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MUCKAMORE ABBEY HOSPITAL INQUIRY

WITNESS STATEMENT

Third Statement of Aidan Dawson

Date: 16 June 2023

[, Aidan Dawson, make the following statement for the purpose of the Muckamore
Abbey Hospital (MAH) Inquiry.

The statement is made on behalf of the Public Health Agency (PHA) supplemental to
my statements of 16 March and 26 May 2023. This is my third statement to the Inquiry.
It is made for the purpose of providing further clarity and context to the role of the PHA
in relation to policy and procedure as per Module Three.

There are 23 EXHIBITS produced with my statement.

1. Introduction
1.1The Department of Health (“‘the Department” or DoH) is responsible for
developing policy in respect of health and social care and wellbeing. The
HPSS (Quality, Improvement and Regulation) (Northern Ireland) 2003
Order, established the right of the Department to make (or commission)
standards for health and social care services and also introduced the
statutory duty of quality for HSC bodies responsible for the quality of care

they deliver and commission.

1.2The process of policy making in Northern Ireland is set out in the Good
practice in policy development in the NI Executive document “Making a
Difference” (Exhibit 1). The policy journey/policy cycle is:
e |dentify and analyse problems;
e Develop, design and assess solutions;

e Advise on options and make recommendations;
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e Implement and monitor the agreed policy;
e Explain and account for the delivery of the policy; and
e Review and refine the policy using the circular methodology

outlined above.

1.3As a key stakeholder with specific responsibilities and roles in respect of
public health and wellbeing, the PHA is engaged in policy development and
implementation across a number of government areas. Policy is not
developed in isolation by departments, but they are primarily responsible.
DoH develops policy in a collaborative way — involving key stakeholders
including the PHA to ensure that policy is meaningful, realistic and
achievable. My second statement to the Inquiry provides information by way
of example of how the Agency has been involved in the delivery of policy

and the implementation thereof within the context of Learning Disability.

1.4 Significant policy is subject to public consultation and departments must
ensure that appropriate screenings have been undertaken (equality, rural
impact, environmental, regulatory, financial, human rights amongst others).
Departments must ensure consultation is meaningful and be able to show

that due regard has been paid to responses arising from public consultation.

Implementation Planning, Monitoring and Risk

1.5Issues such as implementation planning, reporting, risk assessment,

monitoring and review are covered in the usual policy cycle outlined above.

1.6Risk assessment is a key part of the process with risks being considered
and mitigated during policy development, but also during the
implementation phase. Formal reviews would be expected to take
cognisance of risks identified and mitigated in order to improve in the next

cycle.

1.7Implementation is considered in parallel to the policy development phase.

When a policy is launched it is common for an implementation lead(s) to be
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identified and expectations for action plans and commencement to be
established.

1.8 Reporting and monitoring mechanisms will also be set out at this point.
Given the architecture of the HSC, the Health and Social Care Board was
most often appointed lead agency for monitoring implementation of policy
through its performance management role. DoH may have retained an
oversight role, receiving reports against action plans in some cases (for
example where a policy was developed in response to a Ministerial priority)
and holding providers to account through various channels including
accountability processes or discrete programme or project boards which

they may have chaired.

1.9The PHA is responsible for implementing policy relevant to its role and
functions as set out in its Management Statement and Financial
Memorandum. The PHA also provided professional input, guidance and
advice to the HSCB in the discharge of its functions. PHA plays an important
role in informing policy development through membership of a number of
working groups across a range of policy areas where expertise in health

protection, improvement and service development is required.

1.10 For ease of reference the following sections of this statement will deal
sequentially with the policy and procedure areas (a) to (m) specified by the
Inquiry in the description of Module 3 in the Evidence Modules 2023
publication.

Policies for Delivering Health and Social Care to Learning Disability Patients
1999-2001

2.1 The PHA was established by statute in 2009 with the purpose of protecting and
improving the health of the population of Northern Ireland and bringing a
renewed focus to addressing health inequalities. Within these parameters the
Agency plays an important role in informing policy development through

membership of a number of working groups across a range of policy areas in
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particular where its expertise in health protection, improvement and service

development is required.

2.2 The Bamford Equal Lives was published in 2005 which predates the PHA being
established. The PHA has worked within this pre-established policy framework.
My statement of 26" May 2023 contains an overview of the Bamford Review
and the subsequent Bamford Action Plan as the principal policy drivers relating
to people with a learning disability during the period since the Agency was
established. It also describes the role played by Agency staff as part of the
commissioning arrangements in the delivery of the Bamford actions. Outwith of
Bamford policy, the Agency, in the context of its role in the implementation of
policy, and in pursuit of its mandate to address health inequalities, undertakes
to ensure that the needs of the most marginalised in society are reflected within
emerging policy and in the planning and procuring of health and social care
services across Health and Social Care. | discuss some examples in section 2
of my statement of 26 May 2023. Policies and services that pertain to the
population of Northern Ireland include all marginalised groups including those
with a learning disability. It is vital that their needs are addressed within

implementation and delivery plans.

3 Nursing Care Delivery Model

Delivering Care

3.1Delivering Care (Exhibit 2) was launched as a policy by Minister Poots in 2014
and is a policy framework for nursing and midwifery in Northern Ireland. It was
designed to promote a shared understanding of workforce planning principles
associated with nurse staffing levels to provide safe, effective and person-
centred care. It is founded on the Quadruple Aim approach:

e To improve the health of our people;
e To support and empower staff;
e To ensure sustainability of our services; and

e To improve the quality and experience of care.
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3.2The aim of the Delivering Care Policy Framework is to support the provision of
high-quality care, which is safe and effective in hospital and community
settings, through the development of a framework to determine staffing ranges

for the nursing and midwifery workforce in a range of major specialities.

3.3The Delivering Care Policy Framework should inform both Health and Social
Care Trusts and the Commissioner to promote a shared understanding
between professional, management, finance and human resources colleagues
of the essential components to set and review nurse staffing establishments,
and when commissioning new services, detail any investment which may be

required to provide safe, effective, person centred care.

Prioritisation and Implementation

3.4 Priorities for implementation under the Framework are agreed through the Chief
Nursing Officer (CNO) in discussion with Directors of Nursing in Trusts and the
PHA. These decisions are made on consideration of a combination of local
intelligence and regional priorities. CNO then commissions the Phase formally,

in writing, to the PHA Directors of Nursing.

3.5The PHA has delegated authority through the CNO to lead on each Phase of
Delivering Care, but as outlined above, CNO is responsible for the order of the

phasing.

3.6 Once commissioned by CNO, the PHA Director of Nursing, Midwifery and Allied
Health Professionals (DNMAHP) formally write out to each Trust Executive
Directors of Nursing, Midwifery and Allied Health Professionals to request
Senior Nursing representation for the respective Delivering Care Phase.
Subsequently these representatives constitute an Expert Reference Group
(ERG) facilitated by the PHA. The PHA has the following resources working
within Delivering Care: Assistant Director of Nursing, Nurse Consultant (in post
since May 2023) and Programme Manager. Other Nurse consultants with skills
in the required clinical area will also be involved in particular Expert Reference

Groups.



MAHI - STM - 127 - 6

3.7The PHA works in partnership with Health and Social Care Organisations,
including the Northern Ireland Practice & Education Council for Nursing &
Midwifery (NIPEC), to develop and agree Terms of Reference for the respective
Delivering Care Phase under review. There are currently 18 phases
commissioned to date, all at various stages of development, implementation

and review.

Oversight
3.8 The PHA's Directors of Nursing and the Deputy CNO jointly chair the Delivering

Care Oversight Board which receives progress reports and updates for all
aspects of the policy and its outworkings. The PHA Assistant Director for
Nursing Workforce chairs the Operational Working Group responsible for

implementation of the policy. Both groups meet quarterly.

Investment

3.9As at March 2019 investment (since 2014) of £15.24 million was allocated for
Delivering Care. The funding planning processes associated with Delivering
Care are led by the PHA, in conjunction with Strategic Performance and
Planning Group (SPPG)/ (formerly the Regional Health & Social Care Board
(HSCB)) finance colleagues but services are commissioned via SPPG through

normal commissioning processes.

3.10 In early 2020, following a period of industrial action, Minister Swann,
through a Framework agreement, committed to a safe staffing investment of
£60m over a period of 5 years which commenced in the financial year
2020/21To date £25m of the additional £60m has now been allocated, with
£35m still expected but has been impacted on the known budgetary constraints

and lack of Executive decisions.

3.11 In 2020/21 £5 million was issued and provided 70 whole time equivalent
posts across Emergency Departments, District Nursing and Mental Health as
decided by the then CNO and Directors of Nursing regionally. The allocation

process was led by the PHA Assistant Director Nursing workforce. The
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allocation of the funding was transacted by Commissioning within SPPG. A
small number of Regional Infrastructure posts were also recruited with the

20/21 investment.

3.12 In 2021/22, a further £20m was received. The priorities for this funding
were determined by the then Delivering Care Steering Group and in line with
DoH. A Strategic Investment Plan (SIP) was developed, led by the PHA, in
partnership with and approved by CNO, Directors of Nursing, SPPG Finance
and Commissioners. This £20 million investment provided approximately 293
posts in the five HSC Trusts across identified priority clinical areas, in order to
stabilise the workforce. There were 20 Learning Disability posts within the 21/22
allocation and these were divided equally (4 each) across the 5 geographical
HSC Trusts, who then had local responsibility to recruit. They ranged from
Band 7 to Band 8b posts in line with service need and the Nursing and Midwifery

Task Group recommendations.

3.13 Consideration of any Delivering Care allocation is now aligned to the
strategic themes of the Nursing and Midwifery Task Group (2020), which are
aimed at maximising the contribution of Nursing and Midwifery to the health of
the population. The Nursing and Midwifery Task Group Report, launched by the
Minister in March 2020, and in keeping with Health & Wellbeing 2026:
Delivering Together 2026 Vision, set out an ambitious roadmap that would
provide direction in achieving world class nursing and midwifery services, in a
reconfigured Health and Social Care system over the next 10-15 years. This
was accompanied with a 5-year costed action plan. The consideration for the
allocation of Delivering Care is now closely aligned to the strategic themes of

the Nursing and Midwifery Task Group, which are aimed to:

e Maximise the contribution of Nurse’s and Midwives in Public Health and
Wellbeing.
e Maximise the role Nurses and Midwives make in the transformation of health

and social care delivery.
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e Develop the capacity and capability for nurses and midwives to lead at all

levels

Through:

Stabilising the nursing & midwifery workforce, therefore ensuring safe and
effective care.

Assuring the public, the minister, DoH of the effectiveness and impact of
person-centred nursing and midwifery care.

Facilitating the adoption of a population health approach across nursing and
midwifery practice, resulting in improved outcomes for people across the
lifespan.

Enabling the transformation of HSC service through enhancing the roles of

nursing and midwives within and across a wide range of MDT’s / services.

3.14 Agreement was made at inception that all completed Phases of

Delivering Care would be monitored twice yearly to ensure that the investments
made were being utilised within the agreed model of safe staffing. The PHA in
partnership with HSCB Finance led the development of templates (Exhibit 3) to
capture funding levels, staff in post, vacancies and absences against Delivering
Care investment made and progress towards the agreed staffing models for

completed phases of Delivering Care.

3.15 These templates were completed by Trusts and returned to the PHA who

subsequently analysed, in partnership with HSCB (SPPG) finance and
produced a summary Monitoring Report (Exhibit 4) for CNO to provide detail
on:

e Met/unmet targets;

e \Vacancy rates;

¢ Bank and Agency usage;

e Discrepancies in funding levels.
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Post Project Evaluations are also received and therefore would include the

monitoring and review of agreed KPlIs.

3.16 In 2021/22, due to the significant investment of £20 million, a new
monthly process of monitoring was introduced to track and monitor recruitment
to the 293 identified posts.

Phase Nine

3.17 Phase 9A and 9B of this work were to focus on Learning Disability
Nursing in specialist learning disability services (inpatient (A) and community
(B)). InMay 2019 CNO requested that the PHA progress the next phase of the
Delivering Care framework focusing on Learning Disability Nursing in both
Hospital and Community settings. A robust literature search was progressed to
review current evidence and literature on Learning Disability Nursing workforce
tools. The literature review concluded that there was a dearth of evidence
pertaining specifically to LD nursing workforce and in particular relating to

‘sustainable safe staffing’.

3.18 The DNMAHP also convened a workshop in September 2019 and invited
an expert Associate Professor of Nursing who had completed a report for NHS
Improvement to inform the development of a ‘sustainable safe staffing’
improvement resource in learning disability (LD) services. This workshop led to
the creation of the Expert Reference Group (ERG) for Delivering Care Phase

9A LD inpatient units.

3.19 The Expert Reference Group (ERG) - led by PHA Nurse Consultants —
was established in November 2019. Membership comprised of representatives
from the three HSC Trusts that had inpatient units (including MAH) along with
a LD nursing expert from DoH. The ERG met in November 2019; November
2020 and February 2021. The Covid-19 pandemic impacted on the ability to
progress this phase to completion. Communication and various drafts and
versions of the Phase 9a paper were shared with all members of the ERG via
email. Version 1 on 20" May 2019 until the final draft Version 16 was shared on
215t June 2022.
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3.20 Delivering Care Phase 9 draft version 16 was reviewed in June 2022.
The work was developed based on the current models of inpatient services.
However, in acknowledgement that models of care were changing, it was
agreed that Phase 9 needed to take account of the wider learning disability

nursing workforce and service reform.

3.21 As indicated, whilst initial work on Phase 9 was done in the context of
the historical model of delivery; the direction of Phase 9 has shifted towards
creating a normative staff model for the provision of high intensity care (in-
patient, crisis and intensive home care, behavioural support and forensic).
Additionally, whilst Phase 9 development was paused during the Covid-19
pandemic, DoH had also commissioned a review of learning in Nursing Models,
and it was subsequently determined that Phase 9 would also need to reflect the

findings of this work.

3.22 Version 16 remains in draft format as of July 2022 (Exhibit 5). CNO
requested a ‘whole system’ approach to Learning Disability and delegated this
task to NIPEC. A Nursing Model is to be developed and the work on Phase 9a
would be built into the workforce piece (currently ongoing). The PHA Assistant
Director of Nursing (Mental Health & Learning Disability), Nurse Consultant
Workforce and Delivering Care Programme manager are members of the

workforce workstream.

3.23 In February 2023 CNO held a regional workforce planning workshop.
The purpose of the workshop was to undertake a thorough review into
workforce and workload planning to meet population health needs with the aim
of building a shared understanding of the current position, setting objectives
and strategizing to attain those objectives. This included consideration and
clarification of responsibilities and roles as well as an opportunity to consider
next steps in terms of policy. It was agreed through this workshop that the
Delivering Care Policy Framework should be reviewed. This piece of work is
being undertaken by DoH and the PHA awaits the establishment of a Task and

Finish Group and Terms of Reference for this work.
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4 Restraint and Seclusion

4.1 Guidance on the use of seclusion is available in the form of The Mental Health
(Northern Ireland) Order 1986 Code of Practice and associated Guide. This
guidance included requirements and standards for recording, reporting and
monitoring this area of HSC activity. Many health and social care organisations
had their own governance systems to monitor the use of seclusion, however there
was no agreed regional approach to this area of practice. The Mental Health
(Northern Ireland) Order, 1986 still applies, and as such this guidance is still

relevant.

4.2In August 2005, the Human Rights Working Group on Restraint and Seclusion
issued Guidance (Exhibit 6) on Restraint and Seclusion in Health and Personal
Social Services. The working group was commissioned and issued by the

Department of Health. This guidance pre-dates the formation of the PHA.

4.31In the period since the 2005 guidance was issued, the issue of restrictive practices,
including restraint and seclusion in health and social care services, has continued
to be under discussion. In that context and as part of the Mental Health Action Plan
published on 19 May 2020 (Exhibit 7), DoH committed to review restraint and
seclusion and to develop a regional policy on restrictive practices and seclusion as
well as a regional operating procedure for seclusion (Mental Health Action Plan,
Action 6.5).

4.40n 23 March 2023 DoH published a regional policy (Exhibit 8) to minimise the use
of restrictive interventions, restraint and seclusion in health in social care
settings. The regional policy is the conclusion of this work. This policy ‘Regional
Policy on the use of Restrictive Practices in Health and Social Care Settings and
regional operational procedure for the use of seclusion’ applies across all areas in
which health and social care is delivered in Northern Ireland and is applicable
across the lifespan to all staff within health and social care services.
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4.5The policy provides the regional framework to integrate best practice in the
management of restrictive interventions, restraint and seclusion across all areas
where health and social care is delivered in Northern Ireland. The emphasis is on

elimination of the use of restrictive practices and on minimising their use.

4.6 The PHA contributed to the development of this policy as members of the project
board. The PHA were represented by Executive Director of Nursing and Assistant

Director for Mental Health & Learning Disability.

4.7 The PHA has a specific role in this policy as outlined at page 8 action 11 — ‘The
Public Health Agency (PHA) through its safety and quality functions, will support
analysis of incident reporting for the purposes of learning and service improvement
and develop regional quality improvement initiatives informed by that data analysis
and learning’. The PHA awaits further direction from DoH in respect of

expectations around this action.

5 Safeguarding

5.1In 2010, the Department and the NI Office (NIO) issued a joint guidance document
‘Adult Safeguarding in Northern Ireland — Regional and Local Partnership
Arrangements’ (Exhibit). This guidance established the Northern Ireland Adult
Safeguarding Partnership (NIASP) and five Local Adult Safeguarding Partnerships
(LASPs) operating at Trust level. The role of NIASP was to determine strategy for
safeguarding vulnerable adults, disseminate guidance/operational policies,
monitor trends and outcomes through collation/analysis of data returns from Trusts,

monitor/evaluate effectiveness of partnership arrangements.

5.2Adult Safeguarding is relevant across all Adult groups in all settings. Adult
Safeguarding Operational Procedures for Adults at Risk of Harm and Adults in
Need of Protection (NIASP Sept 2016) noted that people in crisis can include

people with learning disabilities.



MAHI - STM - 127 - 13

5.3The NIASP was responsible for promoting and supporting a co-ordinated and multi-
agency approach. It was also responsible for creating a culture of continuous
improvement in adult safeguarding practice and service responses, promoting
ownership of adult safeguarding issues within all partner organisations, and across

all professional groups and service areas.

5.4The PHA representation from Nursing and AHP provided expert professional
advice in delivery of all the above objectives; collaborating to make people safe;
verbal advice in meetings; and commenting on documents ensuring alignment with
Strategic Direction, for example ‘Making Life Better'. Where appropriate the PHA
representative (Assistant Director of Nursing) took forward work specific to the
Nursing and AHP workforce such as the development and implementation of the

Adult Safeguarding Nursing Competency Framework (2018) (Exhibit 9).

5.5In 2020 a public consultation on adult protection led to DoH progressing work to
introduce an Adult Protection Bill to be supported by new Statutory Guidance. The

Bill, when enacted, will establish an Adult Protection Board (APB).

5.6In August 2020 NIASP was stood down and an interim APB was established by
DoH in February 2021. This is chaired by the SPPG Director of Social Care and
Children’s Services with a remit to progress a number of priorities in advance of
the new Bill being enacted. This includes developing a plan to improve adult
protection arrangements by developing new Multi-Agency Adult Protection
Procedures, putting in place a substructure to support the broader prevention and
awareness raising agenda, overseeing and facilitating a change in management
process in relation to Adult Protection and developing arrangements for introducing

Serious case reviews.

The IAPB reports to the DoH Adult Safeguarding Transformation Board chaired
by the Chief Social Worker. The PHA is a core member of this Board. Where
relevant and appropriate the PHA Director of Nursing will present papers to the
PHA Agency Management Team (AMT).
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6 Medication and Medication Audits

6.1 The PHA has contributed to a range of policy development in the context of the
World Health Organisation “Medication Without Harm” global safety challenge
(Exhibit 10). Medication safety is a population-level issue and whilst the PHA has
not been involved in specific policies for people with a learning disability; we would

expect all medicine safety policies to be relevant to all populations.

6.2 The PHA has been involved in several groups relating to medicines safety including
inter alia:

e Regional Safer Medicines group (Nov 2020 to present) — attended by a
Nurse Consultant;

e Integrated Prescribing Oversight Board (IPOB) (2022 to present) — attended
by the Assistant Director of Safety and Quality and the lead Allied Health
Professional (AHP);

Going forward a new Transforming Medication Safety Northern Ireland (TMSNI)
Advisory Group (instigated in June 2023) will be attended by the Assistant Director
of Safety and Quality.

6.3 These groups all meet quarterly and, whilst they are not responsible for medicine
policy per se, they take forward pieces of work to inform safer medication practice.
PHA officials (officers from the Directorate of Nursing, Midwifery and Allied Health
Professionals and the Directorate of Public Health) provide advice relating to their
areas of expertise. In the case of IPOB this particularly relates to non-medical

prescribing expertise.

7 Patients’ Property and Finances

7.10ur understanding is that the PHA does not have a role in relation to policies and
procedures concerning patients’ property and finances. HSC Trusts are primarily
responsible for the development and implementation of policies and procedures
relating to patients’ property and finances. RQIA also have a role under article 116
of the Mental Health (Northern Ireland) Order, 1986.
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8 Psychological Treatment, Speech and Language Therapy, Occupational

Therapy and Physiotherapy

General

8.1 The AHPs are autonomous practitioners which means they assess, diagnose, treat
and discharge in their own right. They are regulated by the Health and Care
Professions Council (HCPC). The HCPC is in place to protect the public by
maintaining a register of health professionals who meet their standards for training,
professional skill, behaviour and health. Policies and procedures for AHP
interventions are based on best practice guidance and standards issued from

HCPC, professional bodies, relevant guidelines, eg NICE, and HSC policies.

Dysphagia
8.2 An example of AHP regional work led by the PHA is in relation to dysphagia. The

PHA has led significant regional work in respect of dysphagia which is a recognised
risk for people with learning disabilities. In 2017 the PHA established the Regional
Dysphagia Group. In 2018 the PHA and HSCB facilitated a thematic review of the
analysis of Adverse and Serious Adverse Incidents of adults choking on food. A
number of key messages relating to the areas below are identified within the report.

* Raising awareness

« Communication to staff delivering care directly

 Terminology

* Roles and responsibilities

* Education and Training

* Reporting

* Support to staff.

The Regional Dysphagia Group was asked to take forward the next steps outlined

in the report.

8.3 Following the review, temporary Transformation Funding was secured to develop
Dysphagia Teams in PHA and HSC Trusts to bring forward recommendations of

the review. Dysphagia NI Partnership group was established as an entity to replace
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the original group. The PHA received funding for one Band 8A Dysphagia
Coordinator and two project managers (Band 6). Each HSC Trust was offered
funding to support the recruitment of Band 8A Dysphagia Coordinator, two Band 7
professional leads (SLT and Dietitian) and two Band 4 support workers.
Recruitment was challenging due to the temporary nature of funding and not all

posts were filled.

8.4In February 2021 the HSCB and PHA jointly issued a Safety and Quality Reminder
of Best Practice Guidance letter entitled ‘Risk of serious harm or death from
choking on foods’ (SQR-SAI-2021-075) (Exhibit 11).  In response, the Chief
Medical Officer wrote to HSCB/PHA requesting that they bring forward an
assessment of further regional interventions deemed necessary. The PHA and
HSCB undertook a rapid review of SAls and Als related to choking from 2016 —
2021 (Exhibit 12) as the key driver for the identification of further regional
interventions. The ‘Report of Choking Serious Adverse Incidents and Adverse
Incidents in Northern Ireland (2016-2021) and Regional Learning from the work of
Dysphagia NI and service user and carer experience’ was submitted to the
Department of Health in July 2021. The resulting regional ‘Choking Improvement
Plan’ (CIP) (Exhibit 13) has been under regional implementation since July 2021.

8.5Further communications were issued (22 October 2021) requesting more detailed
assurances to ensure that actions as detailed within the Safety and Quality Alert
(SQA) have been taken forward to prevent and mitigate the risks of choking

incidents reoccurring.

8.6 The National Confidential Enquiry into Patient Outcome and Death (NCEPQOD)
Report “Hard to Swallow” (July 2021) was a review of the quality of dysphagia care
provided to patients with Parkinson’s disease aged 16 years and over who were
admitted to hospital when acutely unwell. On foot of this report, CMO wrote (Exhibit
14) to Trusts, HSCB, the PHA, NIMDTA and RQIA with two actions:

e HSC Trusts, the Public Health Agency (PHA) and Health and Social Care
Board should consider the key findings and recommendations of this
report, bring these to the attention of relevant staff and take appropriate

action.
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e The HSC Board and PHA will report progress on implementation of the
findings set out in this report through the existing arrangements for 6-
monthly updates on Clinical Outcome Review Programme (CORP)

Reports.

8.7 received updates from the Director of Nursing in my capacity as Chief Executive
and my assurance role. The RQIA published the Review of the recommendations
to prevent choking incidents across Northern Ireland (19 May 2022). Regional
Eating Drinking and Swallowing recommendations were issued in a standardised
format for SLTs in February 2023.

8.8Dysphagia NI has demonstrated impactful whole systems working across the
seven objectives set by the 2018 Thematic Choking Review to reduce the risk of
choking for adults in Northern Ireland as well as an exploration of user-based
perspectives of care and living with dysphagia (10,000 More Voices: Your
Experience of Living with a Swallowing Difficulty; The lived experiences of people
with swallowing difficulties living in Northern Ireland (2021)) (Exhibit 15). It has
developed regional safeguards and interventions to reduce the risk of death by
choking. Transformation Dysphagia NI is an outcomes report with links to
supporting practice guidance, outcomes and reports with regional
recommendations to safeguard against the risk of death by choking. Examples of
outputs include:

e Improving public awareness of dysphagia

Regional Resources

Access to Dysphagia Awareness online Training

Animation

Service User Video

8.9In September 2021, the PHA issued a Learning Matters communication to the HSC
dedicated to dysphagia. (Exhibit 16)
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9 Psychological Treatments
9.1. The Department of Health, Social Services and Public Safety’s 2010

Psychological Therapies Strategy defines the term psychological therapies as “an

interpersonal process designed to modify feelings, cognitions, attitudes and
behaviour which have proved troublesome to the person (or society) seeking help
from a trained professional (STRUPP)). They encompass a range of interventions,
based on psychological theory and evidence, which help people to alter their
thinking, behaviours and relationships in the present, and process trauma and
disturbance from the past, in order to alleviate emotional distress and improve

psychosocial functioning.”

9.2 This strategy goes on to state “Psychological therapy provision is a multi-
professional and multi-agency endeavour. Psychiatrists, psychotherapists,
psychologists, counsellors, nurses, social workers, occupational therapists, arts
therapists and many other groups are involved, all of whom need to communicate
and co-ordinate effectively with one another. Therapy can also be provided by a

range of practitioners in the voluntary and independent sectors.”

9.3 Since 2009, PHA has had a lead role in implementing the ‘Protect Life’ Suicide
Prevention Strategy under which a range of community based services have been
commissioned that provide psychological interventions and support services for
people who need help. PHA commissioned services, have primarily focused on
supporting people who are on steps 1 and 2 of the care pathway (Exhibit 17), where
the primary focus is on working with people who are have difficulty carrying out or
have occasional distress in one or two activities in one or more vital areas of
functioning including health, choice, personal care, occupation, relationships and
participation. Services commissioned range from: Family Support; Talking
Therapies; Stress Control, Self harm intervention; specialist Bereavement Support
for adults, Children and Young People; and, community based support
programmes. PHA also commissions a range of training programmes that aim to

address mental and emotional wellbeing and the prevention of suicide by raising
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awareness and improving individuals understanding, knowledge, confidence

resilience and skills.

10 Resettlement and Provision for Monitoring Resettlement

10.1 The regional resettlement process has been in existence since the 1990s, and
involved several hundred clients/patients and their families. It was driven by the
Bamford Vision that advocated a desire for community-based living and a values-
based philosophy of care. The Department set targets through the Minister’'s
Priorities for Action / Commissioning Directions process in respect of completing
the resettlement of all long stay learning disability patients. These were superseded
in 2015 by new targets relating to timely discharge from hospital settings. Trust
performance in meeting the resettlement targets was performance managed by the
HSCB. Itis my understanding that responsibility for resettlement lies with the SPPG
and the HSC Trusts.

10.2 From 2009, oversight of the resettlement process was taken forward by the
Bamford Taskforce Commissioning team, ie. the specific LD sub-group. This was
chaired by the HSCB social care Assistant Director, with input from Assistant
Directors from the PHA. Through the IPT (Investment Proposal Template) process
PHA staff provided professional advice on the identified qualitative benefits for
patients and potential constraints regarding the resettlement programme e.g. staff

recruitment, time scales.

10.3 The Regional Learning Disability Operational Delivery Group (RLDODG) was
established in 2019 to provide the DoH, through the HSCB, with assurance
regarding actions arising from ‘A Way to Go’ (Review into Safeguarding at MAH)
(Exhibit 18) as well as to provide oversight regarding commitments on resettlement
made in December 2018. The group is also overseeing the development of
enhanced community services. The PHA Assistant Director for MHLD is a member
of this group. RLDODG was convened by HSCB and is responsible to the
Muckamore Abbey Assurance Group (MDAG) through the MH and LD

Improvement Board.
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11 Complaints and Whistleblowing and Mechanisms for Identifying and

Responding to Concerns

11.1 Context

11.1.1 The PHA has primary responsibility for providing professional and clinical
leadership across the regional SAIl/ complaints process and are accountable
for overseeing the dissemination and application of regional learning across the

health and social care system in partnership with SPPG Directors.

11.1.2 1t is important to note the responsibilities of the PHA as outlined above are
governed by the PHA Chief Executive through the Director of Public Health and
the Director of Nursing, Midwifery and AHPs.

11.1.3 Each organisation including the PHA has its own policy for complaints and
whistleblowing (Exhibit 19 and Exhibit 20).

11.2 Complaints

11.2.1 In addition to the information provided in my statement of 26 May 2023
under the heading of Safety, Quality and Learning, | wish to confirm that the
PHA has in place a Complaints Procedure (Standards and Guidelines for
Handling and Monitoring of Complaints) which sets out the procedure for staff
on how complaints relating to the PHA, its actions and decisions are to be
managed and monitored. These procedures reflect the new arrangements for
dealing with complaints which became effective from 1 April 2009 as required
by the Directions to the Regional Agency for Public Health and Social Wellbeing
on procedures for dealing with Health and Social Care Complaints - (The
Directions) (Exhibit 21) and the DoH Guidance in relation Health and Social
Care Complaints Procedure (updated April 2023) (Exhibit 22).
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11.2.2 A review of PHA complaints records has confirmed that no complaints
were received in relation to Muckamore Abbey Hospital. In the context of
Learning Disability one complaint was received in relation to respite and
learning disability day care services and why these were stood down during
Covid-19. Complaints received by the PHA are reported in the PHA Annual
Report.

The PHA is currently in the process of reviewing and updating its Complaints

Procedure to ensure compliance with the above guidance issued April 2023.

Whistleblowing

11.3.1 Minister Poots, in his letter to HSC bodies dated 22 March 2012, asked
organisations to bring to the attention of all staff the organisation’s Whistle
Blowing Policy along with his letter (Exhibit 23). His letter expressed his
commitment to ensuring the highest possible standards of conduct, openness,
honesty and accountability in HSC services and his wish that staff are confident
that managers will respond positively to expressions of concern about any

ethical or safety issue.

11.3.3 The PHAs Whistleblowing Procedure, along with Minister Poots letter, is
available to all staff via the internal website (Intranet). If an individual wishes to
whistleblow about a HSC organisation (other than the PHA) then they do this
through their own organisation’s policy or via a prescribed organisation which
for HSC is either the Department of Health or RQIA.

11.3.4 The PHA would expect to be made aware of any issues of concern
pertaining to other HSC organisations where appropriate, through other

measures such as Serious Adverse Incident reporting.

12 Further Training for Staff and Continuing Professional Development
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12.1 The PHA, in common with all HSC bodies, has internal mechanisms to ensure
that staff are trained and skilled in order to effectively carry out their jobs. As well
as a series of mandatory training, staff and their line managers are expected to
identify and address training needs as part of the cycle of appraisal. Training
should be linked to specific objectives in the employee development plan and can
be accessed through the HSC Leadership Centre or in some cases via

independent providers.

12.2 Additionally, all PHA medical, nursing and AHP staff are required to maintain
training and CPD in line with the requirements set out by their regulatory body and

are given time to do so.

12.3 Clinical training is provided by the Clinical Education Centre (CEC), NIPEC and
the Northern Ireland Medical and Dental Training Agency (NIMDTA).

13 Personal and Public Involvement

13.1 The principle of patient and public involvement was established in the 2009
Reform Act and applies to HSC bodies who must ensure that patients, service
users, carers and their representatives are involved in matters pertaining to the
planning and delivery of their care. The PHA has a lead responsibility for the
oversight of the implementation of PPI policy across the HSC. The PHA acts in an
enabling and supportive capacity, helping the HSC in its endeavours to embed
involvement into the culture and practice of the system. It does this in the main
through its work with the Regional HSC PPI Forum.

13.2 Any key pieces of work or products which are developed in the Forum are
shared with the PHA Director of Nursing & AHPs and, subject to their agreement,
are taken through the PHA Agency Management Team (AMT). There is also
currently a twice-yearly update to the Board of the PHA on PPI, developed by the
PHA PPI team, that is submitted via AMT to the Board for their consideration and
approval. DoH is a member of the Forum and contributes to its operation and

future planning.
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13.3 In addition, DoH has a programme of professional meetings with PHA PPI Staff

and strategic oversight meetings with the Deputy Director and the Regional HSC

PPI Lead.

13.4 The PHA - working through the Forum in a collaborative manner - takes forward

the advancement of Involvement and supports its embedding into the culture and

practice of the HSC in a number of ways:

Forum operates as a platform for sharing of issues, challenges, best
practice.

Standards. Development of a generic set of Standards for Involvement
(March 2015) covering key areas, such as Leadership, Governance,
Opportunities & Support for Involvement, Knowledge and Skills and
Measuring Outcomes, with associate KPls.

Monitoring. A mechanism for undertaking monitoring to provide
indicative insight into progress in regards to adopting PPl was co-
designed and was operational from 2015 to 2018/19. Subsequently
reviewed, updated and re-introduced in 2022.

Training. A range of Involvement related training programmes have
been commissioned, designed, developed, and delivered. These have
included “Engage & Involve” a detailed seven module training
programme made available along with delivery guides for the HSC; an
e-learning module for Involvement available on HSC Learn; the Leading
In Partnership Programme, which is a Leadership development
programme with a focus on advancing Involvement, (this has had 8
cohorts with some 174 HSC staff, service users & carers in the last 3
years). A series of webinars has been run since 2021, covering a range
of Involvement related subjects and are open and accessible to the wider
HSC, service users and carers with in excess of 700 people participating
since inception.

Engage & Guides. The PHA has led on the establishment and
subsequent redevelopment of the Engage website as the go-to online
place for a range of information, advice, guidance, best practice and

details on Involvement opportunities.
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e Advice & Guidance. Where there are Involvement-related matters
which are cross organisational, strategic, high profile or sensitive in
nature, if approached, the PHA endeavours to support the initiative in
question. This is done mainly through the provision of advice, and
guidance, be that on conducting stakeholder analysis, development of
an Involvement plan, establishing a reference group, conducting a
consultation etc.

e Administration of Small Grants. Over several years the PHA,
operating via the Forum ran a small grants programme funded via
slippage, which enabled HSC partners to identify and run projects aimed
at targeting areas for development, testing different approaches and
advancing the concept and practice of involvement.

¢ Investment in expertise. The PHA secured Transformation monies to
enable the five geographic HSC Trusts to invest in their staff expertise in
Involvement, co-production & partnership working, via the recruitment
and employment of a permanent, full time Band 7 Partnership Working
Officer.

13.5 All of these and other related developments are important foundations
developed under the leadership of the PHA, to support and build on the momentum
to advance and open up involvement for HSC organisations, staff, service users
and carers and the wider public. These products / enablers help support the HSC
to embed meaningful involvement into the culture and practice of the system. Itis
vital to note however, that HSC organisations retain direct accountability
themselves, for their compliance against the statutory duty to involve and consult.
The concepts, practices, approaches and rights which PPl introduce, have
relevance to all staff, to service users, carers, advocates, the third sector and the
wider public.

14 Patient Client Experience

14.1 In 2009 DHSSP launched “Standards to help improve the experience of

patients and clients receiving services in Health and Social Care Northern Ireland
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(HSCNI)”. The five standards include — respect, attitude, communication,

behaviour, privacy and dignity.

14.2 In 2010 The Experience Led Commissioning Project was established in
response to ensure the Commissioning Plan for HSCNI makes specific reference
to the collection and learning from patient stories. This resulted in the development
of Regional Patient Client Experience forums and 10,000 Voices initiative. This is

the precursor to the Regional Patient Client Experience Programme.

14.3 The core role of the PHA within the Regional PCE Programme is to coordinate
and enable services within HSCNI to engage with patient experience through
proactive collection and analysis of patient stories/narrative. The PHA oversees the
workplan for the Regional Patient Client Experience Programme, now

encompassing both Care Opinion and 10,000 More Voices.

14.4 The newest initiative within the Regional Patient Client Experience Programme,
Care Opinion is widely promoted for service users, families and carers to share
experience of any service within HSCNI. Local promotion and implementation is
taken forward by each trust through organisational implementation plans. Wider

promotion across C&V is coordinated by PHA.

