Assistive Technology software.  The software is available to all staff, 

Trust wide without the need for disclosure of a disability.    

It is particularly supportive of staff who have difficulties with reading and 

writing online e.g. neurodiverse staff, staff with a visual impairment, staff 

whose first language is not English and staff with anxiety. In addition, it 

is available to families of staff.   500+ staff have accessed the software. 

It is recommended by Occupational Health colleagues, part of the staff 

B-Well support hub and promoted by the Social Workers learning and 

development team particularly for new social workers who use the 

software in university. 

Investment in this software underpins our commitment to provide 

reasonable adjustments and equity of access for our staff.  The software 

is easily and freely available to all our staff and has proved invaluable in 

the timely reduction of barriers to online communication.  An online 

Read&Write Staff Guidance has been designed to help staff access the 

software and to optimise use of the software. 

 

https://belfasttrust.hscni.net/about/publications/equality-and-human-rights-screening/
https://belfasttrust.hscni.net/about/publications/equality-and-human-rights-screening/
https://belfasttrust.hscni.net/about/publications/equality-and-human-rights-screening/
https://belfasttrust.hscni.net/about/publications/equality-and-human-rights-screening/
https://belfasttrust.pagetiger.com/readandwrite-staff-guidance/1
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Staff have access to toolkits to support their provision of accessible 

communication including the use of interpreting and translation services. 

https://belfasttrust.pagetiger.com/accessibleandinclusivecommunication/

1 

https://view.pagetiger.com/belfasttrustinterpreting/1 

  

https://belfasttrust.pagetiger.com/accessibleandinclusivecommunication/1
https://belfasttrust.pagetiger.com/accessibleandinclusivecommunication/1
https://view.pagetiger.com/belfasttrustinterpreting/1
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3. MEASURING THE IMPROVEMENT 
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Reducing Healthcare Associated Infections (HCAIs)  

Central Nursing 

Reducing the risk of Healthcare Associated Infections (HCAIs) continues 

to be a key priority for the Belfast Health and Social Care Trust 

(BHSCT). A range of strategies are employed to minimise HCAIs, 

including continuous risk assessments for patient placement, strict 

adherence to hand hygiene practices, appropriate use of personal 

protective equipment (PPE), implementation of Aseptic Non-Touch 

Technique (ANTT), antimicrobial stewardship, maintaining a clean 

environment, and effective decontamination of equipment. Wards and 

departments, with oversight from Health Care Associated Infection and 

Antimicrobial Stewardship Improvement Team, remain committed to 

driving improvements and fostering positive change in these areas. 

 

Measuring the Improvement  

The Department of Health (DoH) Northern Ireland set new Maximum 

Target Incidence Rates for MRSA blood stream infections and 

Clostridium difficile infections (CDI) in line with the new UK AMR 

National Action Plan 2024-2029. Given the challenges associated with 

reducing Gram-Negative Bacteraemia (GNB) infections to date, no 

maximum target was suggested for 2024/25, but rather each Trust were 

encouraged to minimise risk factors for GNB infections where possible.  

 

The 2024/25 Maximum Target Incidence Rate for CDIs was 23.7% with 

an outturn of 21.68%. For MRSA bacteraemia the Maximum Target 

Incidence Rate was 4.313% and the outturn 2.71%. 
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Below is the BHSCT’s five-year datasets for CDI and MRSA 

bacteraemia.   

 

Clostridium difficile  

 

Chart showing Total Number of Clostridium difficile Infections. Target = 

110, Result = 118 (01.04.2020 – 31.03.2025). 

 

Post-COVID-19 there has been a significant increase in C. difficile 

infection rates both regionally and nationally, potentially the contributory 

factor is increased use of antimicrobials in both primary and secondary 

care. The patients presenting to BHSCT ED are often sicker than those 

that historically presented. In addition, this increased presentation to 

EDs frequently equates to inpatient wards running at over-capacity with 

longer patient stays, which in turn has a direct and commensurate 

increase in antibiotic use.  

There is regular microbiology input, in both ICU and 

haematology/oncology, areas have significant input from the 

Antimicrobial Stewardship pharmacy team and audit findings indicate 

antibiotic prescribing is appropriate. 
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Post Infection Review Learning: C. difficile infection recorded on 

Part I of the death certificate. 

 

 

 

 

 

 

 

Importance of timely completion of an IPC risk assessment on 
every patient when admitted and on transfer to assist in 

effective communication between wards and departments.

Importance of daily review of patient placement.

Importance of timely administration of critical medicines

Need to focus on antimicrobial stewardship, particularly in relation 
to areas that have experienced increased incidences/outbreaks of 

C.difficile. 

Need to ensure daily medical review of patients with CDI and to 
treat CDI as a diagnosis in its own right. Regular review of the 

management of patients with C.difficile infection by an MDT (i.e. 
IPCNs, ICD, Gastroenterology, Antimicrobial pharmacist, Dietician) 

as per national guidance would also give greater oversight of all 
CDI cases.

For deaths attributed to CDI, ensuring consultants/senior 
clinicians have oversight of juniors completing death 

certificates.

C.difficile Flow Sheet not always fully completed
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MRSA Bacteraemia   

 

Chart showing Total Number of MRSA bacteraemia episodes. Target = 

11, Results = 16 (01.04.2020 – 31.03.2025). 

 

Post Infection Review Learning: MRSA bacteraemia

 

Management and monitoring 
of peripheral venous 

catheters (PVCs) and central 
venous catheters (CVCs) –
siting only where clinically 
required, ensuring detailed 
record keeping of clinical 
indication, insertion dates 
etc., removal of vascular 

access lines when no longer 
clinically indicated.

Ensuring compliance with the 
‘Methicillin Resistant 

Staphylococcus Aureus 
screening and management 
of colonised patients’ policy, 
ensuring ‘at risk’ patients are 

screened timely and correctly. 
Followed by subsequent 

suppression or decolonisation 
therapy as appropriate.

Importance of timely 
completion of an IPC risk 

assessment on every patient 
when admitted and on transfer 

to assist in effective 
communication between wards 

and departments. 

Insertion of urinary catheters 
only when clinically indicated, 

applying the principles of 
ANTT, and removal as soon as 
they are no longer required.

The requirement for service groups 
to carry out auditing of ANTT, hand 

hygiene and PPE.

Escalation through the Divisions of the 
mandatory requirement of medical staff 

to have two yearly or yearly ANTT 
assessments (depending on the area of 

work).

Documenting the taking of 
blood cultures including date, 
technique, by whom and how 

many attempts were 
required.

For deaths attributed to 
MRSA bacteraemia, ensuring 
consultants/senior clinicians 

have oversight of juniors 
completing death certificates.

Importance of daily review of patient 
placement and importance of 

retaining accurate records of patient 
placement.
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Gram-Negative Bacteraemia  

 

Chart showing Total Number GNB episodes. Target = 229, Results = 

223 (01.04.2020 – 31.03.2025) 

 

Learning: Gram-Negative Bacteraemia 

 

 

Documenting the 
taking of blood 

cultures including 
date, technique, by 

whom and how many 
attempts were 

required.

E.coli accounted for 
the majority of the 

Gram-negative 
bacteraemia. Local 
investigations occur 
on the identification 

of GNBs and the 
Divisional Nurse 
reports potential 

source of infection to 
the monthly HCAI and 

AMS Improvement 
Team.

Focused attention 
required in relation to 

the prevention of 
catheter associated 

urinary tract 
infections (CAUTIs), 
given their potential 
as a source of E.coli

bacteraemia
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Respiratory Virus Infections 

In 2024/2025, the IPC Team observed a steep rise in cases of Influenza 

A cases and a decrease in cases of COVID-19; this was in keeping with 

regional and national trends, overall, the IPC Team managed: 

• 1225 COVID-19 positive results down 4% from 2023/2024 

• 1805 Influenza positive results, up 117% increase from 2023/2024. 

• 74 COVID-19 outbreaks, which is approximately a 53% decrease 

from Year 2023/24 

• 25 Influenza outbreaks, up 108% from 2023/2024. 

The IPC Team supported 6 Independent Care Homes in COVID-19 

outbreak. 

 

Hand Hygiene    

Hand Hygiene is a key Infection Prevention and Control (IPC) measure 

to protect patients, visitors, and staff and to reduce HCAIs. All staff, 

regardless of banding, profession or working must adhere to the Trust 

Hand Hygiene Policy. Audits are crucial to monitor compliance. Service 

Areas undertake regular peer audits of each ward and department with 

the minimum compliance score set at ≥80%. The BHSCT Hand Hygiene 

Policy outlines the audit and escalation processes. 

 

IPC Team’s proactive audit of clinical practice was not possible; IPC 

Team moved to a reactive model of audit, generally in response to 

outbreaks and/or increased incidents (exception Augmented Care 

Areas). There were 54 Hand Hygiene (HH) audits undertaken across the 

BHSCT during 2024/2025 with an overall average score of 86%.  
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Independent Hand Hygiene Audit Compliance 

 

 

The IPC Team continue to support areas obtaining non-compliant audit 

results through education (on both Hand Hygiene and peer auditor 

training) for all members of the multi-disciplinary team, consideration of 

practical solutions (such as location of hand sanitiser dispensers) and 

monitoring of practice until compliant scores are obtained.  

 

 

Safer Surgery: WHO Checklist   

The WHO Surgical safety checklist has been in place across all 

theatre departments within the Belfast Trust since 2010. It is designed to 

reduce the number of errors and complications resulting from surgical 

procedures by improving team communication and by verifying and 

checking essential care interventions.  

 

The checklist ensures that each surgical team has taken all the right 

steps before and after surgery to ensure patient safety for example by 

making the surgical team aware of any patient allergies, minimising the 
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risk of surgery on the wrong site or the wrong patient or minimising the 

risk of the wrong procedure being performed.  

Compliance with the checklist is measured through monthly audits which 

are reported on at Specialty, Divisional and Trust level.  

 

 

Chart showing WHO Checklist Compliance (Mean = 94%).  

