


Overview  of  this  Plan

This  plan  is  consistent  with  the  Western  Trust’s  Aim.  Our  Aim  is  to  
provide  high  quality  patient  and  client  focused  Health  and  Social  Care  
services  through  well  trained  staff  with  high  morale.  



   associated  with  Section  75  of  the  
   Northern  Ireland  Act  1998,  and  with  

   duties  as  per  Sections  19  and  20  of  
   the  Health  and  Social  Care  Reform  Act    
   (Northern  Ireland)  2009.    

Overview  of  this  Plan
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Introduction

1.1  Purpose  of  this  Plan:

  

1.2  Background  to  this  Plan:



    

1.3  Transforming  Your  Care  (2011):  
   Principles  for  Whole-­Systems  
   Transformation:

Introduction



1.4  Meeting  the  Health  and  Social  Care  
   Needs  of  the  Population  of  the  
   Western  Trust  Area:  Commissioning    
   Priorities:

Introduction



The  Western  
   Trust  had  the  highest  SMR  in  Northern  
   Ireland  in  2013  for  Pneumonia   

Introduction
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1.4.1  Rising  to  the  Challenge  of  Tackling  
1.4.1  Health  Inequalities  in  the  Western  
1.4.1  Trust  Area1:

  

Introduction
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Introduction

  

the  communities  of  the  Western  Trust  

social  capital  and  resilience.  There  
exists  within  the  Western  Trust  area  
strong  health  leadership  within  

standing  partnerships  for  health  led  

sector  managers.  These  partnerships,  

nature,  ensure  that  those  organisations  
with  the  remit  and  capacity  to  impact  
on  health  determinants  work  together  
to  do  so.

Children’s  Health  and  Care  Pathway  
Development.  This  is  in  particularly  so  

prevention,  early  intervention,  service  
delivery  and  patient/client  supports.  
This  demonstrates  a  resilience  and  a  
willingness  at  grassroots  community  
level  in  the  West  to  develop  solutions  
at  local  level  and  to  work  in  partnership  
with  a  range  of  agencies  to  meet  local  
needs.  This  resource  is  acknowledged  
as  an  asset  to  the  West  in  developing  
a  social  model  of  care  and  opens  

organised  and  delivered  in  
the  future.  



Introduction

1.5  Working  Upstream  for  Population  
   Health:  Recognising  the  Role  of  

1.5.1  Our  Children  are  the  Adult  
   Patients  and  Clients  of  the  
   Future:  Opportunities  for  



Introduction

1.6  Implementing  a  Rights-­Based  
   Approach  to  Health  and  Social  
   Care  Service  Delivery:  Citizenship



Introduction

1.7  Planning  and  Delivering  Change  in  
   the  Western  Trust:  Process  to  Date:
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Personalisation

Self Directed Support

Direct Payment

Young Carer[s]

Carer Assessment

Advocacy/
Engagement

Adult Services
Improvement

Care Management 
Forum

NISAT

Safeguarding

Hospital Discharge

Domiciliary Care

Delegated Statutory 
Functions

Appointeeship

Regulated Services

Caseload Weighting

Training and
Development

Preparation for change

Cultural shift

Resilience building

Lone working

Assessment

Supervision

Values and Principles
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1.9  Listening  To  Our  Stakeholders

Involvement  (PPI)



Omagh
Co.  Tyrone
BT79  ONS

T:  028  82835278
Textphone:  028  82835345

Introduction





Effective  Integrated  Care

2.1  TYC  Reform  and  Integration 2.2  Effective  Integrated  Care  Model:       
   The  Eight  Domains  of  Integrated  
   Activities



Unplanned Care

Describes 
episodes of care 
where patients 
are acutely 
unwell or are in 
an accident and 
services need to 
be available to 
respond to these.

This care 
pathway should 
be minimised as 
much as possible 
and made as 
efficient as 
possible as much 
of this response 
could be 
prevented 
through more 
effective and 
efficient planned 
care.

Preventing 
Patients Getting 
to ED

Activities that 
prevent patients 
needing ED, they 
might include 
additional GP 
availability or 
alternative 
services.

Turning Patients 
Around in ED

Activities that 
prevent being 
admitted from ED, 
such as starting IV 
antibiotics to be 
continued in the 
community.

Shortening the 
inpatient stay

Activities that 
speed the journey 
through the 
hospital, such as 
24/7 access to 
labs and 
radiology.

Supporting Early 
Discharge

Activities that 
support patients 
being able to be 
cared for in a 
non-hospital 
environment such 
as a discharge 
risk assessment 
tool.

Planned Care

Describes 
episodes of care 
where care is 
planned in 
advance and 
routinely 
delivered.