14.5 Since 2019 accessibility has been a priority within the Regional PCE
Programme — this involves developing processes to support everyone to share
their story. Every project within 10,000 More Voices is now translated into Easy
Read format in collaboration with the group “Tell It Like It is” (TILIl) to support

people with Learning Disabilities to complete the relevant survey.

14.6 In relation to Care Opinion all members of the PCE team (including Trusts) are
now trained in Talking Mats to support people with 3-word cognition to share their
stories on Care Opinion. Promotional material has been developed through NIPEC
with support of TILII and new videos designed to enable people with learning
Disabilities to share their experiences. This is now an identified campaign with
23/24 to generate stories and identify learning to support people with Learning

Disabilities in their experience of any service in HSCNI.
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15 Statement of Truth
15.1 The contents of this witness statement are true to the best of my knowledge
and belief. Previously, PHA has produced the relevant documents which it believes

are necessary to address the matters on which the Inquiry Panel has requested

me to give evidence.

Signed:

Date: 16 June 2023
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The Person-Centred Policy Challenge

We live at a time of change in which events are moving ever more quickly. Reasons for
this include the accelerating role of technology and the economic and social cultural
changes arising from a highly globalised and interconnected economy. People,
communities and regions are struggling to survive and thrive in an environment where
the only real certainty is that what is true for today is unlikely to be true tomorrow, in a
year or in ten years.

Our overarching aim is to improve the wellbeing of all our people. The Outcomes
Framework describes an inclusive society in which people of all ages and backgrounds
are respected and cared for and in which we all prosper: a society which has no
barriers to prevent people from living fulfilling lives.

Our people and communities need government that is fit for purpose, that can help
them to thrive and can meet their needs when they cannot help themselves. Helping
people to transform their lives and circumstances requires an approach that puts

the person at the centre of what we do. It means creating and delivering policy with
people rather than to people. That in turn means a wide range of organisations working
together and with the public, informed by evidence and best practice.

If we are to have the government that people need and deserve, then we need policies
and delivery programmes which can support that aim. Policy is at the heart of what we
do. It has the power to change lives for the better, and for the worse.

This guide is designed as a central resource to be used by people starting on the
journey of policy development, as well as those practitioners who need to refresh their
understanding. It is not a definitive guide but should be used alongside a range of
factsheets, detailing specific aspects of the policy development process.

What is policy?

There is no single, universally accepted definition of policy in the government context.
At its very simplest, a policy is a position that is deliberately taken. In government,
the policy decision usually belongs to the responsible Minister, or to the Executive
collectively.

Public policy is the position in order to achieve a particular goal or objective.
Sometimes that objective is to make things better, sometimes it is to stop things
getting worse. Sometimes it is aspirational and long-term, sometimes it is very
specific and achievable in a shorter timescale. Sometimes it is to fulfil a political
commitment, sometimes it is to fulfil a legal obligation, sometimes it is to respond to
an emerging situation.
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It is important to be aware that our government seeks to support positive outcomes.
This is a very different way of thinking about what we do compared with traditional
forms of government.

Outcomes at their simplest level can be defined as the way that something turns
out. Outcomes could for example include improved life expectancy, higher levels of
educational attainment, people working in more and better jobs and improved quality
of life.

Using an outcomes approach means understanding what actions we can take to cause
something to happen in society. In particular, it means understanding and accepting
that we in government cannot make good things happen without the help of partners
ranging from other governments, public sector organisations, businesses and
community organisations through to the public.

The outcomes framework that informs the Programme for Government is the highest
tier of public policy. The population-level outcomes have been deliberately chosen as
the objectives towards which the Executive is committed to work over a long period of
time and with the widest impact.

An Executive or departmental strategy - a plan to deliver change on a broad scale
and usually affecting many people - is also a type of policy. The policy is to effect that
particular change, and to do it in that particular way.

A strategy of this kind will then usually be accompanied by an action plan, setting out
a number of more specific actions, services or interventions, also being deliberately
undertaken. These are also policies.

The way in which a programme or a service is delivered - the steps to take or the

rules to be followed - is also policy, usually referred to as operational policy. (In some

cases, Ministers do not have, or deliberately do not take, responsibility for operational
policy.) At the very opposite end of the scale, it could be the policy of a Minister simply
to say that they approve or disapprove of something.

It can even be the policy not to have a written policy but to leave the official position
unspoken or undecided. Even then, that represents a policy position, whether
deliberate or not; it may be to avoid committing to a particular course of action at a
particular time, or to avoid confrontation.
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The Policy Journey

The work of policy officials is to advise their Minister on what policy to adopt, and to
implement that policy. This function has many aspects:

(@) identifying and analysing problems;

(b)  developing, designing and assessing solutions;

(c) advising on options and making recommendations;

(d)  implementing the chosen policy, monitoring its impact and effectiveness,
managing risks and addressing flaws;

(e) explaining the policy and accounting for its effectiveness and impact;

(f) Reviewing and refining the policy in order to ensure that the policy is
having the intended effect and to address ongoing issues; and

(g) backtoidentifying and analysing problems.

This is the framework around which this guidance material is framed. It is not always
clear that there is a starting point or end point, because the kinds of issues that
governments have to address are almost never completely resolved.

Traditionally, in recognition of this, the above points have been represented as a cycle.
In reality, however, the policy journey can take many different forms and directions.
The key here is to ensure that the policy journey reflects the specific needs to be
addressed along with the associated evidence base. The value of the journey, and the
value for taxpayers’ resources needed to travel that journey, will depend on the ability
of the policy to deliver the desired outcomes.

It is also important to remember that policy development is rarely straightforward.
This guide may make it sound like there is a natural, logical route that you can expect
to travel. In reality, you can expect twists and turns, and you can sometimes wonder
how you go to your destination. This guide is an attempt to impose some order upon
an often unavoidably messy process.
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Remember our values

No guide can cover every eventuality. When in doubt, however, about how to move
ahead, try to remember the NICS Values which we all need to apply in our working
lives, namely:

Things may go wrong, but if you stick to these values you should be able to retrieve
most situations. Every experience is valuable, especially those experiences gained
when something goes wrong.



MAHI - STM - 127 - 33

Strategies and action plans

In developing and delivering public policy, some core principles apply. Depending
upon the type of policy, however, those principles are applied in different ways and to
different degrees. The rest of this Guide will cover the process of policy development
and delivery in general terms. Sometimes, though, it is helpful to differentiate
between the approaches to be taken when we are developing policies at different
levels.

This takes the policy cycle described above and develops it further. A more elaborate
version is set out below.

Although there are no hard and fast boundaries, it can be helpful to distinguish
between a strategy and an action plan. A strategy is typically a plan to effect change
at a population level. A population in this case is the whole population of a place (a
settlement, a district or the whole of Northern Ireland), or an entire section of the
population (e.g. an age-group, or a defined community).

A strategy will usually aim to achieve certain outcomes for that population, so that
in the future they enjoy positive benefits. Those benefits are measured by the
improvement in specific indicators. And a strategy will usually describe what must
change in order to achieve those outcomes.

A strategy is usually accompanied by an Action Plan, which explains what will actually
be done, described in terms of discrete actions. These actions may be specific
projects, services or interventions. Each action will usually be aimed at changing
things for the better for a particular group of people whether those people use our
services or experience the impact of our work in another way.

In this case, ‘customers’ may be people, but may equally be organisations,
environments, other creatures, even structures. And the effectiveness of the action is
measured in terms of who is better off and how well the action was delivered.

o A Policy answers the question what is our position?
. A Strategy answers the question what must we change?
. An Action Plan answers the question what are we going to do?
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Action Plan Cycle

STRATEGY

POLICY
ACTIONS
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Where do we want to get to?

A policy will have a purpose. It may be to get to a better place, or to avoid ending up
in a worse place. It may be to turn around a long-standing challenge, or it may be to
respond to a newly-emerging problem.

For policy to be effective, it is very important to understand its purpose or the problem
it is intending to solve. We often try and explain what we are trying to achieve by
describing this better place to which we are aiming, where the problem has been
solved. If we have measurable data, we should use it to illustrate where we want to see
improvement.

At the strategic level, we ask ourselves what outcome we are seeking to achieve.
What would that outcome be like to experience? What would its features be? We
identify the measurable indicators we would look at to know that we are headed in the
right direction.

In an Action Plan, we ask ourselves who needs to be better off, and in what ways
those specific customers need to be better off. We use data to set targets to ensure
that that improvement is happening in line with our expectations and intentions.

As well as the specific features of the improvement we want to see, we must also
remember that there are some common objectives towards which we are always
heading:

(@) the protection of human rights;

(b) increased equality of opportunity;

(c) sustainable growth;

(d) the rule of law;

(e) maintenance of the institutions of democracy; and
(f) good value for money.

Your policy may not directly contribute to all of these, but they must not work against
them.
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Where are we now?

In order to develop effective policies, we need to understand the current position

and the current problem. This requires access to evidence relating to the here and
now. A wealth of data is available about Northern Ireland from the Northern Ireland
Statistics and Research Agency (NISRA), individual Departments, the Assembly and its
Committees, and the universities.

Other key sources for evidence will be:

(a) professional advisors within the Civil Service: for example, statisticians,
economists, medical officers, inspectors, technical and professional
officers, scientists, and social researchers;

(b)  front-line managers and staff in public bodies;

(c) organisations in the policy field, some of which may commission or have
access to information of particular importance or relevance; and

(d)  the citizens, customers or consumers to whom the policy is directed.

This kind of evidence may come from Northern Ireland, or from neighbouring and
similar jurisdictions.

As well as quantitative evidence, these partners will often have a clearer idea than
policy officials about what the problems are, why the situation is as it is and why
previous initiatives did or did not work.

Good-quality policy making depends on high-quality information, derived from a
variety of sources.

We need to ask key questions when considering whether to use a piece of evidence:

(a) is it relevant?

(b) isit good quality?

(c) which data provides the best information about the issue we want to
address; and

(d) in combination, what data sets will inform us most clearly about the
situation?
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How are we doing?

It is important to analyse the data, to make sense and meaning for everyone involved
in, and effected by, the policy. There is no point in collecting data for its own sake.
Does the data show that we have a problem that needs to be solved, and if so, what
exactly is the problem?

(a)
(b)

(©
(d)

(e)

are we doing well or badly in comparison with others?

are people’s perceptions of the problem borne out by the evidence of
what is actually happening?

do the data show evidence of inequalities between different groups;
does the evidence show improvement, or decline, or are things holding
steady?

what factors are informing the direction of travel?

International and inter-regional comparisons are important for benchmarking
Northern Ireland’s performance against that of other places.

N
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Partners and collaborators

All areas of public policy involve other people, and we need to engage them at

the earliest stages. These may be colleagues in our own department, or in other
departments; other public bodies; representative bodies and campaigning groups;
organisations in the private sector and the voluntary / community sector; communities
and private individuals.

Departments will very often have delivery partners: agencies or other kinds of arm’s-
length bodies whose remit is to put departmental policy into effect. They know best
how existing policy works, how it could be better, and what might happen if you change
aspects of policy in different ways.

Our partners will have information and evidence that we do not have. They have
insights and perspectives that we need in order to identify the problems we are facing
and to develop the solutions that may make a difference. They will have resources we
do not have. They may have a physical or online presence where the Department has
none. They may be able to convey messages to people we cannot reach or in ways we
cannot attempt.

Very rarely, if ever, does a Department have all the means needed to make the
intended changes. In fact, it is impossible to imagine that any strategy worthy of the
name can be delivered without the participation of partners. To be effective, public
policy needs to get partners involved.

Policy officials need to be able to identify partners in any policy field; analyse how
important they are to the delivery of the policy; assess how interested or willing they
are to collaborate; and work out how best to involve them.

Departments will as a matter of course work closely with partners with shared
interests in achieving similar outcomes. In some cases, we can directly support bodies
which are collaborating with us. Even when partners also have their own interests,
which may not align with the Department’s interests or the wider public interest, we
can work with them; we need to understand and use the different forms of leverage

we have. Finding some shared interest, we can find ways to cooperate, but we

must be circumspect and be careful not to compromise our own objectivity or good
stewardship of public resources.
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How do we get from here to there?

Once we have described where we want to get to, and where we are now, we need to
have a plan of how we are going to get from here to there.
o A strategy will set out what needs to change.
o An Action Plan will set out what we need to do to make, or encourage,
that change.

(A Strategy without an Action Plan is just wishful thinking. An Action Plan without a
Strategy is a recipe for chaos.)

The first question should be ‘should we do anything at all?’ The evidence may
suggest that things are already heading in the right direction, or that intervening will
make things worse. Experience elsewhere may point to the only thing that might
work actually being worse than the problem we are trying to solve. It may be perfectly
reasonable for a Minister or the Executive to choose not to act.

If it is right to intervene, we will need a plan.
To construct our plan, we need to know what works:

(@) Wecanlook at what has worked in other places. We may look at examples
of good practice in Northern Ireland, or in other parts of the UK and Ireland, or
further afield. There may be communities and administrations more or less
similar to our own where the same issues have been addressed effectively.

(b) Practitioners and partners in front-line positions may be able to tell us about
what they know works in practice, and about the lived experience of existing
policies.

(c) We should also look at what has worked in the past, at home or elsewhere.
There should be evaluations of existing policy interventions available.
Sometimes it is worth looking at whether we are now trying to solve a problem
that has occurred because we have stopped doing something.

(d) Universities and think-tanks will be exploring what works. Sometimes they draw
conclusions from real-life examples, and sometimes they can put forward
theories.

Once we know what might work, we have to analyse the options more closely to
understand whether and how they might work here and now. If we look at what has
worked in another time or place, we need to know why it worked there, in case our own
circumstances are so different that it would not work here and now.

We need to consider how different policies interact; we can make significant changes
in one place, only for the effect to be limited by the impact of some other policy.

13
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We should consider both radical change and small-scale change, and we must always
give serious consideration to low-cost and no-cost actions.

Ministers often can choose whether their policy aligns with the equivalent policy in
a neighbouring jurisdiction. Sometimes they might choose alignment for practical
purposes, especially if it makes the policy easier or quicker to design or simpler to
implement; sometimes all the expertise lies elsewhere, and the NICS does not have
the capacity to develop our own, unique policy solution. Ministers can also choose
alignment for political purposes. It is sometimes the case that a policy position here
needs to align with a policy in another jurisdiction for legal reasons, especially as a
consequence of the NI Protocol following the UK’s departure from the EU.

If we are presenting policy options to a Minister here that diverge from related policies
in other jurisdictions, we may need to make sure we can explain the consequences

of that divergence and the impact (including the cost) of addressing those
consequences.

There are a number of standard ways in which Departments can intervene to put their
policy into effect. We can:

(@) encourage and/or require people to act in a particular way, for instance by:

i. communicating the reasons for a particular behaviour or change of
behaviour;

ii. educating people and building their capacity to act in a particular way;

iii. making a service or some other kind of provision available for people to

use;

iv. ‘nudging’, that is to say subtly or indirectly encouraging a particular
behaviour;

V. subsidizing or incentivizing a positive behaviour;

Vi. mandating it in law;

(b)  discourage or prevent (all or some) people from acting in a particular way, for
instance by:

i. penalising or disincentivising a negative behaviour;

ii. granting permission to act only on those able to fulfil stringent (or costly)
conditions;

iii. making something illegal.

When exploring policy solutions, it is worth considering which of these would work, and
what risks or challenges are involved in each. We should remember that low-cost and
no-cost options are often preferable, as long as they are effective; legislation is time-
consuming and resource intensive, and should only be undertaken when necessary.
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We also need to recognise that sometimes there is little or nothing that we ourselves
can do. Inthese cases, we must explore how we can effect change indirectly. We
look to others who can effect change, and what leverage we have to help secure that
change.

We may have willing partners, and even unwilling partners, who can be persuaded
through our own actions to put in place interventions to help achieve our overall
objective.

At the same time, we should keep our eyes open to see where positive outcomes can
be achieved through our own policy development that we had not, perhaps, been
expecting or working towards. If our engagement with partners is wide enough we
might find we can do some good as a secondary outcome of our work.

Where a policy will impact upon a range of partners and stakeholders, it can be most
effective to design the policy in conjunction with those partners. Co-design ensures
that the problem is understood, and the proposed policy options are informed by
multiple perspectives. It also secures early buy-in to a particular policy solution, which
in turn is therefore more limits within which feasible options can be identified and
considered, and the degree to which the final policy decision will be the Minister’s.

15
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Analysis of Options

Once we have identified a number of options, we need to test them in order to ensure
that we can recommend the best option to the Minister. There are some tests or
appraisals that we must always apply, and some which are good practice, or which are
relevant to certain types of policy but not to all.

Proportionality

Some policy solutions may be highly effective, but completely inappropriate because
they would be disproportionately intrusive or expensive. The policy development
process may show these up, but it should be possible to rule out inappropriate options
at an early stage.

Capacity

As a relatively small administration, it is important that an objective assessment is
made of whether we are able to develop and deliver each new policy by ourselves.
Proper consideration must be made of whether a policy should be developed

and/or delivered in partnership with another authority, including a neighbouring
administration, which is addressing the same policy challenge. There are times when
the best solution is to follow the pattern of an existing policy.

Legality

We must consider whether the solution can be implemented within the law as it
currently stands. If not, the Minister can introduce legislation to change the existing
law. We should also examine whether a solution is compatible with human rights law,
with which any other law must be compatible. (Itis also worth checking the ambit

of the vote for your Department, which defines what the Department can commit
resources to; this should be sufficiently wide to cover most things but if you are doing
something new it is best to check and make sure that it is covered.)

Secondary Consequences

Many policies will have secondary consequences - effects that are not the immediate
objective being pursued. Some secondary consequences can be beneficial, but some
will have a negative effect. Part of the policy-design process should be to identify and
analyse secondary consequences.

As well as the general practice of identifying secondary consequences, there are some
formal processes for analysing secondary consequences.

1the Ambit of the vote for your Department can be found in Main Estimates and Supplementary Estimates.
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Policy options ought to be examined in line with a range of impact assessments -
some are mandatory and others are optional but reflect good practice.

Mandatory:

o Equality Impact

o Regulatory Impact

o Rural Needs Impact

o Data Protection Impact
Advisory:

o Health Impact

. Climate Change
J Children’s Rights Impact

Modelling

It is advisable to model a small number of policy solutions, to demonstrate how they
would stand up to different circumstances, including extreme circumstances. This can
be useful to examine what would happen if, for instance, take-up was especially high or
especially low, or if costs increased or decreased within a likely range.

Future-proofing is a particular form of modelling where policy options are tested
against different future scenarios based upon the greatest external risk factors.
Modelling allows us to recognise the risks associated with certain options, and to
identify the indicators that a policy, once implemented, is starting to fail.

Value for Money

Public money is the public’s money and can only be spent in line with the rules that
ensure that it is not wasted or used inappropriately. If a policy action will involve the
allocation of public money, a proportionate business case will be required.

The point at which the business case should completed is not always clear. Ifit

is possible to distinguish between the development of your Strategy and your
Action Plan, then the economic appraisal would be conducted as an aspect of the
development of the Action Plan, which sets out where specific interventions will be
needed.

Detailed guidance is available for the development of the business case and the
economic appraisal of options (see DoF’s Better Business Cases NIl website). The
guidance outlines the importance of seeking the input of specialists throughout
the development of the business case; this applies as much to the development of
business cases for individual policies as it does to project or programme business
cases.

17
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The key point to remember is that the development of the business case is an
exercise in appraising and testing options to make a decision which is likely to be

the most effective use of resources and ensure value for money. It is not a tool for
retrospectively justifying policy decisions already taken in line with other, less formal,
assessments.

Done properly, the business case will help to ensure that intended results are
delivered, and will enable teams to measure policy success and value for money during
and at the end of the policy delivery. So it isimportant it is kept up to date. If the
circumstances change during the life cycle of the policy then the business case should
be revisited to ensure that it remains sound.

A Note about Political Acceptability

We may know that certain options would not be politically acceptable to the Minister.

It should be possible to include such options for illustrative purposes, even while
acknowledging that they are unlikely to be politically acceptable; it is important that we
maintain our own political impartiality.
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What else might happen?

When we analyse what might effect the change we want, we must also bear in mind
that not everything is within our control. Changing things for the better is not always
easy; it is because it can be challenging that government will sometimes need to
intervene.

We must consider the potential impact of factors outside our control. There may be
risks that relate to your specific policy area, but there will also be some risks that are
quite common to public policy:

(a) the risk that there are insufficient resources (money, staff, expertise)
available to implement the policy in full or on time;

(b)  therisk that partners are unwilling or unable to commit to fulfilling their
role in effecting change. This may relate to an organisation or individual,
but can equally relate to whole populations. And sometimes partners are
being expected to respond to new demands upon their resources from
more than one direction;

(c) the risk that environmental factors, including the weather, natural
events, disease, etc. disrupt the delivery of the policy;

(d) therisk that decisions taken by other authorities, including other
administrations, counteract or undermine the effectiveness or relevance
of our own policies; and

(e) the risk that even our own Department’s policies can compromise the
proposed new policy.

We need to consider the secondary consequences of our actions, including negative
consequences (as above). While we can anticipate and prepare for some secondary
consequences, and work to mitigate their negative impact, we must also be ready to
respond to unexpected negative consequences, and have monitoring systems in
place to be able to spot problems as they arise.
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Advising and Recommending

The way in which officials advise their Minister will depend upon the Minister’s
preferences and upon the nature of the policy issue. In advising Ministers, you must
ensure that you adhere to the NICS values of Honesty, Integrity, Objectivity and
Impartiality.

There are, however, some key points to remember about policy advice:

(a)

(b)
(©)
(d)

(e)
(f)

(g)
(h)

(i)

)

it should reflect how and to what extent the policy contributes to wider
strategic outcomes, including the Programme for Government, and how it
relates to connected policies, including any rubbing points;

it must be an honest account of your analysis of the evidence, and must
not hide or misrepresent inconvenient data or material;

it should present the options that have been analysed in an objective and
impartial way;

where the implementation of a policy will require dedicated resources,

it should include (to an appropriate level of detail) the outcome of the
appraisal conducted in the development of the business case;

it should be candid about the risks associated with the options;

it should set out what further stages may be required to reach the point
of implementation - e.g. getting Executive agreement, legislating, to
securing funding, etc.

it should set out how the policy would be implemented, with costs and
timescales set out as far as possible;

it should set out what impact the policy is expected to have, how success
would be measured, when the intended change(s) should become
apparent,

it should set out what arrangements will be in place so that the Minister
has the assurance that the policy is proving effective and that risks are
being managed; and

it should make a clear recommendation, and explain the basis for that
recommendation.

The decision of the Minister gives us a mandate to act, so it is important that the
mandate is clear, and is based upon a clear recommendation. For the development of
policy from scratch, there can be as many as four distinct mandates:

(a)
(b)
(©
(d)

approval of the intended strategic outcome or outcomes;
approval of the strategy to achieve the outcome;

approval of an action plan; and

(in some cases) approval of an operating policy or protocol.
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Are we ready for lift off?

One of the most important lessons from what has worked, and what has failed to work,
is the need to be prepared. Some questions to consider from the outset include:

. Are we clear about what we are doing and why - and can we explain itin
simple terms?
. Has an effective process been undertaken to determine whether

the necessary skills and resources are in place to deliver the policy safely
and competently?

o Do we have the necessary specialist skills or can we access them; for example,
commercial skills?

o Are the necessary approvals and supporting documents in place before
expenditure is incurred on the development and implementation of the policy?

o Is the policy new and untested, and has it therefore been scrutinised
appropriately (well ahead of ministerial and business case approval)?

o Has an independent starting point review (typically termed a Gateway) been

undertaken and an assessment of feasibility been signed off and completed by
the Department’s Accounting Officer?

. Do we have appropriate structures in place to develop the policy, including a
Project or Programme Board?

. Are there particular risks associated with a new policy and are we clear about
their likelihood and impact if they materialise?

. Have risks been clearly and realistically stated to senior management and

Ministers, with an account of the implementation challenges and how the policy
will work on the ground?

o Have risks been mitigated or can they be mitigated before moving ahead? (For
example, could demand for services exceed supply and can this be controlled to
ensure that budgets are not exceeded?)

. Will regular and accurate information be in place about how implementation is
working in practice, especially when a third party is involved in implementing
and/or administering the policy?

o Have professional advisers (such as economists, finance colleagues,
statisticians, lawyers, procurement professionals, etc.) and as necessary the
Department of Finance been consulted and how will they be involved going

forward?

. Have we experiences and lessons from earlier experiences, including proper
handover arrangements if you are coming new into a policy development
exercise?

If you are worried about anything, speak with your colleagues and line management,
before moving ahead. Trust any gut feelings that something is not right.
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Implementation

The implementation of a policy decision will be determined by the nature of the policy.
The implementation of a strategy will, in the first instance, be the development of
an action plan to address the things that need to change. The implementation of an
action plan may include:

€)] changing the law, including making regulations;

(b)  issuing guidance or communicating key messages;
(c) commissioning a new service or product; and

(d) initiating a programme of work.

If it is not clear how you are going to implement your action plan, there must be a
problem with the action plan; an action plan, by definition, sets out what you and your
partners are going to do. The Minister may be directly involved in implementation (for
instance, taking legislation through the Assembly, or communicating policy through
speeches or publications), but could equally be at arm’s length from implementation.
The Minister should sign off the arrangements for implementation and for the degree
to which he or she is involved.

In many areas of policy, implementation will involve partnership with others.

The terms of that partnership need to be very clear from the outset, and robust
arrangements put in place to ensure that everyone knows what is expected of each
party to the partnership. The policy team does not relinquish responsibility for the
success of the policy (or the risk of failure) just because implementation has been
passed to a partner.

As a relatively small administration, we should always give proper consideration
to whether we can work in partnership with neighbouring administrations in the
delivery of policy interventions.

Project Delivery

In many cases, implementation of a policy action will be through the establishment of
a project or programme. Project or programme methodology enables you and your
Minister to have confidence that the implementation of the policy will be properly
organized and managed, that the outcomes will be delivered in line with the policy
intent, and that the risks will be appropriately addressed.

Even if a formal project or programme structure is not deemed to be appropriate or
necessary, many of the principles behind project management should inform the
process of implementation.
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€)) Are you clear about what you are trying to achieve and can you explain
it in simple terms without resorting to jargon or technicalities - would it
sound like common sense to a person in the street? If not you may not
understand it yourself.

(b) Does your SRO, project team and relevant partners have the necessary
capacity, training and skills to deliver?

(c) Are roles and responsibilities clear and in line with good practice?

(d) Do you have an agreed critical path and project plan in place, with agreed
timetable, milestones and clearly assigned responsibility?

(e) Have the key dependencies been identified?

(f) Have the risks been identified and dealt with?

(g) Have you subjected the programme or project to independent scrutiny in
the form of a Gateway Review?

There are many resources to help you to apply programme and project management
processes. In particular, you should check out the Department of Finance website for
guidance and resources. Also speak to your line manager.

When things go wrong, stop

The most important single lesson in implementing policy when things go wrong is that

STOP

Do not proceed if you have concerns that your policy is set up to fail. In particular:

(a) Do you have the necessary people in place?

(b) Do you have the necessary skills and experience?

(c) Do you have the support you need?

(d)  Are Ministers aware of the risks of proceeding?

(e) Has the proposed approach been independently scrutinised?

(f) Are you worried about anything to do with the project, and have you talked
to someone about it?

If you are worried about anything, speak with your colleagues and line manager. (In
extreme cases, if you feel that colleagues are proceeding recklessly, you should raise
this as a concern.)

It is worth saying here that when problems occur in a project there can be a lot of
pressure to proceed and indeed to accelerate the approach taken to date. When things
are going wrong this is the wrong thing to do.
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Sometimes the delivery of the policy is time critical (in response to an emergency,
for instance), but it is better to conduct a very quick review than no review at all. You
should:

(a) Stop what you are doing;

(b) Review the work, and even better get someone independent to review it
foryou;

(c) Build the necessary capacity and expertise into the programme of work
and/or redefine the programme to deliver a more achievable set of
objectives; and when content:

(d) Proceed again but with caution and subject to further review.

Remember, there is nothing wrong with admitting that something needs to be fixed.
There is everything wrong with not admitting there is a problem and trying to fix it
yourself. Never be afraid to ask for help.

Measuring Impact and Accounting for Performance

In the same way that it is important to use objective evidence to develop policy
actions, it is also essential to use appropriate data in order to ensure that the policy
is having the intended effect. Policy is designed to effect change - a strategy effects
change for a whole population, action plans effect change for specific ‘customers.

In order to have confidence that the change is happening, it is important that you

are able to measure and demonstrate that change. As long as you have developed
your policy on the basis of an existing evidence base, you will know how you will
measure progress; you will be using the same measurements that you used to identify
where you should intervene. You may, additionally, have included some further
measurements to round out the picture of progress.

The success of strategy is measured in terms of improvement in the indicators that
describe the future you want to see. In order to ensure that an action plan is being
properly implemented, it is also important to measure how the policies are being
delivered, using performance measurements.

The most important of these is whether anyone (the customer) is better off.
Performance measurements also include management information metrics to tell you
how many and what proportion of relevant customers or interactions or responses,
etc. the policy has involved.
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There are, therefore, three questions that need to be answered in the monitoring of
any action plan:

(a) How much have we done?
(b) How well have we done it?
(c) Is anyone better off?

The third question is the most important, but the other two cannot be ignored.
Performance accountability has multiple functions:

(a) it tells you how well the policy is working;

(b) it enables you and your Minister to account for performance to the
Assembly, to the public and to the media;

(c) it can give you early indications if things are going wrong; and

(d) itallows you to review and revise your policy so that it is more effective in
future.

Listening to Concerns

Itis also important to listen to others’ concerns about policies; you may not be able
to foresee where problems might emerge, so the measurements you choose may
not be the only ones that matter. People must, therefore, feel confident to highlight
concerns, not fear any penalty for doing so, and be supported when they speak up.

Value for Money

Where a policy involves the spending of public money, a specific element of monitoring
and accountability is the monitoring of value of money. It is essential to be able to
compare costs and benefits (quantitative and qualitative; tangible and intangible) to
ensure good results from public expenditure.

The intended value for money of any policy will have been identified as part of the
policy development process, specifically in the economic appraisal of the business
case. Done properly, this will ensure that attention has been given to measuring value
for money at an early stage. It will also ensure the right information and evidence

is being collected throughout the implementation process in order to enable its
monitoring and reporting. Ongoing monitoring allows changes to be made throughout
implementation in order to secure value for money over time.
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Evaluation

As well as ongoing monitoring of delivery of any policy intervention, the whole policy
development and delivery process will need to be reviewed at an appropriate point, in
order to learn lessons. Policy evaluation helps improve the policy being evaluated by
identifying strengths and weaknesses; it also helps improve the policy function in the
business area and across the service.

Public policy tends to be focused on addressing long-standing and intractable
challenges; if it were easy, someone else would already have addressed it. So there is
no shame in a policy evaluation identifying ways in which the policy was not successful;
that assessment will inform the development of the policy in the future.

By the time you are evaluating your policy, you are likely to be updating your strategy,
developing new approaches to making those strategic changes, and preparing a new
action plan. These activities form part of the ongoing policy function cycle, and many
occur simultaneously.

A Final Word

We wish you all the best on your policy journey and hope that you find this guide, and
the material associated with it, to be helpful to you on your way. There is nothing to be
afraid of in starting this journey, so long as you follow the principles here. The idea is
not to be trapped in meaningless process, but to understand in straightforward terms
what you are doing and why. Policy development can become complex, and that is all
right too. Just take a step back, especially if you are becoming overwhelmed, and ask
for advice.

We all had to learn, and no matter how experienced each of us is in policy
development, that process of learning continues throughout our career. Do not be
afraid to reach out for help and do not be afraid to admit when you don’t know; there
are experienced policy officials in all departments who will be happy to work with you or
give you a steer. Everyone needs to do that no matter how experienced they are. Policy
is challenging, but it is also a lot of fun, especially when it is done well in partnership
with others. It is an opportunity to meet new people, learn new skills, understand the
place in which we live and make a real difference in the world. So, get out there and
give it a go.
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Delivering Care: Nurse Staffing in Northern Ireland

Section 1: Strategic Direction and Rationale for general
and specialist medical and surgical adult in-hospital care

settings

This Section sets out the policy context and rationale for the work of the Delivering
Care Project in Northern Ireland and includes the following elements:

e  Background, context and strategic drivers for developing staffing ranges
e  Assumptions of the framework
e Nurse Staffing ranges.
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Preface
A message from the Minister for Health and Public Safety

| am delighted to introduce, Delivering Care: Nurse Staffing in Northern Ireland. The
document focuses on General and Specialist Medical and Surgical Adult In-hospital
Care Settings and is the first in a series which will in time cover all care settings.

This document is a further step in the modernisation of Health Services within
Northern Ireland and it is the first time we will measure the inputs of Nurse Staffing
against the outputs of Key Performance Indicators of good quality care and patient
experience.

Whether a commissioner or a provider of care, you must draw upon this policy
document to assist you to understand the environment of care and how that
environment demands the application of a particular range of nurse staffing.

The people of Northern Ireland are rightly demanding that they and their relatives
are cared for by a workforce which has sufficient nurses, with the right skills, in the
right place to ensure the delivery of a compassionate, person centred, safe and
effective service which we can be proud of.

My goal has always been to have a world class nursing workforce able to provide
world class care and | believe this document better prepares us to ensure that
continues to happen.

Edwin Poots, MLA
Minister for Health and Public Safety
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Foreword and Acknowledgements

| am pleased to introduce Delivering Care: Nurse Staffing in Northern Ireland
approved by Edwin Poots, Minister for Health, as the agreed policy direction for
formulating the nursing profile of a unit or area. In the Nursing and Midwifery
Workforce Planning Project report' (SEHDa, 2004), professional judgement was
identified as the foundation for nursing and midwifery workload and workforce
planning. The approach is subjective and as other objective approaches become
available they should be used in conjunction with the Delivering Care framework to
provide further assurance that the right numbers of staff are available to deliver
quality person centred care in Northern Ireland.

This document focuses particularly on medical and surgical units and is the first in a
series which will expand to cover a range of major specialties across all programmes
of care. As nurses we all have a duty to ensure staffing levels are appropriate and
adequate, to provide a high standard of practice and care at all times under the
responsibilities outlined within the code of the Nursing and Midwifery Council. This
Framework is intended to support Ward Sisters/Charge Nurses, professional and
general managers in presenting clearly the need for investment in nurse staffing,
within changing service profiles, particularly in response to incremental service
growth and in developing new services. Staffing can never be viewed in a vacuum
and there is no one perfect tool to define what the staffing profile should be in any
particular unit, so it is vital that a number of elements are taken account of such as,
the activity within the unit, the requirement to support annual leave, statutory learning
and professional regulatory activity, the mix of skill within the workforce, timely
recruitment to vacant posts and other factors which might impact on workforce
planning, such as the length of stay of patients and the environment. In addition to
these elements there must also be an understanding of Key Performance Indicators
(KPIs) such as the clinical indicators of good quality care and patient experience.
This document should not be viewed in isolation and it will become part of a Nursing
KPI Dashboard where the workforce will be one element viewed alongside Clinical
Indicators and Patient Experience Indicators. | believe a triangulated approach
looking not only at the inputs required to deliver Person Centred Care but also
interrogating the outputs which are the quality indicators and the patient experience
are essential to improving care within Northern Ireland.

Delivering Care sets out principles for commissioners and providers of Health and
Social Care services for planning nursing workforce requirements. Securing
sufficient numbers of staff with the appropriate skills and deploying them effectively
is a highly complex challenge, and one that | recognise is all the more important as
we move through one of the most difficult periods in the history of the Health and
Social Care sector in Northern Ireland. The publication of this first piece, in a series
of work on staffing ranges, is intended to promote a shared understanding between
professional, management, finance and human resources colleagues of the essential
components to set and review nurse staffing establishments when commissioning
new services to ensure safe, effective, person centred care.

The timing of this framework coincides with the implementation of Transforming
Your Care, the review of Health and Social Care in Northern Ireland, which sets out
a range of proposals for the future of services in the region; concluding that there is

' Scottish Executive Health Department (2004a) Nursing and Midwifery Workload & Workforce Planning Project.
Edinburgh: SEHD.
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an unassailable case for change and strategic reform. The Nursing and Midwifery
workforce must be ready to meet the challenges of Transforming your Care and |
believe this framework will assist in those preparations.

| would like to express my sincere thanks to the members of the Steering Group and
Working Group who committed their time energy and expertise in the development of
this framework document.

| would also like to thank all of the key stakeholders across the Health and Social
Care system who took part in the various consultations and workshops during the
development of the Framework. A particular word of thanks goes to the Northern
Ireland Practice and Education Council for Nursing and Midwifery (NIPEC) for the
significant project management, co-ordination, facilitation, and contribution to drafting
of documents provided during the development of the framework.

Finally, |1 would like to thank Professor James Buchan, School of Health, Queen
Margaret University, Edinburgh, for reviewing the documents and providing valuable
feedback to support the final production and publication of Sections 1 and 2 of the
Framework.

This document should now be shared with Health and Social Care Trust Boards and
mechanisms established to ensure workforce planning processes are in place
throughout Northern Ireland to support safe, effective, person centred care.

Chief Nursing Officer
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Delivering Care: Nurse Staffing in Northern Ireland.

The framework is made up of the following constituent elements:

Assumptions of the
Framework

Nurse Staffing Ranges

And is made up of two complimentary documents:

Framework for
Nursing and

Midwifery
Workforce
Planning
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GLOSSARY OF TERMS

Term

Meaning

Hospital Care

The utilisation of a hospital bed during an episode of in-patient treatment or
care

Regional Specialist services which are provided from one or two hospital sites for

Services people throughout the region

Framework This document describes a series of steps which incorporate a number of
elements that impact on workforce planning such as nursing: bed ratios,
Planned and Unplanned Absence Allowance and influencing factors which
can be used to describe the optimum workforce required to support safe,
effective, person centred care.