 

 

Falls  

 

In the 2024/25, period 2,472 falls were recorded within the acute adult 

inpatient area. This represents a 7.2% increase compared to the previous 

year. During the same period, 69 falls classified as moderate or above 

were recorded. This represents a 13.7% decrease in serious falls, 

compared to the previous year. 
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Chart showing Number of Falls Data. Average Number of Falls range 

from 170 to 250 per month from April 2024 to March 2025, an average of 

206 falls per month 

Key: Mod, Maj and Cat = Moderate, Major and Catastrophic 

 

Key underlying factors contributing to falls identified from post fall 

review: 

1. Failure to review and update fall risk assessments at key 

stages outlined in the ‘Management and Prevention of Adult 

Inpatient Falls in a Hospital Setting’, policy 

2. Failure to adequately communicate the findings of risk 

assessments 

3. Failure to implement risk control measures/ fall prevention 

strategies 

4. Failure to ensure correct levels of supervision. 

 

Actions taken to reduce harm from falls within the BHSCT 

Meadowlands 3, MPH commenced a quality improvement project 

focusing on falls prevention in Feb ’24. A review of all falls from 

Sept 24 – Nov 24 was completed and PDSA cycle1 focused on 
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patient falls occurring on day duty. Staff felt there was a correlation 

between tea break times and increased patient fall incidents. An 

assessment of the current staff tea break schedules was 

completed to determine overlap. A revised break schedule to 

ensure optimal staff presence during high-risk periods was 

introduced. PDSA Cycle 1: ‘Adjusting staff tea break schedules as 

a falls prevention strategy to reduce patient falls on Meadowlands 

3’.  

• Further PDSA cycles included; Intentional Rounding to all patient 

bays/rooms to identify potential risks eg mobility aid within 

reach,participation of all staff in completing the FallSafe audit and 

reflecting on the results, night duty staff; ensuring night lights were 

utilised within patient bay/rooms. 

• Signage developed by Ward E, MIH falls QI project was 

implemented, highlighting the patient’s mobility status, supervision 

required, and mobility aid used. 

 

Data collected pre falls project, Meadowlands 3, MPH from Sept 24-Nov 

24 total =16 falls. Falls data collected from Apr 25-Jun 25; total = 6 

falls. 

 

Withers MPH identified an increasing number of falls occurring from Jan 

‘25- April ’25. Ward Mangers were asked to complete a falls action plan, 

bespoke to their ward. By the 30th of April ’25 each ward had 

successfully: 

• Introduced a FallSafe notice board  

•  Investigated all falls recorded on datix and discussed with MDT 

•  Nursing Development Leads reviewed falls documentation on 

Encompass and addressed issues e.g. Bed rail matrix 

• The safe and appropriate use of bedrails was discussed at safety 

briefs and the use of alternative fall prevention interventions 

highlighted e.g. falls assistive technology/ low entry beds. 

• Implementation of bedside signage, highlighting patients fall risk, 

mobility and supervision requirement. 
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• FallSafe audits completed showed compliance in 4 areas had 

improved with 2 areas identified as requiring additional support. 

 

Wards C, D, E MIH Additional fields were integrated into the datix report 

to support staff to record an accurate account of the fall incident. The 

aim, to assist in the root cause analysis and help identify timely learning. 

Ward C, D and E are currently piloting the post fall documentation on 

datix. Feedback from Ward Managers has been positive; it reduces their 

time in retrospectively acquiring the information, provides an accurate 

account of the incident aiding a timely response to sharing the learning 

from the incident and identifies areas of documentation that have been 

omitted.  

 

FallSafe Coordinator continues to: 

• Lead and support the implementation of the FallSafe Care Bundle 

and serves as the central point of contact for fall prevention 

initiatives.  

• Provides FallSafe Awareness sessions to the multidisciplinary 

team and encourages staff to utilise the fall e-learning modules on 

Learn HSCNI. Four hundred and ten staff participated in FallSafe 

training from April ‘24 – Mar ‘25. 

• Supports FallSafe Champions in fall prevention best practices. 

 

Falls prevention 

• The BHSCT continues to implement FallSafe, a UK based quality 

improvement programme, spearheaded by the Royal College of 

Physicians and the Health Foundation, to embed evidence-based 

care bundles and multifactorial assessments into the acute adult 

inpatient setting. The FallSafe Coordinator works closely with the 

MDT to optimize patient safety and supports ward areas in 

reducing patient falls and related injuries by promoting best 

practices and education. This work advocates ensuring a safer 

environment for patients, to help reduce the patient’s risk of falling, 
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protecting vulnerable patients and supports the BHSCT 

commitment to high-quality safe care. 

•  Regional Inpatient Falls Group incorporates MDT staff from all 

Trusts; it sets direction and informs strategy on falls prevention for 

adult inpatient wards. 

• Regional shared learning from serious falls is submitted monthly to 

the PHA by each Trust and this helps develop regional falls quality 

improvement work. The group is currently reviewing a regional 

approach to staff education on ‘the safe use of bed rails’, 

developing a regional bed rail policy along with an advice leaflet for 

patients. The group is currently working on the annual ‘Learning 

from Falls newsletter’ The newsletter shares key learning from 

incidents of inpatient falls across HSC Trusts, which have been 

identified from post fall review. The fourth edition is due to be 

published September 2025  

  

 

ENCOMPASS 

• The introduction of ENCOMPASS in June 2024 provides a digital 

record of the fall risk assessments and prevention strategies. It 

provides a regional approach to fall prevention and streamlines 

documentation, supports real-time decision-making and improves 

patient safety. The fall risk assessments support clinical judgement 

by providing staff with fall prevention interventions to consider e.g. 

low entry bed/ falls assistive technology and offers guidance within 

the system to support staff e.g. NICE guidelines on recording CNS 

observations. When a patient is identified at risk of falling, a falls 

icon is displayed on the patients storyboard to alert the 

multidisciplinary team (MDT) to the heightened fall risk.  However, 

changes are required to the falls build to improve compliance and 

ensure consistency. 

 

FallSafe KPI /Audit 

• A new Falls KPI has been developed, reducing the number of 

elements audited from 13 to 8 and is completed monthly on five 
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patients. The target/goal is to achieve 95% (> or greater) 

compliance. 

• The measure will be calculated as individual compliance for each 

of the 8 elements of the Falls KPI:  

 

8 Elements include:  

1. Mobility 

2. Vision 

3. Elimination 

4. Lying & Standing BP 

5. Delirium  

(Three elements have two parts) 

• Regional guidance has been developed to support Nursing Leads 

and managers, navigate the Encompass Inpatient Nursing KPI 

Dashboard to cascade training to clinical staff  

• Audit compliance will provide assurance that staff within HSC are 

delivering safe, effective evidence-based falls risk assessments 

and care, with an overall aim to reduce the patients’ risk of falling 

to the lowest level reasonably practicable. The collection of this 

data will also allow clinical staff to identify potential areas of 

concern contributing to inpatient falls and empower them to 

develop strategies to address this adverse patient outcome.   

 

Falls Forum 

The Falls Forum plays a key role in coordinating, reviewing and 

improving falls prevention efforts within the acute adult inpatient wards. 

The Forum acts as a collaborative platform to drive inpatient fall 

prevention efforts. It ensures the injurious inpatient falls are 

systematically reviewed, lessons are shared, and continuous 

improvement is embedded in ward practice. The group has recently 

been successful in the procurement of ‘flat lifting equipment’ for the 

Fracture Service on the Royal Victoria site.  
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Pressure Ulcers 

Pressure ulcers range in severity, from patches of discoloured skin to 

extensive wounds filled with necrotic tissue and involving fascia, muscle, 

and bone (CKS 2024). They usually occur over a bony prominence but 

may also be related to a medical device or other objects. Complications 

of pressure ulcers include pain, infection, and increased mortality.  

 

They are recognised as one of the top three burdensome harms 

(Slawomirski et al, 2017), and result in the highest number of healthy life 

years lost (Hauck et al, 2017). In addition, Guest et al (2017) 

demonstrated that they detract from scarce NHS resources, resulting in 

the highest number of bed day losses, and high treatment costs (thought 

to be more than £1.4 million every day). 

 

Number of Pressure Ulcers Reported   

To prepare this, report all pressure damage (n=5176) reported as a 

Clinical Incident was interrogated from April 2023 to March 2025. 877 

incidents were excluded from this report as they developed outside the 

Belfast Trust. This does not mean that the incident was ignored, rather 

the appropriate care authority was asked to review.   

 

Incidents removed from the Belfast Trust Figures.  

Reason  Number  

Admitted to the Caseload with Pressure Damage  439 

Acquired in Nursing Homes  51 

Acquired outside of Belfast Trust  268 
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Duplicates 2094 

Total  2852 

 

A further 399 reports of Cat 1 pressure ulcers were removed from this 

analysis as non-blanching redness is not considered a clinical incident.   

 

 

 

From 01/04/24- 31/03/25, 824 people developed a pressure ulcer whilst 

cared for by the Belfast Trust (Primary and Secondary Care). This is a 

decrease of 186 people in comparison to 2023/24.  In 69% of cases (570 

people), pressure damage was deemed unavoidable. This meant that 

there was no shortfall in nursing care, rather, the patient was medically 

unstable and could not be turned, or care was declined/could not be 

provided as per the patient’s expressed wish.  In 31% cases (254, 

pressure damage was deemed avoidable).  Our incidence rate of 

avoidable pressure damage was 0.2%/1000 bed days.  In 2023/2024 it 

was 0.5%. 
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Key Learning: Themes identified from post pressure ulcer Incident 

reviews: 

Whilst our rate per 1000 bed days is low.  We are acutely aware that 

every avoidable pressure ulcer causes pain and distress for our patients. 

To understand what we need to do better; a thematic analysis was 

undertaken.  The data tells us that 80% of avoidable pressure damage 

relates: 

1. An inadequate pressure ulcer prevention plan   

2. Inadequate repositioning regime, i.e., patient not repositioned in 

keeping with their assessed need 

3. Pressure Ulcer risk not identified on admission, or re-evaluated if the 

person’s condition changed  

4. Pressure Ulcer incident was not investigated – Superficial pressure 

ulcers are investigated by the Ward/Department Sister/Charge Nurse, 

or their deputy.  If they do not complete this analysis the incident is 

deemed avoidable. 