This care 
pathway needs 
to be easier to 
deliver and more 
opportunistic. It 
also needs to be 
more consistent 
and can be 
developed 
through the 
availability of 
pathways, 
shared records 
and secure 
communication 
tools.

Prevention

Activities that 
can prevent the 
development of 
an ongoing heath 
or social care 
need. For 
example day 
opportunities or 
immunisation.

Patient 
Self-Management

Activities that 
empower patients 
to manage their 
illness or disability. 
Examples might 
be self-directed 
learning or group 
therapy.

Pro-active
Management

Activities that 
actively manage 
disease and 
disability within 
primary care such 
as a Diabetes 
treatment 
protocol.

MDT Case 
Management

Activities that 
provide utilise 
specialist support 
to the active 
management of 
disease and 
disability in 
primary care 
such as access 
to advice.





3.1  Considerations:  

Context  for  Reform  in  the  
Western  Trust  Area



Context  for  Reform  in  the  
Western  Trust  Area

3.2  Addressing  Regional  Reform  
   Programme  Priorities  in  the  
   Western  Trust

3.2.1  Regional  Priority:  Reablement

    The  Western  Trust  acknowledges  the          

    which  has  been  developed,  as  follows:  
    Reablement  is  a  person-­centred      
    approach  which  is  about  promoting      
    and  maximising  independence  to  allow    
    people  to  remain  in  their  own  home  
    as  long  as  possible.  It  is  designed  to  
    enable  people  to  gain  or  regain  their  

    skills  to  live  independently,  especially  
    after  having  experienced  a  health  
    or  social  care  crisis,  such  as  illness,  
    deterioration  in  health  or  injury.    



“Reablement  will  help  you  to  do
things  for  yourself  rather  than
having  to  rely  on  others”.

Context  for  Reform  in  the  
Western  Trust  Area

3.2.2  Regional  Priority:  
   Outpatients  Reform

Key Components of Outpatients’ Reform

Development of Outpatient Pathways

Working in Partnership with Primary care 
to develop Pathways for Patients between 
Primary and Secondary Care

Evidence-based E-health Solutions to 
Support Personalised Care

Management Systems for Integrated 
Working and Patient Information Pathways

Clinical and Process Governance Changes

Workforce Development and Culture Shift

* Commissioning of new facilities for 
Outpatients provision in the Community 
(LCG)



Context  for  Reform  in  the  
Western  Trust  Area

3.2.3  Regional  Priority:  Acute  
3.2.3  Hospital  Reform



3.2.4  Regional  Priority:  Care  Pathways  
3.2.4  



3.3  Western  Area  Priorities:

Context  for  Reform  in  the  
Western  Trust  Area

3.4  Developing  Pathways  through  
   the  Western  Area  Reform  Plan



Context  for  Reform  in  the  
Western  Trust  Area



3.4.1  (A-­F)  Pathways  Mapped  
Against  EIC  Model
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Carers  Support

Self  Directed  Support GP  Clinics  in
Nursing  Homes

Pharmacist  Care
Management

Medicines  Use  Review

Nutritional  Reviews

Dementia  Diagnosis

RISK  STRATIFICATION

Direct  Access  Radiology Initiatives  Currently  Under  Development  Within  the  Trust  Including  Acute  Care  at  Home

Admission  Avoidance

Falls  Prevention

Reform  of  Community  Services

24  Hour  Community  Nursing
Model

24  Hour  Community  Nursing
Model



3.4.1  (A-­F)  Pathways  Mapped  
Against  EIC  Model

   T  

Smoking  Cessation

Chronic  Condition  Pharmacy

Admission  Avoidance

Pulmonary  Rehab

Telehealth

Oxygen  Assessment

D
Tu

D
S S

Self  Management  Plans Virtual  Clinics

Spirometry

Dietician Telehealth Practice  Education

Voluntary  &  Community
Sector  Groups Respiratory  Psychology

Sleep  Service

RISK  STRATIFICATION

Direct  Admission Rapid  Response

IV  Antibiotics  in  the  Community

Pharmacist

Reablement

Community  Respiratory  Team



   T  

D
Tu

D
S S

Primary  Care  Teams  -­  GPs/District  Nursing/AHPs/Social  Work

Identification  of  Patients  -­  Gold  Standards  Framework  Meetings/Supportive  Care  or  Palliative  Care  Register/Hospital  MDTs

Hospital  Specialist  Palliative  Care  Services

Community  Specialist  Palliative  Care  Nursing  Service  (e.g.  Foyle  Hospice/NI  Hospice)

Day  Hospice/Self  Care  Clinic

Hospice  Inpatient  Unit  -­  e.g.  Foyle  Hospice/Ward  5  Tyrone  County  Hospital