Ward A group of hospital beds, with associated treatment facilities, managed as a

single unit. A ward may function for the full 24 hour period in a 7 day week or
within a variation of this pattern. This includes for example: day procedure
units, elective surgical units, short stay wards.

Professional
Regulatory
Requirements

Activity within nursing and midwifery roles which is a professional regulatory
requirement, but not necessarily an element of direct care provision. This
includes: compliance with standards set by the regulatory body, supervision,
and compliance with governance arrangements.

Classification of Clinical Care Settings

Medicine

A general medicine care setting is defined as comprising: adult patients
admitted for diagnosis, treatment and/or rehabilitation of medical conditions.
This includes, for example: acute general medicine, general respiratory,
cardiology, stroke, acute elderly medicine. This does not include, however,
short-stay units for example: Medical Assessment Units.

Specialist
Medicine

A specialist medicine care setting is defined as comprising: adult patients
admitted for diagnosis, treatment and/or rehabilitation of medical conditions,
where a higher degree of acuity is anticipated. This includes, for example:
specialist respiratory medicine, neurology, coronary care, acute stroke/lysis
(general stroke care may often be located within the general medical
normative staffing range). This also includes short-stay units, for example,
Medical Assessment Units.

Surgery

A general surgery care setting is defined as comprising: adult surgical patients
admitted for elective or emergency surgery. This includes, for example:
urology, gynaecology, breast and endocrine surgery, orthopaedic surgery,
vascular and general surgery.

Specialist
Surgery

A specialist surgery care setting is defined as comprising: adult surgical
patients admitted for elective or emergency surgery where a higher degree of
surgical acuity and/or progressive recovery is anticipated. This includes, for
example: neurosurgery, plastics, cardiac and head and neck surgery.
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EXECUTIVE SUMMARY

Delivering Care: Nurse Staffing in Northern Ireland has been developed to support the
strategic vision identified in A Partnership for Care: Northern Ireland Strategy for Nursing and
Midwifery 2010 - 2015°. This framework will inform the Public Health Agency’s duties
detailed in the Health and Social Care Framework, the Department of Health Social Services
and Public Safety Commissioning Directions and Health and Social Care Board
Commissioning Plan.

The framework should inform Health and Social Care Trusts and Commissioners —

e  To promote a shared understanding between professional, management, finance
and human resources colleagues of the essential components to set and review
nurse staffing establishments and when commissioning new services to provide
safe, effective, person centred care

e To support general and professional managers in presenting clearly the need for
investment in nurse staffing, within changing service profiles, particularly in
response to incremental service growth

e As areference document when developing and agreeing the nurse staffing levels
component within investment proposals.

The framework documents incorporate a range of sections that will address a variety of
settings across hospital and community care. It should be noted that elements of Section 1
will have relevance to a number of settings and subsequent phases, such as Planned and
Unplanned Absence Allowance, Influencing Factors and the requirement to triangulate
workforce planning processes with quality information such as Key Performance Indicators
(KPls). In addition, it is anticipated that midwifery staffing levels will be reviewed by the
Project Groups as part of the evolving Project Plan.

This framework is based on the best evidence available including a range of recognised
workforce planning tools, and has been produced in consultation with a wide range of
stakeholders including commissioners and service providers, nurse managers, front-line staff
and personal and public involvement, professional and staff side organisations. A core
element is the development of a staffing range. This approach has been taken in preference
to the simple application of an absolute number or ratio, as individual ward staffing is
influenced by a range of factors all of which must be considered.

The importance of this framework is underpinned by regional policy and strategy, evidence
base related to staffing levels and patient outcomes, and evidence from public inquiries®.

The first phase of publication of the framework includes two sections relevant to nurse
staffing levels in the first instance:

Section 1: Strategic Direction and Rationale

This Section sets out the policy context and rationale for the work of the Delivering Care
Project in Northern Ireland and includes the following elements:

e  Background, context and strategic drivers for developing staffing ranges
e  Assumptions of the framework
e  Nurse Staffing ranges.

2 Department of Health Social Services and Public Safety. (2008). A Partnership for Care: Northern Ireland Strategy for
Nursing and Midwifery 2010 - 2015. Belfast, DHSSPS.
® Please see pages 1 - 3 of this document.
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The document is a brief summary of the elements of the framework, how they were agreed
and how they might be applied in the context of the changing healthcare settings nurses
work in currently.

Section 2: Using the Framework for Medical and Surgical Care Settings

This Section sets out how the elements of the framework might be used practically by Ward
Sisters, Charge Nurses, general and professional managers to facilitate constructive
conversations around nurse staffing ranges for a particular clinical setting. It includes the
following elements:

e Nurse staffing ranges for general and specialist medical and surgical adult care
hospital settings

o Factors which influence the point within a staffing range which is appropriate for
an individual service or care setting

° Guidance on ‘How to Use’ the framework.

The products of the Delivering Care Project aim to provide all staff, but particularly nurses,
both in front line practice, management and commissioning with a framework which will
assist workforce planning processes and support constructive conversations about nurse
staffing levels in Trusts.

It is anticipated that Health and Social Care Trusts will take account of the recommended
staffing ranges contained in this document when developing:

o Proposals to meet the objectives within Transforming Your Care
o New proposals for additional resources to support service innovation and reform
o Developing efficiency and productivity plans for current services.

Over the last number of years changing patterns of service delivery, modernisation of care
pathways, increased use of technology, increased patient acuity and higher throughput levels
in wards have resulted in changes to staffing levels in Northern Ireland.

The outcome has been a combination of investment in new services and efficiencies in
existing services. Executive Directors of Nursing have worked throughout this period of
change to ensure staffing levels are maintained at a level that enables the provision of safe,
effective person centred care.

This framework will provide a policy context to assist Trusts and commissioners to plan more
effectively particularly during this time of transition. Commissioners will as a result, have a
regional framework within which they can agree and set consistent ranges for nursing
workforce requirements for Health and Social Care Trusts in Northern Ireland.
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SECTION 1: STRATEGIC DIRECTION AND RATIONALE
INTRODUCTION

The subject of nurse staffing in hospital wards and community settings has been a
topic of debate and discussion for a number of years. Ensuring appropriate staffing
has been referenced in inquiries and investigations, shown in research evidence and
is viewed by patients and their carers as a key element in influencing the quality of
care.

The Independent Inquiry into the failings of the Mid Staffordshire National Health
Service (NHS) Foundation Trust* highlighted the need for appropriate staffing levels to
support safe, effective, person centred care.

Speaking at the publication of his final report, Robert Francis QC said:

“The Inquiry found that a chronic shortage of staff, particularly nursing staff,
was largely responsible for the substandard care.”

“The evidence shows that the Board's focus on financial savings was a factor
leading it to reconfigure its wards in an essentially experimental and untested
scheme, whilst continuing to ignore the concerns of staff.”

“People must always come before numbers. Individual patients and their
treatment are what really matters....... This is what must be remembered by all
those who design and implement policy for the NHS."

BACKGROUND AND CONTEXT

There are a number of drivers which have informed the development of the Delivering
Care framework. They include:

Regional Policy and Strategy

A number of key strategic documents underpinned the development of this framework
including:

Transforming Your Care

The strategic review of Health and Social Care (HSC): Transforming Your Care® sets
out the direction of travel for HSC services in Northern Ireland over the next five years.
This is supported by the Commissioning Plan®, which details year on year service
provision, priorities and standards that services must meet. The implications of the
changes to services in the next five years are significant, particularly in the
development of new service models and the response the workforce will be required
to make in support of these changes. Examples include:

» A reduction in length of stay for patients in hospital environments resulting in a
higher concentration of acutely ill older patients with complex co-existing long term
conditions, who require more care and treatment and therefore more intensive
nursing care

» Changing Hospital services, more care being provided in patients/clients own
homes, community and domiciliary settings

» Technology increasingly used in support of care delivery

* Francis, R. (2009). Independent Inquiry into care provided by Mid Staffordshire NHS Foundation Trust January 2005 —
March 2009. London, HMSO.

® Department of Health Social Services and Public Safety/Health and Social Care Board. (2011). Transforming Your Care. A
Review of Health and Social Care in Northern Ireland. Belfast, DHSSPS.

® Health and Social Care Board and Public Health Agency. (2011). Commissioning Plan 2011/12. Belfast, HSCB.
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» Greater emphasis on the prevention of ill health.
Quality 2020

HSC service provision in Northern Ireland is underpinned by the three key
components of: safety, effectiveness and patient/client focus as defined through
Quality 2020°. Quality 2020 refers to ‘Strengthening the Workforce’, as one of its
strategic goals, elements of which include the continuous need to develop the
knowledge and skills of the HSC workforce, measured through improved outcomes for
patients and clients.

The People’s Priorities

Nurses and midwives are the largest staff group in the HSC system providing general
and specialist care and treatment in all HSC environments. Nurses and midwives are
central to the provision of quality care and are highly valued by the public in Northern
Ireland, a view expressed in the Patient Client Council report: The People’s Priorities®
which identified the protection of front-line staff, particularly nurses, as the top priority
for the HSC organisations.

A Partnership for Care

The need to develop a framework to support effective workforce planning was
identified in A Partnership for Care: Northern Ireland Strateqgy for Nursing and
Midwifery 2010 - 2015° and as part of the Health and Social Care Board
(HSCB)/Public Health Agency (PHA) Commissioning plan 2011/12'°.

Evidence Base Related to Staffing Levels and Patient Outcomes

Significant research has been undertaken into the issues of both nurse staffing levels
and skill mix, thereby providing a wide literature base in relation to the association
between lower numbers of registered nurses and significant reduction of the quality of
patient outcomes''. Examples include:

» Fewer registered nurses, increased workload, and changing nursing teams in care
environments were linked to negative patient outcomes including falls and
medication errors on medical/surgical units in a mixed method study combining
longitudinal data (5 years) and primary data collection'?.

» Features of the hospital work environment, such as better staffing ratios of patients
to nurses, nurse involvement in decision making, and positive doctor-nurse
relations, are associated with improved patient outcomes, including mortality and
patient satisfaction.

” Department of Health Social Services and Public Safety. (2011). Quality 2020, A 10 Year Strategy to Protect and Improve
Quality in Health and Social Care in Northern Ireland. Belfast, DHSSPS.

8 patient Client Council. (2010). ‘The People’s Priorities. A View from Patients, Service Users, Carers, and Communities on
Future Periorities for Health and Social Care in Northern Ireland’. Belfast, PCC.

® Department of Health Social Services and Public Safety. (2010). A Partnership for Care: Northern Ireland Strategy for
Nursing and Midwifery 2010 - 2015. Belfast, DHSSPS.

'% Health and Social Care Board and Public Health Agency. (2011). Commissioning Plan 2011/12. Belfast, HSCB. Available

for

download at:

http://www.hscboard.hscni.net/publications/Commissioning%20Plans/490%20Commissioning%20Plan%202011-

2012%20-%20PDF%20993KB.pdf

"""Flynn, M. and McKeown, M. (2009). ‘Nurse staffing levels revisited: a consideration of key issues in nurse staffing levels
and skill mix research’. Journal of Nursing Management. 17, 759 — 766.

12 Duffield, C., Diers, D., O’Brien-Pallas, L., Aisbett, C., Roche, M., King, M., Aisbett, K. (2011). Nursing staffing, Nursing
workload, the work environment and patient outcomes. Applied Nursing Research. 24(4), pp 244 — 255.

'3 Aiken, L.H., et al. (2011). Patient safety, satisfaction, and quality of hospital care: cross sectional surveys of nurses and
patients in 12 countries in Europe and the United States. British Medical Journal. 344, e1717.
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» Links have been demonstrated between lower numbers of registered nurses and
increased length of stay and associated cost.'

» The Health Care Commission following an investigation into links between nursing
workforce and patient outcomes concluded that staffing levels appeared to be
based on traditional and/or costs constraints rather that patient need or outcomes.'

Evidence from Public Inquiries

As previously mentioned, a number of public inquiries have highlighted the need for
appropriate staffing levels in health and care settings. Examples include:

Mid Staffordshire NHS Foundation Trust

The recommendations of the Francis Inquiry identified the importance of including
nursing staff at all levels in discussions related to standards of care and the resources
required to deliver safe and effective, person centred care. Referring to the long term
failures of the Trust, Robert Francis QC stated: ‘The quality of nursing during that
period suggested that staffing levels had been acknowledged to have been too low as
long ago as 1998."8

1617

Public Inquiry into the Outbreak of Clostridium Difficile

The Public Inquiry into the Outbreak of Clostridium Difficile'® raised a number of
issues in relation to the ability of the organisation to provide safe and effective
standards of care regarding infection prevention and control, linked to historic staffing
levels. The Final Report stated: ‘Underfunding within nursing and domestic services
had been a particular difficulty for many years, and had been raised frequently with
the Northern Health and Social Services Board, the main commissioner of services in
the Trust.2°

NHS Review

The NHS review into the quality of care and treatment provided by 14 hospital trusts in
England®’ by Professor Sir Bruce Keogh recommended that ‘nurse staffing levels and
skill mix’ should ‘appropriately reflect the caseload and the severity of illness of the
patients they are caring for.” This recommendation was made in light of the fact that
the review teams found inadequate numbers of nursing staff in a number of ward
areas, which was compounded by an over-reliance on unregistered support staff and
temporary staff.

% Cho, S.H., et al (2003). The effects of Nurse Staffing on Adverse Events: Morbidity, Mortality and Medical Costs. Nursing
research. 52, pp 71-79.

'S Health Care Commission. (2005). Ward Staffing. London, Health Care Commission.

"®Francis, R. (2009). Independent Inquiry into care provided by Mid Staffordshire NHS Foundation Trust January 2005 —
March 2009. London, TSO.

"7 Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. London, TSO

'8 Op Cit, n 16, page 396.

'® Hine, D. (2011). Public Inquiry into the Outbreak of Clostridium Difficile in Northern Trust Hospitals. Available for
download at: http://www.cdiffinquiry.org

%0 Ibid, page 76.

2" Keogh, B. (2013). Review into the quality of care and treatment provided by 14 hospital trusts in England: overview report.
Available for download at: http:/www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-

report.pdf
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Why Develop a Range?

2.5 It was anticipated from the outset of this work that the process of developing staffing
ranges would be progressed in a phased approach to address other areas of clinical
practice such as: emergency department, district nursing, health visiting, mental
health and learning disability care settings.

Aim
2.6 The overarching aim of the work was:

To support the provision of high quality care, which is safe and effective in hospital
and community settings, through the development of a framework to determine
staffing ranges for the nursing and midwifery workforce in a range of major
specialities.

Scope and Objectives

2.7 The scope of Phase 1 was to: Develop a staffing ranges framework related to general
and specialist adult hospital medical and surgical care settings.

2.8 Objectives were designed to enable completion of a framework and achieve the
required outcomes of Phase 1 which included: the production of a regional descriptor
of a range of staffing levels for general and specialist medical and surgical adult care
hospital settings; development of a list of factors which influence or impact upon the
appropriate staffing range for defined general and specialist adult hospital medical and
surgical care settings; a format of presentation for a framework which would include
user guidance. A summary of the process used to develop the framework can be
found at Appendix 1, page 19 of this document.

Range not Ratio?

2.9 There are a number of questions which could arise in relation to the rationale for
defining a range, rather than an absolute number or ratio®. This framework describes
a range of nurse staffing which would normally be expected in specific specialities. It
provides, therefore, a reasonable starting point for discussions about the appropriate
staffing in a particular ward. It does not prescribe the staff numbers that should be on
every ward and at every point in time, as this must be developed in discussion with
staff, managers and commissioners and is dependent on a range of factors which
influence planning processes. It is also important that planning processes will include
the triangulation of findings from recognised workforce planning tools alongside Key
Performance Indicators (KPIs) for safe, effective, person centred care.

2.10 It is anticipated that on occasion nurse staffing may be outside the policy range. In
such cases the Executive Director of Nursing must provide assurances about the
quality of nursing care to these patients, and the efficient use of resources through
internal and external professional and other assurance frameworks, including KPI
dashboards.

2.11 It is expected that HSC Trusts will take account of the staffing ranges contained in this
framework in developing proposals to meet the objectives within Transforming Your
Care, in supporting new proposals for additional resources and when developing
efficiency and productivity plans.

#2 Buchan, J. (2005). A certain ratio? The policy implications of minimum staffing ratios in nursing. Journal of Health
Services Research and Policy. 10, 4: 239 — 244. This article reviews the strengths and weaknesses of using an absolute
defined ratio, concluding that there are potential inefficiencies if wrongly calibrated, coupled with relative inflexibility.
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In addition, commissioners will be able to use the framework within which they can
agree and set consistent ranges for nursing workforce requirements for providers of
health and social care in Northern Ireland.

ASSUMPTIONS OF THE FRAMEWORK l

Introduction

The framework refers to staffing ranges expressed as
nursing: bed ratios reflecting the view that the family [

of nursing comprises both registered and GG
unregistered staff, included collectively within the Coame )
ratios. L

r g t of R tment —|
B e reco: L

A number of underpinning assumptions must be
considered when understanding how a range is set
and might be used within the context of this
framework. These assumptions are outlined below.

ASSUMPTION 1:

ASSURANCE OF SAFETY, QUALITY AND EXPERIENCE THROUGH KEY
PERFORMANCE INDICATORS

The first assumption underpinning the use of the framework is the requirement to
provide assurance across a number of quality outcomes for people receiving care and
treatment through Key Performance Indicators (KPIs) which have been regionally
agreed as sensitive to nursing care. The evidence base referred to at paragraph 2.3,
page 2, of this document supports the view that the use of nursing sensitive KPls can
demonstrate either effective workforce planning, or conversely, a need for review of a
nursing workforce staff complement.

A regional Project Group in Northern Ireland has led the development of high level
KPIs for nursing and midwifery to measure, monitor and evidence the impact and
unique contribution the nursing has on the quality of patient and client care. There are
three domains within which indicators have been presented for organisations to
monitor: Organisational, Safe and Effective Care and Patient Experience. Many
organisations in Northern Ireland are currently presenting some of this information via
HSC Trust ‘dashboard’ systems, which allow data sets to be viewed collectively
across all wards and departments. It is intended that as more indicators are agreed
regionally, they will be added to the existing governance data systems in each Trust.
Examples of the current indicators within each domain are:

Organisational: absence rates within nursing and midwifery teams; normative staffing
ranges which will include vacancy rates.

Safe and Effective Care: incidence of pressure ulcers, falls, omitted or delayed
medications.

Patient Experience: consistent delivery of nursing/midwifery care against identified
need; involvement of the person receiving care in decisions made about their nursing
care; time spent by nurses with the patient.

It is recognised that such quality information, which is being continuously monitored,
will demonstrate the efficacy of staffing levels in a particular clinical area. Where the
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staffing complement meets the demand of the service being provided, quality
indicators should demonstrate that safe, effective, person centred care is being
delivered. Should quality indicators begin to fall below the accepted level of
achievement, staffing levels should be reviewed as one of the lines of enquiry of
attributable causes.

ASSUMPTION 2:

PLANNED AND UNPLANNED ABSENCE ALLOWANCE

3.5 Planned and Unplanned Absence Allowance (PUAA) refers to periods of absence
from work, which can be described as anticipated and, therefore, must be factored
into the workforce planning process. This comprises annual leave, sickness®, and
mandatorg study leave. It was necessary, therefore, when describing nurse or
midwifery** staffing to agree an allowance which could be factored in to any
subsequently developed range.

Rationale

3.6 Telford (1979)%° remains the extant nurse workforce planning tool in use in Northern
Ireland and the United Kingdom. This methodology recognises the need for
‘allowances and amendments for sickness, absence, holidays, in-service training and
nursing education’®® in any method of effective workforce planning.

3.7 In 2006, the Royal College of Nursing recommended a PUAA of 25%’. Similarly, the
Healthcare Commission recommended a minimum of 24% in 2005%, prior to the
implementation of Agenda for Change®.

3.8  Other professions have reflected a requirement to build in allowances for planned and
unplanned leave. For example, the medical profession referred to the necessity of
‘supporting professional activities’ within the Consultant Contract Framework (2003)°.
Professional activities were identified as: training, continuing professional
development, formal teaching, audit, job planning, appraisal, research, clinical
management and local governance activities. Leave is also directed to be built into
weekly job planning for consultant teams, including an average of 10 days per year of
professional activity®'. It should be noted that sickness absence was not accounted for
within the Consultant Contract framework.

3.9 In 2002, the Auditor General for Scotland® identified a requirement for Planned and
Unplanned Leave Allowance to be taken into account within nursing workforce
planning processes, outlined in Table 1, page 7.

28 «Sjckness’ refers to both short and long term sick leave, with long term defined as 20 days or over and up to six months.
24 1t should be noted that this element of the assumptions of the framework is applicable to nursing and midwifery.

% Telford, W.A. (1979). A Method of Determining Nursing Establishments. Birmingham, East Birmingham Health District.

% Ibid, page 2 of the referenced document.

" Royal College of Nursing Policy Unit. (2006). Setting Appropriate Ward Nurse Staffing levels in NHS Acute Trusts.
London, RCN.

Health care Commission. (2005). Ward Staffing. London, Health Care Commission.

Department of Health. (2004). Agenda for Change - Final Agreement. Available for download at:
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod consum dh/groups/dh digitalasse
ts/@dh/@en/documents/digitalasset/dh 4099423.pdf
% Department of Health, Social Service and Public Safety. (2003) Consultant Contract Framework. Available for download

at: http://www.dhsspsni.gov.uk/scu-consultantcontract.pdf
%" Department of Health, Social Service and Public Safety. (2008). Regional Guidance on Job Planning for Medical and

Dental Consultants in Northern Ireland. Available for download at: http://www.dhsspsni.gov.uk/regional-guidance-on-job-

planning-for-medical-and-dental-consultants-in-northern-ireland.pdf Page 15 - 16.

%2 Audit Scotland. (2002). Planning ward nursing — legacy or design? Edinburgh, Auditor General.

29
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Table 1:
Planned and Unplanned Absence Allowance, Auditor General Scotland®*
Year Annual Sick Study Total
Leave: Leave: Leave: Allowance
2002 13.5% 5.5% 3% 22%

Annual Leave

3.10 The implementation of Agenda for Change®® provided an increase from 25 to 33 days’
leave for staff with a service record of 10 years or over. This substantial increase
would, therefore, require that the allowance for annual leave calculated within PUAA is
increased from that adopted in 2002. A reduction in the number of public holidays
from 12 to 10 provided an overall net increase of 16%.

3.11  For the purposes of the framework, annual leave is calculated at the mid point of the
Agenda for Change® leave allocation, which is 29 days + 10 days public holidays =
39 days. There are 260 working days per year for a full time/37.5hr person. This
equates to 39/260 = 15%.

Sickness Absence

3.12 Priorities for Action® outlined the regional target for ‘absenteeism’ in 2011 at 5.2%.
The 5% level set within the PUAA is below this regional target recognising the need
for continuous improvement in this area.

Mandatory Study Leave

3.13 In response to the increased intensity and complexity of patient care and the need to
support the continuing provision of safe, effective, person centred care, mandatory
training needs have significantly increased for the nursing and midwifery workforce in
the last 10 years from 2002. This includes regulatory requirements such as: meeting
the Nursing and Midwifery Council (NMC) Standards for Learning and Assessment in
Practice®, statutory midwifery supervision and the Chief Nursing Officer’s standards
for supervision in nursing®’, as well as a range of clinical competencies which are
required to comply with national and regional policy or standards. Examples of the
types of training required for all staff and professional staff and associated hours
required are outlined in Table 2, page 9. There is a regulatory requirement for
professional updating, elements of which may be undertaken in a registrant’'s own
time. As more robust revalidation models are progressed in light of the Francis
Inquiry®®, it is essential that PUAA can accommodate this.

3.14 The nursing and midwifery workforce has a high percentage of individuals that choose
part-time working arrangements - 56% full time, 44% part time®. Training must be
provided on the basis of headcount as opposed to Whole Time Equivalents, which
considerably increases the overall number of staff requiring training.

% Department of Health. (2004). Agenda for Change - Final Agreement. Available for download at:

http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod consum dh/groups/dh digitalasse
ts/@dh/@en/documents/digitalasset/dh 4099423.pdf

% The NHS Staff Council. (2014). NHS terms and conditions of service handbook. Available for download at:
http://www.nhsemployers.org/your-workforce/pay-and-reward/nhs-terms-and-conditions/nhs-terms-and-conditions-of-
service-handbook

% Department of Health, Social Service and Public Safety. (2010). Priorities for Action 2010 - 2011. Belfast DHSSPSNI.

% Nursing and Midwifery Council. (2010). Standards for Pre-registration Nursing Education. London, NMC.

% Chief Nursing Officer for Northern Ireland. (2007). Standards for Supervision in Nursing. Belfast, DHSSPSNI.

% Francis, R. (2009). Independent Inquiry into care provided by Mid Staffordshire NHS Foundation Trust January 2005 —
March 2009. London, TSO.

% Ibid.
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Future Allowances

It was therefore proposed that the average level applied in 2002 of 22% should be
reviewed to reflect the changes to annual leave allowances, and statutory and
mandatory training requirements for professional and non-professional staff within a
ward team.

The revised allowances, stipulated at Table 3, below, have been agreed by the
Nursing and Midwifery Leaders in Northern Ireland, using those defined by the Auditor
General (2002)* as a starting point, taking into consideration the elements mentioned
in paragraphs 3.10 — 3.14, page 7. It should be noted that the defined percentage will
be subject to ongoing review and potential amendment by relevant professional
forums, reflecting developments in training requirements and training delivery
methods. The ranges incorporate a Planned and Unplanned Absence Allowance of
24%.

Table 3: Comparative Planned and Unplanned Absence Allowances

Year Annual Sick Study Total
Leave: Leave: Leave: Allowance

2002 13.5% 5.5% 3% 22%

2013 15% 5% 4% 24%

This agreement should enable discussions between commissioners and service
providers to take place in relation to workforce planning for the future.

It should be noted that an agreement was reached through the Delivering Care Project
Groups, that Planned and Unplanned Absence Allowance should not include absence
for maternity leave. The Nursing and Midwifery Leaders in Northern Ireland recognise
that Maternity Leave is a particular challenge for service providers due to the
predominance of females in the workforce.

0 Audit Scotland. (2002). Planning ward nursing — legacy or design? Edinburgh, Auditor General.
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TABLE 2

EXAMPLES OF STATUTORY*' AND MANDATORY* TRAINING FOR NURSING AND
MIDWIFERY STAFF*

Annual One off
commitment commitment
(average in hours) | (average in hours)

Core skills — all staff*

Equality, diversity and i 75 To include complaints
human rights ] handling
Fire Safety 2 -
Health and Safety 2.5 3.75 To include COSHH / waste
management
Infection prevention
and control 3.75 ]
Moving and handling 3.75 -

Increased training required
Safeguarding adults 3.75 - as per role and

responsibility

Increased training required
Safeguarding children 3.75 - as per role and

responsibility

Basic life support to
Resuscitation 3.75 - Advanced Life Support
dependent on need

To include record keeping,

Information governance - 3.75 data protection etc.

Statutory and mandatory training for nursing and midwifery

MUST nutrition tools /
7.5 - tissue viability / NEWS /
haemovigilance etc.

Clinical policy and
guidelines updates

Includes statutory

Nursing / Midwifery 15 i supervision & obstetric
specific training emergencies for midwives /

mentorship etc. for nurses

Includes end of life care /

Clinical skills 11.25 violence and aggression
etc.
. New equipment training
N?évcchaﬂg:grqggt/ 7.5 needs including Point of
9 Care Testing

Total 64.5 15

79.5 hours / 7.5 hours per day = 10.6 days per year
10.6 days / 260 working days per year = 4.07% allocation for training
*Ref: UK Core Skills and Training Framework, Skills for Health 2012

4 Statutory Training: is training that an organisation is legally required to provide, as defined in law (and consequently a
legal paper can be referenced), or where a statutory body has instructed organisations to provide training on the basis of
legislation.

42 Mandatory Training: is a training requirement that has been determined by an organisation (i.e. in policy). Mandatory
training is concerned with minimising risk, providing assurance against policies, and ensuring that the organisation meets
external standards, for example: Zero Tolerance Violence and Aggression training.

* |t should be noted that unregistered staff do not attend training which is in place as a result of a professional or regulatory
requirement.



ASSUMPTION 3:

SKILL MIX

3.19 This term refers to the ratio of registered to unregistered nursing staff working within a
complement of staff in an individual care setting. The level of skill mix required for any
particular clinical setting may vary. The agreed skill mix for a particular clinical setting
must be applied when using this framework. For example, in critical care settings a
skill mix comprising mostly registered staff is required to facilitate safe and effective
person centred care; this is due to the complexity and acuity of the patient profile of
people cared for in such environments. Conversely, where there are high levels of
dependency but a lower level of acuity**, a skill mix comprising a higher level of
unregistered staff may be appropriate. A level of skill mix will be determined regionally
for a variety of care settings by the Nursing and Midwifery Leaders in Northern Ireland,
based on best available evidence such as recognised workforce planning tools,
related to the care setting under consideration. The skill mix relevant to a particular
setting will be included within the subsequent ‘Using the Framework for..” sections. To
reference the skill mix for general and specialist medical and surgical adult hospital
care settings, please see page 3 of Section 2.

3.20 Skill mix should take account of an allocation of 100% of a Ward Sister's/Charge
Nurse’s time to ‘fulfil their ward leadership responsibilities; supervise clinical care;
oversee and maintain nursing care standards; teach clinical practice and procedures;
be a role model for good professional practice and behaviours; oversee the ward
environment and assume high visibility as nurse leader for the ward.*>*°

3.21 An appropriate number of Agenda for Change Bands 6 — 7 within a ward setting is
also required to have sufficient grade mix to ensure availability of a senior decision
maker(s) — Band 6 or above — over the seven day week.

ASSUMPTION 4:

MANAGEMENT OF RECRUITMENT

3.22 It is recognised that due process of Human Resources policies and procedures
requires a number of weeks to recruit staff. Notwithstanding this process, it is
essential that nursing vacancies are filled within a prompt timescale to ensure staffing
levels to support safe and effective, person centred care are maintained.

3.23 Employers must ensure that a risk-assessed approach is adopted to managing
recruitment, taking into consideration the following elements:

» Maintenance of staffing levels, which support the delivery of safe and
effective, person centred care

»  Avoidance of overuse of temporary staff, for example, bank and agency
staff

» Matching of staff skill and band mix to patient acuity and dependency
within approved guidelines*’

» Timely and ongoing review of risk assessments linked to service
reconfigurations.

** For definitions of acuity and dependency please see Influencing Factors, Delivering Care, Section 2.

*® Royal College of Nursing. (2009). Breaking down barriers, driving up standards. London, RCN. P 18.

“® Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, Executive Summary. London,
TSO. Recommendation 195, p 106.

*" For information related to skill mix for medicine and surgery, please see Delivering Care Section 2, page 3.

10
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ASSUMPTION 5:

INFLUENCING FACTORS

It is acknowledged that workforce planning for nursing staff is both complex and
diverse®®. The application of processes or approaches to gauge the number of
individuals required with the right level of competence, to provide the appropriate level
of care for a particular patient/client group, can be a challenge to those tasked with
accurately defining workforce requirements. Triangulation*® is required of a number of
relational factors which impact on the workforce, for example: patient/client
dependency, environmental factors, proximity to other services. The Steering Group of
the Staffing Ranges Project has defined these factors within four domains:

> Workforce

»  Environment and Support

> Activity

»  Professional Regulatory Requirements.

It is important, therefore, that these factors are taken into consideration when
workforce planning discussions take place, to adopt an appropriate ratio within the
defined range for a care setting. Further information on factors which influence
workforce planning in medical and surgical settings can be found in Section 2, pages
7-13.

NURSE STAFFING RANGES ]

Nurse Staffing Ranges for General and Specialist Medicine and Surgery
MEDICINE

A general medical care setting is defined as comprising adult patients admitted for
diagnosis, treatment and/or rehabilitation of medical conditions, including acute
general medicine, general respiratory, cardiology, stroke, acute elderly medicine. This
does not include, however, short-stay units for example: Medical Assessment Units.

A specialist medical care setting is defined as comprising: adult patients admitted
for diagnosis, treatment and/or rehabilitation of medical conditions, where a higher
degree of acuity is anticipated, including for example: specialist respiratory medicine,
neurology, coronary care, acute stroke/lysis (general stroke care may often be located
within the general medical normative staffing range). This also includes short-stay
units, for example: Medical Assessment Units.

In some general ward areas, existing in both medical and surgical settings, a
cohort of dedicated beds for specialist services may exist, for example: 8 specialist
respiratory care beds within a 24 bed general respiratory ward. As models of care for
general medicine move towards specialisms, the number of specialist beds may
increase. Where this occurs, a number of calculations will need to be made on two or
more cohorts of patients to determine an overall appropriate nursing/bed ratio.

Figure 1, page 12, pictorially represents the range for general and specialist
medicine, the majority of general medical wards defined between 1.3 and 1.4,
recognising that small number may fall below 1.3 to 1.2 and similarly, a small number
existing at the higher end of the range at 1.4. The same representation exists for
specialist medicine, fewer wards being defined at the top end of the range (1.8) and

*8 Ball, J. (2010). Guidance on Safe Nurse Staffing Levels in the UK. London, RCN. Page 6.

9 Ibid.
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lower end of the specialist range (1.3). The range stipulated includes an allowance of
24% for PUAA.

Figure 1: Nurse Staffing Range for General and Specialist Medicine.

1.2 1.3 1.4 1.5 1.6 1.7 1.8
| | | | | | |
General .- g Specialist
Medicine. -~ Medicine
SURGERY

A general surgical care setting is defined as comprising adult surgical patients
admitted for elective or emergency surgery, including for example: urology,
gynaecology, breast and endocrine surgery, orthopaedic surgery, vascular and
general surgery.

A specialist surgical care setting is defined as, comprising adult surgical patients
admitted for elective or emergency surgery where a higher degree of surgical acuity
and/or progressive recovery is anticipated, including for example: neurosurgery,
plastics, cardiac and head and neck surgery.

Figure 2 below, pictorially represents the range for general and specialist surgery, the
majority of general surgical wards defined between 1.25 and 1.4, recognising that a
small number may fall below 1.25 and similarly, a small number existing at the higher
end of the range at 1.4. The same representation exists for specialist surgery, fewer
wards being defined at the top end of the range and lower end of the range. The
range stipulated includes an allowance of 24% for PUAA. For further information as to
how the ranges were described and agreed, please go to page 19 of this document.

Figure 2: Nurse Staffing Range for General and Specialist Surgery.

1.2 1.25 1.3 1.4 1.5 1.6 1.7 1.8
| | | | | | | |
General el g Specialist
Surgery e - Surgery

-

Providing an example: The Ward Sister of a 24 bed medical ward has used a Telford
Exercise, coupled with the use of influencing factors to determine that her ward should
be staffed at 1.3 on the nursing: bed range.

This equates to: 24 x 1.3 = 31.2 Whole Time Equivalents (WTE) to provide safe,
effective person centred nursing care.

Adding in the requirement for the 100% (1 WTE) allocation of Ward Sister time for
supervision/ management responsibilities, this equates to a Funded Establishment of
32.2 WTE, in this example.

With a skill mix of 70:30 this allows for:
e 21.84 WTE registered staff (0.7 x 31.2)
e 9.36 WTE unregistered staff (0.3 x 31.2)
e 1.0 WTE Ward Sister.

12
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ILLUSTRATIVE EXAMPLE

The illustration contained within pages 13 - 16 highlights a snapshot of the
activity in an actual medical ward in Northern Ireland.

Along with an overview of activity within the snapshot, the numbers of staff that the
range for general medical settings represents are described. It is also worthy of note
that in addition to the demonstrated workload element, there are a number of activities
which are part of the professional role of nursing staff, which are not outlined within
the illustration, including, for example: professional supervision, preceptorship, or
mentorship of pre-registration students. For further information, refer to the Influencing
Factors section of the framework outlined within Section 2, and, para. 3.13, page 7, of
this document.

This illustration depicts an adult general medical ward, with 24 beds divided between 1
x 4 bedded bays, 2 x 6 bedded bays and 8 single rooms. The profile below provides a
picture of the type of person nurses are currently caring for in hospital-based care.
Figures 3 and 4, also below, demonstrate the age demographics of people within
acute care services, from a snapshot of a medical and surgical ward in a Trust in
Northern Ireland.

Patient Profile

John’s story is typical of someone
who is being cared for within adult Figure 3: Medicine
hospital-based  acute = medical
services in Northern Ireland. John is
81 years old. He lives on his own
and has recently been experiencing 48%
difficulty breathing. 17 years ago,
he suffered a number of small
strokes from which he fully
recovered and he now remains on
medication to prevent further
deterioration. Two years ago he had
his right kidney removed because a malignant tumour had been found. He is usually
independent, but suffers from severe pain from osteoarthritis in both knees which
means he walks with a stick. His mobility is quite limited as a result and recently he
has been increasingly unsteady.