5. Caused by medical equipment which was not repositioned as often as 

needed 

6. Vulnerable heels not elevated off the bed 

7. Pressure points not checked at least once per shift 

8. Patient up to sit for long periods without a pressure relieving cushion.  

All these issues can be addressed and will require a commitment to the 

provision of education on pressure ulcer prevention, shared learning, 

and the purchase of pressure relieving cushions for prevention.  We also 

need to use of data proactively, i.e., to recognise and respond to gaps in 

care before the patient comes to harm.   

 

Collaborations  

Regional: The Trust actively participates with the PHA and other HSC 

Trusts through The Regional Pressure Ulcer Group. In this group 

pressure ulcer rates and improvement work is shared and discussed to 

determine share best practice and learn from others. In 2024, this group 

updated the Regional Pressure Ulcer Prevention Leaflet for Patients and 

Carers. And, following the Belfast Trust’s work with TILII (Tell it like it is) 

to produce an ‘easy read’ pressure ulcer prevention booklet, the 
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Regional Pressure Ulcer Group decided to adopt and adapt the booklet 

for use across Northern Ireland. 

 

The Trust worked with the PHA, and the CEC to create and deliver a 

pressure ulcer prevention package for midwives. This includes a   

SSKIN Bundle Care Plan on Encompass, an eLearning package 

(available through LearnHSCNI), and online training through the Clinical 

Education Centre.  

 

Queens University – The Trust worked with School of Nursing and 

Midwifery, Queens University Belfast, to deliver a 12-week module on 

pressure ulcer prevention and management.   In 2024/25, 53 post 

registered students from across Northern Ireland undertook the Module.  

We also worked with a service user and the School of Nursing & 

Midwifery to produce a video entitled ‘Happy Skin Healthy You’.  This 

demonstrates simple actions that a service user can take to look after 

their skin.  This video was used in the National Stop the Pressure 

Campaign (see below) and can be viewed here: Happy Skin Healthy 

You 

 

National: In November 2024, the Belfast Trust partnered with the PHA, 

NI Healthcare Trusts, educational partners, and the UK ‘Stop the 

Pressure’ 4 Nations Campaign (Society of Tissue Viability, UK), to raise 

awareness of communicating pressure ulcer prevention to people with a 

range of disabilities.  The Belfast Trust Tissue Viability Nurse Team and 

the Learning Disability Nurse Team led on the creation of 5 short 

Makaton videos relating to key element of the SSKIN Bundle Care 

(Surfaces, Skin checks, Keep Moving, Increased Moisture Management 

and Nutrition).   

 

Next Steps:  

Over the next financial year, the Trust will work to address issues 

detailed in the thematic review. For example, we will develop a sitting 

https://www.youtube.com/watch?v=GIbsKR6CTa8
https://www.youtube.com/watch?v=GIbsKR6CTa8
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protocol which will be incorporated into our pressure ulcer prevention 

and management policy. 

We will also support the development and testing of an Encompass 

Report which relates to key performance indicators for pressure ulcer 

prevention.   

The Trust will once again take part in the annual Stop the Pressure 

campaign – the theme this year is person focused and is entitled ‘What 

Matters to Me” 

  

Example of Good Practice 

The Tissue Viability Nurse (TVN) Team review pressure ulcer incidents 

reported on Datix daily.  If the patient has sustained superficial damage, 

the TVN will alert the Ward Sister or District Nursing Sister to complete a 

post pressure ulcer incident review.   By completing this review, the 

team caring for the patient can compare care delivered against national 

and international standards of care. This enables them to see what was 

done and what could be done better.    

 

If the TVN notes a significant pressure ulcer they will immediately 

contact the ward to gather more information, ensure a management plan 

is in place, and plan to see and assess the person as needed.  Following 

this, they will undertake a review of care alongside the nurse-in-charge 

of the ward/department.  This means that care is peer reviewed.  If there 

appears to be an omission in care, the Tissue Viability Nurse will assist 

the Ward Sister and an Assistant Service Manager to investigate further. 

 

Venous Thromboembolism (VTE)   

 

In 2020 the All-Party Parliamentary Group for Thrombosis (APPGT) 

reported estimated annual cost of VTE across NHS Trusts alone, more 

than £165 million. In addition, the NHS claims related to venous 

thromboembolism (VTE) have resulted in substantial litigation 

costs. From April 1, 2012, to March 31, 2022, NHS Resolution 

documented 687 closed VTE-related claims, with 411 settled and 

damages paid totalling over £23 million. 

https://resolution.nhs.uk/resources/venous-thromboembolism/
https://resolution.nhs.uk/resources/venous-thromboembolism/
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The incidence of VTE is 1-2 persons per 1000 of the population, and risk 

increases with age, 1 in 20 people will have a VTE at some time during 

their life, with half associated with prior hospitalisation for medical illness 

or surgery. Crucially two thirds of these events are preventable. To date, 

it is impossible to identify those individuals who will develop a VTE, 

therefore a risk assessment is the first step in preventing death and 

disability from VTE and vital to indicate need for appropriate 

thromboprophylaxis. It is important to note that patients who are risk 

assessed are 15 times more likely to receive some form of 

thromboprophylaxis. 

 

The BHSCT strives to achieve zero patient harm, and trust wide, staff 

endeavour to maintain high level of compliance regarding VTE risk 

assessment, achieving, maintaining and often exceeding the Trust 

target. 
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The introduction of Encompass in June 2024 has revolutionised how we 

work providing access to patient information, in real time. Audits are 

undertaken remotely, saving time travelling between five hospital sites. 

Digital records provide comprehensive knowledge in one location and 

expedite analysis of both patient demographics and treatment details, 

enabling pertinent information gathering, regarding admission 

date/discharge, details of risk assessment not completed/potential 

omission/s of medication or missed opportunities for mechanical 

prophylaxis. 

 

Epic facilitates timely contact with the managing team efficiently and 

effectively. However, the BHSCT exemplary compliance rate (graph 1, 

green linear line) in VTE risk assessment completion did fall below 

standard for July 2024, as staff grappled with a new way of working 

(graph 1, purple line).  Unfortunately, VTE Risk assessment was not 

made mandatory on the new digital system, but with medical, nursing 

and pharmacy and Encompass teams’ collaboration, there has been a 

plethora of solutions and education sessions, in person and on teams, 

put in place and continues to be a working progress. The need for ‘hard 

stop’ VTE Risk assessment identified and escalated, resulting in NI 

Trusts working in partnership to resolve the issue. 

 

Encompass has also enabled the VTE team to investigate and analyse 

patient information following identification of a confirmed thrombotic 

event on digital imaging platform, SECTRA, checked daily, using code 

selection. The team can survey admission history for each patient during 

the 90 days prior, to establish if risk assessment completed, and within 

24 hours of admission. Other factors under scrutiny include renal 

function, patient weight, missed doses and use of anti-embolism hosiery. 

Collection and interpretation of all data allow us to determine if the 

patient has a Hospital Associated Thrombosis (HAT). Information then 

shared with Admission Consultant and team, regarding outcome of initial 

findings, with some requiring further investigation / root cause analysis at 

ward level. 
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Research has shown that Hospital Acquired Thrombosis account for up 

to 60% of all diagnosed VTE, defined as associated with an admission 

or day procedure in hospital within 90 days prior to a confirmed 

diagnosis of deep vein thrombosis (DVT) or pulmonary embolism (PE). 

In comparison, BHSCT data demonstrates that 51% of VTE diagnosed 

were associated with being in hospital. Graph 2 illustrates BHSCT 

specialities where most HAT have occurred, reflective/ indicative of the 

high-risk patient population.  

 

VTE prevention is key and begins with awareness and culminates with 

decisive action that anticipates risk, mitigates harm and elevates the 

standard of care. The BHSCT VTE team, supported by colleagues 

across all disciplines and specialities continue to embed how vital VTE 

risk assessment is, in improving health outcomes for the patients who 

come into our care. VTE prevention is now included in mandatory 

training and the VTE team committed to being proactive in BHSCT 

safety campaigns, namely ‘March to Safety’ and ‘SAFEtember’, 

providing education sessions, both face to face and using various media 

platforms. ‘CLOTober’ founded, and earlier this year we had our first 

multidisciplinary conference with Deputy Chief Medical Officer delivering 

the opening lecture. A register of VTE champions established, to stay 

informed and ensure good and consistent practice at ward level. We 

continue to collaborate with our colleagues in NHS England and HSC 

Ireland to exchange ideas and experience to influence and improve 

practice. 

 

Medicines Optimisation 

 

The Northern Ireland Medicines Optimisation Framework aims to support 

better healthcare outcomes for our population by focusing attention on 

gaining the best possible outcome from medicines every time they are 

prescribed, dispensed or administered. The framework supports quality 

improvement through the consistent delivery of recognised best practice 

and supports the development and implementation of new evidence-

based practice. 
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Pharmacy teams across the Trust are involved in several safety and 

quality initiatives supporting medicines optimisation for both inpatients 

and outpatients. A few examples are below: 

 

Orthopaedics pharmacist 

Optimising Orthopaedic Theatre Efficiency Through Proactive 

Pharmacy Pre-Admission Interventions 

In response to significant elective orthopaedic waiting lists across 

Northern Ireland, the pharmacy team at Musgrave Park Hospital has 

extended its role in the pre-admission process beyond medicines 

reconciliation. Building on the success of a prior SQB initiative, the team 

has begun proactively contacting patients within a critical window prior to 

surgery to identify and resolve medicines-related risks that could result 

in same-day cancellations. 

Theatre slots are an invaluable resource in the current climate of long 

waiting lists and operational pressures. Nationally, cancelled surgeries 

are a persistent issue—with an estimated 1 in 25 operations in the UK 

cancelled on the day, often due to preventable reasons such as 

medication mismanagement or recent health changes. Pharmacy is 

uniquely positioned to support safer, more efficient pathways to surgery. 