Anticipatory  Care  Planning/Advanced  Care  Planning

Macmillan  GP  and  Macmillan  Care  Facilitator

Specialist  Palliative  Care  AHP  and  Social  Workers

Sharing  of  Information  Across  Sectors  -­  NIECR,  KIS,  RISOH,  OOH  Handover

Disease  Specific  Specialist  Teams  e.g.  Community  Respiratory

Compassionate  Communities

Rapid  Response  Nursing  Home  Treatment  and  Clinical  Intervention  Centres,  Tyrone  County  Hospital,  Omagh  and  Gransha  Park,  Londonderry

Carer  Support  and  Respite

GP  Services Hospital  Specialist  Palliative  Care  Services

Community  Specialist  Palliative  Care  Nursing  Services/Day  Hospice/Hospice  IT  Unit  (Currently  only  partially  funded)

24/7  Community  Nursing  and  Rapid  Response  Nursing  Home  Treatment  and  Clinical  Intervention  Centres
in  Tyrone  County  Hospital,  Omagh  and  Gransha  Park,  Londonderry

Western  Urgent  Care

OOH  Marie  Curie  Nursing  Service

NIAS  Services

24/7  Palliative  Equipment  Access  Plus  Relevant  OT  Input  to  Allow  Access

Marie  Curie  Overnight  Service Marie  Curie  Overnight  Service

Palliative  Care  Resources  e.g.  OOH  Folder/Palliative  Care  Sharepoint  on  WHSCT  Intranet

Sharing  of  Information  Across  Sectors  -­  NIECR,  KIS,  RISOH,  OOH  Handover

OOH  Pharmacy

Disease  Specific    Specialist  Services  -­  (Clinical  Nurse  Specialist,  Medical)

Carer  Support  and  Respite



3.4.1  (A-­F)  Pathways  Mapped  
Against  EIC  Model

   T  

Risk  Stratification:  Risk  of  T2  Diabetes,  Risk  Within  Confirmed  Diabetes,  Foot  Risk,  Hypoglycaemia  Risk,  Diabetes  Not  Controlled

Local  Community  Programme  Support
E.G.  OLT  -­  Creggan  Healthy  Living  Centre

Regional  &  National  Voluntary  Sector  Collaboration
E.G.  Diabetes  UK

Local  Preventative  Programmes
E.G.  Walking  Away  From  Diabetes

Patient  Experience  Feedback

Diabetes  Community  Team  Including  Increased  Nursing  &  AHP  Input  (Diatetics  &  Podiatry

Structured  Patient  Education Community  Based  Integrated  Care  Clinics  (Includes
Virtual  Clinics)  with  Complex  Case  Review

CARE  PLANNING

FOOT  CARE

Teen  to  Adult  Transition  Clinics  -­  Includes  Psychology  Input  Approach  Led  by  Dr.  Thiraviaraj

GP  &  Practice  Nurse  Education Additional  Paediatric  Nurses
Specialist  Nurses

Patient  Facing  Remote
AV  Consultation  (Antenatal)

Joint  Antenatal  Care  (Obstetrics  &  Midwifery)

Specialist  ADVICE  Request
Including  E-­Referral  Triage Joint  Renal  -­  Diabetes  Clinic

Direct  DSN  Phone  Line
(Community)

Sick  Day  Rules  Leaflet  &
Training  To  OOH  GP  Service

Risk  Stratification

Newly  Diagnosed  Diabetes
Pathway

Diagnostics  Guidance  Via
Virtual  Support  @  CCG

Referral  Point

ACUTE  DIABETIC  FOOT  PATHWAY  (Regional  Prototype)

Short  Stay  Paediatric
Assessment  Unit  (Enabler  For  

U16  Diabetes  Patients)

D
Tu

D
  

Direct  Acute  DSN  &  Consultant  Phone  Line

AED/AMU  Hypoglycaemia  Criteria  For  Discharge  Post  Assessment
(Attendance  Routes/Multiple  Admission)

Diabetes  Inpatient  Team

Web  Inpatient  Referral  System  (Quicker  Access  To  IP  Diabetes  Team

Electronic  Referral  To  Community
Diabetes  Team

Enhanced  OP  IV  Antibiotics
Provided  Via  Rapid  Response
Nursing  Service  (An  Enabler)

Diabetes  Community  Team  Combined  With  Consultants  and  Acute  Diabetes  Inpatient  Team
Diabetes  Support  Team  (Integrated,  Network  Based  Service  Model

Collaboration  With  Ambulance
Service  (NIAS)  Re:  Diabetes

Not  Controlled
(Major  Hypoglycemia  &  Virtual
Referral  For  Advice  Via  NIAS

Protocol)