W Aged 80+
B Aged 65+
Aged 65 & Under

John’s daughter, who lives 20 miles away from him, has told staff that she thinks he
has fallen at home when on his own because of bruises and cuts on his face and
. limbs. She also feels he has not
Figure 4 : Surgery been eating sufficiently at home.
When he reaches the ward, he is
tired and distressed, and makes it
13% N clear to staff he does not want to
m Aged 65+ be in hospital. The chgnge of
environment along with an
Aged 65 & Under | abnormal blood chemistry and
increasing shortness of breath
means he becomes disorientated
and confused, requiring constant
observation. His breathlessness is diagnosed as being a symptom of congestive
cardiac failure, for which he receives an intravenous drug which increases his urinary

13
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output. This intervention has the effect of John wanting to walk to the toilet frequently.
He also requires a number of investigations outside of the ward area all of which he
has to be accompanied by one member of staff because he is at high risk of falling or
accident. His lethargy means he has no interest in eating, is unable to take care of
himself, and needs assistance to eat, drink and wash.

Figure 5, below, presents a profile of some of the types of care needs that the people
identified in Figures 3 and 4, page 13, present with during an episode of care in
hospital. The graphs correspond to percentages of the total number of people in a
medical or surgical care setting. Nurses are caring for an increasingly significant
number of people, who are

like John, with multiple care | 35% Figure 5: Care Need
needs, unable to care for | .., B 4 Profile

themselves and requiring a

high level of support. It | 25% 9 -

should be noted that this is | 54
not exhaustive of the totality
of care provided. 15%

It should be noted that the | 0%
profile of people being | sy
admitted for care within
general/specialist  medical
and surgical settings is
changing all the time.

0%

constant observation nutrition support fully dependant

Northern Ireland has a population of approximately 1.8 million people and is the
fastest growing population in the UK. The number of people over 85 years old is
predicted to increase by 19.6% by 2014, and those over 75 years increasing by 40%
by 2020. More people are living longer, with long term conditions and disabilities,
which can be further complicated by more than one condition in some cases® and a
requirement for complex drug regimen.

A recent audit of practice carried out in a HSC Trust in 2013 demonstrated that 73% of
people in an acute medical ward required Intravenous medications (IVs). This
percentage equated to a total of 96 doses required in a 24 hour period, which require
two registered nursing staff to check, prepare and administer per HSC Trust policy,
with an average preparation and
administration time of 9 minutes
per patient per dose. This
represents 29 hours of time spent
by registered nurses in the
management and administration
of complex drug regimes in a 24
hour period.

Diagram 1: Ward Layout.

Utilities/Pharmacy

Zone A = 2 x 6
bedded bays

Zone B = 8 single
rooms and 1 x 4
bedded bay

Environment

Diagram 1, right, depicts a typical
ward layout. This environment of
care means nurse staffing is
divided into two teams Zone A

% Department of Health Social Services and Public Safety/Health and Social Care Board. (2011). Transforming Your Care.
A Review of Health and Social Care in Northern Ireland. Belfast, DHSSPS.
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and Zone B. The design of the ward environment is an important element in the
consideration of staffing complements. A number of factors relating to the care
environment may impact on the ability of the nursing team to deliver safe, effective,
person centred care such as: vision, travel distances to supplies and utilities, creating
cohorts of beds and use of technology.

For example, direct lines of vision for nursing staff into the patients’ room(s) from a
corridor are essential to allow for maximum patient observation, which requires large
vision panels. Beds should be clustered in appropriate groups to maximise staff
efficiency and to reduce travel distance to supplies and utilities. In addition, provision
of decentralised staff bases in all ward environments provides uninterrupted lines of
sight to patients and also allows the patients to see staff.

Appropriate location of storage for clinical supplies, equipment and consumables,
including the location of utilities can positively influence productivity of nursing staff.
This can be further enhanced by the provision of local daily supplies dedicated to bed
clusters thereby reducing the travel distance within a ward.

This also applies to the location of departmental adjacencies such as x-ray and
diagnostics particularly important when nursing staff are required to escort patients to
other clinical areas/settings for diagnostics/ interventions/treatments.

Staffing Profile

Table 4 below, presents the required staffing complement that cares for the people
outlined in the patient profile in Figures 3 - 5, pages 13 - 14.

Table 4: Staffing Complement

Mon Tues Wed Thu Fri Sat Sun
Morning
Registered 5 5 5 5 5 4
Band 3 1 1 1 1 1 1 1
Band 2 2 2 2 2 2 1 1
Afternoons
Registered 5 5 5 5 5 4
Band 3 1 1 1 1 1 1 1
Band 2 1 1 2 2 1 1 1
Evening
Registered 4 4 4 4 4 4 4
Band 3
Band 2 1 1 1 1 1 1 1
Night Duty
Registered 3 3 3 3 3 3 3
Band 3
Band 2 1 1 1 1 1 1 1

This equates to a nursing:bed ratio of 1.3 and a skil mix of 70:30%
registered/unregistered staff. Not included in calculations in this illustration is 1 WTE
(100%) allowance for leadership and management /supervisory responsibilities of the
Ward Sister/Charge Nurse and 24% Planned and Unplanned Absence Allowance.

IMPLEMENTING AND MONITORING THE FRAMEWORK

15
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HSC Trusts will be monitored in relation to implementation of Delivering Care: Nurse
Staffing in Northern Ireland year-on-year through the indicators of performance
measures across Health and Social Care. In addition, staffing levels will also be
monitored through the Chief Nursing Officer's Professional Assurance Framework.
Nursing Key Performance Indicators (KPIs) currently being developed in Northern
Ireland should assist in providing feedback related to the quality of care within care
settings. This should provide useful information about the quality of care particularly in
relation to those settings which have been benchmarked with the framework. In
addition to KPIs and other indicators related to the nursing workforce, this information
should assist in determining the efficacy of the framework and the way in which it is
being used.

CONCLUSION

This document sets out the strategic direction and rationale for the development of a
framework to support nurse workforce planning in Northern Ireland, beginning with
general and specialist acute adult hospital medical and surgical care settings.

The framework should be used by HSC Trusts to take account of the recommended
staffing ranges when developing:

¢ Proposals to meet the objectives within Transforming Your Care
¢ New bids for additional resources to support service innovation and reform
e Developing efficiency and productivity plans for current services.

It will inform both the Health and Social Care Trusts and commissioners:

e To promote a shared understanding between professional, management, finance
and human resources colleagues of the essential components to set and review
nurse staffing establishments and when commissioning new services to provide
safe, effective, person centred care

e To support general and professional managers in presenting clearly the need for
investment in nurse staffing, within changing service profiles, particularly in
response to incremental service growth

¢ As a reference document when developing and agreeing the nurse staffing levels
component within investment proposals.

Commissioners will, as a result, have a regional framework in which they can agree
and set consistent ranges for nursing workforce requirements for HSC Trusts in
Northern Ireland.
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Appendices
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Appendix 1 - METHODOLOGY OVERVIEW AND PROCESS SUMMARY
Methodology Overview

The work undertaken by the Steering Group of this project took place from May 2011 to
September 2012. Membership and Terms of Reference of the Steering Group are included at
Appendix 2, page 21. A Working Group was also established, Membership and Terms of
Reference included at Appendix 3, page 22.

At the outset of the project, it was recognised that determining appropriate staffing ranges was
a complex process, dependent on a variety of factors, including the complexity of iliness; level
of co-morbidities; case mix; throughput; length of stay; and geographical layout of the
environment. During 2009/10, a ‘task and finish’ group, supported by the Department of Health
Social Services and Public Safety (DHSSPS), took forward work to scope a range of
nursing/bed ratios for a number of general and specialist, medical and surgical areas within
the acute care sector. The work of this group informed the approach used within the project.

The Steering Group agreed and implemented a project plan for Phase 1 to achieve the aim
and objectives, which included a work programme encompassing the following components:

»  Two time-limited literature reviews were conducted to determine:

a. Methodologies for defining staffing ranges in general care settings, which have
been reported nationally and internationally

b. Available evidence-based staffing ranges or ratios which have been developed for
adult hospital medical and surgical specialties

» A range of interviews were conducted with HSC Trust partners to gather information in
relation to staffing ranges work which had been taken forward

» Using the work completed by the DHSSPS in 2010, a Glossary of Terms was agreed

» Development and agreement of a suite of factors within four domains, which should
support nurses to determine where, along a continuum available within a staffing range,
the needs of the people they care for may be met safely and effectively

» Information from available national expertise was gathered to inform the work of the
Project.

Process Summary

Two time-limited literature reviews were undertaken to inform the work of the project. The first
was conducted by the Business Services Organisation, Clinical Education Centre, and
reviewed methodologies for defining staffing ranges in general care settings, which have been
reported nationally and internationally. The conclusions from this review were that existing
knowledge and practice in relation to staffing ratios and workforce planning remained relevant.
In addition, there has been the recent development in England of an electronic tool to assist
workforce planning — the Safer Nursing Care Tool’'. The second literature review focused on
available evidence-based staffing ranges or ratios, which have been developed for adult
hospital medical and surgical specialties. This review, carried out by the PHA, confirmed that
little work had been reported in relation to evidence-based staffing ranges/ratios for particular
adult hospital medical and surgical specialties.

Between May and July 2011, a NIPEC Senior Professional Officer, undertook a number of
face-to-face interviews with the nursing and midwifery workforce leads in each of the five HSC
Trusts. These interviews informed the project by facilitating the revisiting and refreshing of
data captured during the 2009/10 task and finish exercise, and identified a list of factors which
could influence the point within a staffing range at which a nursing team might be set. In

o Information  regarding the Safer Nursing Care Tool is available for download at:

http://www.institute.nhs.uk/quality and value/introduction/safer nursing care tool.html
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addition, work to establish agreed staffing ranges for general adult hospital medical and
surgical care settings was supported. During the completion of this work, it became apparent
that it would be helpful to agree staffing ranges for specialist medical and surgical care
settings, to support the generalist ranges, given that many general clinical settings currently
exist with cohorts of beds dedicated to other types of services in specialist care.

The ranges for the data refreshing exercise provided a continuum measurement from which a
range might be set, based on existing staffing complements within Northern Ireland. It should
be noted that HSC Trust organisations had previously reviewed funded establishments based
on a range of workforce planning tools including Telford® and the Association of United
Kingdom University Hospitals®®. Given that Planned and Unplanned Absence Allowances
(PUAA) were included in historical funding within legacy Health and Personal Social Services
Boards of between 18% to 23%, ranges were set to reflect the recommended 24% PUAA (please
see page 14 of this document).

Following this exercise, the Working Group agreed a list of core influencing factors, set within
four domains, from which definitions of terms and impact were developed.

Throughout the progress of the project work, a number of sources of expertise were available
to the Steering and Working Groups, both regionally and nationally. In particular, contact was
made with the Institute for Innovation and Improvement in relation to the Safer Nursing Care
Tool, and the Central Manchester University Hospitals National Health Service (NHS)
Foundation Trust in relation to the development of a simplified version of an electronic nursing
workforce planning tool. The learning from these exercises informed the approach to the
staffing ranges, which were agreed regionally and which constitute an element of this phase of
the Framework.

The outcomes achieved by the completion of Phase 1 of the Project were:
i. Arelevant Glossary of Terms

ii. Definition of staffing ranges in relation to general and specialist adult hospital medical
and surgical care settings

iii. Definition of a Planned and Unplanned Leave Allowance

iv. Definition of a number of Influencing Factors, which impact upon the delivery of safe
and effective care, and which determine the ratio within a staffing range at which a
nursing team might be set.

It should be noted that, whilst the overarching aim of this project encompassed nursing and
midwifery staff, the first two documents, Sections 1 and 2 were directed towards nursing staff
only, due to the areas for which staffing ranges have been defined. It is acknowledged,
however, that there are elements of Section 1 which will have relevance to midwifery settings,
such as Planned and Unplanned Absence Allowance and Influencing Factors.

°2 Telford, W.A. (1979). A Method of Determining Nursing Establishments. Birmingham, East Birmingham Health District.
%8 Association of UK University Hospitals (2009) Patient Care Portfolio. AUKUH acuity/dependency tool: implementation
resource pack, London: AUKUH. Tool and related literature are available for download from www.aukuh.org.uk
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APPENDIX 2 - MEMBERSHIP OF STEERING GROUP

Representation for Representative

PHA Pat Cullen, Director of Nursing and Allied Health
Professions, Chair, from April 2012 to present day.

Mary Hinds, Director of Nursing and Allied Health
Professions, Chair from April 2011 — April 2012.

HSC Trust Executive | Alan Corry-Finn, Executive Director of Nursing, WHSCT.
Directors of Nursing

Human Resources Myra Weir, Assistant Director of Human Resources (from
April 12), SEHSCT.

HSC Trust Nursing Nicki Patterson, Co-Director of Nursing (Workforce)

and Midwifery replaced by Allison Hume (August 2013).

Workforce Leads

PHA Siobhan Mclntyre, Regional Lead Nurse Consultant,
Chair of Working Group.

DHSSPS Kathy Fodey, Nursing Officer, Workforce replaced by

Caroline Lee (September 2013).

Regional Partnership | Rita Devlin, Senior Professional Development Officer
Forum (RCN).

HSCB Paul Turley, Assistant Director Commissioning, (non-
registrant).

Patient Client Council | Maeve Hully, Chief Executive.

NIPEC Maura Devlin, Interim Chief Executive (to August 2011)
Glynis Henry, Chief Executive (from Sep 2011).
NIPEC Angela Drury, Senior Professional Officer (Lead Officer).

Administrative Support: Mrs Linda Woods (NIPEC)

TERMS OF REFERENCE
Terms of Reference for the Steering Group are as follows:

TORT1 To agree a project plan, timescales and methodology for the project

TOR2  To contribute to the achievement of the project aims and objectives

TOR3  To undertake ongoing monitoring of the project against the planned activity

TOR4  To receive progress reports from the Project Lead and agree actions arising

TOR5  To contribute to the final report for submission to the PHA

TOR6  To adhere to principles of confidentiality in relation to communication and
dissemination of information regarding the project

TOR7  To approve appropriate communiqués for wider dissemination

TOR8  To review the impact of the tool 12 months after development and
implementation.

Membership of Steering Group is non-transferrable, other than in exceptional
circumstances and with prior agreement of the Chair.
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APPENDIX 3 - MEMBERSHIP OF THE WORKING GROUP

Organisation | Representative

PHA Chair — Siobhan Mclintyre, Regional Lead Nurse
Consultant.

NIPEC Angela Drury, Senior Professional Officer NIPEC (Lead
Officer).

DHSSPS Kathy Fodey, Nursing Officer, Workforce replaced by
Caroline Lee (September 2013)

DHSSPS Mary Maguire, Health Estates replaced by Gillian Kelly
(June 2013).

SHSCT Glynis Henry, Assistant Director of Nursing (Workforce
Lead) until August 2011, replaced by Lynn Fee (February
2012).

NHSCT Allison Hume, Assistant Director of Nursing (Workforce
Lead).

SEHSCT Caroline Lee, Assistant Director of Nursing (Workforce
Lead) replaced by Sharon McRoberts (September 2013).

WHSCT Brendan McGrath, Assistant Director of Nursing
(Workforce Lead).

BHSCT Nicki Patterson, Co-Director Nursing (Workforce Lead)
replaced by Moira Mannion (August 2013).

Administrative Support: Mrs Linda Woods (NIPEC)

TERMS OF REFERENCE

Terms of Reference for the Working Group are as follows:

TORT
TOR2

TOR3
TOR4
TORS5
TOR6
TOR7

TORS8
TOR9

To contribute to the achievement of the project aims and objectives.

To participate in the agreement and testing of a tool to define staffing ranges in
general and specialist adult medical and surgical hospital care settings.

To participate in the amendment and testing of the tool in other general and
specialist hospital care settings.

To participate in the amendment and testing of the tool in mental health and
learning disability inpatient and community care settings.

To contribute to reports offered to the Steering Group.

To contribute to the interim and final reports for submission to the PHA.

To adhere to principles of confidentiality in relation to communication and
dissemination of information regarding the project.

To approve appropriate communiqués for wider dissemination.

To review the impact of the tool 12 months after development and
implementation.
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APPENDIX 4 - ABBREVIATIONS

Abbreviation Meaning

BHSCT Belfast Health and Social Care Trust

DHSSPS Department of Health, Social Services and Public Safety

FE Funded Establishment

HCSW Health Care Support Worker

HSC Health and Social Care

HSCB Health and Social Care Board

KPI Key Performance Indicator

NHS National Health Service

NHSCT Northern Health and Social Care Trust

NI Northern Ireland

NIPEC Northern Ireland Practice and Education Council for Nursing and
Midwifery

SEHSCT South Eastern Health and Social Care Trust

SHSCT Southern Health and Social Care Trust

PHA Public Health Agency

RCN Royal College of Nursing

WHSCT Western Health and Social Care Trust

WTE Whole Time Equivalent
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Delivering Care: Nurse Staffing in Northern Ireland

Section 2: Using the Framework for general and specialist
medical and surgical adult in-hospital care settings

This Section sets out how the elements of the framework might be used practically
by Ward Sisters, Charge Nurses, general and professional managers to facilitate
constructive conversations around nurse staffing ranges for a medical and surgical
care settings. It includes the following elements:

e  Nurse staffing ranges for general and specialist medical and surgical
adult care hospital settings

e  Factors which influence the point within a staffing range which is
appropriate for an individual service or care setting

° Guidance on ‘How to Use’ the framework.



MAHI - STM - 127 - 86

CONTENTS
Preface
Foreword and Acknowledgements
Framework Outline
Glossary of Terms
Executive Summary
Section 2
IEFOTUCTION . ...ttt nnnnnnnnnn 1
AssumMPLioNSs Of the FramEWOIK ...........uuuuuiiiiiiiiiieiiiiiiiiieiiiiieiieeaeeeee e aeeeeeaeeeeeesasaessesessennnnee 2
NUrse Staffing RANQES .....ueeiiiiiiiei et e e e e e e e e e e e e e e e e annnes 5
INFIUENCING FACIOIS ...t e e e e e e e aaes 7
HOW 10 USE the FrameWOrK .......ccoo oo 14
RS To7= o = Vg (o Y PRSP 15
TEIFOIA EXEICISE ...ttt st nssssssnnnnen 17
R To7 =T 0 - 1o 12 PP 19

Ji o] o] (= NV F=1i[0] o 1< TUN TR UT TP UPRURRTRRN 21



MAHI - STM - 127 - 87

Preface
A message from the Minister for Health and Public Safety

| am delighted to introduce, Delivering Care: Nurse Staffing in Northern Ireland. The
document focuses on General and Specialist Medical and Surgical Adult In-hospital
Care Settings and is the first in a series which will in time cover all care settings.

This document is a further step in the modernisation of Health Services within Northern
Ireland and it is the first time we will measure the inputs of Nurse Staffing against the
outputs of Key Performance Indicators of good quality care and patient experience.

Whether a commissioner or a provider of care, you must draw upon this policy
document to assist you to understand the environment of care and how that
environment demands the application of a particular range of nurse staffing.

The people of Northern Ireland are rightly demanding that they and their relatives are
cared for by a workforce which has sufficient nurses, with the right skills, in the right
place to ensure the delivery of a compassionate, person centred, safe and effective
service which we can be proud of.

My goal has always been to have a world class nursing workforce able to provide world
class care and | believe this document better prepares us to ensure that continues to
happen.

Edwin Poots, MLA
Minister for Health and Public Safety
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Foreword and Acknowledgements

| am pleased to introduce Delivering Care: Nurse Staffing in Northern Ireland approved
by Edwin Poots, Minister for Health, as the agreed policy direction for formulating the
nursing profile of a unit or area. In the Nursing and Midwifery Workforce Planning
Project report’ (SEHDa, 2004), professional judgement was identified as the foundation
for nursing and midwifery workload and workforce planning. The approach is subjective
and as other objective approaches become available they should be used in
conjunction with the Delivering Care framework to provide further assurance that the
right numbers of staff are available to deliver quality person centred care in Northern
Ireland.

This document focuses particularly on medical and surgical units and is the first in a
series which will expand to cover a range of major specialties across all programmes of
care. As nurses we all have a duty to ensure staffing levels are appropriate and
adequate, to provide a high standard of practice and care at all times under the
responsibilities outlined within the code of the Nursing and Midwifery Council. This
Framework is intended to support Ward Sisters/Charge Nurses, professional and
general managers in presenting clearly the need for investment in nurse staffing, within
changing service profiles, particularly in response to incremental service growth and in
developing new services. Staffing can never be viewed in a vacuum and there is no one
perfect tool to define what the staffing profile should be in any particular unit, so it is
vital that a number of elements are taken account of such as, the activity within the unit,
the requirement to support annual leave, statutory learning and professional regulatory
activity, the mix of skill within the workforce, timely recruitment to vacant posts and
other factors which might impact on workforce planning, such as the length of stay of
patients and the environment. In addition to these elements there must also be an
understanding of Key Performance Indicators (KPIs) such as the clinical indicators of
good quality care and patient experience. This document should not be viewed in
isolation and it will become part of a Nursing KPI Dashboard where the workforce will
be one element viewed alongside Clinical Indicators and Patient Experience Indicators.
| believe a triangulated approach looking not only at the inputs required to deliver
Person Centred Care but also interrogating the outputs which are the quality indicators
and the patient experience are essential to improving care within Northern Ireland.

Delivering Care sets out principles for commissioners and providers of Health and
Social Care services for planning nursing workforce requirements. Securing sufficient
numbers of staff with the appropriate skills and deploying them effectively is a highly
complex challenge, and one that | recognise is all the more important as we move
through one of the most difficult periods in the history of the Health and Social Care
sector in Northern Ireland. The publication of this first piece, in a series of work on
staffing ranges, is intended to promote a shared understanding between professional,
management, finance and human resources colleagues of the essential components to
set and review nurse staffing establishments when commissioning new services to
ensure safe, effective, person centred care.

The timing of this framework coincides with the implementation of Transforming Your
Care, the review of Health and Social Care in Northern Ireland, which sets out a range
of proposals for the future of services in the region; concluding that there is an
unassailable case for change and strategic reform. The Nursing and Midwifery

' Scottish Executive Health Department (2004a) Nursing and Midwifery Workload & Workforce Planning Project.
Edinburgh: SEHD.
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workforce must be ready to meet the challenges of Transforming your Care and |
believe this framework will assist in those preparations.

| would like to express my sincere thanks to the members of the Steering Group and
Working Group who committed their time energy and expertise in the development of
this framework document.

| would also like to thank all of the key stakeholders across the Health and Social Care
system who took part in the various consultations and workshops during the
development of the Framework. A particular word of thanks goes to the Northern
Ireland Practice and Education Council for Nursing and Midwifery (NIPEC) for the
significant project management, co-ordination, facilitation, and contribution to drafting of
documents provided during the development of the framework.

Finally, 1 would like to thank Professor James Buchan, School of Health, Queen
Margaret University, Edinburgh, for reviewing the documents and providing valuable
feedback to support the final production and publication of Sections 1 and 2 of the
Framework.

This document should now be shared with Health and Social Care Trust Boards and
mechanisms established to ensure workforce planning processes are in place
throughout Northern Ireland to support safe, effective, person centred care.

Chief Nursing Officer
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Delivering Care: Nurse Staffing in Northern Ireland.

The framework is made up of the following constituent elements:

Assumptions of the
Framework

Nurse Staffing Ranges

And is made up of two complimentary documents:

Framework for
Nursing and

Midwifery
Workforce
Planning
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GLOSSARY OF TERMS

Term

Meaning

Hospital Care

The utilisation of a hospital bed during an episode of in-patient treatment or
care

Regional Specialist services which are provided from one or two hospital sites for

Services people throughout the region

Framework This document describes a series of steps which incorporate a number of
elements that impact on workforce planning such as nursing: bed ratios,
Planned and Unplanned Absence Allowance and influencing factors which
can be used to describe the optimum workforce required to support safe,
effective, person centred care.

Ward A group of hospital beds, with associated treatment facilities, managed as a

single unit. A ward may function for the full 24 hour period in a 7 day week or
within a variation of this pattern. This includes for example: day procedure
units, elective surgical units, short stay wards.

Professional
Regulatory
Requirements

Activity within nursing and midwifery roles which is a professional regulatory
requirement, but not necessarily an element of direct care provision. This
includes: compliance with standards set by the regulatory body, supervision,
and compliance with governance arrangements.

Classification of Clinical Care Settings

Medicine

A general medicine care setting is defined as comprising: adult patients
admitted for diagnosis, treatment and/or rehabilitation of medical conditions.
This includes, for example: acute general medicine, general respiratory,
cardiology, stroke, acute elderly medicine. This does not include, however,
short-stay units for example: Medical Assessment Units.

Specialist
Medicine

A specialist medicine care setting is defined as comprising: adult patients
admitted for diagnosis, treatment and/or rehabilitation of medical conditions,
where a higher degree of acuity is anticipated. This includes, for example:
specialist respiratory medicine, neurology, coronary care, acute stroke/lysis
(general stroke care may often be located within the general medical
normative staffing range). This also includes short-stay units, for example,
Medical Assessment Units.

Surgery

A general surgery care setting is defined as comprising: adult surgical patients
admitted for elective or emergency surgery. This includes, for example:
urology, gynaecology, breast and endocrine surgery, orthopaedic surgery,
vascular and general surgery.

Specialist
Surgery

A specialist surgery care setting is defined as comprising: adult surgical
patients admitted for elective or emergency surgery where a higher degree of
surgical acuity and/or progressive recovery is anticipated. This includes, for
example: neurosurgery, plastics, cardiac and head and neck surgery.
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EXECUTIVE SUMMARY

Delivering Care: Nurse Staffing in Northern Ireland has been developed to support the
strategic vision identified in A Partnership for Care: Northern Ireland Strategy for Nursing and
Midwifery 2010 - 2015°. This framework will inform the Public Health Agency’s duties detailed
in the Health and Social Care Framework, the Department of Health Social Services and
Public Safety Commissioning Directions and Health and Social Care Board Commissioning
Plan.

The framework should inform Health and Social Care Trusts and Commissioners —

’ To promote a shared understanding between professional, management, finance
and human resources colleagues of the essential components to set and review
nurse staffing establishments and when commissioning new services to provide
safe, effective, person centred care

’ To support general and professional managers in presenting clearly the need for
investment in nurse staffing, within changing service profiles, particularly in
response to incremental service growth

) As a reference document when developing and agreeing the nurse staffing levels
component within investment proposals.

The framework documents incorporate a range of sections that will address a variety of
settings across hospital and community care. It should be noted that elements of Section 1
will have relevance to a number of settings and subsequent phases, such as Planned and
Unplanned Absence Allowance, Influencing Factors and the requirement to triangulate
workforce planning processes with quality information such as Key Performance Indicators
(KPIs). In addition, it is anticipated that midwifery staffing levels will be reviewed by the
Project Groups as part of the evolving Project Plan.

This framework is based on the best evidence available including a range of recognised
workforce planning tools, and has been produced in consultation with a wide range of
stakeholders including commissioners and service providers, nurse managers, front-line staff
and personal and public involvement, professional and staff side organisations. A core
element is the development of a staffing range. This approach has been taken in preference
to the simple application of an absolute number or ratio, as individual ward staffing is
influenced by a range of factors all of which must be considered.

The importance of this framework is underpinned by regional policy and strategy, evidence
base related to staffing levels and patient outcomes, and evidence from public inquiries®.

The first phase of publication of the framework includes two sections relevant to nurse
staffing levels in the first instance:

Section 1: Strategic Direction and Rationale

This Section sets out the policy context and rationale for the work of the Delivering Care
Project in Northern Ireland and includes the following elements:

e  Background, context and strategic drivers for developing staffing ranges
e  Assumptions of the framework
e  Nurse Staffing ranges.

2 Department of Health Social Services and Public Safety. (2010). A Partnership for Care: Northern Ireland Strategy for
Nursing and Midwifery 2010 - 2015. Belfast, DHSSPS.
® Please see pages 1 - 3 of this document.
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The document is a brief summary of the elements of the framework, how they were agreed
and how they might be applied in the context of the changing healthcare settings nurses work
in currently.

Section 2: Using the Framework for Medical and Surgical Care Settings

This Section sets out how the elements of the framework might be used practically by Ward
Sisters, Charge Nurses, general and professional managers to facilitate constructive
conversations around nurse staffing ranges for a particular clinical setting. It includes the
following elements:

e  Nurse staffing ranges for general and specialist medical and surgical adult care
hospital settings

e  Factors which influence the point within a staffing range which is appropriate for
an individual service or care setting

o Guidance on ‘How to Use’ the framework.

The products of the Delivering Care Project aim to provide all staff, but particularly nurses,
both in front line practice, management and commissioning with a framework which will assist
workforce planning processes and support constructive conversations about nurse staffing
levels in Trusts.

It is anticipated that Health and Social Care Trusts will take account of the recommended
staffing ranges contained in this document when developing:

J Proposals to meet the objectives within Transforming Your Care
. New proposals for additional resources to support service innovation and reform
o Developing efficiency and productivity plans for current services.

Over the last number of years changing patterns of service delivery, modernisation of care
pathways, increased use of technology, increased patient acuity and higher throughput levels
in wards have resulted in changes to staffing levels in Northern Ireland.

The outcome has been a combination of investment in new services and efficiencies in
existing services. Executive Directors of Nursing have worked throughout this period of
change to ensure staffing levels are maintained at a level that enables the provision of safe,
effective person centred care.

This framework will provide a policy context to assist Trusts and commissioners to plan more
effectively particularly during this time of transition. Commissioners will as a result, have a
regional framework within which they can agree and set consistent ranges for nursing
workforce requirements for Health and Social Care Trusts in Northern Ireland.
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SECTION TWO: USING THE FRAMEWORK FOR MEDICAL AND SURGICAL CARE

SETTINGS
INTRODUCTION

This document is the second section of Delivering Care: Nurse Staffing in Northern
Ireland. 1t is designed to assist all staff, but particularly nurses, both in front line
practice, management and commissioning, in the process of nursing workforce
planning.

This section contains the following elements of the framework:

> Nurse staffing ranges for general and specialist medical and surgical adult care
hospital settings

»  Factors which influence the point within a staffing range which is appropriate for
an individual service or care setting

»  Guidance on ‘How to Use’ the framework.

For further information relating to the background, context and process of the work
surrounding the development of the framework please refer to Section 1 of Delivering
Catre.

Range not Ratio?

There are a number of questions which could arise in relation to the rationale for
defining a range, rather than an absolute number or ratio®. This framework describes a
range of nurse staffing which would normally be expected in specific specialities. It
provides, therefore, a reasonable starting point for discussions about the appropriate
staffing in a particular ward. It does not prescribe the staff numbers that should be on
every ward and at every point in time, as this must be developed in discussion with
staff, managers and commissioners and is dependent on a range of factors which
influence planning processes. It is also important that planning processes will include
the triangulation of findings from recognised workforce planning tools alongside Key
Performance Indicators (KPIs) for safe, effective, person centred care.

It is anticipated that on occasion nurse staffing may be outside the normal range. In
such cases the Executive Director of Nursing must provide assurances about the
quality of nursing care to these patients, and the efficient use of resources through
internal and external professional and other assurance frameworks, including KPI
dashboards.

It is expected that HSC Trusts will take account of the recommended staffing ranges
contained in this framework in developing proposals to meet the objectives within
Transforming Your Care, in supporting new proposals for additional resources and
when developing efficiency and productivity plans.

In addition, commissioners will be able to use the framework within which they can
agree and set consistent ranges for nursing workforce requirements for providers of
health and social care in Northern Ireland.

* Buchan, J. (2005). A certain ratio? The policy implications of minimum staffing ratios in nursing. Journal of Health Services
Research and Policy. 10, 4: 239 — 244. This article reviews the strengths and weaknesses of using an absolute defined
ratio, concluding that there are potential inefficiencies if wrongly calibrated, coupled with relative inflexibility.
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ASSUMPTION 1:

ASSURANCE OF SAFETY, QUALITY AND EXPERIENCE THROUGH KEY
PERFORMANCE INDICATORS

The first assumption underpinning the use of the framework is the requirement to
provide assurance across a number of quality outcomes for people receiving care and
treatment through Key Performance Indicators (KPIs) which have been regionally
agreed as sensitive to nursing care. The evidence base referred to at paragraph 2.3,
page 2, of Section 1, supports the view that the use of nursing sensitive KPIs can
demonstrate either effective workforce planning, or conversely, a need for review of a
nursing workforce staff complement.

A regional Project Group in Northern Ireland has led the development of high level
KPIs for nursing and midwifery to measure, monitor and evidence the impact and
unigue contribution the nursing has on the quality of patient and client care. There are
three domains within which indicators have been presented for organisations to
monitor: Organisational, Safe and Effective Care and Patient Experience. Many
organisations in Northern Ireland are currently presenting some of this information via
HSC Trust ‘dashboard’ systems, which allow data sets to be viewed collectively across
all wards and departments. It is intended that as more indicators are agreed regionally,
they will be added to the existing governance data systems in each Trust. Examples of
the current indicators within each domain are:

Organisational: absence rates within nursing and midwifery teams; normative staffing
ranges which will include vacancy rates.

Safe and Effective Care: incidence of pressure ulcers, falls, omitted or delayed
medications.

Patient Experience: consistent delivery of nursing/midwifery care against identified
need; involvement of the person receiving care in decisions made about their nursing
care; time spent by nurses with the patient.

It is recognised that such quality information, which is being continuously monitored,
will demonstrate the efficacy of staffing levels in a particular clinical area. Where the
staffing complement meets the demand of the service being provided, quality
indicators should demonstrate that safe, effective, person centred care is being
delivered. Should quality indicators begin to fall below the accepted level of
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achievement, staffing levels should be reviewed as one of the lines of enquiry of
attributable causes.

ASSUMPTION 2:

PLANNED AND UNPLANNED ABSENCE ALLOWANCE

2.5 The ranges incorporate a Planned and Unplanned Absence Allowance of 24%. This
allowance refers to periods of anticipated absence from work and should, therefore, be
factored into the workforce planning process. This includes annual leave, sickness®,
and mandatory study leave. This element is further defined in Section 1 of the
framework, page 6. It should be noted that the defined percentage will be subject to
ongoing review and potential amendment by relevant professional forums, reflecting
developments in training requirements and training delivery methods.

ASSUMPTION 3:

SKILL MIX

2.6 This term refers to the ratio of registered to unregistered nursing staff working within a
complement of staff in an individual care setting. The level of skill mix required for any
particular clinical setting may vary. The agreed skill mix for a particular clinical setting
must be applied when using this framework. For example, in critical care settings a
skill mix comprising mostly registered staff is required to facilitate safe and effective
person centred care; this is due to the complexity and acuity of the patient profile of
people cared for in such environments. Conversely, where there are high levels of
dependency but a lower level of acuity’, a skill mix comprising a higher level of
unregistered staff may be appropriate.

2.7  The Nursing and Midwifery Leaders in Northern Ireland have defined skill mix for an
adult hospital-based general medical or surgical care setting as 70:30
registered:unregistered staff, based on best available evidence such as recognised
workforce planning tools, related to this care setting. Some flexibility within the stated
skill mix in any given area will be tolerated, to maximise the use of support staff, where
higher levels of dependency and lower levels of acuity exist and there is evidence to
demonstrate that safe, effective, person-centred care is being provided. The skill mix
should not, however, fall below 65:35 registered:unregistered staff.

2.8  Skill mix should take account of an allocation of 100% of a Ward Sister’'s/Charge
Nurse’s time to ‘fulfil their ward leadership responsibilities; supervise clinical care;
oversee and maintain nursing care standards; teach clinical practice and procedures;
be a role model for good professional practice and behaviours; oversee the ward
environment and assume high visibility as nurse leader for the ward.”®

An appropriate number of Agenda for Change Bands 6 — 7 within a ward setting is
also required to have sufficient grade mix to ensure availability of a senior decision
maker(s) — Band 6 or above — over the seven day week.

® ‘Sickness’ refers to both short and long term sick leave, with long term defined as 20 days or over and up to six months.

® For definitions of acuity and dependency please see Influencing Factors, Delivering Care, Section 2.

! Royal College of Nursing. (2009). Breaking down barriers, driving up standards. London, RCN. P 18.

® Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, Executive Summary. London,
TSO. Recommendation 195, p 106.



ASSUMPTION 4:

MANAGEMENT OF RECRUITMENT

2.9 It is recognised that due process of Human Resources policies and procedures
requires a number of weeks to recruit staff. Notwithstanding this process, it is essential
that nursing vacancies are filled within a prompt timescale to ensure staffing levels to
support safe and effective, person centred care are maintained.

2.10 Employers must ensure that a risk-assessed approach is adopted to managing
recruitment, taking into consideration the following elements:

» Maintenance of staffing levels, which support the delivery of safe and effective,
person centred care

» Avoidance of overuse of temporary staff, for example, bank and agency staff

» Matching of staff skill and band mix to patient acuity and dependency within
approved guidelines®

» Timely and ongoing review of risk assessments linked to service
reconfigurations.

ASSUMPTION 5:

INFLUENCING FACTORS

2.11 It is acknowledged that workforce planning for nursing staff is both complex and
diverse'®. The application of processes or approaches to gauge the number of
individuals required with the right level of competence, to provide the appropriate level
of care for a particular patient/client group, can be a challenge to those tasked with
accurately defining workforce requirements. Triangulation'' is required of a number of
relational factors which impact on the workforce, for example: patient/client
dependency, environmental factors, proximity to other services. The Steering Group of
the Staffing Ranges Project has defined these factors within four domains:

»  Workforce
»  Environment and Support
> Activity
» Professional Regulatory Requirements
2.12 It is important, therefore, that these factors are taken into consideration when
workforce planning discussions take place, to adopt an appropriate ratio within the
defined range for a medical or surgical setting. The tables contained at pages 7 - 13

outline the Influencing Factors within the four identified domains, including the
following descriptions:

» A definition of what the factor means in terms of using the framework
» Anindication of how the factor impacts on staffing ranges, with related guidance
» A list of helpful resources in relation to the factors described.