By contacting patients approximately 4-7 days before their scheduled 

orthopaedic procedure, the pharmacy team aimed to: 

• Identify patients who had not followed key pre-surgery medicines 

advice (e.g. stopping Sodium-Glucose Co-Transporter 2 (SGLT2) 

inhibitors such as dapagliflozin or anticoagulants) which could lead 

to cancelled surgery on admission  

• Escalate clinical issues (e.g., recent infections or procedures).  

• Enable timely replacement of cancelled patients to avoid theatre 

downtime.  

 

Impact Summary 

Of 20+ cases reviewed since late 2024 – the pharmacist was able to 

positively intervene to re-educate the patient and rectify medicine related 
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issues. In 11 cases this supported re-allocation of theatre time with 

surgical colleagues to prevent wasted theatre capacity.  

 

 

The project demonstrates a clear return on investment for minimal 

pharmacist time. Future directions include: 

• Formalising the call window to maximise the chance of arranging a 

replacement.  

• Embedding pharmacy alerts for high-risk medicines (e.g. SGLT2 

inhibitors, anticoagulants).  

• Sharing data with perioperative team to drive wider MDT 

engagement in pre-op optimisation.  

 

This pharmacist-led model has potential scalability across other high-

demand surgical specialities to protect valuable theatre time and 

enhance patient safety. 
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Dermatology:  Ustekinumab Biosimilar Switch program 2024-2025 

The BHSCT dermatology pharmacist, working with colleagues in 

dermatology has succeeded in completing a ustekinumab biosimilar 

switch. A biosimilar is a biological medicine that has been shown to have 

no clinically meaningful differences from the original in terms of quality, 

safety and efficacy. In chronic disease management, patients may have 

reservations about switching from well- established therapies to new 

biosimilar medicines which are made from living cells and natural 

ingredients, hence this is different to a branded to generic switch. 

Biosimilar brands of dermatology medicines were launched in 

September 2024 and switching began in BHSCT in December 2024 - 73 

patients were on the originator brand of ustekinumab - Stelara and the 

biosimilar brand Uzpruvo was selected for use in dermatology. 

Switching patients to biosimilars offers opportunity for more cost-

effective use of medicines.  However, lack of knowledge and 

misconceptions among patients and HCPs about the effectiveness and 

safety of biosimilars can contribute to poor switch rates. Patient and GP 

letters were created and issued out highlighting the reason for the switch 

with positive framing being utilised. Patients with any concerns were 

reassured with a telephone call by the pharmacist with clear, confident 

and accurate information provided. 

 

Results 

Of the 73 patients on Stelara in September 2024 67 (92%) patients were 

switched to biosimilar brand Uzpruvo. The switch was completed in 

February 2025. Significant cost efficiencies have been made by this 

switch enabling health services reinvestment in other 

therapies/treatment pathways.  

As of July 2025, no patients have switched back to originator brand 

Stelara highlighting a positive reaction to the biosimilar brand, Uzpruvo 

with no issues experienced to date. 

The high switch rate achieved by this positive, pharmacist led program 

supports medicines optimisation in dermatology patients and the use of 

cost-effective therapies. 
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BHSCT pharmacy undergraduate experiential placement quality 

(2024/25) 

There have been significant developments in the undergraduate training 

for Pharmacy students in N.I, with a greater emphasis on experiential 

learning (EL) in primary and secondary care sectors. This will prepare 

pharmacists to have a greater role in providing safe and effective clinical 

care to patients and the public and from 2026, pharmacists will be 

prescribers at the point of registration. 

In 2024-2025, clinical education & clinical pharmacist teams facilitated 

151 pharmacy undergraduates (2nd-4th year) from QUB and UU for 18 

weeks of EL. A key emphasis is placed on evaluating the experience of 

students and the quality of EL provision in training pharmacists of 

tomorrow. We have recognised continued high rates of satisfaction from 

students in the EL, in line with the regional average – see table below. 

 

 How would you rate your hospital experiential learning 

(EL) overall? 

Student 

Year 

Group 

BHSCT student EL rating (rating 1-5) 

2nd Year  4.5 Response rate 67% (36/54) 

3rd Year 4.6 Response rate 52% (28/54) 

4th Year 4.5 Response Rate 85% (33/39) 

 

Below are some of the students and pharmacists’ comments on their 

experience with EL. 

 

Student feedback 

 

 

 

“My confidence in talking to 

patients has immensely 

developed” 

 

“My practice supervisor(s) were really 

knowledgeable and really good at their 

jobs. It was really inspiring” 

 

“They fostered such a strong 

learning environment!” 
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Pharmacist feedback 

 

 

 

Some new concepts were introduced in 2024/25 to enhance the quality 

of EL.   

• Introduction of Inter-professional learning (IPL) with 3rd year 

nursing students and 2nd year pharmacy students (completed 

two activities together on the ward patient observations (NEWS2) and 

pharmaceutical calculations (IV drug administration).  

• "IPL is an excellent way to incorporate MDT working. Both the nursing 

and pharmacy students enjoyed the experience and were proud to 

represent their profession when completing the tasks." Pharmacist. 

• Introduction of Near-Peer teaching with 4th year pharmacy 

students and 2nd year pharmacy students  

 

“I feel that continued incorporation of near peer teaching is invaluable: It 

gives the 4th year student responsibility, It enhances 4th year student 

confidence in their own knowledge, 2nd year students may prefer to be 

taught by someone closer in experience to them (less intimidating), 

given that this is their first hospital placement and it supports clinical 

pharmacists with time management.” Pharmacist.  

 

Improving Safety through Compliance with Ward-Level Labelling of 

Insulin Pens 

In 2022, following an incident involving the administration of insulin to a 

patient from an unlabelled, previously used, pre-filled insulin pen, a Trust 

wide Shared Learning letter was issued. This reminded staff that pre-

filled insulin pens are for use by a single patient only and should be 

labelled with a patient identifier label. 

Following this, an audit identified that pre-filled pens held as ward stock 

were not being consistently labelled at ward level, with only 29% of ward 

“Students were professional 

and engaged well with staff 

and patients” 

 

“Beneficial for pharmacists to develop 

skills as trainers” 

 

“Students were engaged, enthusiastic 

and appeared to be well prepared” 
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stock prefilled insulin pens in use having a patient identifier label 

attached.  To address this, a blank pre-printed patient identifier label was 

developed alongside a short educational presentation for nursing staff. 

This approach was piloted on several wards by the Medication Safety 

team with assistance of clinical pharmacy technicians supporting and 

providing education and label resupply.  Re-audit a year later showed 

100% compliance with pen labelling at ward level.  

In June 2024, the Trust moved to a single electronic healthcare record 

(Encompass) and the ability to provide wards with this blank pre-printed 

patient identifier label was no longer available. Post go live, several 

incidents were reported related to unlabelled, in-use insulin pens being 

found at ward level. Whilst Encompass offers alternate options to print a 

patient identifier label at ward level, some of these options introduce 

additional safety risks.  

The Medication Safety team worked with Encompass and Nursing 

colleagues to agree on a labelling option at ward level. An updated short 

educational video was produced, alongside a poster, and distributed to 

all wards both via email and in hard copy in April 2025. Wards were 

asked to confirm that they have highlighted the need to label insulin 

pens at ward level with their staff, and that they have included the 

educational video in staff inductions and displayed the information poster 

at ward level. As of July 2025, 65% of wards have confirmed they have 

carried out these actions. Currently a re-audit is underway to measure 

compliance with these actions.  
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Yellow Card Centre Northern Ireland 

The Yellow Card Centre Northern Ireland works in partnership with the 

MHRA to promote and support reporting of suspected adverse reactions 

to medicines and healthcare products to the Yellow Card scheme.   

 

  

The first annual report for 2023-2024 was published on 12th June 2025.  

The report shows that 797 reports to the Yellow Card scheme were 

made from Northern Ireland, an increase of 32% compared to 2022. The 

full report can be found at Yellow Card Centre Northern Ireland | Belfast 

Health & Social Care Trust website 

The second annual report for 2024-2025 is anticipated around 

November 2025. 

 

 

 

 

https://belfasttrust.hscni.net/services/yellow-card-centre-northern-ireland/
https://belfasttrust.hscni.net/services/yellow-card-centre-northern-ireland/
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NI Clinical Research Network 

 

The Belfast Health & Social Care Trust (BHSCT) is the hosting 

organisation for both the Northern Ireland Clinical Research Network 

(NICRN) coordinating centre, and the Northern Ireland Cancer trials 

network (NICTN). The BHSCT accounts for most clinical trials and other 

high quality research projects active within the HSC environment. The 

Networks deploy a range of clinical research staff including, nurses, 

AHPs, optometrists, imagers, radiographers, a clinical psychologist, 

health care assistants and administrative teams to help support the 

service across the BHSCT sites. We maintain our commitment to the 

teams and provide ongoing professional development and learning 

across all disease specialities and sites throughout the year. 

 

Over the reporting period NICRN/NICTN have experienced some 

significant challenges whilst the Trust restructures its research approval 

service. Within this reporting year we are pleased to confirm that 

NICRN/NICTN: 

• Supported the delivery of 202 studies active within BHSCT. 

• Twenty-six of these were new studies opened within year and 25 

closed out. 

• During running these trials, 3638 participants were screened for 

their suitability and 837 were recruited. 

• These participants ranged across 13 of the 14 regional disease 

specialities. 

• Most studies, 163 (80%), were non-commercially sponsored 

studies.  

• Only 39 (19%) were commercially sponsored. 

• Almost two thirds (138 /63%) were interventional in design and 64 

(31%) observational. 

• Proportionally the Critical care, Oncology and Neurodegenerative 

specialities accounted for the largest proportion of recruitment in 

year with 20%. 11% and 12% of total BHSCT recruitment 

respectively. 
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Below are examples of the great work the NICRN and NICTN are 

delivering on behalf of BHSCT. 