   T  

Risk  Identification

Medicines  Optimisation

GP  Education  &  TIA  Clinic

GP  in  Outpatients

Orthoptic  Service

D
Tu

D
S S

Additional  OTs  &  SLTs

7  Day  Rehabilitation

ESD  PathwayAccess  &  Admission  Protocol

AI  Management

Access  to  Hyper-­Acute
Stroke  Ward

Data  Collection  &  Reporting

Access  to  Acute  Stroke  Ward

Access  to  Thrombolysis

Access  to  Radiology

3.4.1  (A-­F)  Pathways  Mapped  
Against  EIC  Model



3.4.1  (A-­F)  Pathways  Mapped  
Against  EIC  Model

   T  

D
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D
  

Community  &  Voluntary  Groups

Smoking  Cessation  

Primary  PCI  Service

Heart  Start

Heart  Teams

Regional  Cardiology  Capacity  
Implementation  Group

B.H.F

Neighbourhood  Renewal  
Services

Cardiac  Rehab

10,000  Voices  Initiative

Secondary  Prevention  Service

MINAP

Care  Planning

Virtual  Clinics

Rapid  Access  Chest  Pain  Clinic  
(RACPC)

Inherited  Diseases

Hypercholesterolemia  Services

Care  Planning

Specialist  Cardiac  Nurse

Heart  Failure  Service

Social  Services

AHP

Care  Planning

Cardiology  Pathways

Risk  Stratification

Liaison  with  NIAS  Regarding  
Primary  PCI

Direct  Admission  to  Cath  
Lab/CCU

Introduction  of  Chest  Pain  
Nursing  Service

Cardiology  Pathway

Referred  to  RACPC

Introduction  of  Chest  Pain  
Nursing  Service

High  Sensitivity  Troponins

Reablement

Medicines  Reconciliation

PCI/pPCI

NICE/ESC/BSE  Guidelines

Cardiac  Investigation  Early  
Appointments

Introduction  of  Chest  Pain  
Nursing  Service

OPALS

Rapid  Response  Teams  (RRT)



3.4.2  GP  Quality  and  
      Productivity  Pathways  

3.5  Additional  Cross  Directorate/
   Interdisciplinary  Reform  Initiatives

Context  for  Reform  in  the  
Western  Trust  Area



3.6  Cross  Border  Co-­operation  
   and  Reform

CAWT  INTERREG  V  Proposals    

Mental  Health

Older  People’s  services

Disability

Population  Health

Context  for  Reform  in  the  
Western  Trust  Area



Acute  Services

Children’s  Services

Human  Resources  and  
Workforce  Development

Context  for  Reform  in  the  
Western  Trust  Area





Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.0  Priorities  and  Vision:

    



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

  



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.1  Older  People’s  Assessment  and  
     Liaison  (OPAL)  

Description  and  Aim

Objectives



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

             

Risks

Metrics/Monitoring  



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.2  Reablement  and  Domiciliary  Care  

Description  and  Aim

Objectives



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

Risks

  Metrics/Monitoring  

   Metrics/Monitoring  



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.3.  Reform  of  Day  Care  

Description  and  Aim

Objectives



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

             

  

Risks

  

  Metrics/Monitoring  



4.4    Acute  Care  in  the  Community

Description  and  Aim

Objectives

Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services



  Metrics/Monitoring  
        

Risks

Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.5  Workforce  Reform:  AHP  Review  

Description  and  Aim



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

Objectives   Metrics/Monitoring



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

             

Risks

4.6  Reform  of  Residential  Homes  

Description  and  Aim



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.7  Acute  Care  at  Home

Description  and  Aim



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

Objectives

Metrics/Monitoring  



           

Risks

Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services



Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services

4.8  Summary  of  Reform  Projects  in  Primary  Care  and  Older  People’s  Services

Scheme Description

Older People’s 
Assessment and Liaison

Reablement & 
Domiciliary Care

Reform of Day Care

Acute Care in the 
Community

Adaptation of current Derry/Strabane/LImiavady OPAL 
model and rollout in Omagh/Fermanagh.

Reablement will enable older people to live fuller, longer, 
healthier lives with increased independence.  It will 
reduce referral rates to long-term caseloads and 
increase deferral of clients to other supports.  The 
Homecare Service will compliment a standardised model 
of in-house core homecare service. This is new model 
will be based on:

Teams
Teams

orking Arrangements for Staff

Reform the current model of daycare service provision to 
move from the current generic model to a differentiated 
provision across three  tiers of independence and four 
geographic locations. The review will also look at current 
utilisation of facilities and explore opportunities for 7 day 
service provision.