° For information related to skill mix please see assumption 3, page 3.
:‘1) Ball, J. (2010). Guidance on Safe Nurse Staffing Levels in the UK. London, RCN. Page 6.
Ibid.
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The Influencing Factors should be used to inform service providers, commissioners,
and Ward Sisters/Charge Nurses to set or review the point at which a facility falls
within the continuum of a nurse staffing range. The factors presented will be used to
influence the point at which a facility falls within the continuum.

Two practical examples of how the Influencing Factors might be used to guide
workforce planning are included in this document at pages 15 - 16 and 19 - 20 of this
document.

Nurse Staffing Ranges for General and Specialist Medicine and Surgery
MEDICINE

A general medical care setting is defined as comprising adult patients admitted for
diagnosis, treatment and/or rehabilitation of medical conditions, including acute
general medicine, general respiratory, cardiology, stroke, acute elderly medicine. This
does not include, however, short-stay units for example: Medical Assessment Units.

A specialist medical care setting is defined as comprising: adult patients admitted
for diagnosis, treatment and/or rehabilitation of medical conditions, where a higher
degree of acuity is anticipated, including for example: specialist respiratory medicine,
neurology, coronary care, acute stroke/lysis (general stroke care may often be located
within the general medical normative staffing range). This also includes short-stay
units, for example, Medical Assessment Units.

In some general ward areas, existing in both medical and surgical settings, a
cohort of dedicated beds for specialist services may exist, for example: 8 specialist
respiratory care beds within a 24-bed general respiratory ward. As models of care for
general medicine move towards specialisms, the number of specialist beds may
increase. Where this occurs, a number of calculations will need to be made on two or
more cohorts of patients to determine an overall appropriate nursing/bed ratio.

Figure 1, below, pictorially represents the range for general and specialist medicine,
the majority of general medical wards defined between 1.3 and 1.4, recognising that
small number may fall below 1.3 to 1.2 and similarly, a small number existing at the
higher end of the range at 1.4. The same representation exists for specialist medicine,
fewer wards being defined at the top end of the range (1.8) and lower end of the
range. The range stipulated includes an allowance of 24% for Planned and Unplanned
Absence Allowance (please see page 6, Delivering Care, Section 1). For further
information as to how the ranges were described and agreed, please go to page 19 of
Delivering Care, Section 1.

Figure 1: Nurse Staffing Range for General and Specialist Medicine.

1.2 1.3 1.4 1.5 1.6 1.7 1.8
| | | | | |
General ,/’/ Specialist
Medicine. -~ Medicine

-
-
-
-
-
-
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SURGERY

A general surgical care setting is defined as comprising adult surgical patients
admitted for elective or emergency surgery, including for example: urology,
gynaecology, breast and endocrine surgery, orthopaedic surgery, vascular and
general surgery.

A specialist surgical care setting is defined as, comprising adult surgical patients
admitted for elective or emergency surgery where a higher degree of surgical acuity
and/or progressive recovery is anticipated, including for example: neurosurgery,
plastics, cardiac and head and neck surgery.

Figure 2, below, pictorially represents the range for general and specialist surgery, the
majority of general surgical wards defined between 1.25 and 1.4, recognising that a
small number may fall below 1.25 and similarly, a small number existing at the higher
end of the range at 1.4. The same representation exists for specialist surgery, fewer
wards being defined at the top end of the range and lower end of the range. The range
stipulated includes an allowance of 24% for Planned and Unplanned Absence
Allowance (please see page 6, Delivering Care, Section 1). For further information as
to how the ranges were described and agreed, please go to page 19 of Delivering
Care, Section 1.

Figure 2: Nurse Staffing Range for General and Specialist Surgery.

1.2 1.25 1.3 1.4 1.5 1.6 1.7 1.8
| | | | | | |
General el / Specialist
Surgery e - Surgery

-

Providing an example: The Ward Sister of a 24 bed medical ward has used a Telford
Exercise, coupled with the use of influencing factors to determine that her ward should
be staffed at 1.3 on the nursing: bed range.

This equates to: 24 x 1.3 = 31.2 Whole Time Equivalents (WTE) to provide safe,
effective person centred nursing care.

Adding in the requirement for the 100% (1 WTE) allocation of Ward Sister time for
supervision/ management responsibilities, this equates to a Funded Establishment of
32.2 WTE, in this example.

With a skill mix of 70:30 this allows for:
e 21.84 WTE registered staff (0.7 x 31.2)
e 9.36 WTE unregistered staff (0.3 x 31.2)
e 1.0 WTE Ward Sister.
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WORKFORCE

Term Used

What does this mean?

How does this impact on a Staffing Range?

Rostering and
Shift Patterns

Rosters provide a structured process of matching available
staff, and their skills, to the variations in workload to ensure
patient safety. Within a roster system, the arrangement of start
and finish times known as ‘shifts’, plus the sequence of working
days available per staff members’ contract over an agreed
period of time, ensure that available numbers of staff are
deployed to manage the workload demands.

Optimal rostering of staff supports effective management of the
staffing resource available to a manager to deliver on the
workload demands of a ward or department.

An imbalance in the numbers and skills of staff available to
meet the care demands of patients can present greater risks to
patient safety.

Appropriate shift patterns are key factors in delivering safe and
effective care, and maintaining staff morale.

Planned and
Unplanned
Absence
Allowance

Periods of absence from work, which are expected or
unexpected and, therefore, factored into the workforce planning
process. This includes sickness (both short and long term, with
long term defined as 20 days or over and up to six months),
study leave, as a minimum for mandatory training, non clinical
working, e.g. management time.

Planned and Unplanned Absence Allowance acknowledges
that staff have particular requirements and rights that render
them unavailable to be rostered.

This allowance needs to be agreed and funded to ensure
effective workforce planning and efficient deployment of
staffing resources.

Ward Sister’s/

An agreed allocation of 100% of a Ward Sister’'s/Charge

The absence of an agreed allowance of time for Ward Sisters

Charge Nurse’s time to fulfil their ward leadership responsibilities; and Charge Nurses to address the management and
Nurse’s time | supervise clinical care; oversee and maintain nursing care supervisory responsibilities of their role can result in such
standards; teach clinical practice and procedures; be a role essential responsibilities being neglected and failure to provide
model for good professional practice and behaviours; oversee leadership at ward level.
;[2: dvé?;griﬂ\grv?lg:gem and assume high visibility as nurse Currently, a ward sister/charge nurse manages a staffing
: complement in excess of 32 staff with associated appraisal,
supervision, regulatory, human resource responsibilities and
budgetary management including salaries and wages and
goods and services.
Skill mix The percentage ratio of registered to unregistered nursing staff ~ An inappropriate skill mix can result in a mismatch of duties

working within an individual care setting.

and responsibilities to roles. This can present greater clinical
risks to patients or, conversely, inefficient deployment of
expensive staffing resources.
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Management
of
Recruitment

Due process of Human Resources policies and procedures
requires a number of weeks to recruit staff. Notwithstanding this
process, it is essential that nursing vacancies are filled within a
prompt timescale to ensure staffing levels to support safe and
effective, person centred care are maintained. Employers must
ensure that a risk-assessed approach is adopted to managing
recruitment, taking into consideration the following elements:

» Maintenance of staffing levels, which support the delivery of
safe and effective, person centred care

» Avoidance of overuse of temporary staff, for example, bank
and agency staff

» Matching of staff skill and band mix to patient acuity and
dependency within approved guidelines

» Timely and ongoing review of risk assessments linked to
service reconfigurations.

Vacancy rates must continue to be carefully managed to avoid
destabilising a department or team and increasing the risk to
patient care through inappropriate staffing levels and skills.

Management = The management process through which periods of Effective approaches to the management of periods of staff

of sickness/absence are managed for all employees, with the aim = absence support the continuity of services, provision of safe
absenteeism/ = of maintaining the lowest level achievable. and effective person centred care, patient safety and good staff
sickness morale.

Competence  The level to which the workforce has developed a knowledge The absence of a core set of transferable skills can limit the
skill set to base and transferable skill set to enable practice within a capacity of staff to meet a broad range of demands in a given
work flexibly particular care setting and be capable of addressing a broad department.

range of demands.

To ensure that the essential clinical skills are developed within
a team demands careful identification of learning needs and
development opportunities for all staff.

Helpful Resources:
The HSC Trust Roster Policy should provide information on appropriate rostering practice.

Planned and Unplanned Absence Allowance Guidance at page 6 of Delivering Care: Section 1.

RCN Publication: Making the business case for ward sisters/ team leaders to be supervisory to practice:
http://www.rcn.org.uk/ _data/assets/pdf file/0005/414536/004188.pdf

Royal College of Nursing. (2009). Breaking down barriers, driving up standards. London, RCN.
http://www.rcn.org.uk/ data/assets/pdf file/0009/287784/003312.pdf
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ACTIVITY
Term Used What does this mean? Impact?
Ward Persons who attend a clinical setting for a planned or Ward attendees must be captured as a workload indicator at all
Attendees unplanned visit to seek advice, review or treatment e.g. times. Incremental growth in ward attendances can place
wound review following surgery. increasing demands on ward nursing teams, without appropriate
increases in staffing levels to manage same, and could potentially
become an unfunded service development if not appropriately
managed.
% Bed A measurement of the percentage of time that beds are Capturing bed occupancy at 12.00 midnight only can result in
Occupancy occupied, measured at midnight. Day cases and ward substantial activity and workload being omitted. Comparing bed
attendees are excluded from the calculation. occupancy at 12.00 midday and 12.00 midnight can provide
valuable management information.
Average Daily Occupied Beds The Government’s Emergency Services Action Team (ESAT)
x 100 report in 1997 included analyses showing that in acute hospitals,
Average Daily Available Beds average bed occupancy rates over 85% are associated with
rapidly growing problems in handling emergency admissions'?.
Throughput Is the average number of patients per bed during a With managed shorter lengths of stay in many hospital beds,
calendar month. This can include deaths, discharges and  throughput is an important workload indicator in the service. In
transfers to other wards. Day Cases and ward attendees settings where the admissions rate is high e.g. Acute Medical
are excluded from the calculation. Admissions Units have a high, volume of people being admitted to
Total Inpatients the care setting, therefore, a high throughput, there is a
requirement for higher numbers of staff to support the ongoing
Average Number of Available Beds care needs.
Patient An assessment of the care demands of each patient, Appropriate workload measurement tools can lead to appropriate
Dependency/  incorporating physical and psychosocial needs, using a staffing levels for wards and departments, thus supporting safe
Acuity validated and credible tool. and effective care.

Length of Stay

A measurement of the average length of time spent in
hospital. Day Cases and ward attendees are excluded
from the calculation.

Average Daily Number of Occupied Beds x Days in
Year

Total Inpatients

The trend in Health and Social Care services has been towards
shorter lengths of stay.

This also results in more complex discharge processes, as people
are provided with ongoing treatment and care in the community
setting. These factors ultimately contribute to an increase in the
throughput and a resultant increase in the workload demand for
staff.
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Seasonal Patients commonly present with a range of conditions and  Seasonal variations are likely to present a greater workload
Variations chronic ilinesses which may be dependent on the time of burden on nursing staff. It is important that increased workload
the year, or become exacerbated at certain times of the demands are supported by appropriate staffing levels.
year. This provides a particular case mix of conditions
and/or increased volume of admissions which may require
more intensive nursing input due to the critical nature of
the care required.
Specialities/ The range and variation of patients’ health conditions A broader range of specialties and case mix being managed in a
Case Mix managed in a particular clinical setting care setting presents a greater demand on the nursing team in
terms of knowledge, skills and complexity.
Number of The actual number of beds in a clinical setting. The number of beds and design of a ward environment can have
Beds an impact on the efficiency of a ward or department. There would

appear to be an optimal number of beds per ward to maximise
efficiencies.

Assessment of
Risk

Nurses must assess and manage risk within a clinical
environment to ensure the delivery of safe and effective,
person-centred care'®. This includes, risk to people in their
care, members of staff and other members of the public.

By adopting an anticipatory approach nurses can proactively
support the minimisation of risk and provide a quality service that
meets patient/client needs. Opportunities to act on lessons
learned and drive improvements in the quality and safety of
services ensure that practice is informed and improved. Time is
required from the nursing team for this activity to carry out
ongoing risk assessments for people within their care
environments.

Incremental
Service
Improvements
/ Development

This is activity concerned with testing ideas, sustaining
and sharing best practice to make a tangible difference in
outcomes and experience for staff and service users.
(Department of Health, 2008)™.

Incremental service improvements are designed to implement
improvements in patient care and/or outcomes. This can result in
improved working conditions for staff. Alternatively, unrelenting
service improvements can also have a disruptive impact on
individuals and contribute to low staff morale.

'2 Department of Health (2000). Shaping the Future NHS: Long Term Planning for Hospitals and Related Services. London, DoH.

0l

'3 Department of Health Social Services and Public Safety. (2008). A Partnership for Care: Northern Ireland Strategy for Nursing and Midwifery 2010 - 2015.
Belfast, DHSSPS.

1 Department of Health (2008). Making the difference: The Pacesetters beginner's guide to service improvement for equality and diversity in the NHS. London,
DoH.
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Term Used

What does this mean?

Impact?

Technological
and

The support provided within a clinical area by
Information Technology and other mechanised

Access to available software which links to a range of data systems can enable
efficient transfer of information, which assists at many stages of the patient

Equipment systems and sufficient equipment maintained and care pathway.
Support stored appropriately which may assist registrants in  Efficient systems may reduce workload requirement and conversely, inefficient
caring for people. systems may add to the workload e.g. staff spending time sourcing equipment.
Geographical | The arrangement of the physical clinical A well designed/engineered layout for a clinical environment, with optimal
Layout/ environment, including whether or not there are employment of relevant technologies, can support enhanced observation of
Room single roomed facilities. The physical arrangement of | patients and consequently decrease risks to patients/clients, thus reduce the
Structure a clinical setting has an impact on workforce impact upon staffing requirements.
planning, in that it may require greater numbers of
staff where there are areas of poor visibility or Where single rooms restrict visibility and therefore compromise clinical and
require staff to work in discrete teams. care observations this will have an impact on staffing levels in wards.
Ward Size The ‘average’ 24-bedded™ clinical area can be In clinical settings where the bed complement is substantially smaller, nursing:
constructed of 24 beds, configured within a mixture bed ratios will be significantly higher to support the provision of safe and
of multiple bed areas and/or single rooms. effective care on a 24 hour basis. Similarly, where a ward is significantly larger
than 24 beds, there will be a requirement for appropriate levels of senior staff
to support the provision of safe and effective care on a 24 hour basis.
Departmental | The physical distance required to be covered when Nursing staff may be required to escort patients to diagnostic testing/theatre,
Adjacencies | escorting patients to and from other service areas, thus removing the member of staff from the team and the team ability to share
in relationto  e.g. radiology, theatre(s). Where there is likely to be  the workload.
Areas for a significant number of patients requiring a nurse
Patient escort*, the workforce planning impact needs to be
Transfer taken into account in determining staffing levels to
support safe, effective person centred care.
Supportive The support provided within a clinical area by other = There are a range of tasks which can be completed by individuals who are not
Staff members of staff, who are not registrants or within identified as working within the family of nursing e.g. administrative staff,
Infrastructure | the family of nursing e.g. administration or housekeeping staff.

housekeeping staff.

FE

*Escorting refers to the professional role of attending to a patient when in transit from one care environment to another (i.e. the patient requires care).
15 Ball, J. (2010). Guidance on Safe Nurse Staffing Levels in the UK. London, RCN. Page 24. The ‘average’ NHS ward has 24 beds.
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Term Used What does this mean?

Impact?

Indirect care

multi-professional case meetings.

This is activity which is linked with care delivery but is not
a direct element of the process of care delivery, e.g.

The level of this activity and requirements for delivery of such can
impact on the workload of nursing teams. This requires definition
as to what elements are present within the nursing workload and

how much time is expended on them.

Compliance with
professional

This is activity concerned with ensuring that professional
standards issued by the NMC are embedded and

High ward activity levels without adequate staffing can negatively
impact upon the ability of nurses to comply with regulatory

regulatory maintained within a clinical environment, such as those standards.
standards for learning and assessment in practice/mentorship. This
may include ongoing monitoring of these standards.
Supervision This is a process of professional support and learning, An element of the time required to train nurses and those within

(NIPEC, 2007)

undertaken through a range of activities, which enables
individual registrant nurses to develop knowledge and
competence, assume responsibility for their own practice
and enhance service-user protection, quality and safety.

the family of nursing is included in the Planned and Unplanned
Absence Allowance of 24%.

Accountability
and governance
requirements

attributes:

those standards

e recognisably high standards of care
e transparent responsibility and accountability for

e aconstant dynamic of improvement.

The impact of nurse staffing levels on the quality and
safety of patient care is well documented. The Executive
Director of Nursing is accountable for ensuring that nurse
staffing levels are sufficient to deliver safe, effective, high
standards of nursing care to all who use services.
Governance has been defined as ‘systems, processes
and behaviours by which Trusts lead, direct and control
their functions in order to achieve organisational
objectives, safety and quality of services and in which
they relate to patients and carers, the wider community,
and partner organisations’ (DoH Integrated Governance
Handbook 2006). Accountability embodies three key

In order to provide safe, effective, person centred care,
appropriate staffing levels are required to impact positively upon
the professions’ ability to deliver effectively to governance
requirements indicated through good performance in Key
Performance Indicators.

This type of activity can include collecting information about the
standard of practice and care through, for example, audit,
complaint review and benchmarking practice against an evidence
base. Following such activity, action plans are required to enable
development of practice or service improvement work to ensure
the ongoing delivery of safe, effective, person-centred care. All of
this activity requires the time of the team to engage effectively and
facilitate ongoing accountability, governance reporting
arrangements and improvement of care.
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HOW TO USE THIS FRAMEWORK

This framework has been designed to promote a shared understanding of workforce
planning principles associated with nurse staffing levels to provide safe effective,
person centred care. As Trusts reform and modernise their services, the nurse staffing
ranges and planned and unplanned absence allowance outlined in this document
must be taken into account prior to releasing funding from nurse staffing for
efficiency/productivity savings.

Use of the framework will inform both HSC Trusts and the Commissioner for a range
of purposes, some of which are presented below:

HSC Trusts

e To promote a shared understanding between professional, management,
finance and human resources colleagues of the essential components to
set and review nurse staffing establishments, and when commissioning
new services, to provide safe, effective, person centred care.

’ To support general and professional managers in presenting clearly the
need for investment in nurse staffing, within changing service profiles,
particularly in response to incremental service growth.

’ As a reference document when developing and agreeing the nurse
staffing levels component within investment proposals.

Commissioner

e To promote a shared understanding between professional, management,
finance and human resources colleagues of the essential components to
set and review nurse staffing proposals for commissioning general and
specialist services to provide safe, effective, person centred care.

. As a reference document when developing and agreeing the nurse
staffing levels component within investment proposals.

Commissioners will as a result have a regional framework in which they can agree
and set consistent ranges for nursing workforce requirements for HSC Trusts in
Northern Ireland.

Pages 15 - 20 contain a number of practical examples illustrating how to use the
Framework to assist nursing workforce planning processes. There is also a worked
example of a ‘Telford Exercise’ at page 17, using the Telford model of nursing
workforce planning, which remains the extant nurse workforce planning tool in use in
Northern Ireland and the United Kingdom'®.

16 Telford, W.A. (1979). A Method of Determining Nursing Establishments. Birmingham, East Birmingham Health District.

14
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Scenario No. 1

15
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Example Outline of a ‘Telford’ Exercise

Please note: the ‘Telford’ exercise outlined within these pages demonstrates the use of one
workforce planning tool which involves a degree of professional judgement. A number of
workforce planning tools exist, which use a range of different approaches to the activity,
some of which have been referred to in Delivering Care, Section 1.

1. Define the length of the shift patterns over a 25 hour period, which includes one hour
in total for handover (two half hour periods). For example: that the morning shift is 5
hours long, afternoon shift is 5 hours long, evening shift is 4 hours and night shift 11
hours. These hours are recorded in column B in Table 1, page 18.

2. ldentify the number of registered and unregistered staff required for each shift based
on professional judgement; regarding appropriate numbers to provide safe, effective,
person centred care.

3. Add up the number of staff for each band to reach a total for the week for each shift —
see column A.

4. Calculate the number of hours required for each staff group by multiplying columns A
and B to reach the answer located in column C.

5. Add all the hours up in column C to provide a total number of staff hours. Multiply this
number by 1.24 to add the required 24% Planned and Unplanned Absence Allowance.

6. Divide this number by 37.5 to reach the number of Whole Time Equivalents (WTE)
required to staff the ward.

7.  You will see from the three columns to the far right of Table 1, it is also possible to
calculate numbers by band and therefore calculate skill mix using the same method of:

Sub-total of hours x 1.24 / 37.5 = Number of WTEs

8. This example provides a total of 31.51 WTEs of all bands. This includes 22.25 of
registered staff and 9.26 of unregistered staff. To calculate the skill mix:

Total number of registered staff

Total number of staff
=70.6%
Total number of unregistered staff

Total number of staff

=29.4%
9. Finally, to calculate the nursing to bed ratio, divide the total staff complement by the
number of beds:
31.51
24

= 1.31 nursing: bed ratio

10. It should be noted that these calculations do not include the allocated 100% of a Ward
Sister's/Charge Nurse's time to fulfil his/her leadership/supervisory role within the care
setting. Adding this allocated time brings the Funded Establishment to 32.51

17
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Table 1
Mon|Tues|Wed|Thu|Fri|Sat|Sun|Total |hours per (Weekly hours per shift
for shift per level
week
B
A
Morning C |Registered|Band |Band
3 2
Registered| 5 5/ 5] 5/ 5 4 4 34 5 165.00 165.00
Band 3 1 1 1 1] 1] 1] 1 7 5 35.00 35.00
Band 2 2 2 2| 22 1 1 12 5 60.00 60.00
Afternoon
Registered| 5 5 5/ 5/ 5 4 4 33 5 165.00 165.00
Band 3 1 1 1 1] 1] 1] 1 7 5 35.00 35.00
Band 2 1 1 21 2 1] 1] 1 10 5 45.00 45.00
Evening
Registered 4 4 4 4] 4] 4] 4 28 4 112.00 112.00
Band 3 0 Of O 00 O ©O 0 4 0.00 0.00
Band 2 1 1 1 1] 1] 1] 1 7 4 28.00 28.00
Night
Duty
Registered 3 3 3 3] 3] 3 3 21 11 231.00 231.00
Band 3 0 11 0.00 0.00
Band 2 1 1 1 1 1] 1] A1 7 11 77.00 77.00
Sub | 953.00 673.00|70.00|{210.00
total
add | 228.72 161.52(16.80| 50.40
24%
Total [1194.12 834.52| 86.80(260.40
| WTE | 31.51 22.25| 2.31| 6.94
Total WTE 31.51 22.25 9.25
Nursing To Bed 1.31
Ratio
Total 24
Beds
Totals Skill 70.62 29.38
Mix %

18
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Scenario 2

19
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ABBREVIATIONS
Abbreviation Meaning
BHSCT Belfast Health and Social Care Trust
DHSSPS Department of Health, Social Services and Public Safety
FE Funded Establishment
HCSW Health Care Support Worker
HSC Health and Social Care
HSCB Health and Social Care Board
KPI Key Performance Indicator
NHS National Health Service
NHSCT Northern Health and Social Care Trust
NI Northern Ireland
NIPEC Northern Ireland Practice and Education Council for Nursing and
Midwifery
SEHSCT South Eastern Health and Social Care Trust
SHSCT Southern Health and Social Care Trust
PHA Public Health Agency
RCN Royal College of Nursing
WHSCT Western Health and Social Care Trust
WTE Whole Time Equivalent

21
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Notes and Guidance on completion and quality

Only fields highlighted in yellow should be completed

Note Heading

[EEN

Funded Staffing Level 21/22

2(Band 7 Ward Manager wte

3|Band 6 wte

4|Band 5 wte

5{Unreg SIP

6|Permanent Vacancies (WTE)

~

Maternity Leave (WTE)

8|Career Breaks (WTE)
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100% Ward Manager (Y/N)

10

Sickness Absence (%)

11

Comments
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‘assurance of template

| by Trusts

Description / guidance

PLEASE UPDATE AS REQUIRED.

The FSL should include ALL recurrent investments e.g. 21/22 Delivering Care investments,
Demography, LCG etc. The detail should include source of funding and wte staffing
including band and be provided in the comments box.

Number of Band 7 ward Manager staff in post as at 31st March 22. Do not include staff
who are currenlty on Maternity leave or Career break.

Number of Band 6 staff in post as at 31st March 22. Do not include staff who are
currenlty on Maternity leave or Career break.

Number of Band 5 staff in post as at 31st March 22. Do not include staff who are
currenlty on Maternity leave or Career break.

Total number of all unregistered staff in post as at 31st March 22.Do not include staff
who are currently on Maternity Leave or Career Break

The number of whole time equivalent (WTE) permanent vacancies within this area as at
31st March 22

The number of whole time equivalent (WTE) on Maternity Leave within this area as at
31st March 22

The number of whole time equivalent (WTE) on Career Breaks within this area as at 31st
March 22
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Is this role 100% a ward manager role

The percentage of staff who are on sickness absence within this area as at 31st March 22

Please use this column to detail any funding which has been included in the FSL during
21/22 . Include detail of the funding source.
Also include any other comments which will add value to the return.
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Required Nursing wte and Agreed Model

March 22 Staff in Post wte

Total Variance

Total Band 6 +

Band 5
N ti Registered Total SIP % R ludi
Required orma |ve.% egl.s ere o. a Funded B 100% Ward . % Reg per SIP % Reg (excluding
Bed N Reg (excluding Band 7 Ward Requirement | Unregistered N Band 7 Ward Unreg SIP Permanent Maternity Sickness " Ward Manager) v
N Normative N N N S Staffing Level Band 6 wte [ Band 5 wte Total Reg SIP wte Total SIP wte N Career Break wte Manager (excluding Ward FSL-SIP R R Comments
Compliment Ward Sister Manager wte (including Requirement Manager wte wte Vacancies wte | Leave wte Absence Rate % . ) Required Normative
NBR ) ) 21/22 wte (Y/N) Sister backfill)
backfill) Backfill for wte Reg %
Ward
Manager) wte
35 1.30 70% - 0.00
21 1.35 70% - 0.00
30 1.30 70% - 0.00
20 1.30 70% - 0.00
21 1.35 70% - 0.00
23 1.35 70% - 0.00
21 1.50 74% - 0.00
18 1.40 70% - 0.00
18 1.30 70% - 0.00
25 1.30 70% - 0.00
18 1.40 70% - 0.00
10 1.30 70% - 0.00
10 1.70 70% - 0.00
25 1.30 70% - 0.00
60 1.60 80% - 0.00
39 1.54 74% - 0.00
- 0.00
26 1.30 65% - 0.00
18 1.30 65% - 0.00
20 1.30 65% - 0.00
24 1.30 65% - 0.00
24 1.30 65% - 0.00
26 1.30 65% - 0.00
21 1.30 65% - 0.00
20 137 70% - 0.00
18 1.30 70% - 0.00
591 = = s s e - - - 0.00
57 1.40 74% - 0.00
13 1.30 78% N 0.00
4 2.25 90% - 0.00
21 1.40 70% - 0.00
30.71 1.30 70% - 0.00

Exhibit 3 Template for Finance Team
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- -
Required Nursing wte and Agreed Model March 22 Staff in Post wte Total Variance
Total Band 6 +
Band 5
N Normative % Registered Total SIP % Reg (excluding
Required . ) R Funded B 100% Ward . % Reg per SIP
Bed R lud Band 7 Ward Ri t | U tered Band 7 Ward u SIP P t Maternit Sick Ward M.
e. Normative eg (exc .u ng an ar e.qulrer?en nre.gls ere Staffing Level an ar Band 6 wte [ Band 5 wte Total Reg SIP wte nreg Total SIP wte erm'imen aternity Career Break wte Manager ickness (excluding Ward FSL-SIP ar. anager).v Comments
Compliment Ward Sister Manager wte (including Requirement Manager wte wte Vacancies wte | Leave wte Absence Rate % N . Required Normative
NBR . 3 21/22 wte (Y/N) Sister backfill)
backfill) Backfill for wte Reg %
Ward
Manager) wte

27 1.70 79% - - 0.00
25 1.70 79% - - 0.00
29 1.50 70% - - 0.00
23 1.50 70% - - 0.00
34 1.67 70% - - 0.00
27 1.25 70% - - 0.00
20 1.25 70% - - 0.00
20 1.25 70% - - 0.00
- - 0.00
20 1.25 70% - - 0.00
20 1.42 70% - - 0.00
370.71 - - - - - - = = = 0.00
13 1.89 80% - - 0.00
4 2.86 85% - - 0.00
20 2.23 80% - - 0.00
8 2.50 70% - - 0.00
26 1.60 74% - - 0.00
23 1.60 74% - - 0.00
- - 0.00
11 1.70 74% - - 0.00
28 1.70 74% - - 0.00
12 1.90 70% - - 0.00
13 2.55 81% - - 0.00
158 - - - - - - - - - 0.00
25 1.30 70% - - 0.00
23 1.35 70% - - 0.00
24 1.45 70% - - 0.00
26 1.60 70% - - 0.00
98 - - - - - - - - - 0.00
1,218 - #DIV/0! = = = = s s = = = 0.00

Bank & Agency wte across all wards

Total wte (SIP and Bank & Agency)

Total Bank & Agency Expenditure

Exhibit 3 Template for Finance Team
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Required Nursing wte and Agreed Model March 22 Staff in Post wte Total Variance
Total Band 6 +
Band 5
N Normative % Registered Total SIP % Reg (excluding
Required . ) R Funded B 100% Ward . % Reg per SIP
Bed R lud Band 7 Ward Ri t | U tered Band 7 Ward u SIP P t Maternit Sick Ward M.
e. Normative eg (exc .u ng an ar e.qulrer?en nre.gls ere Staffing Level an ar Band 6 wte [ Band 5 wte Total Reg SIP wte nreg Total SIP wte erm'imen aternity Career Break wte Manager ickness (excluding Ward FSL-SIP ar. anager).v Comments
Compliment Ward Sister Manager wte (including Requirement Manager wte wte Vacancies wte | Leave wte Absence Rate % N . Required Normative
NBR . 3 21/22 wte (Y/N) Sister backfill)
backfill) Backfill for wte Reg %
Ward

Manager) wte

Exhibit 3 Template for Finance Team
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Introduction

As you are aware, progress with the implementation of completed Phases 1 — 5a of
Delivering Care continues with Trusts providing updates to the PHA on a bi-annual
basis. The mid-year returns submission for September 2022 has been received from
Trusts and analysed. A detailed report based on this data has been provided below.

As more phases of Delivering Care are completed they will be monitored using the
same process.
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Phase 1 — Acute Medical and Surgical
Regional

The target position for Acute Medical and Surgical was set at 4,893.34 wte in 2015.
This was the largest area of nursing within the monitoring returns. This target was
met by March 2022 when the Staff in Post (SIP) was 4,910.01 wte but yet, to keep
up with a reported increase in acuity and demand a further 1,272.3 wte Bank and
Agency staff were required in the same period. The SIP increased to 5,237.29 wte
in September 2022 with a further 1,498.45 wte Bank and Agency staff being utilised
to fill gaps where sickness and vacancies arose.

There has been no additional Delivering Care funding for Phase 1 since its
implementation in 2015.

Following agreement with the Delivering Care Oversight Board, a review of
Delivering Care Phase 1 commenced in October 2022. The Nursing and Midwifery
Taskgroup (NMTG) Report 2020 outlined recommendations proposed to reflect a
new vision to maximise the contribution of nursing and midwifery. A new approach
would be taken to incorporate additional senior roles and establish career pathways
which would help to retain staff within their fields of expertise. This work would
consider new standards, benchmarking, evidence and influencing factors to develop
an updated model.

Table 1.1
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Belfast Trust

Due to the continued requirement to support safe staffing a higher number of Bank
and Agency staff have been used to provide workforce solutions due to a number of
factors e.g. greater acuity of patients, sickness levels and reset after COVID. The
Trust continues to support the Delivering Care programmes internally through a
number of actions and would like to highlight the amount of work which carries
beyond commissioned beds and services. Belfast Trust would appreciate the review
of the monitoring templates used to capture the appropriate level of detail in this
area.

The SIP alone met the target but the factors, some of which have been highlighted
above, would indicate that the target may need to be much higher. The review of
Phase 1 has been welcomed.

Table 1.2
BHSCT Summary of Phase 1 Staff in Post March
17-Sept 22
2,500.00
] [ ] I ']
2,000.00 | 1 = . | |
w 1,500.00
S
1,000.00
500.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17 | Sep-17 | Mar-18 | Sep-18 | Mar-19 | Mar-20 | Sep-20 | Mar-21 | Mar-22 | Sep-22
. BRA 370.74 | 439.61 | 473.30 | 432.71 | 432.71 0.00 0.00 508.24 | 418.39 | 481.42
. S|P P/T 1,628.52| 1627.63 |1,608.33|1,496.34|1,497.14|1,528.92|1,528.81(1,646.11|1,657.97|1,858.31
Target Position | 1847.60 | 1847.60 | 1847.60 | 1847.60 | 1847.60 | 1847.60 | 1847.60 | 1847.60 | 1847.60 | 1847.60
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Northern Trust

Acute medical and surgical continue to have significant workforce pressures
resulting from high acuity patients and high sickness and vacancy levels. This has
resulted in higher usage of Bank and Agency.

The Funded Staffing Level (FSL) in the Northern Trust is 778.50 wte and the target
was set at 657.02 wte which would indicate that the staffing exceeds requirements.
The SIP is also higher than the target by 88.08 wte. The large number of Bank and
Agency staff (255.43 wte) brings the total staffing to 1,000.53 wte. The review of
Phase 1 will amend future monitoring returns.

Table 1.3
NHSCT Summary of Phase 1 Staff in Post March 17-
Sept 22
1,200.00
1,000.00
800.00
w [ | | | I
Iy 600.00
S
400.00
200.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 | Mar-20 | Sep-20 Mar-21 | Mar-22 Sep-22
. B&A 137.50 164.11 172.59 171.12 168.47 0.00 0.00 180.79 210.82 255.43
S|P P/T 584.68 558.40 577.23 572.21 588.55 619.72 623.49 717.14 732.42 745.10
Target Position | 657.02 657.02 657.02 657.02 657.02 657.02 657.02 657.02 657.02 657.02

South Eastern Trust

South Eastern Trust recruited a higher number of staff than their FSL of 945 wte.
The total SIP of 1,033.87 wte with a high number of staff currently on maternity leave
(66.8 wte) and an average sick leave percentage of 7.9%. The Trust also used a
high number of Bank and Agency staff, possibly for the same reason described by
Belfast Trust.
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SEHSCT Summary of Phase 1 Staff in Post March 17-

Sept 22
1,400.00
1,200.00 i i
1,000.00
w
o 800.00
= 600.00
400.00
200.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Mar-20 Sep-20 Mar-21 Mar-22 Sep-22
. BRA 134.02 74.05 145.91 164.87 186.35 0.00 0.00 285.41 237.52 289.96
S|P P/T 789.40 811.51 848.77 830.96 823.57 848.05 856.86 980.89 | 1,003.20 | 1,033.87
Target Position | 991.07 991.07 991.07 991.07 991.07 991.07 991.07 991.07 991.07 991.07

Southern Trust

Southern Trust are currently dealing with very high levels of maternity leave (49.28
wte). The current FSL of 705.78 wte has exceeded the target of 684.21 wte, set in
2015. The combination of SIP and Bank and Agency equates to 1,087.81 wte and is
403.6 wte above the target. The review of Phase 1 will review this target and, based
on the factors outlined previously, may be increased.

Similar to other Trusts the higher number of Bank and Agency staff utilised reflects
the continued requirement to support safe staffing due to increased demand, higher
acuity of patients, sickness levels and reset after COVID. Additionally, Bank and
agency usage can be contributed to staffing the high number of uncommissioned
beds within the CAH and DHH sites.

Table 1.5
SHSCT Summary of Phase 1 Staff in Post March 17-Sept
1,200.00
1,000.00 I
w 800.00 - ] i 1
E 600.00
400.00
200.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21  Sep-21  Mar-22  Sep-22
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Mar-20 Sep-20 Mar-21 Mar-22 Sep-22
— BRA 79.02 89.03 106.85 139.27 183.91 0.00 0.00 149.33 224.53 281.99
S|P P/T 687.57 665.90 660.88 590.93 602.62 630.59 686.64 675.33 737.44 805.82
Target Position | 684.21 684.21 684.21 684.21 684.21 684.21 684.21 684.21 684.21 684.21
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Western Trust

The FSL currently sits at 817.74 wte. The SIP is 843.47 wte which, along with Bank
and Agency of 189.65 wte exceeds the original target of 713.44 wte by 280.8 wte.
There are currently high levels maternity leave but it should also be noted that this
return was completed prior to adult nurse graduates taking up post. There are also
15.86 wte on career breaks. The need for escalation beds has also increased the
number of staff required to maintain patient safety.