 

The FAST Clinic 

In October 2024, the Northern Ireland Cancer Trials Network celebrated 

success at the Advancing Healthcare Awards hosted at Stormont Hotel.  

The ‘FAST Clinic Team’ was awarded ’Best collaboration between clinic, 

academia and industry’ and was also named ‘Overall AHA Winner 2024’ 

for their ADVOCATE project - ADVancing radiOtherapy teChniques as A 

TEam!  

The FAST clinic is an innovative research procedural clinic set up in 

2015 at the Northern Ireland Cancer Centre; a partnership between the 

NI Cancer Trials Network, the NI Cancer Centre Radiotherapy 

Department and ProEX Prostate Cancer Centre of Excellence (Queen’s 

University Belfast). FAST has enabled patients with prostate cancer to 

have access to advanced image guided radiotherapy techniques offered 

through local, national, and international clinical trials - a notable 

example of research and service working together for the benefit of our 

patients. 

The most significant outcome from the FAST clinic was the introduction 

of the safe and accurate delivery of SABR, which now enables 

radiotherapy treatment to be delivered as five fractions over 1.5 weeks, 

rather than 20-39 fractions over 4 to 8 weeks. This has huge advantages 

for both the patient and the radiotherapy department.  

To date, 77 patients have received prostate SABR five fraction 

radiotherapy through a clinical trial. Experience and expertise gained in 

trials has enabled 107 patients to be treated with SABR as standard of 

care treatment - the first centre on the island of Ireland to deliver this 

cutting-edge technology. The radiotherapy department has already 

saved 134 hours of radiotherapy by utilising SABR, freeing up capacity 

on linear accelerators for other cancer patients.   

The FAST clinic and the implementation of SABR was only achievable 

with the development of a large multi-disciplinary Belfast Trust group, 

closely partnered with QUB (ProEX) and commercial companies. 



93 
 

Performance and efficiency of this clinic have demanded an ongoing 

collective approach working across professional, departmental and 

institutional boundaries. 

The partnership by the Consultant Clinical Oncologists, NI Cancer Trial 

Network-Clinical Research Radiographers, Radiographers, Physicists, 

Clinical Research Fellows and Treatment Planning Technicians has 

enabled 145 patients to enrol in world-class radiotherapy trials receiving 

leading-edge advanced radiotherapy.  

The knowledge and skills gained by team in the FAST clinic will be 

utilised as a foundation to advance radiotherapy techniques for prostate 

cancer patients across Northern Ireland.  

 

Critical Care SOS Trial 

The NICRN Critical Care Team in Belfast HSCT, have recruited 46 

patients to the SOS (Sugar or Salt) trial, becoming the second highest 

recruiting centre in the UK.  

Doctors need to know the best treatments for severe brain swelling after 

head injuries to improve outcomes for patients. The two main drugs that 

are currently used to treat brain swelling are hypertonic saline (a strong 

salt solution) and mannitol (a sugary solution). Currently, it is not known 

which drug is the most effective treatment for brain swelling. The study 

aims to look at adult patients who are admitted to the ICU with a 

traumatic brain injury and raised intracranial pressure. Patients are 

randomised, half the patients will receive hypertonic saline and half will 

receive mannitol. The study will compare how effective the different 

drugs are at reducing the pressure on the brain. It will also assess which 

is better at helping the patient to recover. 

The SOS trial is open in over 22 centres throughout the UK and is a 

challenging trial to deliver – patients with traumatic brain injury arrive at 

all times of day or night and need to be treated as an emergency when 

intracranial (brain) pressure rises, so this is hard work.  We would like to 

thank the team for all their hard work and progress in the trial. 
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Outstanding Recruitment for Belfast Trust Orthopaedic Trials 

 

Congratulations to Belfast Trust based Orthopaedics Research 

coordinator Ms Sharon Marks who recruited well to both 

the DUALITY and LIT studies. Both studies fall under the WHITE 

Platform: World Hip Trauma Evaluation (WHiTE) – a framework for 

clinical trials for fragility hip fracture in those aged 60 and over. 

 WHITE PLATFORM 12: DUALITY: Dual mobility (DM) versus standard 

articulation total hip replacement (THR) in the treatment of older adults 

with a hip fracture. The study aimed to determine the clinical and cost 

effectiveness of dual mobility versus standard articulation total hip 

replacement, in the treatment of adults aged 65 years and over with an 

acute, displaced intracapsular hip fracture. 

Dr Owen Diamond is the PI for DUALITY. The study recruited 26 

patients. The RVH site received a special mention in the WHiTE 

PLATFORM Newsletter, for being the second highest recruiter for the 

study. Second only to the Royal Cornwall Hospital. 

 WHiTE10 – LIT: Lidocaine Intravenous Trial (LIT). This study aims to 

investigate the use of a drug called ‘lidocaine’ to see if it reduces the risk 

of delirium during surgery for a hip fracture.  

Dr Ciara O’Donnell is the PI for LIT. The study recruited 30 patients. The 

RVH site got another special mention in the WHiTE PLATFORM 

Newsletter 4 for being the fifth highest recruiter for the study.   

Amazing recruitment for a national trial and an outstanding achievement 

for the entire research team; coordinator Ms Sharon Marks; PI’s Dr 

Owen Diamond; Dr Ciara O’Donnell and sub–PI’s Daryl 

McCauley; Krishanu Dey; Ethan Toner; Chris Madden -McKee. 

 

Professor Giuliana Silvestri Receives CBE Medal at Windsor Castle 

Last July we celebrated our esteemed colleague, Professor Giuliana 

Silvestri, Clinical Director for Ophthalmic Services and NI Clinical 

Research Network Vision lead. Prof Silvestri received the Commander of 

the Order of the British Empire medal (CBE) for services to 
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ophthalmology and eye care in Northern Ireland, at a ceremony in 

Windsor Castle. Huge congratulations again to Prof Silvestri, CBE on 

this momentous day, from your colleagues at the NI Clinical Research 

Network and Belfast Trust. 
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Cardiac Arrest Rates 
 

This data shows an increase in cardiac arrest calls by 20% in 24/25 

compared to 23/24. Areas that data has been collected from are areas 

that use the 6666 call to activate the crash team. Areas excluded are 

Emergency department, ICU, CCU as these areas do not consistently 

call the crash team. This was regionally agreed to exclude these areas 

by all trusts in N.I. 
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Improvement Projects 
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4. RAISING THE STANDARDS 
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Emergency Department (ED) Information 

Belfast Trust - Emergency Departments (RVH, MIH and RBHSC) 

*includes UCC and Minor Injury Units. 

 

*Emergency re-admission rate (CHKS monthly data points – Last 2 

years is not available due to the launch of Encompass. 

 

Sepsis in Emergency Departments 

Sepsis is a condition where the body has a severe response to infection 

injuring its own tissues and organs. Sepsis can lead to shock, multiple 

organ failure and death, especially if not recognized early and treated 

promptly. Sepsis 6 is the name given to a bundle of interventions 

designed to reduce the mortality of patients with sepsis through timely 

intervention.  

The graph below shows the percentage of patients who were 

administered antibiotics within 60 minutes of arrival to the emergency 

department.  

 

 
2021/22 2022/23 2023/24 2024/25 

% in 4 hours 53% 48% 44% 37% 

12 hour waits 19,536 27,837 31,796 34,284 

% of patients who Did Not Wait 8% 9% 11% 12% 

Average time from arrival to first 

seen by Clinician/ENP (in mins) 137 164 178 221 

Percentage of attendances who 

reattended within 7 days 2.4% 2.8% 2.8% 5.9% 
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Mortality Information 

The Trust robustly reviews the deaths of patients in our hospitals and 

compares this information with other peer hospitals for the same period. 

One way in which this information (known as the crude mortality rate) is 

shared is via a graph called a Funnel Plot Chart. Funnel Plots add an 

element of statistical reliability to basic figures; they do this by applying 

statistical control limits above and below the average performance of a 

group. These limits are represented by the top and bottom lines on the 

graph with an average line in the middle.  

 

*Standardised mortality ratio (Funnel Chart) is not included in this year’s 

report as this information is not yet available via Encompass.  
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Emergency Department ED) Improvement Work 

On 3rd March 2025 the ED team at the RVH held a celebration event 

highlighting their ongoing improvement projects and achievements.  

 

 

See below for a range of ED Quality Improvement Project posters.  
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External Guidelines  

The Trust receives external guidance from many sources, i.e., the 

Department of Health (DoH), Strategic Planning & Performance Group 

(SPPG) and the Public Health Agency (PHA). 

 

The chart below provides a breakdown of External Guidance (excluding 

NICE) received during April 2024 – March 2025. There was a decrease 

overall in the number received (90) compared to April 2023 – March 

2024 (139). 

 

Safety Quality Alerts/Reminders (SQA/SQR), HSS (MD), Misc & Covid-

19 related correspondence decreased, with HSC (SQSD) 

correspondence remaining the same. From 2024-2025 National 

Confidential Enquiry into Patient Outcome and Death (NCEPOD) reports 

have been disseminated by the Standards & Guidelines team via the 

Outcome Review Assurance Group (ORAG). 5 NCEPOD study reports 

were received during the reporting year. 

 

 

 

There has been an increase in NICE Guidelines (NGs) received during 

this timeframe, however Technology Appraisals (TAs) and Interventional 

Procedure Guidance (IPG) received have decreased. 
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External Guidance – Actions taken to improve processes and minimise 

number of outstanding external Guidance: 

The Standards & Guidelines Department have developed a policy 

regarding The Management of External Guidance (including NICE 

Guidelines) to inform and guide BHSCT staff on the processes of 

dissemination, implementation, submitting responses and monitoring 

compliance.  

 

Recruitment of a Band 5 Administration Manager has also taken place, 

with the expectation that outstanding responses and backlog issues can 

be eradicated. 