Review current services.  Develop and expand the range 
of services and treatments provided within primary care 
setting with the following community services. Moving 
towards a 24 hour community nursing service within 

, incorporating;
District nursing including 24 hour model
Treatment room nursing 
Rapid Response Nursing
Specialist Palliative Care
Community AHP services
Acute Care at Home Team



4.8  Summary  of  Reform  Projects  in  Primary  Care  and  Older  People’s  Services

Scheme Description

AHP Review

Reform of Residential 
Homes

Acute Care at Home

Structural Review of AHP Services which takes account 
of Reform principles, future commissioning priorities, 
and the evolving needs of groups of service users.  The 
principles within the review will be redesign of resources 
within specific resource parameters, analysis of existing 
and historical pressures, identification of continuous 
improvement processes, workforce resilience and 
resilience of workforce supply, flexibility to plan for 
recurrent or predictably fluctuating pressures (e.g. 
seasonal referral patterns), appropriate skill mix, 
interdisciplinary working (including input on integrated 
care pathways throughout the Trust for patients of all 
age groups including patients with disabilities), 
prevention and early intervention, innovative working 
within the community, and reform focused on improved 
patient outcomes.

To consult on Making Choices: proposed changes to 
the provision of statutory and residential care for older 
people.

Provision of an Acute Care at Home Service.

Reform  Proposals  for  Primary  Care  
and  Older  People’s  Services





Reform  Projects  in  Acute  Services

5.0  Priorities  and  Vision



  

5.0.2  Understanding  the  Vision:  
5.0.2  Shaping  Our  Future:

Understanding  the  Vision:  
Shaping  Our  Future

Reform  Projects  in  Acute  Services

5.0.1  Vision  for  Reform



Reform  Projects  in  Acute  Services

1.  Emergency  Care  &  Medicine:

2.  Surgery  and  Anaesthetics:



Reform  Projects  in  Acute  Services

3.  Diagnostics  and  Cancer: 4.  Pharmacy:



5.1  Elective  Procedure  Unit  &  Surgical  
5.1  Assessment  Area  

Description  and  Aim

Objectives

  Metrics/Monitoring

Reform  Projects  in  Acute  Services



             

Risks

  

5.2  Ambulatory  Care  Stream  

Description  and  Aim

Objectives

Reform  Projects  in  Acute  Services



  Metrics/Monitoring

          

Risks

5.3  Pharmacy  

Description  and  Aim

Objectives

Reform  Projects  in  Acute  Services



  Metrics/Monitoring
          

Risks

Reform  Projects  in  Acute  Services



Reform  Projects  in  Acute  Services

5.4  Diagnostics  (7  Day  Working)  

Description  and  Aim

Objectives

  Metrics/Monitoring

             



Reform  Projects  in  Acute  Services

Risks 5.5  Home  Dialysis  

Description  and  Aim

Objectives



Risks  Metrics/Monitoring

             

Reform  Projects  in  Acute  Services



5.6  Sepsis  Screening  

Description  and  Aim

Objectives

  Metrics/Monitoring

Reform  Projects  in  Acute  Services



             

Risks

Reform  Projects  in  Acute  Services

5.7  Theatre  Productivity  

Description  and  Aim

Objectives



Reform  Projects  in  Acute  Services

  Metrics/Monitoring

        

Risks



5.8  Team  Northwest  Urology  

Description  and  Aim

Objectives

  Metrics/Monitoring

Reform  Projects  in  Acute  Services



             
Risks

Reform  Projects  in  Acute  Services



5.9  Unscheduled  Care  

Description  and  Aim

  

  

  

  

  
  
  

  

  

  
  

  

  

  

  

  

Reform  Projects  in  Acute  Services



  

  Metrics/Monitoring

          

Risks

Reform  Projects  in  Acute  Services



Reform  Projects  in  Acute  Services

5.10  Implementing  Regional  Reform       
5.10  Priorities  in  the  Acute  Directorate

Care  Pathways

Respiratory

Cardiology



Reform  Projects  in  Acute  Services

Diabetes

Outpatients

Acute  Hospital  Reform



5.11  Additional  Reforms
5.11  Acute  Directorate

Cardiology  Primary  PCI

Reform  Projects  in  Acute  Services

Radiotherapy



Ophthalmology

Reform  Projects  in  Acute  Services



Reform  Projects  in  Acute  Services

5.12  Patient  Pathway  Programme

“it  is  estimated  that  the    

   demand  for  services  could  grow  by  4%    

   per  year  until  2015.  If  services  continue  

   to  be  delivered  as  they  are  currently  this  

   could  mean  23,000  extra  hospital  

   admissions,  48,000  extra  Outpatients  

   appointments,  8,000  extra  nursing  home  

   weeks,  and  40,000  extra  999  responses.    

   Simply  providing  more  beds  will  not  

   address  these  challenges  and  will  not  

   lead  to  improving  the  quality  of  our  

   services”.