Table 1.6

WHSCT Summary of Phase 1 Staff in Post March 17-

Sept 22
1,200.00
1,000.00
I l I I
800.00 | | | | i 1
E 600.00
= .
400.00
200.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17 | Sep-17 | Mar-18 | Sep-18 | Mar-19 | Mar-20 | Sep-20 | Mar-21 | Mar-22 | Sep-22
I B&A 113.78 | 140.11 | 160.02 | 177.47 | 184.67 0.00 0.00 186.48 | 181.05 | 189.65
[ S|P P/T 773.99 | 733.20 | 775.37 | 696.65 | 705.48 | 793.67 | 808.72 | 765.84 | 778.98 | 843.47
Target Position | 713.44 | 713.44 | 713.44 | 713.44 | 713.44 | 713.44 | 713.44 | 713.44 | 713.44 | 713.44
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Phase 2 — Emergency Department
Regional

The Target positions for Phase 2 of Delivering Care were set in 2016. The regional
target agreed at that time was 719.9 wte. Table 1shows the number of Staff in Post
(SIP) is currently 695.98 wte. This has increased by 123.26 wte since March 2017
through various funding streams including Delivering Care (10wte B6 in 20/21 and
20wte B6 in 21/22). The SIP is close to the original target of 719.90 wte, however
due to many factors there was an increase in demand within ED settings, a variance
in the type of attendances and a number of patients with a Decision To Admit (DTA)
who remain in ED when no beds are available which has led to a higher number of
staff being required to cover the Department in a safe and effective way. This has
meant that there has been an increase in the number of Bank and Agency staff
being utilised within the Department (290.71wte). This figure has almost doubled
since Mar 21(184.16wte) and quadrupled since Mar 2017(70.3wte).

A review of Delivering Care Phase 2 commenced in October 2022. The Nursing and
Midwifery Taskgroup (NMTG) Report 2020 outlined recommendations proposed to
reflect a new vision to maximise the contribution of nursing and midwifery. A new
approach to be taken to incorporate additional senior roles and establish career
pathways which would help retain staff within their fields of expertise. This work
would consider new standards, benchmarking, evidence and influencing factors to
develop a new model.

Table 2.1
Regional Summary of Phase 2 ED Staff in Post
March 17-Sept 22
1,200.00
1,000.00
800.00 - !
£ 600.00
S .
400.00
200.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 |Mar-18| Sep-18 [Mar-19|Mar-20| Sep-20 |Mar-21|Mar-22|Sep-22
. B&A 70.93 | 96.26 |104.10|107.02|138.54| 20.39 | 0.00 |184.16|250.61(290.71
. S|P P/T 572.72|566.09|618.36 (570.28 | 623.22 | 685.05|736.41 | 733.24(817.24|695.98
Target Position |719.90(719.90|719.90|719.90|719.90|719.90|719.90|719.90|719.90( 719.90
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Belfast Trust

Funding from No More Silos this year has allowed Belfast Trust to increase Band 3
staffing by 9 wte, and Band 6 by 20 wte. This will help staff the Urgent Care Centre.
Delivering Care funding provided 6 wte Band 6 posts during 20/21 and 21/22.

There are a large number of Band 5 vacancies (43 wte) which Belfast Trust are
working on through the implementation of their Nursing Workforce Strategy, and in
particular a focused Bespoke International Nurse Recruitment programme.

Approximately ¥ of staff currently in Belfast Trust Emergency Departments are from
Bank and Agency. Belfast Trust are working continuously to review expenditure on
Bank and Agency. Please see Table 2 below.

Table 2.2
BHSCT Summary of Phase 2 ED Staff in Post
March 17 - Sept 22
300.00
250.00
[ |
200.00 : i 1 - . i
£ 150.00
; .
100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 | Mar-18| Sep-18 | Mar-19|Mar-20| Sep-20 | Mar-21| Mar-22 | Sep-22
I B&A 15.91 | 23.81 | 22.42 | 22.61 | 31.61 | 20.39 | 0.00 | 28.37 | 43.79 | 57.13
S|P P/T 167.39(158.62|175.16 | 150.69 | 163.10 | 163.40 | 186.23 | 184.66 | 228.80|171.09
Target Position | 174.96 | 174.96 | 174.96 | 174.96 | 174.96 | 174.96 | 174.96 | 174.96 | 174.96 | 174.96

Northern Trust

The FSL in Sept 2022 was 130.51 and the staff in post was126.07wte. Table 3
below reflects a high number of Bank and Agency staff (59.22 wte, approx. 33% top
up) being utilised to deal with the current pressures within the Department. Northern
Trust target was set at 153.89 wte and only with the use of Bank and Agency are
they exceeding this (185.29 wte) which reflects the demands and pressures. Reports
show a high sickness level within Band 3 staff (17.6%) and Band 6 staff (14.26%).
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Table 2.3
NHSCT Summary of Phase 2 ED Staff in Post
March 17-Sept 22
250.00
200.00
150.00 1 I
w .
-
3 100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 |Mar-18|Sep-18 |[Mar-19(Mar-20| Sep-20 |Mar-21|Mar-22|Sep-22
I B&A 30.42 | 34.57 | 35.34 | 27.50 | 25.17 | 0.00 | 0.00 | 25.95 | 55.76 | 59.22
s S|P P/T 92.47 | 93.03 [108.49| 99.13 |101.90(127.14(133.01|150.06|165.65|126.07
Target Position [153.89|153.89|153.89|153.89|153.89|153.89|153.89|153.89|153.89| 153.89

South Eastern Trust

The FSL at Sept 22 was 139.65 wte. Table 4 below shows the SIP was154.95 wte
which exceeded the target of 109.49 by 45.46. With the increased demands on the
Emergency Department, 52.99 wte staff were required from Bank and Agency (10

times the additional required staffing used in Mar 17).

South Eastern Trust had gone at risk to recruit to a number of Band 3 and Band 7
posts. Additional recruitment in this area is in anticipation of the new ED opening.

Table 2.4
SEHSCT Summary of Phase 2 ED Staff in Post
March 17-Sept 22
250.00
200.00
w 150.00
E [ | -
3 100.00
50.00 [l
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 |Mar-18| Sep-18 |Mar-19|Mar-20| Sep-20 |Mar-21|Mar-22| Sep-22
I B&A 5.98 9.80 9.10 | 17.17 | 18.96 | 0.00 0.00 | 48.38 | 50.18 | 52.99
S|P P/T 66.97 | 78.92 | 86.91 | 76.33 |104.51|107.88|114.38|119.73|142.30|154.95
Target Position | 109.49 | 109.49 | 109.49 | 109.49 | 109.49 | 109.49 | 109.49 | 109.49 | 109.49 | 109.49
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Southern Trust

Table 5 below shows the Target agreed was 163.86 wte. The total SIP was 108.11
which is 55.75 wte under the target but with the increase of demand and pressures
within the Department a further 83.325 wte Bank and Agency staff were utilised to
provide a safe and efficient service. This meant that approximately 40% of the staff
working within the Department were Bank and Agency staff.

Table 2.5
SHSCT Summary of Phase 2 ED Staff in Post
March 17-Sept 22
250.00
200.00
| | [
150.00
w
'—
s
100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 |Mar-18| Sep-18 |Mar-19|Mar-20| Sep-20 |Mar-21|Mar-22| Sep-22
I B&A 7.82 | 14.69 | 17.71 | 26.68 | 37.69 | 0.00 | 0.00 | 39.52 | 62.53 | 83.32
S|P P/T 142.77|136.21|138.22|135.68 | 143.14 | 150.84 | 149.52 | 147.22 | 135.16 | 108.11
Target Position | 163.86 | 163.86 | 163.86 | 163.86 | 163.86 | 163.86 | 163.86 | 163.86 | 163.86 | 163.86
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Western Trust

The FSL in Western Trust is 139.31 wte and the current SIP is 135.86 wte. The
target for Western Trust was agreed at 117.70 therefore they have exceeded their
target by 18.16 wte. This is due to various funding streams as well as Trust
investment in additional staff. However, due to the increase of demand and the
number of patients being cared for in Emergency Departments while waiting on a
bed to become available, the Trust have utilised a further 38.05 wte from Bank and
Agency to provide a safe and effective level of cover in the Department.

Western Trust indicated a reduction in salary expenditure but an increase in Bank
and Agency spend which they feel is due to the trend of staff leaving Trust
employment to join Agency. Western Trust show a low level of vacancies but quite a
high maternity leave number. Please see Table 2.6 below.

Table 2.6
WHSCT Summary of Phase 2 ED Staff in Post
March 17-Sept 22
200.00
180.00
160.00
140.00
120.00 | I I
£ 100.00
s .
80.00
60.00
40.00
20.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17| Sep-17 | Mar-18| Sep-18 | Mar-19 | Mar-20| Sep-20 | Mar-21|Mar-22 | Sep-22
I B&A 10.80 | 13.39 | 19.53 | 13.06 | 25.11 | 0.00 0.00 | 41.94 | 38.35 | 38.05
m SIP P/T 103.12 | 99.31 | 109.58 | 108.45(110.57 | 135.79|153.27 | 131.57 | 145.33 | 135.76
Target Position| 117.70|117.70 | 117.70|117.70 | 117.70|117.70 | 117.70 (117.70 | 117.70 | 117.70
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Phase 3 — District Nursing
Regional

The target position for District Nursing was agreed as 1472.40 wte in 2017. It was
understood that this would be a long term plan and good progress has been made
with an increase of 166 wte SIP since March 2017. Although please note that the
SIP wte has decreased in all Trusts since March 2022.

Other funding streams in this area included MDT (approx. 60 posts recurrently
funded in 21/22) and Neighbourhood District Nursing (NDN) (approx. 9 posts
recurrently funded in 21/22). Along with 30 Delivering Care posts in 20/21 and 55
posts in 21/22 there has been significant funding provided to this area of Nursing
although the current SIP of 1263.83 wte is still 208.57 wte short of the original target.

There is minimal input from Bank and Agency to District Nursing within all Trusts.

A review of the District Nursing paper was completed in June 2022 which took other
new policy drivers into consideration such as; New Decade new Approach (2020)
and also the Nursing and Midwifery Task group Report (2020). The review also
picked up the learning from the original phase completed in 2017.

The review paper has identified an overall gap of 693.43 wte with a proposed wte of
2,006.94 wte based on 10 wte for a 10,000 GP Federation population. This review
paper is with CNO for final sign-off.

Table 3.1
Regional Summary of Phase 3 DN Staff in
Post March 17-Sept 22
1,600.00
1,400.00
1,200.00
1,000.00
£ 800.00
s .
600.00
400.00
200.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17 | Sep-17 | Mar-18 | Sep-18 | Mar-19 | Mar-20 | Sep-20 | Mar-21 | Mar-22 | Sep-22
I BRA 69.51 72.23 82.40 85.73 83.72 0.00 0.00 63.27 59.47 35.94
S|P P/T 1,097.77|1,047.00|1,037.03 |1,058.55|1,109.59 | 1,238.10| 1,253.14| 1,296.10| 1,357.05| 1,263.83
Target Position | 1,472.40|1,472.40|1,472.40|1,472.40|1,472.40(1,472.40(1,472.40|1,472.40|1,472.40| 1,472.40
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Belfast Trust

Belfast Trust have a current FSL of 311.95 wte and a current SIP of 247.84 wte. This
shows quite a high number of vacancies (64.11wte) so even though they have had
investment to fund another 33 posts in the last 2 years they are experiencing some
difficulty with the recruitment of staff, mostly at Band 6 level.

Table 3.2
BHSCT Summary of Phase 3 DN Staff in Post
March 17-Sept 22
300.00
250.00
200.00
E 150.00
= 50.
100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 |Mar-18| Sep-18 |Mar-19|Mar-20| Sep-20 |Mar-21|Mar-22|Sep-22
. B&A 18.97 | 12.94 | 26.22 | 25.12 | 26.63 | 0.00 | 0.00 | 21.85 | 17.73 | 19.52
m SIP P/T 224.71|211.21|211.57|197.34|207.63|229.10(237.80|240.46 | 258.12 ( 247.84
Target Position | 281.24|281.24(281.24|281.24|281.24|281.24|281.24|281.24(281.24|281.24

Northern Trust

As you can see from Table 3.3 below Northern Trust SIP is almost 100 wte short of
the original target. The SIP has decreased by 34.68 wte since Mar 22. They have
not indicated any Bank and Agency usage in this return. Twenty posts have been
funded since 20/21 but yet they are experiencing difficulty with a high number of
vacancies, mainly in Band 5 posts (26.08 wte).

The SIP figure of 277.12 includes the HDNT service workforce (approx. 33wte) whilst
only a relatively small % of HDNT activity is District Nursing.
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Table 3.3
NHSCT Summary of Phase 3 DN Staff in Post
March 17-Sept 22
400.00
350.00
300.00
250.00
E 200.00
s .
150.00
100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22  Sep-22
Mar-17| Sep-17 |Mar-18| Sep-18 | Mar-19| Mar-20| Sep-20 | Mar-21|Mar-22 | Sep-22
I B&A 12.32 | 18.49 | 12.28 | 17.80 | 14.88 | 0.00 0.00 | 23.59 | 27.66 -
S|P P/T 266.97 | 254.92 | 258.14 | 253.52 | 274.08 | 277.94 | 272.09 | 290.97 | 311.80 | 277.12
Target Position | 375.24 | 375.24 | 375.24 | 375.24 | 375.24 | 375.24 | 375.24 | 375.24 | 375.24 | 375.24

South Eastern Trust

The FSL of 271.21 wte almost reached the target of 281.84 wte while the SIP was
221.35 wte, with no vacancies identified. South Eastern Trust have not provided any
figures on Bank and Agency wte usage but did indicate an expenditure of £567,991.
The Trust may have gone ‘at risk’ to uplift a number of their Band 5 posts to Band 6.
Approximately 35 new posts were funded since 20/21 through the various funding
streams. The SIP has reduced slightly from March 2022.

Table 3.4
SEHSCT Summary of Phase 3 DN Staff in Post
March 17-Sept 22
300.00
w 200.00
S
100.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17| Sep-17 | Mar-18| Sep-18 | Mar-19| Mar-20| Sep-20 | Mar-21 | Mar-22 | Sep-22
I B&A 22.59 | 24.85 | 25.86 | 25.42 | 28.37 | 0.00 0.00 - - -
s S|P P/T 198.49 | 186.22 | 184.73 | 205.39 | 208.81 | 235.10 | 234.92 | 246.74 | 244.13 | 221.25
Target Position | 281.84 | 281.84 | 281.84 | 281.84 | 281.84 | 281.84 | 281.84 | 281.84 | 281.84 | 281.84
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Southern Trust

Southern Trust target was set at 295.51wte and their FSL exceeds this by 2.95 wte.
Their SIP is currently 283.61 wte and with the usage of 9.78 wte Bank and Agency
they are very close to reaching their original target. Southern Trust have a small
number of vacancies (19.18 wte) mostly at Band 5 level. Approximately 31 posts
have been funded in Southern Trust since 20/21 which has greatly helped them
reach their target although, like other Trusts, their SIP has reduced from 300.82 wte
in March 22 to 283.61 wte in Sept 22.

Whilst very welcome, the range of funding sources being allocated to increase the

DN Staffing resources, are by their nature creating differences across postcodes in
the levels of service provision. This has not been the subject of a complaint as yet,
however there could be an issue of equity raised by someone at some point.

Table 3.5

SHSCT Summary of Phase 3 DN Staff in Post
March 17-Sept 22

350.00
300.00 =
250.00
= 200.00
S 150.00
100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22

Mar-17| Sep-17 | Mar-18 | Sep-18 | Mar-19| Mar-20| Sep-20 | Mar-21 | Mar-22 | Sep-22

I B&A 9.81 9.45 | 10.66 | 9.19 8.42 0.00 0.00 | 13.22 | 9.11 9.78

S|P P/T 199.45|199.51 | 188.43 | 210.45 | 216.66 | 267.37 | 282.03 | 289.09 | 300.82 | 283.61

Target Position | 295.51 | 295.51 | 295.51 | 295.51 | 295.51 | 295.51 | 295.51 | 295.51 | 295.51 | 295.51
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Western Trust

The target position for Western Trust was set at 238.56 wte and their SIP is 234.01
wte. With the small addition of 6.64 wte through Bank and Agency they have
exceeded their original target. Please see table below for some of this data.

Table 3.6

WHSCT Summary of Phase 3 DN Staff in Post
March 17-Sept 22

300.00
250.00 %
200.00
E 150.00
= .
100.00
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17|Sep-17 |Mar-18| Sep-18 |Mar-19|Mar-20| Sep-20 [Mar-21|Mar-22|Sep-22
 B&A 582 | 650 | 738 | 820 | 5.71 | 0.00 | 0.00 | 4.61 | 497 | 6.64
s S|P P/T 208.15|195.14|194.16|191.85|202.41|228.59(226.30|228.84|242.18|234.01
Target Position | 238.56 | 238.56 | 238.56 | 238.56 | 238.56 | 238.56 | 238.56 | 238.56 | 238.56 | 238.56
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Phase 4 — Health Visiting
Regional

As a result of the initial Delivering Care Phase 4 monies, regional Health Visiting
funding increased by £2.4 million (recurrent) from 2016 with a further additional
allocation of £1.6 million in 2021/22. Multi-Disciplinary Teams were introduced in
2019 and currently provide £2 million recurrent funding to Health Visiting along with a
few smaller investments. The overall position for Health Visiting shows that they
reached their target of 592.91 wte by March 2020 and are now exceeding their target
by 54 wte. A review of Phase 4 has just been completed and the Delivering Care
paper is ready for submission through the Governance process. This review
indicates that the target should be increased.

Table 4.1
Regional Summary of Phase 4 HV Staff in Post March
17-Sept 22
800.00
700.00 I
600.00 3 -
500.00
E 400.00
S .
300.00
200.00
100.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17| Sep-17 |Mar-18| Sep-18 |Mar-19|Mar-20| Sep-20 | Mar-21|Mar-22 | Sep-22
I B&A 18.16 | 21.24 | 22.87 | 24.75 | 29.23 | 0.00 | 0.00 | 21.46 | 23.33 | 37.53
I SIP P/T 485.95|487.74 | 479.39 | 477.28 | 480.72 | 599.44 | 627.67 | 618.16 | 677.00 | 646.97
Target Position | 592.92 | 592.92 | 592.92 | 592.92 | 592.92 | 592.92 | 592.92 | 592.92 | 592.91 | 592.91
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Belfast Trust have no issues with vacancies or sickness and are currently exceeding
their target of 112.67 by 10.76 wte. They have, however, used a small amount of
Bank and Agency to top their staff numbers up by a further 5.99 wte.

Table 4.2

BHSCT Summary of Phase 4 HV Staff in Post March 17-

Sept 22
150.00
) 1 |
100.00
w
'—
s
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17| Sep-17 | Mar-18 | Sep-18 | Mar-19| Mar-20 | Sep-20 | Mar-21| Mar-22 | Sep-22
I B&A 5.83 5.51 6.61 3.11 5.39 0.00 0.00 3.61 5.99
S|P P/T 89.88 | 98.58 | 89.81 | 97.28 | 89.77 | 113.03|115.04 | 107.77 | 123.24 | 123.43
Target Position | 112.67 | 112.67 | 112.67 | 112.67 | 112.67 | 112.67 | 112.67 | 112.67 | 112.67 | 112.67

Northern Trust

Northern Trust have a FSL of 154.65 wte. They currently have SIP of 159.25 wte.
Both of these figures are above the target of 141.60 wte. Northern Trust currently
have a number of staff on maternity leave (10.24 wte) and 3 wte on career break.

NHSCT continues to have significant permanent WTE vacancies and sick leave in
the HV core staffing (Band 6).
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NHSCT Summary of Phase 4 HV Staff in Post March 17-

Sept 22
200.00
150.00
£ 100.00
= .
50.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22  Sep-22
Mar-17 | Sep-17 | Mar-18 | Sep-18 | Mar-19 | Mar-20 | Sep-20 | Mar-21 | Mar-22 | Sep-22
. B&A 8.91 8.47 7.29 9.34 9.94 0.00 0.00 6.64 | 11.40 | 12.39
S|P P/T 121.32 1 119.12 | 124.73 | 114.10 | 119.57 | 160.91 | 154.87 | 153.61 | 170.97 | 159.25
—===Target Position | 141.60 | 141.60 | 141.60 | 141.60 | 141.60 | 141.60 | 141.60 | 141.60 | 141.60 | 141.60

South Eastern Trust

South Eastern Trust have 15.71 wte SIP more than their target of 107.28 and they
also used a small number of Bank and Agency staff. Their current sickness level rate
is 15.51% which is above average. There are also 4 wte on maternity leave and
3.63 wte on career break.

Table 4.4
SEHSCT Summary of Phase 4 HV Staff in Post March
17-Sept 22
140.00
120.00
100.00
w 80.00
=
= 60.00
40.00
20.00
0.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17 | Sep-17 | Mar-18 | Sep-18 | Mar-19 | Mar-20 | Sep-20 | Mar-21| Mar-22 | Sep-22
. B&A 0.00 3.99 4.38 5.69 6.93 0.00 0.00 1.79 491 8.48
s S|P P/T 82.87 | 80.48 | 78.57 | 85.84 | 82.20 | 103.16 | 106.25|112.73 | 125.91 | 122.99
—===Target Position | 107.28 | 107.28 | 107.28 | 107.28 | 107.28 | 107.28 | 107.28 | 107.28 | 107.28 | 107.28
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Southern Trust have just reached their target on having 135.31 wte SIP where their
target is 134.17 wte. Southern Trust FSL is 140.13 wte. They are currently
experiencing a high number of maternity leaves. Southern Trust have funded (non-
recurrently) 10.41 wte Student Health Visitors this year.

Table 4.5

SHSCT Summary of Phase 4 HV Staff in Post March 17-

Sept 22
160.00
140.00 . ; |
120.00
100.00
E 80.00
S
60.00
40.00
20.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
Mar-17| Sep-17 | Mar-18 | Sep-18 | Mar-19 | Mar-20| Sep-20 | Mar-21 | Mar-22 | Sep-22
. B&A 1.30 0.86 1.73 3.38 4.05 0.00 0.00 6.98 6.22 7.31
S|P P/T 115.31|108.14 | 110.83 | 103.79 | 107.48 | 118.38 | 136.36 | 133.92 | 144.77 | 135.31
Target Position | 134.17 | 134.17 | 134.17 | 134.17 | 134.17 | 134.17 | 134.17 | 134.17 | 134.17 | 134.17

Western Trust

Western Trust had reached their target of 97.19 wte by Mar 20 and currently have
SIP of 105.99 wte but they also used a small number of Bank and Agency staff (3.36
wte). Health Visiting students have not been included in Western Trust figures.
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Table 4.6
WHSCT Summary of Phase 4 HV Staff in Post March
17-Sept 22
140.00
120.00
100.00 %
w 80.00
'—
s 60.00
40.00
20.00
Mar-17 Sep-17 Mar-18 Sep-18 Mar-19 Sep-19 Mar-20 Sep-20 Mar-21 Sep-21 Mar-22 Sep-22
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Phase 5a — Mental Health Inpatients

Regional

In 20/21 Delivering Care provided recurrent funding for 30 Band 6 nurses at a cost of
£1,674,245. A further 40 posts (half of which were at senior level) were recurrently
funded through Delivering Care in 21/22 with an investment of £2,627,106. Even
though these posts have been funded the overall SIP is not increasing which may
indicate issues with recruitment and retention of staff in this area. Bank and Agency
use has increased greatly over the years and is currently reported as 631.28 wte

across the region.

Table 5.1
Regional Summary of Phase 5a MH
Staff in Post March 17-Sept 22
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Belfast Trust

Belfast Trust have a current FSL of 385.96 wte but their SIP is 309.75 wte. This

area has a high number of vacancies (mainly within CAMHS) and a high level of

sickness. The target position set in 2017 was 487.15 wte and they require significant
input from Bank and Agency to ensure they meet this target.
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BHSCT Summary of Phase 5a MH Staff in Post March
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Northern Trust

The target for Northern Trust is currently 275.38 wte and SIP is 207.10 wte. With the
addition of 88.75 wte Bank and Agency staff Northern Trust meet the target. With the
additional funding over the past few years the FSL has increased to 257.82 wte but
there is a large number of vacancies especially in Category 1 — Acute Inpatients
including Addictions.

Table 5.3
NHSCT Summary of Phase 5a MH Staff in Post March
17-Sept 22
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South Eastern Trust

FSL in South Eastern Trust is 201.5 wte. The current SIP is 157.98 wte which along
with a very high number of Bank and Agency staff exceeds the target (257.7 wte) by
62.25 wte. South Eastern Trust have not provided details on vacancies in this area
and sickness is at an average rate. Considering the number of posts funded in the
last 2 years the SIP has not increased.

Table 5.4

SEHSCT Summary of Phase 5a MH Staff in Post March
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Southern Trust

The Target position in the Southern Trust of 242.94 wte is only being met through
the use of a high number of Bank and Agency nurses (118.5 wte). The SIP has
decreased since March 22 and there are a high number of vacancies within
Category 2. The current FSL is 188.85 wte but the current SIP is 150.96 wte.

With the Increased regional demand for services there is sustained over occupancy
and contingency utilisation within each ward. This coupled with rising demands on
occasion results in additional beds (undesignated) being added to the unit to
accommodate patients. Therefore, this has a direct impact on the use of bank and
agency in order to ensure safe staffing levels

To note the Southern Trust has the lowest number of adult acute mental health beds
per 100,000 population in the five Northern Ireland Trusts as per NHS Bench
Marking Report 2018/19 and the 2nd highest number of admissions to the adults’
acute mental health units.
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Western Trust

The Target position in the Western Trust was set at 229.72 wte. Their current FSL is
233.97 wte but SIP is currently 198.14 wte therefore they have used Bank and
Agency to meet (and exceed) their target. As with other Trusts, there are a number
of vacancies across the area. The SIP has increased by almost 90 wte since March

21.
Table 5.6
WHSCT Summary of Phase 5a MH
Staff in Post March 17-Sept 22
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SUMMARY
END OF YEAR RETURNS SEPT 22
PHASE 1 - ACUTE MEDICAL AND SURGICAL

SIP (include
TRUST FSL REQUIREMENT ML) VARIANCE | B&A WTE
BELFAST 1848.6 1847.6 1858.31 -9.71 481.42
NORTHERN 778.5 657.02 745.1 334 255.43
SOUTH EASTERN 945.00 991.07 1033.87 -88.87 289.96
SOUTHERN 705.78 684.21 805.82 -100.04 281.99
WESTERN 817.74 713.44 843.47 -25.73 189.65
TOTAL 5095.62 4893.34 5286.57 -190.95 1498.45
PHASE 2 - EMERGENCY DEPARTMENT
TRUST FSL REQUIREMENT| SIP (inc ML) | VARIANCE | B&A WTE
BELFAST 224.92 174.96 171.09 53.83 57.13
NORTHERN 130.51 153.89 126.07 4.44 59.22
SOUTH EASTERN 139.65 109.49 154.95 -15.3 52.99
SOUTHERN 161.71 163.86 108.11 53.6 83.32
WESTERN 139.31 117.7 135.76 3.55 38.05
TOTAL 796.1 719.9 695.98 100.12 290.71
PHASE 3 - DISTRICT NURSING
TRUST FSL REQUIREMENT| SIP (inc ML) | VARIANCE | B&A WTE
BELFAST 311.95 281.24 247.84 64.11 19.52
NORTHERN 298.95 375.24 277.12 21.83|-
SOUTH EASTERN 271.21 281.84 221.25 49.96|-
SOUTHERN 298.46 295.51 283.62 14.84 9.78
WESTERN 247.38 238.56 234.01 13.37 6.64
TOTAL 1427.95 1472.39 1263.84 164.11 35.94
PHASE 4 - HEALTH VISITING
TRUST FSL REQUIREMENT| SIP (inc ML) | VARIANCE | B&A WTE
BELFAST 127.15 112.67 123.43 3.72 5.99
NORTHERN 154.65 141.6 159.25 -4.6 12.39
SOUTH EASTERN 120.16 107.28 122.99 -2.83 8.48
SOUTHERN 140.13 134.17 135.31 4.82 7.31
WESTERN 106.45 97.19 105.99 0.46 3.36
TOTAL 648.54 592.91 646.97 1.57 37.53
PHASE 5A - MENTAL HEALTH
TRUST FSL REQUIREMENT | SIP(inc ML) | VARIANCE | B&A WTE
BELFAST 385.96 487.15 309.75 76.21 191.85
NORTHERN 257.82 275.38 207.1 50.72 88.75
SOUTH EASTERN 201.55 257.7 157.98 43.57 161.97
SOUTHERN 188.85 242.94 150.96 37.89 118.5
WESTERN 232.97 229.72 198.14 34.83 70.21
TOTAL 1267.15 1492.89 1023.93 243.22 631.28
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CONCLUSION

Despite funding of £25million from Delivering Care alone there are
still staffing pressures, not least due to workforce supply and staff
work life choices.

A number of the targets set are outdated and need to be reviewed
in line with service developments, NMTG recommendations and
longterm strategic direction.

Retention of staff is an issue which has been highlighted and being
addressed through other colleagues.

Recruitment to particular areas is a challenge.

Use of Bank and Agency is adding significant pressure to the
system.
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Introduction

Delivering Care aims to support the provision of high quality care which is safe and
effective in hospital and community settings, through the development of staffing
models and ranges for the nursing and midwifery workforce within the Delivering
Care policy framework.

Phase 9A and 9B of this work will focus on Learning Disability Nursing in specialist
learning disability services (inpatient (A) and community (B)).

This paper is intended to build on the key principles and assumptions that have been
agreed in previous phases for Delivering Care. This phase will reflect the
methodology agreed with the regional Steering Group and governance arrangements
for the overall project, as they relate to Phase 9A specialist learning disability
inpatient environments.

It is recognised that workforce planning processes include the triangulation of
findings from recognised workforce planning tools alongside Key Performance
Indicators (KPIs) for safe, effective, person-centred care. This work has been
developed in the context of the principles of Quadruple Aim!, which combines a focus
on population health and wellbeing, safety, quality and experience, cost and value
with the added experience of care givers.

Context

The subject of nurse staffing continues to be a matter for debate. Ensuring
appropriate nurse staffing is in place has been referenced in inquiries and reviews?,
highlighted in research and evidence? and is viewed by families and carers as a key
element in influencing the quality of care?. Phase 9 (Learning Disability Nursing,
specialist inpatient and community settings) of the Delivering Care framework builds
on the methodologies and learning from previous phases.

The Bamford Review of Mental Health and Learning Disability in Northern
Ireland?®

At the heart of the Northern Ireland (NI) Mental Health Strategy is the vision to deliver
a service which gets the best results at the earliest opportunity.

The Bamford vision for Mental Health and Learning Disability strongly supports the
following principles:

! Bodenheimer, T., (2014) From Triple to Quadruple Aim: Care of the Patient requires care of the Provider,
Annals of Family Medicine, University of California

2 public Health Agency (2017) Delivering Care: A Literature Review for Workforce Planning for Learning
Disability Nursing In Northern Ireland, PHA

3 Bamford Review of Mental Health and Learning Disability https://www.health-
ni.gov.uk/sites/default/files/publications/dhssps/bamford-action-plan-2012-15.pdf
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Good Mental Health should underpin all aspects of health and wellbeing and should
be everyone’s responsibility.

People with Learning Disability needs should be valued. This includes the right to full
citizenship, equality of opportunity and self-determination.

There is a need for society to address the challenges facing people with Learning
Disability needs

There should be a process of reform, renewal and modernisation of services that will
make a real and meaningful difference to the lives of people with a Learning
Disability and to their carers and families.

Within Learning Disability services, a person-centred approach is endorsed which is
community and family-orientated with with users and carers at the centre. In addition,
the Bamford strategic policy focus is on the development of leadership, teamwork,
workforce and training, acknowledging that reform is dependent upon a sufficient and
competent workforce within specialist Learning Disability services.

At all levels of the Bamford Mental Health and Learning Disability Strategy there is a
requirement for adequate resources, including support for recommended staffing
levels to ensure the effectiveness of the Health and Social Care (HSC) workforce.
This requirement will be progressed under the key work streams across Mental
Health and Learning Disability strategies to reform services into the future.

Recommendations of Bamford

Since the inception of the Bamford vision there have been a number of improvement
initiatives, including practice development for staff, introduction of new services and
ways of working and improved patient experience. Listed below are some of the key
recommendationsof the Bamford vision:

The resettlement of the majority of patients out of hospital to the community;
Services should be evidence based and subject to ongoing evaluation;

Early intervention should be a guiding principle to prevent behaviours becoming long-
standing and difficult to treat;

Specialist mental health teams for people with a Learning Disability might be
developed and staff trained in understanding the mental health needs of these
people;

Functional analyses should be undertaken to determine the causes of behaviours
that challenge, to identify antecedents or consequences that maintain behaviour with
a view to introduce adjustments;

Medicines should be used to supplement other interventions rather than as a stand-
alone treatment;
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Annual health checks that include cognitive and behavioural assessments should be
provided for people with Learning Disability from as early as 35 years old in addition
to the promotion of healthier lifestyles and surveillance of health risks;

Development of high quality older person day-care, respite and recreational services
for older people with LD within both LD services and mainstream older people’s
services should be put in place and used;

The development by the Public Health Agency (PHA), Health and Social Care Board
(HSCB) and the Department of Health (DoH) of an education and learning framework
for Learning Disability professionals.

Key Drivers for the Future Learning Disability Nursing Service

A range of strategic and operational drivers have been considered within this phase
of Delivering Care that will have a significant impact on the future of Learning
Disability Nursing services. The following policy drivers have been considered:

Health and Wellbeing 2026: Delivering Together* - This document was produced
in response to the report by Professor Bengoa. Delivering Together puts people first
and focuses on enabling people to stay well for longer. Where care or support is
needed, it will be, wherever possible provided in a community setting.

HSC (NI) Workforce Strategy 2018°.

Quality Care® -The Q2020 Strategy aims to protect and improve the quality of health
and social care in Northern Ireland and to be recognised as a leader for excellence.
Through its key strategic goal ‘strengthening the workforce’, the Q2020 strategy is
committed to ensuring that we provide the right education, training and support to
deliver a high quality service. This is fundamental to the delivery of safe and effective
services.

The Bamford” vision for Learning Disability services, which called for continued
emphasis on promotion of positive Mental Health, reform of Mental Health legislation
and a continued shift from hospital to community based services with the
development of specialist services.

Strengthening the Commitment?® is the Department of Health’s Strategy (2014) for
Learning Disability Nursing.

4 Department of Health (2016) Health and Wellbeing 2026 Delivering Together, DoH 2016

5 Department of Health, Social Services and Public Safety (2015), Evolving and Transforming to Deliver
Excellence in Care. A Workforce plan for Nursing and Midwifery in Northern Ireland (2015-2025) DHSS&PS
6 Department of Health, Social Services and Public Safety, (2014) Quality 2020: An Attributed Framework for
Health and Social Care, DHSS&PS

7 Bamford Review of Mental Health and Learning Disability https://www.health-
ni.gov.uk/sites/default/files/publications/dhssps/bamford-action-plan-2012-15.pdf

8 Department of Health (2014) Strengthening The Commitment

3
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Dementia Strategy® - Recommendations aimed at improving the services and
support arrangements currently available for people with dementia, their families and
their carers, with an emphasis on early diagnosis.

Population health'® — Increased focus on enabling health promotion, prevention and
self-management. The “Making Life Better” NI Public Health framework (DHSSPS
2013) seeks to create the conditions for individuals and communities to take control
of their own lives and move towards a vision of NI where all people are enabled and
supported in achieving their full health and wellbeing potential and to reduce
inequalities in health.

Care enabling technologies?!! - Building on the “Regional eHealth and Care
Strategy” (DHSSPS 2015) it is imperative that there are systems and processes to
support timely and consistent sharing of patient information. This should include real
time access to all Mental Health and social care information for all relevant care
providers to enable them to work effectively and safely with their patients. This will be
achieved through the development and implementation of an electronic record in
common for all citizens in NI over the next 5 - 10 years.

A priority for unscheduled care'? in Nl is to have effective, integrated
arrangements, organised around the needs of individual patients, in place in
community settings to provide care for people at home and in their local
communities. The intention is to avoid the need for hospital admission for Mental
Health services and to support safe and effective discharge planning arrangements
when a period of hospital admission is required.

The Nursing and Midwifery Task Group'® (NMTG) was brought together to
consider the challenges to nursing and midwifery in the face of rising demand which
far exceeds the resources available. It states that the transformation of nursing and
midwifery services is essential to the stability and sustainability of the NI health and
social care system. The recommendations in the report will facilitate the adoption of a
population health approach and put prevention and early intervention at the heart of
nursing and midwifery practice. The stabilisation of the nursing and midwifery
workforce and transformation of health and social care through enhancing the roles
that nurses and midwives play within and across mulit-disciplinary teams.

9 Department of Health, Social Services and Public Safety (2011) Improving Dementia Services in Northern
Ireland- A Regional Strategy, DHSS&PS

10 Department of Health, Social Services and Public Safety (2014), Making Life Better 2012-2023, A Whole
System Strategic Framework for Public Health, DHSS&PS (2002) Investing for health Strategy 2002-2012,
DHSS&PS

11 Department of Health, Social Services and Public Safety (2015) Regional eHealth and Care Strategy, DHSS&PS
2pepartment of Health (2016) Health and Wellbeing 2026 Delivering Together, DoH 2016

13 nursingandmidwifery@health-ni.gov.uk
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e Demography!* - The population of NI is increasing, and within this overall increase
the size of the older population is increasing more quickly. Around 1.5 million people
in the UK have a learning disability. It's thought up to 350,000 people have a severe
learning disability. This figure is increasing. With increasing complexity of need and
challenging behaviour, high levels of intensive support and observation are often
necessary.

e Increasing Profile of Demand - Due to the rapidly changing health and social care
landscape increasing numbers of people with a Learning Disability are being cared
for in the community, which includes from birth across the age spectrum to those
living to a very old age.