 

The team continue to provide administrative support to help areas 

complete their baseline assessment tools (BATs) and have been 

working collaboratively with other Trusts in NI to contribute to the 

completion of BATs for regional services commissioned through BHSCT. 
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Clinical Audit  

• National and regional audits supported by the clinical audit team 

• Local clinical audits are also supported (resource dependent) as a 

means of measuring practice against defined standards to: 

o Provide reassurance that compliance with standards is good 

o Highlight poor compliance to reduce risk and inefficiencies 

o Lead to improved patient care and outcomes 

 

Clinical Audits Registered 2024/2025                            

Local Clinical Audits 126 

National Clinical Audits 37 

Regional Clinical 

Audits 

27 

Total 190 

 

Clinical Audit (NICE) 

National Comparative Audit of Bedside Transfusion Practice 2024 Re-

audit (NHS Blood and Transplant, 2024 – report published 22/07/2024) 

 

Background 

Ensuring the right blood is given to the right patient is a crucial aspect of 

transfusion practice and undertaking the correct pre-administration 

bedside checks in the correct way is a critical point in reducing potential 

errors. NHS Trusts are required to ensure that all staff involved in the 

transfusion process are adequately trained and that robust policies are 

in place to cover all aspects of transfusion care. These policies must 

specifically include the pre-transfusion bedside administration checks, 

the care of the patient during a transfusion episode and the 

management and reporting of any adverse events.1 A patient safety 

alert issued by the Department of Health in 2017 highlighted that 
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patients were being harmed, and some had died, as a result of being 

given incorrect blood, including ABO incompatible transfusions. Most 

could have been prevented if the final bedside check had been carried 

out correctly. This alert encouraged use of a structured bedside 

checklist, both to prompt all necessary checks, and to allow 

documentation that all steps were performed. A series of national audits 

of bedside transfusion practice have been carried out since the mid-

1990s with the last performed in 2011. Those audits highlighted that a 

small proportion of patients receiving blood were vulnerable to errors 

due to lack of adequate pre-transfusion identification checks and 

appropriate observations. Previous cycles of this audit focussed on 

retrospective notes-based audit to confirm whether the bedside 

transfusion process was being followed. On this occasion we used a 

prospective observational methodology to better understand the reasons 

for errors and identify opportunities for improvement. Electronic blood 

management systems have been recommended, with an aim to improve 

transfusion bedside safety via barcode scanning technology. This 

enables an automated electronic check of the component to be 

transfused against the patient’s requirements in the Laboratory 

Information Management System (LIMS). This audit will record the use 

of these systems and their impact on compliance with bedside checks. 

This audit will provide data and insight into current practice and highlight 

areas where further work is required to meet national standards. 

 

Aims 

The key aim of this re-audit is to determine whether the current BSH 

guideline ‘Administration of Blood Components’ (2017) is being followed 

and to determine if there has been any improvement in compliance 

compared to previous audit cycles. It also looked to assess whether any 

specially developed documentation or technologies used to support 

bedside transfusion practice have a beneficial effect. The audit seeks to 

understand the reasons for any areas for non-compliance, to help 

identify the barriers and facilitators of good practice. Results will be 

summarised nationally and regionally, and individual site data will be fed 

back to reporters. The findings will feed into recommendations for 

improvements, and organisations can tailor their response based on 
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local needs identified by their own site results. The aim is to improve 

blood transfusion safety by working to reduce the risk of harm due to a 

wrong component being transfused, and ensure patients are 

appropriately monitored to detect any adverse reaction. 

 

Methodology 

All NHS Trusts and independent hospitals in England were invited to 

participate in the audit. Trusts/ Health boards and hospitals in Wales, 

Northern Ireland and Scotland were also invited to participate. Sites 

were asked to provide data on a sample of up to 40 patients being 

transfused in the months of March and April 2024. We additionally asked 

for details of what electronic systems sites had in place to support the 

bedside transfusion process. The auditor was asked to attend the clinical 

area shortly after a unit of blood had been collected for transfusion. They 

observed the bedside checking process, recording any omissions and 

the reasons for these. The staff member performing the checks was 

asked to verbalise the process, so the auditor was aware what 

information they were checking. To ensure patient safety, auditors were 

advised to offer a prompt if any check had been missed, before 

transfusion was commenced. Auditors recorded whether clinical 

observations had been documented pre-, during and after transfusion, 

either by re-attending the clinical area or looking at electronic records if 

available. Audit data were entered onto pre-printed proformas which 

were returned to NHSBT for processing or entered directly into the 

NHSBT online audit system. In addition, an organisational survey asked 

Trusts about their policies for performing bedside checks (one-person or 

two-person and the details of these), the availability of a bedside 

checklist and the adoption of electronic bedside systems. 

 

Summary 

• 2918 transfusions were audited by 166 sites over a 2-month 

period.  

• The audit demonstrates overall reasonably safe practice but has 

identified areas for improvement.  
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• Knowledge gaps, staffing pressures, lack of equipment (such as 

workstations on wheels, ID band printers), environmental factors 

(space, layout), set-up of systems (e.g. accessibility of a checklist) 

and varying practice in outpatient settings were all identified as 

contributing to poor compliance.  

• The prospective observational design of this audit enabled auditors 

to pick up errors or omissions as they happened and to take 

immediate corrective steps and provide education in real-time.  

• Checking process:  

o A pre-transfusion checklist was not used in 14.1% 

(411/2918) of transfusions. 7.1% (12/168) of sites reported 

not having a checklist in place.  

o 67.3% (113/168) of sites have a policy requiring a two-

person check before blood administration, and of those 

70.6% (72/102) specify a two-person independent check. Of 

1764 two-person checks observed, 833 (47.2%) were not 

carried out independently. Misunderstanding about the 

meaning of a two-person independent check was common.  

o 3.5% (137/3895) of checks were not carried out at the 

bedside.  

o The checking process was interrupted in 7.8% (210/2690) of 

cases but was only recommenced from the start in 49.0% 

(96/196). Most interruptions could be avoided by ensuring 

equipment, patient and prescription are all ready before 

collecting units.  

• Positive patient ID: 

o 3.4% (99/2907) of patients were not wearing a form of ID, 

and in two thirds there was no appropriate reason for this.  

o In 7.0% (241/3434) of transfusion checks, the patient was 

not positively identified by asking them to state their name 

and date of birth, and these details were not checked against 

the ID band in 4.1% (140/3420).  

• Individual bedside checks: 
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o Compliance with most individual steps in the checking 

process was between 88% and 99%. A visual inspection of 

the unit (88.5% compliance, 3461/3910) and a check against 

special requirement stated on the prescription (92.6% 

compliance, 1444/1559) were most frequently missed.  

o A two-person independent check increased the likelihood 

that between them, one checker would cover every step.  

• Electronic systems: 

o 36.3% (61/168) of sites have an electronic bedside system 

for pre-transfusion checks.  

o An electronic device was used in 25.0% (728/2913) of 

transfusion checks observed. Where an electronic device 

was used, there was lower percentage compliance with all 

steps of the staff checks, including those (positively 

identifying the patient, check of details against ID band, 

ensuring component matches prescription, visual inspection 

of unit) that the device cannot check. 

• Patient observations: 

o A complete set of observations was not recorded pre-

transfusion in 6.2% (178/2885) of cases, during transfusion 

(within 30 minutes of starting) in 11.7% (337/2878) and post-

transfusion in 12.4% (354/2850).  

• Training: 

o 94.8% (4426/4670) of staff performing bedside checks had 

completed transfusion training within the last 3 years, but 39 

reported having no training and 205 (4.4%) were unsure.  

Note that denominators vary as not all questions were answered for all 

cases audited. 

 

Recommendations 

• Hospital transfusion teams should review their training on bedside 

transfusion practice to ensure:  
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o This is in line with Trust policy (e.g. about two-person 

independent checking, or number of staff required when 

using an electronic device)  

o This emphasises the reasons why checks are required, not 

just how to perform them  

o Refresher sessions/ bite-sized reminders of key points are 

available in between the main 2- or 3-year mandatory 

training cycle  

• Ensure a pre-transfusion checklist is available in a format 

facilitating easy use at the bedside  

• When electronic bedside systems to support pre-transfusion 

checks are introduced, transfusion teams should ensure:  

o The systems are configured and equipment available so they 

can be used at the bedside  

o Training emphasises the continued importance of human 

checks, particularly those that the machine cannot perform 

(positive patient ID and check against wristband/ check 

against prescription/ visual inspection of unit)  

o They continue to review how the devices are used in practice 

and identify any workarounds which can erode the safety 

benefits  

• If site audit has identified a cultural or systemic issue with ID bands 

(e.g. not being used in a particular setting, with no risk-assessed 

alternative) this should be escalated through hospital safety 

governance, as this represents a risk extending beyond 

transfusion.  

• Empower patients to view the ID check as a positive step to 

ensure their safety, and to ask for this if it has not been performed 

– this may be particularly applicable in regularly-transfused 

patients in an outpatient setting, where there is a risk of 

complacency.  

• Consider whether prompts can be built into the transfusion 

pathway, for example to ensure that equipment and patient are 

ready prior to collecting blood, and observations are taken. 
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Electronic systems and integrated care plans may have a role in 

this.  

• Disseminate local audit findings via a top-down (nursing 

governance) and bottom-up (ward nurses in charge, staff huddles) 

approach, to ensure key messages reach the individuals 

performing these tasks day-to-day. This should include settings not 

involved in the original data collection.  

 

Read the full Report here: 

 

 

 

Clinical Audit (RQIA) 

 

Analysis of Serious Adverse Incidents Reported to RQIA Where the 

diagnosis is Addictions / Substance Misuse 

 

Overview:  

The system for reporting adverse incidents was first introduced in 

Northern Ireland in 2004 by the former Department of Health, Social 

Services and Public Safety (DHSSPS), now known as the Department of 

Health (DoH). Reporting arrangements were transferred to the Health 

and Social Care Board (HSCB), now the Strategic Planning and 

Performance Group (SPPG) within the DoH, in partnership with the 

Public Health Agency (PHA), in 2010. Updates to this regional SAI 

procedure were implemented in 2010, 2013 and 2016. The current 

version of the regional SAI procedure1 which was last updated in 2016, 

advises that SAI reviews should be conducted at a level appropriate and 

proportionate to the complexity of the incident under review. 