    



Reform  Projects  in  Acute  Services

Altnagelvin  PPP

Redesign  of  Patient  Pathway  
Programme
Operational  Group

Draft  Terms  of  Reference

Purpose

Objectives:



Anticipated  outcomes

Scope  of  the  Group

Reform  Projects  in  Acute  Services

Accountability  Framework

South  West  Acute  Hospital  (SWAH)  PPP

Cross  Directorate  Reform  Initiatives

      



5.13  Summary  of  Acute  Directorate  Reforms

Reform  Projects  in  Acute  Services

Scheme Description

Elective Procedure Unit & 
Surgical Assessment 
Area

Ambulatory Care

Pharmacy

There are two elements to this proposal - Continuation 
of Surgical Assessment Area (SAA) Pilot and the 
development of an Elective Procedure Unit.   The first 
(SAA)  has already seen considerable benefits to 
patients, with shortened length of stay in surgery, earlier 
assessment and prevented 52 patients per month. The 
development of an Elective Procedure Unit will 
streamline the pathway for patients undergoing elctive 
proceedures. 

This is a new service which will provide for patient 
review by a Senior Clinician in a new ambulatory care 
clinic. Patients will have diagnostic tests arranged and 
be reviewed again with another appointment date, so 
that the appropriate treatment will be provided.

A suite of schemes framed around better integrate 
medicines management, a key enabler to ICP and 
TYC objectives:

Pharmacy for diabetes
Pharmacy oncology
One stop dispensing for Ward 2
Consultant pharmacist for older people in 

 intermediate care
Prescribing pharmacists
Anaesthetics clinical pharmacy
Mental Health pharmacists
7 days working pharmacy



Scheme Description

A suite of schemes framed around  7 day working in 
diagnostic services:

7 day reporting in plain film
7 day working in ultra sound
7 day working in MRI
7 day working in microbiology
7 day working in cellular pathology
7 day working in blood science
7 day working in Endoscopy

Project aim is for the home dialysis population to be 
approximately 20-30% of the total number of patients 
on dialysis. This project aims to ensure that the rate 
of transplant continues at or above current; level 
(approximately 10 patients per annum) with adequate 
follow up.

This project aims to fully implement sepsis screening 
tools, sepsis bundles and monitoring processes across 
the Trust including acute clinical areas and identified 
high risk community settings.

Two work streams have been identified which will both 
contribute to increased theatre utilisations, these are:

Pre-op assessment. 
Waiting times office.

The main purpose of this project is the development of 
Team Northwest Urology in the context of a three team 
regional model.

Diagnostics 
(7day working)

Home dialysis

Sepsis screening

Theatre productivity

North West Urology

5.13  Summary  of  Acute  Directorate  Reforms

Reform  Projects  in  Acute  Services



Scheme Description

Since April 2014, the Trust’s Unscheduled Care Service 
Improvement Programme Board has convened on a 
monthly basis to take forward the unscheduled care 
reform agenda for Altnagelvin Area Hospital.

The aim of this corporate programme is to reconfigure 
the bed complement within the Trust (Altnagelvin and 
South West Acute Hospital) in accordance with the 
findings of the key analysis to ensure best clinical 
outcomes for patients.  

Unscheduled Care

Patient Pathway 
Programme  

5.13  Summary  of  Acute  Directorate  Reforms

Reform  Projects  in  Acute  Services





Reform  Projects  in  Women  and  
Children’s  Services

6.0  Priorities  and  Vision

  “from  the  beginning  of  life’s  journey  

we  will  work  respectfully  with  families  and  

communities  to  continually  improve  health  

and  well-­being  through  the  delivery  of  high  

quality,  safe  care  by  highly  skilled  and  

supported  staff.”

Reform  Projects  in  Women  and  
Children’s  Services



Reform  Projects  in  Women  and  
Children’s  Services

Contributing 
Positively to 

Community and 
Society

Experiencing 
Economic and 
Environmental 

Wellbeing

Enjoying, 
Learning and 

Achieving

Living in Safety 
and with Stability

Healthy
Living in a Society 
which Respects 

Their Rights



Reform  Projects  in  Women  and  
Children’s  Services

6.1  Achieving  Best  Outcomes  Through  
1.2  Purposefully  Addressing  Need:



Reform  Projects  in  Women  and  
Children’s  Services

6.2  Strategic  Drivers  –  Policy  Context  for  
1.3  Our  Reform  Work:



  

Reform  Projects  in  Women  and  
Children’s  Services

  



  

Reform  Projects  in  Women  and  
Children’s  Services

6.3  Redesign  of  Family  and  Child  Care  
1.4  Services  To  Looked  After  Children  

Description  and  Aim

    



  

Reform  Projects  in  Women  and  
Children’s  Services



Objectives  

Reform  Projects  in  Women  and  
Children’s  Services



  Metrics/Monitoring

Reform  Projects  in  Women  and  
Children’s  Services



Risks 6.4  Innovation  and  Redesign  in  
1.5  Paediatric  Care  

Description  and  Aim

“A  paediatric  model  such  as  rapid  response  

clinics,  or  short  stay  assessment  and  

observation  units,  should  be  developed  to  

allow  rapid  assessment  and  treatment  by  a  

range  of  skilled  professionals,  which  avoids  

unnecessary  inpatient  admission.”