Current Services

Descriptors and Category of Care Environments

Currently Northern Ireland’s Specialist Learning Disability services include both
inpatient services and community based services.

At present specialist learning disability inpatient services are delivered by three of the
five HSC Trusts in Northern Ireland.

BHSCT are responsible for Muckamore Abbey Hospital which is commissioned to
provide specialist learning disability in-patient services for the population of three
HSC Trusts, the Belfast, South-Eastern and Northern Trusts. The Hospital also
provides regional specialist learning disability forensic inpatient services.

Southern Health and Social Care Trust (SHSCT) provides specialist learning
disability inpatient services for their population in Dorsey Ward at Bluestone Unit,
Craigavon Area Hospital.

Western Health and Social Care Trust (WHSCT) provides specialist learning
disability inpatient services for their population in Lakeview Ward on the Gransha
Hospital site.

Inpatient units

Phase 9A will incorporate inpatient units across the three Trusts that currently deliver
specialist inpatient services. For the purposes of this phase of Delivering Care, each
inpatient unit will be described within the following categories of care environment.

Categories of Care Environments.

1 nidirect Government Services
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Specialist Learning Disability Assessment and Treatment Wards are clinical
environments where patients are admitted in the acute phase of an illness, or require
an immediate Mental Health and /or behavioural assessment and/or treatment.
Admission may be due to a number of reasons such as displaying self-injurious or
aggressive behaviour, which is not related to mental ill health or displaying risk
behaviours which may put them or others at risk.

Psychiatric Intensive Care Wards

These wards are for people experiencing acute mental illness and provide short term
intensive care and treatment in a more restricted environment . Individuals who
require this type of care are usually subject to the provisions of the Mental Health (NI)
Order 1986. There are usually higher than normal staff to patient ratios: locked areas:
and other environmental restrictions such as windows with restricted opening,and
controlled access to areas such as the kitchen and garden.

Resettlement Unit

Forensic Ward

Specialist forensic inpatient services are usually provided for those between 18 and
65 and are subject to the provisions of the Mental Health (NI) Order 1986. The ward
will care for those patients needing specialist forensic assessment and treatment in a
low secure setting due to their behaviours and the associated levels of risk this
represents to them and others.

Case studies for each Category of Care Environment

In order to give some understanding of the types of patients and conditions admitted
to the various inpatient Learning Disability settings, a number of anonymised case
studies can be found at Appendix 1.

The Learning Disability Nursing Workforce in Northern Ireland

A Registered Nurse for Learning Disability (RNLD) is a Registered Nurse (RN) who is
regulated by the Nursing and Midwifery Council (NMC), under Part (1) of the NMC
Register. For the purposes of this paper, Phase 9 will include RNLD’s who work in
H&SC Trusts in specialist learning disability healthcare services.

The Registered Nurse for Learning Disability is uniquely placed to undertake a
biopsychosocial assessment of need and develop and formulate a plan to deliver
evidence based interventions to meet the health and social care needs of the
individual across a range of settings. Registered Nurse for Learning Disability are the
corner stone in the assessment and formulation of needs, in managing risk and in
delivering 24 hour therapeutic care. The Chief Nursing Officer for Northern Ireland
has commissioned a review of Learning Disability nursing with a view to enhancing

6
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and maximising the role the Registered Nurse for Learning Disability can play in
delivering better outcomes. The output of this review will shape and inform the pre
and post registration programme content, the model of care and support the
development of a career framework for Learning Disability nursing across care
settings.

In planning services, organisations should consider the role and function of the
Registered Nurse for Learning Disability, where care and treatment, through a bio-
psycho-social approach, is required to prevent ill health, address health inequalities,
and to improve and maintain health and wellbeing. To enable the effective delivery
of care, it is essential to have an appropriate professional skill mix of nurses within
specialist learning disability services, to provide safe and effective care and support,
and leadership to provide evidence based therapeutic interventions and care.

The Significance of the Profile of the Learning Disability Nurse

Nurses are central to the provision of quality care and are highly valued by the public
in NI, a view expressed in the Patient and Client Council Report (2010).15

The Nursing and Midwifery Council (NMC) has recently published new education?®
and proficiency!’ standards for pre-registration nursing programmes. The NMC as
the professional regulator exists to protect the public. The education framework
contains the standards and requirements that together signify what effective
professional education and training looks like. Similarly, the standards of proficiency
reflect the anticipated future needs of the public for expert nursing care and provides
guidance on what the newly registered nurse should know and be able to do at the
point of registration in order to practise safely and effectively.

Learning Disability Nurses gain an in-depth knowledge of the health needs of
children, adults and older people with learning disabilities and their care and support
needs. This knowledge and skills is gained through a 3-year undergraduate
programme leading to NMC registration as a Registered Nurse Part 1 (Learning
Disability). The education programmes combine a blend of theory, skills simulation
and practice learning, regarding the care and support needs of children, adults and
older people with learning disabilities. All nurse education programmes comprise
50% university based study, focusing on the current evidence of the care and support
needs of people with learning disability across the lifespan and clinical skills

15 patient and Client Council (2010) The People’s Priorities, A View from Patients, Service Users, Carers and
Communities on Future Priorities for Health and Social Care in Northern Ireland
16 Nursing & Midwifery Council (2017) Education Framework: Standards for Education and Training, NMC

17 Nursing & Midwifery Council (2017) Standards of Proficiency for Registered Nurses, NMC
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preparation. 50% of the programme involves supervised practice learning with
internationally recognised training partners in a wide range of clinical and community
settings throughout Northern Ireland. (Queen’s online description of LD nursing
course 14.10.19)

On completion of the programme, Registered Nurse for Learning Disability will
possess a distinct set of knowledge, skills and expertise of the health and wider
education and social care needs of people with a Learning Disability and their
families and carers in the context of person-centred care that promotes and
maintains health and well-being.

Ulster University provides a Specialist Practice Qualification at Postgraduate Diploma
level in Community Learning Disability Nursing. This programme prepares Learning
Disability Nurses to practice in a wide range of community settings. Queen’s
University provides a MSc in Advanced Professional Practice with a pathway in
Intellectual Disabilities, which provides Learning Disability Nurses with education of
the changing needs of children, adults and older people with learning disabilities and
the implications for service delivery now and in the future.

Within their practice role the Registered Nurse for Learning Disability nurse adopts a
life span approach to nursing assessment, treatments, interventions, health
education and care and support across a diverse range of settings. These include
home, in-patient settings, nursing homes, secure settings, schools, day care and
residential care homes to contribute to the care needs of people with learning
disabilities and their families and carers.

“Learning Disability Nurses are highly skilled, highly motivated, cost-effective and
highly-valued person centred nurses. Wherever they work they have a proven record
for improving outcomes, reducing the impact of health inequalities and improving
people’s lives. They have unique, enhanced communication and interpersonal skills,
are important educators and can be part of the essential reasonable adjustments
needed to reduce morbidity and unnecessary premature deaths of people who have
a Learning Disability” (FONS, Celebrate Me, 2019)

Registered Nurses for Learning Disability nurses have an important Public Health
Role in considering the physical, psychological and social needs of children, adults
and older people with learning disabilities. This element of the Learning Disability
Nursing role is important as too often people with learning disabilities do not have the
same access to health services and care and support within the community. As a
result, a mortality gap exists whereby people with a learning disability die decades
earlier than the rest of the populations from avoidable causes. To contribute to
addressing these needs, Registered Nurses for Learning Disability play important
roles in relation to health assessment and health screening, working collaboratively
with people with learning disabilities, their families, carers and other professionals to
develop plans of care and support. Registered Nurse for Learning Disability provide a
crucial role in facilitating and enabling equality of access to services and health
education programmes based on the assessed needs of the individual. Within
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primary and acute hospital care, Registered Nurses for Learning Disability provide
support to enable informed decision making on many issues effecting their health
and wellbeing and life choices, thereby supporting community integration and
reducing the impact of health inequalities.

Within a multi-disciplinary team, in an in-patient setting, Registered Nurses for
Learning Disability are the professional group which spend the most time in a direct
care role with patients. They form a therapeutic relationship with patients, and
develop a detailed understanding that creates a dynamic which cannot be under
estimated.

The therapeutic credentials of the Registered Nurse for Learning Disability are well
established and recognised within their health, social and behavioural competencies,
in supporting access to services and care and support that contributes to the
improvement and maintenance of their health and wellbeing and social inclusion to
support lives that are full and as productive as possible.

Evidence

Determining the appropriate skill mix and caseload size for all Learning Disability
nurses is a complicated process due to a range of variables that impact on health
and social care needs. These include:

Workforce;

Environment;

Activity (Clinical);

Professional Regulatory Activity

These are further described as influencing factors in Appendix 2.

Within specialist Learning Disability inpatient settings in NI, the current method that is
used to calculate staff is the Telford method. This approach is underpinned by the
clinical judgement and experience of registrants and is often used with other methods
of workforce calculation in order to provide a degree of triangulation.

Within Community Learning Disability Teams the capacity method that is used is a
“workforce utilisation tool,” the “Choice and Partnership Approach” (CAPA). This
model combines collaborative and participatory practice with service users bringing
together active involvement of patients, supporting the recovery ethos of care,
essentially managing demand and capacity within the existing workforce. Further
review of caseloads based on populations for NI will be explored in Phase 9B.

BYork, A., & Kingsbury, S., (2013) The Choice and Partnership Approach: A Service Transformation Model,
Short Run Press, Exeter
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A literature review was carried out as part of the Phase 9 framework in 2019 to
ascertain the evidence base for Learning Disability nursing workforce planning. The
key findings are highlighted in Appendix 3.

Methodology

The methodology for this phase of Delivering Care follows on from the previous
phases. This approach is based on a range of workforce intelligence information,
best available evidence, literature reviews, benchmarking, application of the core
assumptions of the framework and scoping exercises with Trusts. Engagement with
key stakeholders on the proposed staffing recommendations for the current
workforce requirements has been done in collaboration with the expert reference
group, working group and steering group. The methodology is aligned to the agreed
governance arrangements for the project.

Approach

The approach is based on best evidence and promotes a quadruple aim
methodology (see Figure 1), and includes reference to recognised workforce
planning tools.

The ‘Triple Aim’ was developed in 2008 to guide the redesign of healthcare systems
with an emphasis on population health, patient experience of care and reducing
costs. In recognising that the backbone of any effective healthcare system is an
engaged and productive workforce, a 4" aim was added - Improving the experience
of providing care.

This 4™ aim holds particular importance within the delivering care process. Nurses
are often central to the teams of health and social care professionals charged with
delivering health and service improvements. Effective workforce planning is vital, not
only in ensuring the availability of sufficient numbers of skilled staff but also in
providing structures and support so that each member of the nursing workforce can
realise the sense of accomplishment and success that results from meaningful work.

Figure 1 The Quadruple Aim Method
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Improving Sup;)rc:;tmg
the health of .
our people empowering
staff
Improving .
the quality Ens.urm.g'
sustainability
and
. of our
experience of .
services
care

The outputs of the approach for Phase 9A have been produced in consultation with a
wide range of key stakeholders including planners, service providers, professional
managers, senior nurses and expert reference group. Following a review of baseline
data, modelling the data during the development of Phase 9A, it has been proposed
that the core elements will be the development of a guide for a nursing staff to bed
(range) for staff based across the categories of care environments, in inpatient
settings in Learning Disability services.

The financial analysis and data collection templates, for the recommended model
follow the same methods as for previous phases. Each phase has a review date to
ensure the framework is refreshed regularly.

Assumptions

The following assumptions of the framework are built into the principles of the
recommended staffing range for Learning Disability Nurses in inpatient settings.
Outcome indicators for monitoring the Learning Disability Nursing workforce have
also been built on the assumptions of the framework.

Assurance of safety, quality and experience through the following key
performance indicators (to be agreed regionally)

Organisational; absence rates, vacancy rates, staff in post, skill mix via Delivering
Care monitoring returns.

Safe and effective care, e.g. incidence of SAls which will be agreed regionally.

11
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Patient experience, e.g. involvement in person-centred decision making re: care
needs and decisions in relation to treatments and direct patient contact.

Planned and unplanned absence allowance

Planned and unplanned absence allowance (PUAA) refers to periods of absence
from work which can be described as anticipated and therefore must be factored into
the workforce planning process. This includes annual leave, sickness and
mandatory study leave. The allowance agreed for Nl is set out in Table 1. It should
be noted that the agreement throughout the phases of the policy for Delivering Care
does not include a specific mandatory allowance for maternity leave.

Table 1. Percentage uplift for planned and unplanned absence

Annual leave Sick leave Study leave Total allowance NI

Mandatory

15% 5% 4% 24%

c)

d)

Skill mix

The skill mix refers to the ratio of registered to non-registered nursing staff working
within Learning Disability teams across inpatient and community settings. The level
of skill mix may vary across both these settings. A level of skill mix has been
recommended for the funded establishment of each category of care environment,
based on best evidence and the use of recognised workforce planning tools. In
addition, the skill mix should take into consideration the allocation of the 100% ward
sister/charge nurse/nurse team leader role across all Learning Disability settings.
There is also a requirement to ensure that senior nursing posts make up part of the
registered nurse skill mix requirement, in Learning Disability care environments.
These posts will ensure the delivery of nurse led, psychological therapeutic
interventions and drive forward evidence based practices.

Following a review of evidence and current baselines and benchmarks, the proposed
skill mix for inpatient units will range from 70:30 - 80:20.

Management of recruitment

Whilst there are recognised challenges around nurse recruitment in NI it will be
essential that all Nursing vacancies across Learning Disability services are filled
within a prompt timescale by registered and unregistered nursing staff respectfully to
ensure that Nurse staffing levels support safe and effective person-centred care as
set out in the framework recommendations.

12
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Employers must ensure that a risk-based approach is adopted to managing
recruitment, taking into consideration the maintenance of safe nurse staffing levels
against the recommended range within the framework. Every effort should be made
to avoid the overuse of temporary, bank and agency staff. This is a regional priority
across Northern Ireland.

Matching skill mix to band mix to patient acuity and dependency within recognised
professional standards and guidelines will be a fundamental requirement to ensure
that professional judgement is incorporated to reviewing required staffing levels.

The availability of senior nursing posts across inpatient units as part of the workforce
requirements should support the proposed staffing model.

Regional Review

In October 2019, a review was carried out of all Learning Disability services across
Northern Ireland. As a result there is much discussion regarding how best Learning
Disability services should be configured in future, with an emphasis on more
resources in the community. There is an acknowledgement of the enormous
challenges faced by inpatient units due to increased acuity and dependency of the
patients being admitted. This is possibly due to a lack of community infrastructure
and places a significant strain on staff and staffing levels. The outworkings of the
Regional review are still being considered at Department, HSCB and Trust level.

Benchmarking of Inpatient Nurse to Bed Ratios across the UK

In Building the right support!®, NHS England predicts the need for a reduction in
learning disability bed numbers to about 40 per million population (15 assessment and
treatment and 25 secure beds). Staff with appropriate skills will be needed in sufficient
numbers to deliver setting-specific services.

There are no comparable figures for Northern Ireland. However, it is acknowledged
that caring for people in the community is linked to an improved quality of life,
suggesting that the majority of care for this group of patients, in the future will be
delivered in the community.

Benchmarking for this phase of Delivering Care proved challenging. Benchmarking
data was sourced from a Foundation Trust in the North East of England and data
supplied by Keith Hurst. Hurst developed a ‘ward multiplier tool’ for learning disability
inpatient settings. The tool is based on the UK Database system from which the ‘safer
nursing care tool acute multipliers were developed. In NHS England the preferred
model for inpatient workforce is based on the time spent on activity matched with the
acuity of patients.

19 www.england.nhs.uk/wp-content/uploads/2017/02/model-service-spec-2017.pdf
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The units in England had a higher percentage of Band 6 and 7 posts, covering
managerial and clinical therapist posts. The therapist posts provide a clinical
leadership role for complex cases, service development and team development. This
allows scope for career progression. The skill mix varies across inpatient environments
from 31:69 to 25:75 registered to unregistered staff. Some Band 7 posts exist as
“supervisory” but not all. The model in England includes 22.5% uplift for planned and
unplanned absences (PUAA). It should be noted that the daily measurement of acuity
of patients determines the recommended staff ratios across many inpatient units in the
UK.

The table in the next section provides an example of the nurse to bed ratio (NTBR)
reviewed as part of the benchmarking exercise across Learning Disability inpatient
environments in the UK.

Staffing Model — Phase 9A Inpatient Units- changes accepted

In order to provide good governance and in keeping with the ethos of the NMTG
there should be a range of nursing posts at senior level to ensure good leadership
and clinical expertise for more junior staff. Such a hierarchy of staff would promote,
encourage and ensure staff are supported and facilitated to deliver high quality, safe,
efficient and person-centred care in accordance with the NMC Code. It would ensure
that care and treatment of the highest possible standard is delivered and would allow
a clear pathway for career progression. This range of staff would include posts at
Band 8b Consultant Nurse, Band 8a Advanced Nurse Practitioner with possible
managerial responsibilities, and a Band 7 Specialist Practice Nurse overseeing
supervision and the maintenance of high standards of care. Appendix 4. The skill
mix will also include Band 6 and Band 5 posts. The spectrum of posts from 8a to
Band 5 will constitute 70-80% of registered nursing staff. This will be complemented
by Band 3 making 20-30% of unregistered staff.

Based on the application of the assumptions/influencing factors, the Benchmarking
information and a peer review of staffing levels, which included Telfords in each Trust
for inpatient Learning Disability Services, the recommended nurse to bed staffing
ranges, are outlined below in Table 2.

Table 2: Category of Care Environments Phase 9A

Category of Care Inpatient facility Proposed Proposed
Environment Nurse to Bed | Skill Mix
Ratio Range
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1 Learning Disability Assessment 1.75-3.50 70:30
and Treatment
2 Psychiatric Intensive Care Unit 1.75-3.50
80:20
3 Low Secure/Resettlement 1.75-3.50 70:30
4 Forensic 1.75-3.50 80:20

The figures for the nurse to bed staffing ratios were provided by each Trust which
accommodates a Learning Disability in-patient facility. The broad range of staffing
from 1.75-3.50 is reflective of the current challenging situation in LD in-patient units.
There is continuous pressure on bed occupancy, through the number of admissions
and the number of patients whose discharge has been delayed due to difficulty in
finding appropriate community placements. It is also recognised that the acuity and
dependency of patients in in-patient units is increasing, and that patients being cared
for in inappropriate environment due to lengthy delays in their discharge can
contribute to a deterioration in their presentation and increased levels of behaviours
of concern. This may lead to higher levels of behaviours of concern, which are often
managed via one to one, or two to one observation. There is no cap on the number
of special or enhanced observations that each unit can manage at any given point in
time.

The range of staffing is to allow for flexibility in managing patients on special
observations — from no patients on observations, at one end of the spectrum to 6
patients at the other end of the spectrum.

In order to manage this from a staffing perspective, it may be necessary to consider
each unit in terms of Low Medium and High Dependency patients, predicated on their
profile of need. Scoring each patient’s dependency level on a scale of low to high
would assist in determining the number of staff required for that unit. These units
would also facilitate a community in reach model, with nurses from the community
providing in reach in order to move patients to the community more rapidly. The
Psychiatric Intensive Care Unit and the Forensic Unit would always be considered as
having patients with High Dependency thus necessitating a richer skill mix.

Monitoring

Compliance in delivering on agreed key performance indicators requires a sufficient
Nursing workforce to deliver safe and effective care. On occasions when Nurse
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staffing may be outside the policy range, the Executive Director of Nursing must
provide assurance about the capacity of the workforce to provide quality nursing care
to patients, and efficient use of resources through internal and external professional
and other assurance frameworks.

The testing of new models for Learning Disability Nursing service provision and
reform into the future should incorporate a triangulation approach allowing for
professional judgement.

As with the Delivering Care approach, the final staffing ranges for Learning Disability
Nursing in HSC Trusts will be agreed with reference to the recommended ranges set
out in Phase 9A, following a discussion with the Trust Workforce Lead, the Trust
Learning Disability Nursing Lead and the Chair of the Working Group/ Steering
Group. This may require a phased approach to implementation.

Review
This Phase will be reviewed in 2023/24.
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Tom’s story

Tom'’s is admitted to a specialist learning disability assessment & treatment ward. Tom has a
diagnosis of a moderate learning disability, autism and ADHD, with associated distressed
behaviours and anxiety, which can be exhibited through physical aggression towards others,
self-injurious behaviours and destruction of property. Tom is 23 years of age and lives at
home with his parents and two younger siblings. Tom’s distressed behaviours have
escalated in recent weeks; his day-care placement is at risk due to the significant behaviours
displayed. There are currently no bespoke short break facilities to enable the family to have
a break. His parents are at breaking point and are concerned about the impact on his
younger siblings, who are studying at school.

Tom is admitted to hospital for a period of assessment and treatment. The RNLD completes
a comprehensive biopsychosocial assessment; an assessment of physical health is
undertaken to rule out pain or underlying physical health conditions. Care plans are
formulated from identified needs on assessment with outcome measures recorded. Tom
has few words; a referral is made to the SALT team for a communication assessment. A
referral to OT is made to assess how Tom copes with sensory information. A referral is made
to the behavioural team for a functional analysis of behaviours. A comprehensive MDT risk
assessment is undertaken, likely triggers for a crisis are detailed, the response to a crisis
developed, and a risk management plan developed. The social and physical environmental
factors are assessed. Interventions and care plans are formulated following assessment and
any pharmacological interventions monitored. Tom requires a number of reasonable
adjustments during his admission. A visual schedule is introduced to promote meaningful
engagement in activities and improve understanding. Tom is supported in a low stimuli
environment to promote sensory regulation. Tom is prescribed a 2:1 staffing level as part of
the risk management plan. All restrictive interventions in his best interest are agreed as part
of MDT and with the family during admission and documented.

Discharge planning commences on admission, with ongoing MDT input and engagement
with the family and community staff to ensure continuity of the treatment plan on
discharge.
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APPENDIX 2

Term Used

What does this mean?

How does this impact on a Staffing Range?

Rostering and
Shift Patterns

e Rosters are structured process matching staff skills to
workload variations.

e  Shifts plus sequence of contracted working days per
staff member = available numbers of staff to manage
workload demand.

Optimal rostering of staff = effective management
manpower to deliver on workload demand.

Imbalance in the numbers available to meet demand can
increase risk to patient safety.

Appropriate shift pattern key factor in delivering safe
effective care and maintaining staff morale.

Planned and
Unplanned
Absence
Allowance (PUAA)

o Periods of absence from work - expected or
unexpected - factored into workforce planning.
e (A) Sickness both short and long term,
(long term = 20 days or over/up to six months).
e (B) Study leave (as a minimum for mandatory training).
e (C) Non-clinical working, e.g. management time.

PUAA acknowledges staff have particular requirements
and rights that render them unavailable to be rostered.
Allowance needs to be agreed and funded to ensure
effective workforce planning and efficient deployment of
staffing resources.

Department
Sister’s/ Charge
Nurse’s /team
leader time

o Agreed allocation of 100% of ward manager’s (WM)
time to fulfil their leadership responsibilities.

e Supervise clinical care; oversee and maintain nursing
care standards; teach clinical practice and procedures.

e Be a role model for good professional practice and
behaviours; oversee the environment and assume high
visibility as nurse leader.

Absence of an agreed allowance of time for ward
managers can result in essential responsibilities being
neglected and failure to provide leadership at department
level.

Currently WM'’s co-ordinate a significant staffing
complement with associated appraisal, supervision,
regulatory, HR responsibilities and budgetary
management including salaries and wages and goods and
services.
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Term Used

What does this mean?

How does this impact on a Staffing Range?

Skill mix

e Percentage ratio of registered to unregistered nursing
staff working within an individual care setting.

e Blend of multidisciplinary registered staff including
Nurse Therapists that support the Learning Disability
workforce.

e Clinical Leadership should be reflected in the skill mix
of the nursing workforce

Inappropriate skill mix can result in a mismatch of duties
and responsibilities to roles, including clinical
leadership/senior cover.

Can present greater clinical risks to patients or,
conversely, inefficient deployment of expensive staffing
resources.

Appropriate delegation of care to unregistered staff
promotes good professional Governance.
Determination of % of nurses required to constitute a
Community Learning Disability Team.

Management of
Recruitment

¢ HR policies and procedures take weeks to recruit staff.

¢ Notwithstanding this process, it is essential that nursing
vacancies are filled promptly (to ensure staffing levels
for safe and effective, person-centred care).

e Employers must ensure that a risk-assessed approach
is adopted to manage recruitment.

Vacancy rates should continue to be carefully managed to
avoid destabilising a department or team and increasing
the risk to patient care through inappropriate staffing
levels and skills.

Recruitment and retention strategies need to be put in
place to support and sustain the nursing workforce.
Absence rates should be monitored and managed
accordingly at HSC Trust level.

Maintenance of staffing levels (which support delivery of
safe and effective person-centred care) should be
reported on at HSC Trust level.

Avoidance of overuse of temporary staff, eg bank and
agency staff.

Matching of staff skill and experience and band mix to
patient acuity and dependency within approved guidelines.
Timely and ongoing review of risk assessments linked to
service reconfigurations.

Annual review of uptake of LD nursing students.
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Term Used

What does this mean?

How does this impact on a Staffing Range?

Lack of forward planning will result in inadequate
succession plans for post registration LD nursing.

Management of
absenteeism/
sickness

¢ The management process through which periods of
sickness/absence are managed for all employees, with
the aim of maintaining the lowest level achievable (5%
target).

Effective approaches to the management of periods of
staff absence to support the continuity of services,
provision of safe and effective person-centred care,
patient safety and good staff morale.

Competence skill
set to work flexibly

e The level to which the workforce has developed a
knowledge base and transferable skill set to enable
practice within a particular care setting and be capable
of addressing a broad range of patient needs.

The absence of a core set of transferable skills can limit
the capacity of Learning Disability nursing staff to meet a
broad range of patient needs in a given care environment.
To ensure that the essential clinical professional nursing
skills are developed within a Learning Disability team
demands careful identification of learning needs and
development opportunities and identified roles for all staff
including senior nurses, nurse therapists and unregistered
nursing staff.
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Term Used

What does this mean?

Impact?

Planned ward

e Persons who attend a clinical setting for a planned

Planned attendances must be captured as a workload

Attendances visit to seek advice, review or treatment. indicator at all times.
¢ Incremental growth in these attendances can place increasing
demands on nursing teams, without appropriate increases in
staffing levels.
e Could potentially become an unfunded service development if
not appropriately managed.
% Bed e A measurement of the percentage of time that beds e Capturing bed occupancy at 12 midnight can only result in
occupancy are occupied measured at midnight. substantial activity and workload being omitted.
e Day attenders are excluded from this number. e Collection at other times of the day can assist with this
¢ Unplanned review attendances and planned review measure.
attendances. e The 24-hour, 7-day service needs to be factored into
workforce requirements across Learning Disability care
environments where appropriate.
Patient e An assessment of the care demands of each e Appropriate workload measurement tools can inform the
Dependency/ patient, incorporating physical and psychosocial utilisation of appropriate staffing levels for departments and
Acuity needs, using a validated and credible tool. localities, thus supporting safe and effective direct and indirect

care.

Demand, need
and
throughput

e Length of stay;

e (Caseload analysis;

e Trends in increase in complex behaviours and
mental illness requiring assessment 24/7.

e Referral rates

e Delayed discharges

e Readmission rates

Trend in H&SC services towards reducing the time spent in
Inpatient units.

Increase in demand on services requires a capacity modelling
tool (eg. CAPA).

Increased complex discharge processes, (ongoing treatment
and care in community setting).
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Term Used What does this mean? Impact?
Increase in the throughput of patients and results in an
increase in the workload demands for staff.
Specialties/ e Range and variation of patients’ health conditions A broader range of specialties and case mix being managed in
Case Mix managed in a particular clinical setting/care a care setting presents a greater demand on the Learning
environment, including the demand for psychological Disability nursing team in terms of knowledge, skills and
and behavioural therapies, with intensive support complexity.
needs.
Number of e There are a number of appropriate treatment areas The number of spaces for diagnosis and treatment and design
spaces for within Inpatient units that can be used for of a care environment can have an impact on the efficiency of
diagnosis and assessment and management of patients’ the department, e.g. ECT suites and group therapeutic
treatment conditions. interventions and low stimulus areas to manage complex and

e Environmentally robust areas are needed to ensure
the care needs of patients are met appropriately

challenging behaviours

Assessment of
Risk

e Nurses must assess and manage risk within a
clinical environment to ensure the delivery of safe
and effective, person-centred care. This includes
risk to people in their care, members of staff and
other members of the public.

By adopting an anticipatory approach nurses can proactively
support the minimisation of risk and provide a quality service
that meets patient/client needs.

Opportunities to act on lessons learned and drive
improvements in the quality and safety of services ensure that
practice is informed and improved.

Time is required from the nursing team for this activity to carry
out ongoing risk assessments for patients within their care
environments.

Incremental
Service
Improvements/

e This is activity concerned with testing new ideas and
ways of working, sustaining and sharing best
practice to make a tangible difference in outcomes
and experience for staff and service users.

Incremental service improvements are designed to implement
improvements in patient care and/or outcomes.
Can result in improved working conditions for staff.
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Term Used What does this mean? Impact?

Development .

Alternatively, unrelenting service improvements can also have
and Reform

a disruptive impact on individuals and contribute to low staff
morale if not supported with appropriate workforce
requirements.

¢ Staff requirements should be factored into elements of reform
agendas where appropriate.
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Term Used

What does this mean?

Impact?

Technological
and
Equipment
Support

e  Support provided within a clinical area by Information

Technology and other mechanised systems e.g. ECR.

o Sufficient equipment maintained and stored
appropriately (which may assist nursing teams in
caring for patients).

Access to available software which links to a range of data
systems (can enable efficient transfer of information which
assists at many stages of the patient care pathway).

Efficient systems may reduce workload requirement.
Inefficient systems may add to the workload, eg staff spending
time sourcing equipment.

Geographical

e Arrangement and layout of the physical clinical

A well designed/engineered layout for a clinical environment,

Layout/ environment, including use of single rooms and low with optimal employment of relevant technologies, can support
Room stimulus areas. enhanced observation of patients and consequently decrease
Structure o Impact of physical arrangement of clinical setting on risks to patients/clients, thus reduce the impact upon staffing
workforce planning (may require more staff where requirements.
there are areas of poor visibility or require staff to ¢ Where single rooms restrict visibility and therefore compromise
work in discrete teams). clinical observations, this will have an impact on staffing levels
in care environments.
Population e Demographic profile for the population of NI and the ¢ The demographic profile of any geographical area may
profile for MH significance of incidence of learning disabilities. determine the service profile and priorities for nurse staffing
services e Includes relationship to deprivation/ incidence of models required to meet the demand on Learning Disability
Mental Health risk factors. services, also population workforce profiles and community
and voluntary sector support will need to reflect this.
Number of e Number and type of beds will determine the range or | e Additional beds to meet demands and acuity of patients may
beds ratio for staff in each care environment across impact on the capacity of staff to provide person-centred care.

Learning Disability inpatient facilities.
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Term Used

What does this mean?

Impact?

Departmental
Adjacencies

e Where there may be a number of patients requiring
nurse escort, workforce planning impact needs to be
considered re staffing levels to support safe, effective

Nursing staff may be required to escort or transfer patients to
other units, including day care thus removing the member of
staff from the core team.

Escorting

Patients person-centred care.

Supportive e The support provided within a care environment by e There are a range of tasks which can be completed by

Staff other members of staff, who are not registrants or individuals who are not identified as working specifically within
Infrastructure within the family of nursing, e.g. ‘patient trackers’,

administration or housekeeping staff.

the family of nursing, e.g. administrative staff, housekeeping
staff.

The support provided by these staff members has an impact
on the Learning Disability nursing team to be able to deliver
the care required.

Conversely, the absence of such members of staff should be
highlighted where there is an indication that this support would
be helpful to the nursing team to facilitate effective care
delivery.

Additional nurse therapists and nurse specialists facilitate the
delivery of patient centred care and can provide enhanced
therapeutic interventions and positive behaviour support in a
range of care environments.

These posts are in addition to the core requirements for
inpatient workforce requirements but have a significant
supportive role in Learning Disability service provision.
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Term Used

What does this mean?

Impact?

Indirect care

Activity linked with nursing care delivery but not a
direct element of the process of care delivery, e.g.
multi-professional case meetings, referrals to other
agencies/services, resetting/restocking
environments following use.

Level of this activity and requirements for delivery of such
can impact on the workload of nursing teams.

This requires definition as to what elements are present
within the nursing workload and how much time is expended
on them for their specific role.

Revalidation NMC introduced revalidation for Nurses and ¢ Nurses will have to be supported to revalidate every three
Midwives in October 2015. All nurses are required years to demonstrate that they practice in accordance with
to revalidate to maintain their registration. the NMC code in their nursing role.

The allowance in the planned and unplanned
allowance incorporates training.

Compliance Activity concerned with ensuring that professional ¢ High activity levels without adequate staffing can negatively

with standards issued by the NMC are embedded and impact upon the ability of nurses to comply with regulatory

professional maintained within a care environment, e.g. standards. This is of particular importance with the
regulatory revalidation, preceptorship or learning and introduction of revalidation.

standards assessment and practice/mentorship. This may
include ongoing monitoring of these standards.

Supervision Process of professional support and learning, ¢ An element of the time required to develop nurses and

undertaken through a range of activities, which
enables individual registrant nurses to develop
knowledge and competence, assume responsibility
for their own practice and enhance service user
protection, quality and safety.

those within the family of nursing, including the time
requirement for supervision processes, is included in the
Planned and Unplanned Absence Allowance of 24% as
endorsed in the Delivering Care policy framework (2014).
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Term Used

What does this mean?

Impact?

Accountability
and
governance
requirements

e The impact of nurse staffing levels on the quality
and safety of patient care is well documented. The
Executive Director of Nursing is accountable for
ensuring that nurse staffing levels are sufficient to
deliver safe, effective, high standards of nursing
care to all who use services.

. Governance has been defined as ‘systems,
processes and behaviours by which Trusts lead,
direct and control their functions in order to achieve
organisational objectives, safety and quality of
services and in which they relate to patients and
carers, the wider community and partner
organisations (DoH Integrated Governance
Handbook 2006). Accountability embodies key
attributes:
¢ Recognisably high standards of care;

e Transparent responsibility and accountability for
those standards;
e A constant dynamic of improvement.

e In order to provide safe, effective, person-centred care,
appropriate staffing levels are required to impact positively
upon the profession’s ability to deliver effectively to
governance requirements indicated through good
performance in Key Performance Indicators agreed
regionally.

¢ This type of activity can include collecting information about
the standard of practice and care through, for example,
audit, complaint review, user engagement and
benchmarking practice against an evidence base. Following
such activity, action plans are required to enable
development of nursing practice or service improvement
work to ensure the ongoing delivery of safe, effective,
person-centred care. All of this activity requires time for the
Learning Disability nurse to engage effectively and facilitate
ongoing accountability, governance reporting arrangements
and improvement of care in all settings
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Key Themes Highlighted in PHA Literature Review Learning Disability
Workforce Planning (2019)

e “Learning Disability Services span the lifetime of a service user”
e ‘“There is increasing evidence of complexity of need with LD patients”
e “A higher proportion of service users are ambulatory rather than bed-based”

e ‘“There are increasing numbers of people with a learning disability with this
population living longer”

e ‘“There is more complex care provision required in the community due to
increasing co-morbidities, challenging behaviour and physical needs”

The key themes that emerged from the literature review were as follows:
e The increase in incidence of Learning Disabilities in Northern Ireland;
e The need for services to react accordingly;

e The significance of the role of the Learning Disability nursing workforce and the
requirement to meet the demands appropriately;

e The strength of the nursing role within this context, with nurses forming the
largest group of staff within the NHS and with respect to the unique role and
function of the Learning Disability nurse;

e The requirement to shift from a paternalistic approach to a more inclusive
approach to health care in order to support people to take control of their own
lives (Making Life Better, 2012-2023);

e The challenge of supporting more people in the community;

e Significant challenges for sustaining and managing the numbers of nurses who
will leave the service in the next 3 years due to Mental Health Officer status.

In addition, the Royal College of Psychiatrists (RCPsych), in an occasional paper
2Ocreated standards for Standards for adult inpatient learning disability services (refer
to footnote below). Within a hospital ward, a professional blend of nursing staff
provides care for a set number of patients. In 2006 the Royal College of Nursing in its
policy document 15/2006 specified that the ratio of registered to non-registered
nursing staff should not fall below 65:35 in general wards in mainland UK. It is
accepted by the Royal College of Nursing that the ratio in acute LD wards in Northern
Ireland should be 70:30.%%

20 Royal College of Psychiatrists (QNLD), Standards for adult inpatient learning disability services(July 2016)
21 RCN Policy Unit, Policy Guidance (15/2006) Setting Appropriate Ward Nurse Staffing Levels in NHS Acute
Trust. Royal College of Nursing.
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WHO SHOULD READ THIS GUIDANCE?

This guidance is intended to be used by:

service commissioners in health and social care;

managers of health and social care services;

staff/professionals working with children and adults who may require to use
restraint and/or seclusion;

internal monitors of services and/or facilities;

persons responsible for the operation of independent sector services or
homes;

Registration and Inspection staff;

trainers and training providers.