 

 

2024 National 

Comparative Audit of Bedside Transfusion  report.pdf
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Findings:  

 

 

 

 

Recommendations: 

There were 388 recommendations linked to all SAIs received during this 

three-year period and 109 recommendations linked to SAIs with the 

diagnosis of Addiction/Substance Misuse. 
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This report has identified that improvements are required in the SAI 

process which aligns with the recommendations made in the RQIA 

Review of the Systems and Processes for Learning from Serious 

Adverse Incidents in Northern Ireland, June 2022. The DoH has 

commenced its SAI redesign programme of work in July 2023, and 

therefore no further recommendations in this regard are stated in this 

report. 

 

Read the full report: 

https://www.rqia.org.uk/RQIA/files/24/24765aab-014c-42bb-ba0b-

9aa85e739704.pdf  

 

 

Cancer Services – Annual Quality Report FY24/25  

 

Throughout FY24/25, the Cancer Services team have worked with the 

various tumour sites to improve performance against the 14, 31, and 62-

day targets for cancer.  

 

However, meeting these targets continues to be an ongoing challenge, 

for several reasons:  

• Increasing referrals, with limited capacity in meeting demand  

https://www.rqia.org.uk/RQIA/files/24/24765aab-014c-42bb-ba0b-9aa85e739704.pdf
https://www.rqia.org.uk/RQIA/files/24/24765aab-014c-42bb-ba0b-9aa85e739704.pdf
https://www.rqia.org.uk/RQIA/files/24/24765aab-014c-42bb-ba0b-9aa85e739704.pdf
https://www.rqia.org.uk/RQIA/files/24/24765aab-014c-42bb-ba0b-9aa85e739704.pdf
https://www.rqia.org.uk/RQIA/files/24/24765aab-014c-42bb-ba0b-9aa85e739704.pdf
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• Late transfers from other Trusts to the Regional services at Belfast 

Trust for discussion at MDM and onward treatment  

• Delays in the diagnostic processes  

• Cancer Waiting Time Guidance is outdated (from 2008), and is not 

equitable with the rest of the UK  

 

This impacts on the timely access to the patient’s first definitive 

treatment.  

 

The graph below shows performance against these targets, comparing 

April 2024 – March 2025 with compliance from April 2023 – March 2024 

 

 

The Cancer Services team are working closely with the various tumour 

sites to identify key areas for improvement, including:  

• Introduction of a dedicated CUP (Cancers of Unknown Primary) 

Service and Regional MDM, which offers review, advice, and 

support of CUP cases – this ensures timely diagnosis, improved 

survival, efficient pathway to treatment, and better outcomes for 

patients – this service went live in October 2024.  

• Implementation of Nurse-Led Triage with Medical oversight within 

Urology, to improve patient flow from point of referral.  
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• Engagement with SPPG for additional funding for the provision of 

additional Consultant Pathologists to support improvement in 

diagnostic turnaround (ongoing).  

• Ensuring utilisation of Self-Directed Aftercare pathways, where 

appropriate. 

 

 

Safety & Quality Visits 

Safety & Quality Visits (SQV) help develop a culture of excellence in 

safety and quality by engaging, inspiring and supporting the workforce to 

deliver improved outcomes and experience for those in our care. Safety 

& Quality Visits involve senior leaders visiting both clinical and non-

clinical areas to provide an informal method for leaders to talk to front 

line staff about patient safety, what matters to staff and service users, to 

share service achievements, good practice and discuss what could be 

even better.  

 

During the period April 2024 – March 2025 138 SQVs were 

scheduled. However, due to the planned roll-out of Encompass and 

the requirement for pre-go live readiness activities, only 47 SQV took 

place.  
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Quality Improvement Projects 
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5. INTEGRATING THE CARE 
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Improvement Work Undertaken in Community Care  
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Improvement Work Undertaken in Community Mental Health  

 

Adult acute mental health 

PATH - The psychiatric Assessment and Treatment Hub (PATH) are a 

new initiative within the Belfast Trust designed to enhance patient 

experience, reduce pressure on emergency departments and support 

staff. PATH offers timely, person centred care and short-term 

interventions for individuals who cannot be safely managed in the 

community. Since launching in November 2024, PATH has led to a 75% 

reduction in patients waiting in ED for admission to mental health wards.  

The MDT collaborates with ED, social work, home treatment teams and 

inpatient units to ensure compassionate and patient centred care. 

Patients benefit from a safe, therapeutic environment and improved 

service user experience- relieving pressure from families and ED staff.  

PATH is grounded in empathy, dignity and respect as reflected in 

service user feedback.  

This initiative represents a transformative step in delivering holistic 

mental health support, reducing unneeded further hospital admission by 

42% and enabling continuity of care in the community 

 

Integrating the care – creating new pathways. EASI -   Inreach home 

treatment team 

A collaborative initiative between ward 5 and the home treatment team 

aimed at strengthening the referral pathway between ward 5 and the 

HTT. The primary objective was to enhance the efficiency of the referral 

pathway, enhance patient flow and to optimise the discharge process. 

This ensured that service users were supported to return home at the 

right stage in the recovery journey. 

 

The EASI Project – Enhancing Acute Service Integration. Home 

treatment Team Belfast.  

Ward 5 in AMHIC was noted to make up the largest proportion of 

referrals to HTT and have the Greatest number of referrals not accepted. 
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EASI was set up to improve this.  baseline data showed 41.6% of 

referrals made where Accepted By HTT. Post implementation of a in 

reach HTT practitioner seen referrals accepted to the caseload increase 

to 77%, an increase of 37% 

 

Student Mental Health.  

Timely access – Student Mental health has been able to achieve 

telephone contact within 1 day of a referral being received with 94.2% of 

the students referred to the service. With an average pf 10.7 working 

days between referral and first appointment.  

• 100% of urgent referrals assessed within 10 working days 

• 100% of routine referrals assessed within 9 weeks. 

• (Mar 24 – Feb 25), 75.8% of students show Clinical and/or 

Reliable Improvement.  

• (Dec 24 – Feb 25) 100% of the students who completed an 

evaluation would recommend the service to friends and family.  

 

Feedback: 

“Thank you, I didn't think I would make it through. I am not fully 

recovered but i have hope. I feel very emotional; this service saved my 

life. The staff are so kind, I don't know how they do it. I called sometimes 

in crisis, and I got a call back on the same day. She is so lovely, and her 

words made me feel hopeful, like I wasn't a lost cause. I don't know how 

to say how helpful this was to me. This service needs to stay and help 

others like me.” 
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Adult Social Care Services 

 

Adults referred for investigation and identified as at risk of abuse, 

neglect or exploitation 

In the financial year April 24 to March 25 – there were 4927 Adult 

Safeguarding (ASG) referrals received, of which: 

• 2286 were screened as “at risk of harm” and had an alternative 

safeguarding response in place.  

• 722 were screened as a “in need of protection investigation” which 

would have a protection plan in place 

• The rest were either screened as “no further action” or passed to 

another trust. 

 

 

Adults with a learning disability who were resettled in community 

placements had to be readmitted to hospital as a result of an 

irretrievable breakdown of the placement. 

During the reporting year 2024/25 this figure was zero.  
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Adults with a Learning Disability who had an Annual Health Check  

It is estimated that 370 out of 1756 adults with a learning disability had 

an annual health check. This accounts for 21.3% 

 

Carer Support and Carer Grant 

Children’s Community Services offer support to parents/ guardians with 

caring responsibilities for children with additional needs. This is primarily 

provided within Children with a Disability Services. There has been a 

significant increase in the number of carers assessments offered 

and completed within the reporting year from 170 in 2023/24 to 304 at 

2024/25. This is an increase of 44%. 

The number of carers offered a carers assessment in adult social 

care has decreased across this reporting period by 31% from 2632 to 

1826 and there has also been a decrease in the number of carers 

assessment completed ( by 31 %from 1997 to 1338) However the the 

% ratio of carers accepting the offer of a carers assessment has 

remained consistent, with 75% of carers offered availing of this 

support. 

The number of carers receiving a carers grant has reduced by 11% in 

this reporting period. The Trust reports that 1988 carers availed of carers 

grant from 1st April 23- 31st March 25.  
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The Trust is aware that the implementation of Encompass has impacted 

on quantitative data collection and carer assessment activity is higher 

than recorded in current systems. A focus on improving both data 

collection and activity will be prioritised in 25/26. The Trust notes that 

preparation for Go Live with Encompass and the initial embedding of this 

new system impacted on staff capacity to complete carers assessments 

in a timely manner in the first quarter of this reporting period.  

 

Applications for Assessment made by Approved Social Workers 

The Trust continues to provide Approved Social Work services both with 

a daytime rota and in the coordination and management of the Regional 

Emergency Social Work Service (RESWS), which provides out of hours 

social work support across Northern Ireland. 