Reform  Projects  in  Women  and  
Children’s  Services



Objectives

Reform  Projects  in  Women  and  
Children’s  Services



  Metrics/Monitoring

             

Risks

Reform  Projects  in  Women  and  
Children’s  Services



6.5  Emotional  Health  &  Well  Being  

Description  and  Aim

“all  children  and  

young  people  living  in  Northern  Ireland  will  

the  future.”  

Objectives

Reform  Projects  in  Women  and  
Children’s  Services



    Metrics/Monitoring

          

Risks

Reform  Projects  in  Women  and  
Children’s  Services



6.6  Integrated  Service  Improvement  
1.7  for  Children  with  Disabilities  
1.7  including  those  with  Complex  
1.7  Healthcare  Needs.    

Description  and  Aim

Objectives

Reform  Projects  in  Women  and  
Children’s  Services



  Metrics/Monitoring

             

Risks

  

Reform  Projects  in  Women  and  
Children’s  Services



6.7  Summary  of    Women  and  Children’s  Services  projects

Scheme Description

Redesign of Family & 
Child Care Services to 
Looked After Children

Innovative and Redesign 
in Paediatric Care

Key strands as follows: 

Reform and redesign of Looked After Children’s 
 Services

To develop a specialist foster-care provision to meet 
 the demands of traditionally hard to place children.

To promote team parenting.

To repatriate those children who are currently in Out of
 Trust placements close to or within their communities 
 of origin.

Enhancement of Family Support as a core service.

Reform of Trust Family Centres and standardisation 
 of overall Tier 3 provision.

Governance-based Linkage of Family and Childcare 
 SLA supports in voluntary and community sector to 
 care planning through the Family Support Panel and 
 ensuring a standardised approach to this process is 
 underpinned within all localities within WHSCT area.

This project aims to redesign and deliver an integrated 
Acute Paediatrics service with a shift-left element, which 
can accommodate additional admissions of 14-16 year 
olds who are currently accommodated in Acute Adult 
Beds.  

Reform  Projects  in  Women  and  
Children’s  Services



6.7  Summary  of    Women  and  Children’s  Services  projects

Reform  Projects  in  Women  and  
Children’s  Services

Scheme Description

Emotional Health & 
Well Being

Integrated Service 
Improvement for Children 
with Disabilities Including 
those with Complex 
Healthcare Needs

Excellence in Community 
Care (Directorate of 
Social Work)

Key Strands as Follows:

Single Point of Entry to services for CAMHs service 
 users.

Under 5’s – Coordination of Services to those most 
 in need.

Progression of Pioneering Communities Initiative

Project team comprising Trust staff, parents, 
 Cedar Foundation to explore options for short 
 breaks provision.

Co-operation across Children’s Disability and 
 Paediatrics in supporting children with highly 
 complex needs requiring intensive support and 
 their families.

This initiative will provide leadership, co-ordination and 
planning in respect of assuring the ongoing development 
of Excellence in Community Care. The project will focus 
on Professional Practice Development, accountability. 
risk, governance, and related service design as they 
apply to Personalisation, Training and Development and 
Adult Services Improvement.





Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services

Reform  Projects  in  Adult  Mental  Health  
and  Learning  Disability  Services  

7.0  Priorities  and  Vision:

  



7.1  Review  of  Day  Care

Description  and  Aim

Objectives  

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



  Metrics/Monitoring

             

Risks

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



7.2  Supported  Living

Description  and  Aim
  

Objectives  

  Metrics/Monitoring

        

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



Risks 7.3  Respite  Review  
7.3  

Description  and  Aim

Objectives      

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



  Metrics/Monitoring
             

Risks

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



7.4  Reform  &  Modernisation  of  Acute  
7.4  Mental  Health  Services  

Description  and  Aim

  

    

Objectives  

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



  Metrics/Monitoring

  

          

Risks

  

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



7.5  Psychosexual  Services  Review  

Description  and  Aim

Objectives  

  Metrics/Monitoring

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



          

Risks

Description  and  Aim

Objectives  

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



  Metrics/Monitoring

  

          

Risks

  

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services



7.7  Summary  of  Projects  in  Adult  Mental  Health  and  Learning  Disability  Services

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services

Title Description

Day Care Review

Supported Living

Respite

Review of current Day Care Provision within the 
following sub-directorates Adult Learning Disability, 
Physical & Sensory Disability and Adult Mental Health 
Services.  HSC Commissioner Specification on 
Independent Living references the changing roles and 
functions and specifically targets traditional Day Care.  
The WHSCT will review and rationalize day care in both 
statutory and independent sectors and re-design how 
people in greatest need can access different models of 
day support in a more equitable way, across the Trust, 
conscious of the limitations on resources.