The number of assessments made by Approved Social Workers 

under The Mental Health (NI) Order 1986 (MHO) has increased in 

both services in this reporting period. Day services have seen an 

increase of 9.97% to 331 in ASW assessments being completed 

from 298 in 2024/25. RESWS have seen an increase of 12% in ASW 

assessments being completed across the region. (from 637 in 23/24 

to 726 in 24/25)  
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% of applications for a period of assessment in hospital, made by 

Approved Social Workers. [This is the figure where people have 

been detained under the MHO] 

Day services have experienced a 13% increase in applications for 

admission to hospital for assessment (from 225 in 23/24 to 258 in 24/25) 

RESWS has experienced a 27.5% increase in applications for 

admission to hospital for assessment (from 435 in 23/24 to 602 in 24/25) 

 

 

 

Direct Payments Adult Social Care 

The number of adults in receipt of a direct payment has remained 

stable in the reporting period. There are currently 707 adults in receipt 

of a service who have chosen direct payments as the way to receive this 

service. This is an increase of 2.6%. Domiciliary care remains the 

preferred option of support for people who require a service at home or 

in the community. 
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Direct Payments in Children’s Community Services 

The use of direct payments for children with a disability is a preferred 

option for support for many parents/ carers. Within this reporting period 

there is an increase of 31% in Direct Payment service provision, with 

338 parents/ carers availing of this method of support for their children 

compared to 230 in the last reporting period. 
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Children’s Social Care Services 

 

Child Protection (CP) 

As of 31/03/2025 there were 405 children on the Child Protection 

register. In this reporting period there were 405 children on the Child 

Protection Register compared to 410 in 2023/24. Decrease of 1.2% 

 

 

Looked After Children (LAC) 

As of 31/03/2025 there were 1172 Looked After Children. In this 

reporting period there were 1172 Looked After Children compared to 

1095 in 2023/24. Increase of 7% 

 

 

300

350

400

No. of Children on CP Register
April 2024 - March 2025

Child Protection Register

800

900

1000

1100

1200

1300
No. of Looked After Children

April 2024 - March 2025



160 
 

Young People known to Leaving an Aftercare Service, are Engaged 

in Education, Training, and Employment 

76% of young people known to leaving an aftercare service in the 

Belfast Health and Social Care Trust are engaged in education, training, 

and employment*. This remains consistent with last year’s figures, 

resulting in no change with the previous reporting period. 

*DSF/Corporate Parenting Returns (10.4.10) 

 

 

Direct Payments  

296 of children are currently in receipt of Direct Payments as set 

against the HSCB commissioning direction target DSF/Corporate 

Parenting Returns*. This is a 7.8% increase on the previous year. 

 

Due to industrial action the following data is unavailable: 

• % of children or young person were seen within 24 hours of a 

Child protection referral being made.  

• % of looked after children within the Belfast Health and Social 

Care Trust were reviewed within regionally agreed timescales. 

• % of all looked after children in care for more than 3 months have 

a Permanency Panel Recommendation 
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• % of disabled children has a transition plan in place when they 

leave school within the trust. 

 

Integrated Care Services 

BFI Gold Award: BHSCT Health Visiting Service achieved the highly 

commended UNICEF Baby Friendly GOLD award in February 2025. 

This award is granted to services able to demonstrate and achieve 

sustainability in delivering and implementing the UNICEF Baby Friendly 

Initiative (BFI) standards. The BFI standards are crucial in ensuring that 

families receive the best support in building close, loving relationships 

and in feeding their babies to promote optimal health and development. 

 

Connected Community Care 

The Connected Community Care service is an initiative developed by 

the Belfast Integrated Care Partnerships to connect people to local 

health and wellbeing support services to help them keep well.  

For further information on this service please click HERE 

 

Regional Quality Improvement (QI) Programme for Social Work, 

Nursing and Midwifery 

 

 

https://www.communityni.org/organisation/connected-community-care
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The Trust was delighted to support 7 social work and social care leaders 

and 1 nursing leader to complete their Level 2 QI qualification through 

the Regional Quality Improvement Programme for Social Work, Nursing 

and Midwifery. The improvement projects undertaken have supported 

co-production, enhanced service delivery and multi-professional 

working. 

 

Domestic abuse; improved staff response 

This year there has been a continued focus on improving pathways, 

clarifying service area roles and responsibilities and awareness raising. 

A ‘Z’ Card (Credit card sized resource that folds out) was produced to 

standardise how staff recognise, respond, report and record incidents of 

domestic abuse. It is a practical guide for staff providing helpful tips on 

how to respond to abuse and how to safety plan. It also provides a list of 

useful contacts. This Z card has been disseminated to staff across the 

Trust and has been positively received by staff. 

 

Domestic abuse; information for the public 

A co-production project is on-going, including BHSCT representatives 

from Adult Safeguarding, Personal & Public Involvement Team, the 

Equality & Planning Team and Children’s Services alongside partner 

agencies; Women’s Aid, Men’s Advisory Project, Rainbow Project, 

NEXUS, ASSIST NI, and PSNI. The aim of the project is to create 

information that people with lived experience of domestic abuse and 

sexual violence: 

- would find useful, 

- is in a format that is useful to them, and 

- that will not increase their level of risk. 

Service user scoping has been undertaken by partner agencies and 

arising from the outcome of this, posters have been produced and 

enhanced information added to the BHSCT website.  

Work is on-going to produce a page tiger resource which will be 

accessible via a QR code on posters and on the BHSCT website.   
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Adult Safeguarding information on the Loop 

Adult Safeguarding information was moved from the ACOPS to EDSW 

section of the Loop this year. In preparation for this a staff survey was 

widely circulated to ascertain if the current information was useful or if 

there were any suggestions on how the information could be improved. 

Twenty-three staff responded. The responses were overwhelmingly 

positive about the current information; with many comments stating the 

current format of the information was “easy to navigate”. Any 

suggestions, which were made for improvement, were actively 

considered during the move, and any information requiring update was 

amended during the move.  

This process has ensured that the information available to our staff is up 

to date, relevant, and easily accessible.  

 

 

BHSCT Hospitals; Adult Safeguarding referral App and monthly 

activity reporting”- update  

The work undertaken to create a standardised Adult Safeguarding app 

within the acute general hospitals and the development of a monthly 

Adult Safeguarding Hospital report, allowing service areas to review their 

adult safeguarding activity to identify trends and patterns, was reported 

last year.  Within this reporting year we are pleased to report that this 

project was nominated for a BHSCT chairman’s award and was 

successful in winning first place in the category “excellent use of data”. 
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Further, the project was accepted for poster submission at the annual 

Regional Social Work Research Conference, held in Riddell Hall. The 

poster was voted by attendees as 3rd place poster; again, enhancing the 

profile of adult safeguarding. 

 

Domestic Homicide Reviews (DHRs) 

Domestic Homicide Reviews were established on a statutory basis 

under Section 9 of the Domestic Violence, Crime and Victims Act (2004) 

and were introduced into Northern Ireland in December 2020. The 

purpose of a Domestic Homicide Review is to prevent future homicides 

and improve organisational response to victims of domestic abuse. They 

are also undertaken to help increase our knowledge and understanding 

of how domestic abuse occurs and what we can do to help. This is done 

by reviewing the circumstances leading up to a death and identifying 

opportunities for change. 

 

Work in relation to DHRs is complex and intensive and has not come 

with additional funding.  

This year BHSCT have: 

• Implemented further mechanisms to ensure shared learning has 

occurred such as presentation at the Outcome Review Assurance 

Group, the Adult and Children’s Safeguarding Committees, and at 

various support forums.   

• Continued to monitor progress against actions agreed by the trust 

through regular meetings with applicable collective leadership teams.  

• Aided staff understanding of the DHR process, using presentations 

and the creation of flowcharts to explain the DHR process and 

various BHSCT roles. 
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Integrated Care System NI 

The Trust has recently begun implementation of the shadow Belfast 

Area Integrated Partnership Board (AIPB), with a move towards an 

Integrated Care System for Northern Ireland (ICSNI) commissioning 

framework. ICSNI is a strategic model introduced to transform how 

health and social care services are planned, managed, and delivered 

across Northern Ireland. It focuses on locality-based collaboration 

between health and social care providers, local communities, and 

service users to improve health outcomes, reduce inequalities, and 

deliver more person-centred care. The Belfast AIPB will advise on local 

commissioning of services, to better reflect needs and priorities of the 

Belfast population through use of population health data and evidence-

based priorities. 

Under ICSNI, commissioning will be increasingly focused 

on outcomes rather than activity, aiming to improve overall population 

health and wellbeing. 

 

As part of the implementation process to the shadow Belfast AIPB, the 

Trust welcomed the provision of a Health Profile of the Belfast 

population, developed by the Public Health Agency (PHA).  This 

measured deprivation using 2017 Northern Ireland Multiple Deprivation 

Measure (NIMDM). This is the official tool used to assess and rank the 

relative deprivation of areas across Northern Ireland, published by 

Northern Ireland Statistics and Research Agency (NISRA), it considers 

income and employment, health and disability, access to services, 

education and skills, living environment and crime and disorder.  

 

Belfast population health profile 

The PHA’s health profile confirmed that health inequalities in Belfast are 

prevalent and reflect significant disparities in health outcomes, with 

Belfast being over-represented in both the most and least deprived 

Super output areas in Northern Ireland.  With a more informed 

understanding of the current health needs of the people in Belfast, as 

well as the predictions of future demands, the Trust can plan more 



166 
 

effectively to face the challenges of keeping people healthy, providing 

high quality care when needed, and promoting equity of opportunity for 

the people we serve. 

 

Thank You Video from Ms Sara Templar, BHSCT Risk & 

Governance Co-Director 

 

In closing this year’s Annual Quality Report, we want to reflect on the 

remarkable dedication, resilience, and compassion shown by our people 

in the Belfast Trust. Our successful roll-out of encompass in June 2024 

was testament to the collective commitment of all our staff to work 

together to introduce a systemwide change. This was no easy task, but 

the benefits of that effort are clear. The advent of a single digital record 

for all patients and service users will impact on our ability to plan, 

evaluate, and improve our services – using real time data – for many 

years to come. 

Our Health and Social Care system continues to face significant and 

evolving pressures across all our services. And yet, in this context of 

unrelenting challenge and change, it is your unwavering commitment to 

delivering safe, high-quality care that has never been more evident. Your 

consistency and your care have driven meaningful improvements, 

enhanced patient experience, and ensured that quality and safety 

remain at the heart of all we do. 

The stories, data, and outcomes highlighted in this report are a 

testament to your professionalism and deep sense of responsibility. 

Each improvement made, each innovation developed, and each lesson 

learned is the result of your hard work, collaboration, and drive to do 

better—for patients, for families, and for one another. 

On behalf of the Trust’s leadership, thank you for your continued 

dedication. Let us take pride in what we have achieved together and let 

it motivate us to keep striving for excellence in the year ahead. 

 

There is an interactive version of the Report HERE 

https://belfasttrust.pagetiger.com/bhsct-annual-quality-report-2024-25/1