The Trust wishes to secure a number of properties to 
accommodate adults with learning disability and their 
Support Staff in various locations across the Western 
Trust area.  This proposal will promote social inclusion 
and full citizenship for people with a Learning Disability.  
In association with this the Trust plans to review the 
clients currently in residential care.  This is aligned with 
and will inform the further development of services at 
Ardavon and Ferone Drive sites.

This project will carry out a review of current Adult 
Learning Disability respite services and remodel the 
service with an increased menu of Respite Services. 
This will involve considering alternative models of 
service delivery to meet a modernized respite service 
in keeping with identified need, strategic drivers and 
departmental guidelines, ensuring safe and effective 
respite services are delivered.  The proposal will result 
in the delivery of effective and efficient respite care 
services close to home and increase efficiency and 
productivity.



7.7  Summary  of  Projects  in  Adult  Mental  Health  and  Learning  Disability  Services

Reform  Projects  in  Adult  Mental  Health  and  
Learning  Disability  Services

Title Description

Reform & Modernisation 
of Acute Mental Health 
Services

Psychosexual Services

Reconfiguration of 
Lakeview Hospital

Proposal includes the continuing development of fidelity 
model CRHT in the Northern Sector and the 
establishment and implementation of the fidelity model in 
the Southern Sectors through new ways of working.  
This proposal delivers a shift left by reducing hospital 
bed provision and focusing on community based early 
interventions maintaining people as close to home as 
possible. 

Provide urgent care appointments (nine days).

Reduce number of hospital beds from 112 to 56 
 including 12 integrated PICU beds with supporting 
 model of care.

statutory and independent sectors and re-design how 
people in greatest need can access different models of 
day support in a more equitable way, across the Trust, 
conscious of the limitations on resources.

Restructuring and modernisation of Psychosexual 
Services by allocating some functions across to the 
Forensic Service and Adult Psychological Therapies 
Service in line with The Sexual Violence Strategy 
Northern Ireland (2007) and Forensic Care Pathway 
Northern Ireland (2011).

The proposal is to provide faster resettlement support to 
those with acute mental illness.  This will involve a 
change in use of the facility.

   
 





Facilitating  Reform  Through  
Corporate  Development

Facilitating  Reform  Through  
Corporate  Development  

8.1  Introduction

8.2  Delivering  Reform  through  Workforce
8.2  Support  and  Development

8.2.1  Nature  of  Workforce  Development  
8.2.1  and  Changes:

   a)    Commitment  to  a  Culture  of  
      Sustainable  Reform:

     



Facilitating  Reform  Through  
Corporate  Development

   b)   Workforce  Changes  and  Resource  
      Alignment  to  Support  New  Models  
      of  Care

   c)   Managing  Workforce  Realignments  
      and  Reductions



   d)   Accounting  for  Workforce  Spend 8.3  Corporate  Financial  Priorities  

8.3.1  Managing  Our  PFI  Assets  

Facilitating  Reform  Through  
Corporate  Development



8.4  Delivering  Sustainable  Reform  
   for  Our  Communities:  Working  
   With  Others  in  the  West  
  

  

  8.4.1  Working  With  Our  Partners  in  the  
   Health  and  Social  Care  ‘Family’  
  

  

  
      
  

Facilitating  Reform  Through  
Corporate  Development



  8.4.2   Working  With  Other  Sectors  
      to  Support  a  People-­Focused  
      Health  Economy  
  

  

 

Facilitating  Reform  Through  
Corporate  Development





Our  Reform  Proposals  on  the
Map  of  Integrated  Care  (Unplanned)
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Our  Reform  Proposals  on  the
Map  of  Integrated  Care  (Planned)
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Enablers

10.1  Enablers:  People

Enablers



10.2  Enablers:  Culture  and  Leadership

  

Enablers



Enablers

10.3  Enablers:  Information  and  
10.3  Communications  Technology:

10.3.1  Using  Technology  in  the  Interests  
10.3.1  of  Enhancing  Patient  Care:  
10.3.1  Regional  Reform  Priorities:



Enablers

  

10.3.2  ICT-­based  Patient  
10.3.2  Information  Pathways:



Enablers



10.4  Enablers  -­  Finance  and  
10.4  Resource  Alignment

Enablers

 





Conclusions

Conclusions
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