The information in this guidance may also be helpful to:

parents and those with parental responsibilities;
Health and Social Services Councils;

the Mental Health Review Tribunal;

the Mental Health Commission;

independent advocates;

service users.
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INTRODUCTION

Background to this guidance

1.1

1.2

This guidance on the use of restraint and seclusion is issued by the Department
of Health and Social Services (DHSSPS) to inform practice across the Health
and Personal Social Services (HPSS) bodies and their agents. It is the result of
work undertaken by a HPSS Working Group, initiated by the DHSSPS Human
Rights Liaison Group to assist in promoting human rights in these key areas.

The Liaison Group recognised that restraint and seclusion was an issue of
common concern across HPSS and best tackled collaboratively. The Working
Group which compiled the guidance was multi-professional and comprised of
members from both the voluntary and statutory sectors. The outline terms of
reference of the group are provided at Annex A and the membership at
Annex B. Aspects of this guidance relating to the legislative context were
taken forward through a sub-group and Annex C provides details of those
involved.

Purpose of this guidance

1.3

1.4

1.5

The guidance is intended to be of an overarching nature, to be used to inform at
provider level, the development of policies and procedures, training and
practice across the relevant client groups in both hospital and other residential
settings. The starting point for establishing good practice in the use of restraint
and seclusion is the development of organisational policies, which reflect
current legislation and case law as well as Departmental guidance, professional
Codes of Practice and local circumstances, including the characteristics of the
children or adults cared for within particular services. Every agency included
within the remit of this guidance is expected to have a policy on the use of
restraint and/or seclusion. The definitions of restraint and seclusion for the
purpose of this guidance are examined at Section 2. The amount of detail
needed will depend upon local circumstances but it should cover the areas set
out in Annex D (example of HSS Trust Management of Aggression Policy),
Annex E (example of HSS Trust Protocol on the Use of Physical Restraint and
Annex F (example of HSS Trust Policy on Seclusion), as appropriate.

This guidance is issued to help ensure that staff working in various health and
social care settings adopt consistent practices in the use of restrictive physical
interventions and seclusion based upon common sets of principles. This will
provide the most effective support for individual service users and reduce the
possibility of confusion or disagreements between staff employed by different
agencies.

This guidance will help staff in health and social services and elsewhere to
address important outcomes for children and other service users, such as
protecting and promoting their rights, providing appropriate choices, promoting
independence and encouraging their social inclusion.
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This guidance, by providing a clear framework to inform staff’s practice in
these complex areas of work, seeks to facilitate service standards which are
consistent with best practice in relation to safeguarding service users and the
Human Rights Act and that also reduce the risk to staff of litigation. HSS
Trusts should use the guidance to inform the production of policies and
procedures on the use of restraint and/or seclusion.

Legislative context

1.7

1.8

1.9

This guidance has been prepared in the context of The Human Rights Act
(1998) and The United Nations Convention on the Rights of the Child (ratified
1991). Itis based on the presumption that every adult and child is entitled to:

0 respect for his/her private and family life;

O the right not to be subjected to inhumane or degrading treatment;

O the right to liberty and security; and

O the right not to be discriminated against in his/her enjoyment of those
rights.

People are also protected under domestic legislation in terms both of the
protection of their rights and the potential for redress through the criminal and
civil law for assaults against the person.

Underlying this guidance is the principle that actions must both comply with
the letter of the law and incorporate the spirit of respect for human rights.

Legislative position

1.10 The issues of restraint and seclusion are not usually dealt with in primary

10

legislation. Generally, these procedures are informed by guidance and
regulations. There is, therefore, little uniformity of approach across both client
groups and service areas. There is an increasing focus on the legitimacy of
restricting the liberty of an individual, arising from increased awareness of the
potential for challenge as a breach of an individual's rights. In addition,
increased awareness of individual's rights to seek redress through resort to the
criminal and civil courts has raised both staff's and employers' interest in
ensuring these processes are used as a last resort, in a safe and therapeutic
manner and in a way which protects both staff and the service user.

Section 4 (Legislative Context) and paragraph 5.2 of this guidance provide
detailed consideration of some of the key legislative considerations which need
to be considered when using either restraint or seclusion.
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When may restraint or seclusion be appropriate?

1.12  Restraint and seclusion should be used only for controlling violent behaviour or
to protect the service user or other persons. In exceptional circumstances,
physical intervention may be necessary to give essential medical treatment.

The decision to use either is extremely serious and restraint and seclusion
should only be used as follows:

. as intervention of last resort;

° where other, less restrictive, strategies have been unsuccessful, although
an emergency situation may now allow time to try those other strategies;

° never for punishment;

o in reaching the decision, consideration should also be given to the
individual needs of each service user in deciding the best method of
control or restraint to be employed.

1.13 Decisions to use either restraint or seclusion have serious civil liberties
implications as these interventions limit or restrict the freedom of movement of
an individual. Section 4 on the Legislative Context covers these issues in more
detail.

Risk assessment

1.14 Risk assessment is an essential element in the care and treatment of all patients
and clients and should underpin the guidance which service providers make
available to staff. It could be argued that it is one of the most fundamental
interventions in the recognition, prevention and therapeutic management of
violence and aggression. The use of other interventions such as observation,
psychosocial interventions or restraint should be part of a management plan
based on an assessment of risk. While it is acknowledged that the occurrence
of aggressive or violent incidents are not always predictable, assessment of
risk, followed by a properly developed management plan is essential to the
prevention and management of aggression and violence. Being able to predict
who is more likely to engage in a violent act may enable staff to reduce the
risk.

Current position - questionnaire
1.15 To examine the current available guidance across Northern Ireland, the
working group issued a questionnaire to all statutory agencies and a selection

of independent providers. A copy of the questionnaire and the summary
findings are at Annex G.

11
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Existing professional or practice guidance

1.16 Guidance on the use of restraint for adults is available in the book Physical
Interventions: A Policy Framework (BILD 1996), which provides advice and
information on the use of physical interventions in different service settings.

Equality Impact Assessment: equality screening

1.17 This paper has been screened for equality implications and the findings are
given in Annex H.

12
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DEFINITIONS AND CONCEPTS

Definition of ‘“‘service user”

2.1

In this guidance, the term ‘service user’ is used to refer to adults and children
who receive services from HPSS organisations and their agents in care
establishments, hospitals or any other health settings and within their own
homes.

Definition of “‘restraint”

2.2

Different forms of physical intervention are summarised in the table
below. The table demonstrates the difference between restrictive forms of
intervention, which are designed to prevent movement or mobility or to
disengage from dangerous or harmful physical contact, and non-restrictive
methods. Restrictive physical interventions involve the use of force to control a
person's behaviour and can be employed using bodily contact, mechanical
devices or changes to the person’s environment. The use of force is associated
with increased risks regarding the safety of service users and staff and
inevitably affects personal freedom and choice. For these reasons, this
guidance is specifically concerned with the use of restrictive physical
interventions. For the purpose of this guidance the terms “restraint” and
“physical restraint” mean “restrictive physical interventions”.

Examples of non-restrictive and restrictive physical interventions

Bodily contact Mechanical Environmental
change
Non Manual Use of a Removal of the
restrictive | guidance to protective helmet | cause of distress,
assist a person | to prevent self for example,
walking injury adjusting
temperature,
light or
background
noise
Restrictive | Holding a Use of arm cuffs | Forcible
person’s hands | or splints to seclusion or the
to prevent them | prevent self use of locked
hitting someone | injury doors

2.3  Physical restraint can, therefore be summarised as:

The use of any part of one’s body, or mechanical method, to prevent, restrict or
subdue movement of any part of another person’s body. It can be employed to
achieve a number of different outcomes:

13
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® to break away or disengage from dangerous or harmful physical contact
initiated by a service user;

® to separate the person from a ‘trigger’, for example, removing one service
user who has responded to another with physical aggression;

® to protect a service user from a dangerous situation — for example, the
hazards of a busy road.

It is helpful to distinguish between:

® planned intervention, in which staff employ, where necessary, pre-arranged
strategies and methods which are based upon a risk assessment and
recorded in care plans; and

e cemergency or unplanned use of force which occurs in response to
unforeseen events.

In common law anyone who has the duty to care for another person is expected
not to interfere unduly with the personal freedom and autonomy of the person
in his/her care. Nevertheless, if restraint is necessary for the safety of that
person or others it may be justified as long as it is the absolute minimum
necessary for the minimum time possible. As this raises the questions of
what constitutes necessity and what is the absolute minimum of restraint in a
given situation, it is useful to identify general principles. The section on
Principles Involved (including Statement of Principles at paragraph 5.19)
addresses this in more detail.

Definition of ‘“proportionate”

2.6

2.7

14

The scale and nature of any physical intervention must be proportionate to
both the behaviour of the individual to be controlled, and the nature of the harm
likely to be caused. These judgements have to be made at the time, taking due
account of all the circumstances, the unpredictable nature of the work and
including any known history of other events involving the individual to be
controlled. The minimum necessary force should be used, and the techniques
employed should be those with which the staff involved are familiar and able to
use safely and are described in the service user's support plan. Where possible,
there should be careful planning of responses to individual service users who
are known to be at risk of self-harm, or of harming others.

The use of force is likely to be legally defensible when it is required to prevent:
e self-harming or potentially self-harming behaviours;

¢ injury to self, other service-users, or staff ;
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e serious damage to property;
¢ an offence being committed.

The use of force to restrict movement or mobility or to break away from
dangerous or harmful physical contact initiated by a service user will involve
different levels of risk. Good practice must always be concerned with assessing
and minimising risk to service users, staff and others and pre-planning
responses, where possible. (See paragraph 1.14 on “Risk assessment”.)

Definition of “‘seclusion”

2.9

2.10

Seclusion is the supervised confinement of a service user alone in a room, the
essence being the involuntary isolation of the individual. In the Mental Health
(Northern Ireland) Order 1986 Code of Practice, the Mental Health
Commission define seclusion as ‘the forcible denial of the company of other
people by constraint within a closed environment”. The service user is usually
confined alone in a room, the door of which cannot be opened from the inside
and from which there is no other means of exit available to the service user.
This situation would also arise where the door is not locked from outside but
the service user is unable to open the door, due to, for example, the height of
the door handles or the person’s physical disability. The breadth of the
definition is important because the practice of seclusion is subject to very
stringent control and recording in comparison to other procedures.

The issue of seclusion is particularly complex. Seclusion is an emergency
procedure, only to be resorted to when there is an immediate risk of significant
physical harm. There is general agreement that it should not be considered as a
form of treatment; the aim should be simply that of safe containment.
Seclusion is usually unpleasant, and difficult for a service user to view other
than as punishment, and not a therapeutic experience. In 1996, the Royal
Colleges of Psychiatry and Nursing published a joint review into strategies for
managing disturbed violent patients (“Strategies for the Management of
Disturbed and Violent Patients in Psychiatric Units”). The reason for the
review stemmed from the well-founded and widespread concern about the
potential for the misuse of seclusion. Concerns had focused on its use for
prolonged periods of time (Department of Health and Social Security, 1980;
Department of Health and Social Security, 1985 — full references to these
reports and those below in this paragraph are given at section 6 of this
guidance) as well as on the indications for, and frequency of, its use. Matters
came to a head with the occurrence of several deaths, notably those of Sean
Walton at Moss Side Hospital in 1988 and of three patients at Broadmoor
Hospital (Department of Health, 1993). In 1992 the Committee of Inquiry into
complaints at Ashworth Hospital strongly recommended the abolition of
seclusion within that hospital as well as a wider, statutory prohibition
(Department of Health, 1992). Since the Ashworth Inquiry the Special
Hospitals have made it their stated policy to limit the use of seclusion to
exceptional circumstances and to promote alternative approaches for the

15
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management of violence. This approach is endorsed by this Working
Group which recommends its adoption.

In considering seclusion there is a need to draw a distinction between:

e seclusion where a service user is forced to spend time alone against his/her
will;

e time out which involves restricting the service user's access to all positive
reinforcements as part of a behavioural programme (this is explored in more
detail in paragraph 2.13); and

® withdrawal which involves removing the person from a situation which
causes anxiety or distress, to a location where he/she can be continuously
observed and supported until ready to resume usual activities.

The 1996 review (see paragraph 2.10 above) noted that:
“Any credible review of the use of seclusion must consider other, more

routine and therapeutic approaches to aggression that might forestall or
replace the practice.”

Definition of ‘“time out”

2.13

Time out is a procedure whereby the service user is separated temporarily from
the current environment as part of a planned and recorded therapeutic
programme to modify his/her behaviour. The breadth of its definition is open to
misuse to encompass what is, in fact, seclusion. Although a distinction is made
between it and seclusion, in practice it is less readily separable. This potential
for confusion is open to abuse. The widespread use of time out, particularly
with certain service user groups, such as children or those with a learning
disability, makes it difficult to regulate to the same extent as seclusion. It has
been recommended that the term ‘time-out’ be avoided in preference to a clear
description of the procedure that is actually proposed. Such an approach
inevitably raises the issue of consent, which should underwrite all therapeutic
processes. The term 'time out', or another comparable term, must state
explicitly exactly what this entails within the practice of the unit and
procedures regarding consent etc for its use. Policies should also provide
for ensuring that the understanding of service users is clearly recorded
and the action monitored and reported to a senior staff member as soon as
possible: in the case of children, parents or those with parental
responsibility should also be informed at the earliest possible opportunity.

Nature and types of physical interventions

2.14

16

There are three broad categories of physical interventions as described by
Harris et al (1996):
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¢ direct physical contact between a member of staff and services user;
e the use of barriers to limit freedom of movement;

¢ materials or equipment which restrict or prevent movement.

Physical intervention skills are described by McDougall (1996) as a set of
techniques that are designed and taught to momentarily prevent or curtail a
behaviour which is deemed to be dangerous to that individual or others.

No physical intervention, whether planned or emergency, should ever intend or
knowingly be allowed to cause pain.

Planned physical interventions

2.17

2.18

2.19

(@)

2.20

2.21

The planned use of physical interventions involves the use of an agreed
strategy which includes the possible use of physical intervention to intervene in
a sequence of behaviours with the aim of avoiding or reducing injury/injuries.

Planned physical interventions, including restraint for the purposes of medical
interventions, should be part of a broader therapeutic strategy. It is envisaged
that there may be rare occasions when restraint might be necessary, in
someone’s best interests, to facilitate urgent medical treatment. Where
medication may be used to facilitate restraint in the management of disturbed
or violent behaviour, reference should be made to the recent NICE guidance
“The short-term management of disturbed/violent behaviour in psychiatric in-
patient settings and emergency departments”.

Planned physical interventions are normally used as a last resort. Strategies
designed to manage aggressive/violent behaviours should include:

1. ecological strategies and the environment of the service user;
11. early intervention and de-escalation;
iii.  emergency use of physical intervention.

Ecological strategies and the environment of the service user (primary
prevention)

Ecological Strategies involve providing environments likely to reduce the
likelihood of aggressive or violent behaviours occurring. It involves changing
aspects of an individual’s personal environment to minimise situations arising
that are known precursors to the service user displaying behaviours which have
implications for the safety of him/herself or others.

It is the context in which violence occurs that is of most importance when
considering measures to limit the use of restraint and/or seclusion. Violence
may reflect the expectations of the staff, low levels of staffing or changing
staffing. The emphasis is moving from the control of violence to its prevention

17
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2.25
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by measures such as an improved environment and staffing, both in levels and
skills. Crucial to this are staff attitudes, training, good communications and
supervision.

Children are particularly responsive to their surroundings. Special attention
needs to be paid to creating a safe environment for disturbed and violent
children. A designated safe area or safe room may be helpful, but this should
reflect normal domestic living space as far as possible. Children and adults
with certain disabilities, such as autism, benefit from routine, regularity and
predictability in their lives which in turn makes disturbed and violent behaviour
less likely to occur. People of all ages are less likely to show such behaviour if
they are provided with choices or are kept active with relevant challenges.

In a designated safe area, it is necessary to minimize the risk of self injury or of
serious damage to property. In achieving this aim, it is important to balance the
service user’s need to be cared for in an environment which reflects normal
living space (in terms of decoration and furnishings, where appropriate) with
the need to ensure his/her safety.

Trusts and other providers in constructing operational guidance for the use of
seclusion and/or restraint need to consider how they can manage the service
users' environment or care setting to limit the potential for violent and/or
aggressive behaviour. Environment, in this context, includes both the physical
environment and the level and qualification of staff. A comprehensive
understanding of how setting, staff and service users can interact is necessary to
ensure preventative as well as reactive strategies are in place to deal with
service users with complex and at times challenging needs.

Early intervention and de-escalation (secondary prevention)

Plans for early intervention and de-escalation are instigated after it becomes
clear that an aggressive episode of behaviour is likely to occur. They seek to
prevent the escalation of such behaviours and in all cases they should be
individualised to the service user concerned. These approaches focus on
communication, negotiation, use of staff body language, personal space etc.
with the overall aim of maintaining safety.

The use of physical interventions generally raises a number of serious issues
for service users, staff and service providers alike. The following are some
issues which should be considered more fully, with each organisation regularly
providing clear guidelines and advice to staff.

e Consent of service users issues as covered in DHSSPS Guidance “Good
Practice in Consent”, particularly where there are issues relating to
children and the competence of other service users to provide valid
consent.

e Assessment for benefit and risks associated with the procedure.
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e [Legal, ethical and professional issues.

e Physical health status of the service user.

¢ Impact on individual of intervention.

e [ east restrictive physical intervention.

¢ Particular vulnerability of service users taken into account.

e Staff requirements.

e Method of recording, reporting and reviewing.
Emergency use of physical interventions
Emergency physical interventions may be required in response to unexpected
episodes of aggressive or violent behaviours. Physical interventions can be
justified to maintain the safety of the service user or others. However, the
amount of force used must be proportionate to the level of threat presented by
the service user - staff should use the minimum amount of force for the least
amount of time required with the aim of maximising the safety of everyone
involved.
Following the use of emergency physical interventions, procedures should be
followed which entail recording/reporting the incident and the updating of the
service user’s individual care plan to include assessment of risk, preventative

strategies and a programme of planned responses to any such future behaviour.
(See paragraphs 3.9-3.18 on Post-Incident Management Monitoring).

19
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QUALITY ASSURANCES, COMPLAINTS AND ADVOCACY
ARRANGEMENTS AND POST INCIDENT MANAGEMENT AND
MONITORING

Quality assurances

3.1

3.2

3.3

All services should be designed to promote independence, choice and inclusion
and to establish an environment that enables service users, regardless of age or
need, maximum opportunity for personal growth and emotional wellbeing.

In care settings, good practice in the use of restraint and seclusion described in
this guidance will be monitored as part of HSS Trusts’ compliance with the
Duty of Quality requirements established by the HPSS Order 2003, which
commenced in April 2003. The establishment of the HPSS Regulatory and
Improvement Authority (HPSSRIA), which is scheduled to become operational
in 2005, will also ensure that standards of practice and levels of compliance in
these areas will be regulated on an independent basis across the statutory and
independent sectors. It is also expected that local policies and procedures
explain how service users, their families (and in the case of children, those with
parental responsibility) and advocates participate in planning, monitoring and
reviewing the use of restraint and/or seclusion.

Under health and safety legislation, employers are responsible for the health
safety and welfare of their employees and the health and safety of persons not
in employment, including service users and visitors. This requires employers to
assess risks to both employees and service users arising from work activities,
including the use of restraint and seclusion. Employers should establish and
monitor safe systems of work and ensure that employees are adequately
trained. Employers should also ensure that all employees, including agency
staff, have access to appropriate information about service users with whom
they are working.

. Leadbetter and Trewartha (Leadbetter, D and Trewartha, R (1995) A
question of restraint, Care Weekly, 18 May, 10-11) noted that
employers have to give equal priority to the safety of staff and service
users. Under Health and Safety legislation (Health and Safety at Work
Act 1974), they must ensure their staff’s welfare against foreseeable
risks and provide adequate training to ensure a safe working
environment. This obligation has been reinforced by civil cases
successfully brought by employees against their employers. Leadbetter
and Trewartha cite the case of Walker v. Northumberland County
Council (1994) where the judgement hinged on the council’s failure in
their duty of care in that they had not taken action to avoid or mitigate
‘reasonably foreseeable’ risks to their employee’s health.

° Lindsay and Hosie (Lindsay, M and Hosie, A (2000) The Edinburgh
Inquiry - Recommendation 55. The Independent Evaluation Report.
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University of Strathclyde and the former Centre for Residential Child
Care) state that in the case of litigation employers would have to
demonstrate that the method of restraint they chose best suited the needs
and circumstances of their clients and, on the basis of the best available
advice, was likely to address the demands of day to day practice. The
problem is that there is a striking absence of evidence about the
respective merits of the various techniques.

Commissioning authorities will need to ensure that provider agencies' policies
and procedures follow this guidance where restraint and/or seclusion is used.
Registration and Inspection staff will also monitor the implementation of the
resulting policies and procedures in the course of their work across the
statutory and independent sectors.

Complaints and advocacy arrangements

3.5

3.6

3.7

3.8

Complaints arrangements should follow policies developed for Trusts in
response to the “Guidance on Handling HPSS Complaints: Hospital and
Community Health and Social Services (April 2000)” and Children Order
(Article 45(3)) requirements in respect of complaints and representations made
in relation to children's social services.

Trust staff should ensure that complainants are easily able to make a complaint,
that this process is simple and aimed at satisfying the complainants' concerns.
Where necessary staff should provide information on the Advocacy Service
available. Responses to complainants should be timely and emphasise early
resolution. Staff should be informed of the existence of a complaint and
appropriate staff involved in the investigatory process. Staff should also be
informed of the outcome of any complaints made in respect of them.

Discussions should take place on the investigatory process and feedback from
complaints should inform any review of complaints at team meetings.

Training and awareness building should usually be managed within the
organisation, with lessons emerging from complaint case studies used to
promote the development of good practice. To this end, Trusts and other
providers should annually monitor complaints received in relation to the use of
restraint and seclusion. This annual review should be used to inform, where
necessary, the revisions of policies and procedures and the design of staff
training and support processes.

Post-Incident Management and Monitoring

General

3.9

22

It is recognised that Post- Incident Management and Monitoring (PIM&M) is
critical where restraint or seclusion are used. Some Trusts may regularly audit
the use of these processes as this is considered good practice. Auditing and
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monitoring should be carried out on a multi-disciplinary basis, where
appropriate.

The PIM&M procedure will have the following elements clearly itemised

within it;

feedback to those with parental responsibility/carers that does not
infringe on the service user’s right to confidentiality;

debriefing the service user after the incident;
providing information on how to make a complaint;

service users who are injured will always be examined by a doctor
following the incident;

Trust accident/incident form will be completed as soon as possible after
the incident, stating exactly what happened — no assumptions: facts
only (examples of incident forms are given at Annex I (a) - Restraint
Report Form - and Annex I (b) (Seclusion Report Form — organisations
will develop their own format to cover their particular circumstances);

details of all/incidents are recorded in service users' files. In some
instances, this record is required even where a separate monitoring form
is in use.

Reports to outside agencies (Mental Health Commission, HPSSRIA
etc).

If staff are injured — a statement must be completed to include as a minimum

the following information:

o place where injury happened;
o number of staff on duty and their location at the time of the incident;
o number of service users in the area.

Where staff are injured the following actions are required:

o refer staff to Occupational Health Department or Accident and
Emergency Department if injured. If they decline, advise them to
contact their own GP and record this advice;
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o accident report form to be completed according to Trust policy
requirements.

3.13 It is important that staff are made aware of the potential emotional shock that
may follow on from an assault or injury. Managers/peers need to be
supportive, recognising that even minor incidents, such as verbal
abuse/comments, can be traumatic. Staff should be given the opportunity to
talk and express how they feel. A de-briefing discussion after an incident can
assist those involved. Relevant areas for discussion include:

o identification of cause/trigger factors to incident;
o ascertaining what exactly occurred;
o identifying staff's role in the incident;
o ascertaining the feelings of staff involved;
o what learning experiences and/or training needs can be identified from
incident.
Staff Support

3.14 Employers have responsibilities to support all staff. To this end, individual
members of staff involved in an incident must be given an opportunity to
discuss their feelings. This will include:

individual/group discussion with the line manager;

o access to confidential counselling from Occupational Health Department
through self-referral or line management referral;

o awareness of professional body or Trade Union role/support;

o multidisciplinary review/debriefing discussion of incident with
colleagues/peers to allow staff to review, reflect and talk about their
views following the occurrence;

o access to confidential staff care or support system.

Monitoring Arrangements

3.15 Effective monitoring procedures are essential and must be comprehensive and
timely. Monitoring includes:

o the risk of violence being regularly assessed by appropriate senior staff
which will vary according to the setting;
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assessing the effectiveness of the implementation of existing policies
and procedures, identifying any gaps or need for updating;

reassessing the effectiveness of countermeasures introduced and
disseminating good practice examples;

discussions at staff meetings, senior staff meetings etc. to raise issues
arising with a view to improving safeguards for both service users and
staff. This should include ensuring staff are aware of whistle blowing
policy and feel confident in using it;

recording and analysis of complaints made, ensuring that reports are
regularly brought to the attention of the Trust’s Chief Executive under
Clinical and Social Care Governance arrangements.

Audit mechanisms should focus on a number of factors which can give
managers a baseline assessment on the effective implementation of policy, such

number of incidents of physical injuries sustained by service users as a

result of a violent episode;

number of incidents of physical injuries sustained by staff as a result of a

violent episode;

number of incidents of verbal/threatening behaviour to staff/service
users;

number of occasions that physical restraint, “time out” or equivalent was

carried out in a setting, identifying any possible explanation for peaks
and troughs in its usage over time.

It can be helpful to use audit information to compare levels of violence,
restraint or seclusion across similar service areas to ascertain if there are any
environmental factors (see paragraphs 2.20-2.24) which are either serving to
reduce or increase levels in any setting.

Where service users are injured

3.18 [If a service user is injured as a consequence of the use of restraint, the

following action is required:

ensure the service user receives appropriate and timely medical
assistance;
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notify carer, parent or those with parental responsibility immediately of
the injury and the steps taken to deal with the injury, securing
appropriate consent for treatment where necessary;

make a detailed record of the event and the consequences in the service
user's case file;

complete an accident report form and inform the Trusts Risk
Management Unit which will make any other necessary notifications;

complete a Physical Intervention Monitoring/Restraint Report Form
(example attached at Annex I(a) — organisations will develop their
own forms to cover their particular circumstances);

senior managers review incident on discussion with staff and ascertain if
there are any training, support or supervisory matters which require to
be addressed;

inform service user, carer, parent or those with parental responsibility of
the Trust's complaints arrangements and how to access them.
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LEGISLATIVE CONTEXT

General

4.1

4.2

Generally, primary legislation makes little explicit reference to the use of
restraint and seclusion, with the issue being dealt with in most areas by
Guidance and Regulation. The exception to this is the education sector where
the use of restraint in schools by authorized persons is regulated by primary
legislation and by detailed guidance. There is, however, no uniformity of
approach across different sectors and no standard threshold indicating when
restraint or seclusion can be used legally. Legislatively and in terms of best
practice, restraint and seclusion in relation to the care of service users should
only be used in exceptional circumstances and it must be ensured that all
techniques used are approved, safe and in compliance with international rights
standards. The DHSSPS has issued guidance on consent (Good Practice in
Consent) with which staff should acquaint themselves.

The remainder of this section considers the European Convention on Human
Rights (ECHR) and the United Nations Convention on the Rights of the
Child (UNCRC) before outlining some case decisions to assist with
identifying situations where the use of restraint or seclusion is potentially open
to challenge under these international conventions. It concludes with comment
on the legislative context for specific groups of service users who are identified
as particularly vulnerable.

The European Convention on Human Rights (ECHR) as incorporated by the
Human Rights Act 1998

4.3

4.4

4.5

Many of the following paragraphs use children’s cases for illustrative purposes.
This reflects the expertise of the legal issues sub-group whose remit was to
specifically address the issue in respect of children. The messages emerging
have, however, wider application and the working group has edited the sub-
group’s contribution and extended parts of the material to the wider field.

The Human Rights Act 1998, which came fully into force in October 2000,
enables most of the rights enshrined in the ECHR to be pursued in the domestic
courts rather than through the European Court of Human Rights (ECtHR). All
public authorities are obliged to discharge their functions in accordance with
the rights sets out in the ECHR and the courts must take Convention rights into
account when deciding cases. These rights apply to both children and adults.

In the context of the use of restraint and seclusion the following articles of the
ECHR should be taken into consideration.

27



4.6

4.7

4.8

28

MAHI - STM - 127 - 210

Article 3 ECHR

No one shall be subjected to torture or inhuman and degrading treatment or

punishment.

Article 5 ECHR

Everyone has the right to liberty and security of the person. No one shall be
deprived of his liberty save in the following cases and in accordance with a
procedure prescribed by law:

(a)  the lawful detention of a person after conviction by a competent
court;

(b)  the lawful arrest or detention of a person for non compliance with
the lawful order of a court or in order to secure the fulfilment of
any obligation prescribed by law;

(c)  the lawful arrest or detention of a person effected for the purpose
of bringing him before the competent legal authority;

(d)  the detention of a minor by lawful order for the purpose of
educational supervision or his lawful detention for the purposes
of bringing him before the competent legal authority;

(e)  the lawful detention of persons for the prevention of the
spreading of infectious diseases, of persons of unsound mind,
alcoholics, and of drug addicts or vagrants;

(f) the lawful arrest or detention of a person to prevent his effecting
an unauthorised entry into the country or of a person against
whom action is being taken with a view to deportation or
extradition.

Article 8 ECHR

I. Everyone has the right to respect for his private and family life, his
home and his correspondence.

2. There shall be no interference by a public authority with the exercise of

this right except such as in accordance with the law and is necessary in a
democratic society in the interests of national security, public safety or
the economic well being of the country, for the prevention of disorder or
crime, for the protection of health or morals, or for the protection of the
rights and freedoms of others.
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The United Nations Convention on the Rights of the Child (UNCRC)

4.9

4.10

4.11

4.12

4.13

4.14

4.15

The UNCRC is an international treaty on children’s rights, which all countries
have signed with the exception of U.S.A. and Somalia. The key relevant
provisions of the UNCRC are set out below.

Article 1 UNCRC

For the purposes of the present Convention, a child means every human being
below the age of eighteen years unless under the law applicable to the child,
majority is attained earlier.

Article 2 UNCRC

States Parties shall respect and ensure the rights set forth in the present
Convention to each child within their jurisdiction without discrimination of any
kind irrespective of the child's or his or her parent's or legal guardian's race,
colour, sex, language, religion, political or other opinion, national, ethnic or
social origin, property, disability, birth or other status.

States Parties shall take all appropriate measures to ensure that the child is
protected against all forms of discrimination or punishment on the basis of the
status, activities, expressed opinions, or beliefs of the child's parents, legal
guardians or family members.

Article 3 UNCRC

In all actions concerning children, whether undertaken by public or private
social welfare institutions, courts of law, administrative authorities or
legislative bodies, the best interests of the child shall be a primary
consideration.

States Parties undertake to ensure the child such protection and care as is
necessary for his or her well being, taking into account the rights and duties of
his/her parents, legal guardians, or other individuals legally responsible for him
or her, and, to this end shall take all appropriate legislative and administrative
measures.

States Parties shall ensure that the institutions, services and facilities
responsible for the care or protection of children shall conform with the
standards established by competent authorities, particularly in the areas of
safety, health in the number and suitability of their staff as well as competent
supervision.
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Article 12 UNCRC

States Parties shall assure to the child who is capable of forming his or her own
views the right to express those views freely in all matters affecting the child,
the views of the child being given due weight in accordance with the age and
maturity of the child.

Article 19 UNCRC

States Parties shall take all appropriate legislative, administrative, social and
educational measures to protect the child from all forms of physical or mental
violence, injury or abuse, neglect or negligent treatment, maltreatment or
exploitation, including sexual abuse, while in the care of parents, legal
guardians or any other person who has the care of the child.

Article 25 UNCRC

States Parties recognise the right of a child who has been placed by the
competent authorities for the purposes of care, protection or treatment of his or
her physical or mental health, to a periodic review of the treatment provided to
the child and all other circumstances relevant to his or her placement.

Article 37 UNCRC
States Parties shall ensure that:

(@)  No child shall be subjected to torture or other cruel, inhuman or
degrading treatment or punishment.

(b)  No child shall be deprived of his or her liberty unlawfully or arbitrarily.
The arrest, detention or imprisonment of a child shall be in conformity
with the law and shall be used only as a measure of last resort and for
the shortest appropriate period of time.

(c)  Every child deprived of liberty shall be treated with humanity and
respect for the inherent dignity of the human person, and in a manner,
which take account of the needs of a person of his/her age. In particular
every child deprived of liberty shall be separated from adults unless it is
considered in the child’s best interest not to do so and shall have the
right to maintain contact with his or her family through correspondence
and visits, save in exceptional circumstances.
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(d)  Every child deprived of his/her liberty shall have the right to prompt
access to legal and other appropriate assistance, as well as the right to
challenge the legality of the deprivation of his or her liberty before a
court or other competent, independent and impartial authority, and to a
prompt decision on any such action.

Article 39 UNCRC

States Parties shall take all appropriate measures to promote physical and
psychological recovery and social reintegration of a child victim of any form of
neglect, exploitation, or abuse, torture or any other form of cruel, inhuman or
degrading treatment or punishment; or armed conflicts. Such recovery and
reintegration shall take place in an environment which fosters the health, self
respect and dignity of the child.

The United Nations Committee on the Rights of the Child

4.21

4.22

4.23

The implementation of the UNCRC is monitored by the United Nations
Committee on the Rights of the Child. In the “Concluding Observations of the
United Nations Committee on the Rights of the Child, United Kingdom of
Great Britain & Northern Ireland”, October 2002 the Committee expressed
concern about figures indicating that children had sustained injuries as a result
of the use of restraints and control in prison. In addition, the Committee
expressed concern about the frequent use of physical restraint in residential
institutions and in custody as well as the placement of children in solitary
confinement in prisons.

The Committee recommended the review of the use of restraint and solitary
confinement in relation to children and young people in custody, education,
health and welfare institutions to ensure compliance with the UNCRC in
particular articles 25 and 37 UNCRC (paragraphs 4.18 and 4.19 respectively of
this Guidance).

The Committee also expressed concern that the principle of primary
consideration for the best interests of the child is not consistently reflected in
legislation and policies affecting children and recommended that the principle
of the best interests of the child as a paramount consideration should be
enshrined in all legislation and policy affecting children.

Restraint and seclusion: human rights issues and the key caselaw

4.24

Seclusion is described in the Department of Health (England and Wales) Code
of Practice (1999) as:

! The Concluding Observations of the UN Committee on the Rights of the Child published on 9 October 2002
and available online at www.unhchr.ch/tbs/doc.nsf
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“the supervised confinement of a patient in a room, which may be locked
for the protection of others from significant harm.”

In practice, seclusion is a form of solitary confinement which can be used for
therapeutic, containing or punitive purposes. The purpose of restraint has been
described by the Department of Health as the use of physical force against a
patient to minimise unacceptable behaviour. Both seclusion and restraint in
relation to the care of service users raise potential human rights issues. A
number of these issues have been raised in the domestic courts and further
guidance can be obtained from the case law of the European Court of Human
Rights (ECtHR).

The leading domestic authority on the use of restraint in the mental health
context remains the House of Lords decision in Pountney v Griffiths [1976] AC
314 where it was held that hospital staff had “powers of control over mentally
disordered patients, whether admitted voluntarily or compulsorily, though the
nature and duration of the control varies with the category of patient to which
the patient belongs.” The ECtHR decision in Herczegfalfy v Austria [1992] has
placed the concept of medical necessity at the core of any intervention of this
type. The ECtHR stated that:

“the position of inferiority and powerlessness which is typical of
patients confined in psychiatric hospitals calls for increased vigilance in
reviewing whether the Convention has been complied with.....The
established principles of medicine are admittedly decisive in such cases;
as a general rule, a measure which is a therapeutic necessity cannot
be regarded as inhuman or degrading. The Court must nevertheless
satisfy itself that the medical necessity has been convincingly shown to
exist.” (Highlighting added.)

The question of the burden of proof in relation to whether a medical necessity
has been “convincingly shown” was examined in R v Dr M and others ex parte
N [2003] 1 WLR 562 where the Court of Appeal held that while the
requirement was not equivalent to a criminal burden of proof it still required a
high standard of proof. The decision in this case is an important one in that the
Court of Appeal reviewed the common law authorities on consent to treatment.
Simon Brown LJ found that the “therapeutic necessity” test applied both to
patients with and without capacity. This decision would appear to indicate that
where treatment of questionable therapeutic benefit is administered to a patient
who strongly opposes it, and which will, if administered, involve the use of
physical force with possible detrimental effects to the patient’s health, that this
will constitute a violation of Article 3 of the Convention. This approach
should, therefore, apply to the use of restraint and seclusion of all service users
who have capacity and to those whose capacity may be questioned as a
consequence of their age or other impairment.

In order to breach the terms of Article 3 of the Convention the treatment in
question must reach a particular threshold of severity. (See S v Airedale NHS
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Trust [2002] EWHC 1780). Brief periods of seclusion and proportionate
instances of restraint are, therefore, unlikely to reach the requisite threshold to
constitute a breach of a Convention Right.

There is the possibility that restraint and seclusion could be argued as a breach
of Article 5 of the ECHR. In the context of adult mental health the developing
jurisprudence has held that Article 5 protections are restricted to the
determination of whether detention is lawful or not. (See R v Governor of
Parkhurst Prison ex parte Hague [1992] 1 AC 58.) Where detention of a child
or adult takes place on a non-statutory basis then the possibility of an Article 5
breach arising from the use of either seclusion or restraint is a real one.

Similarly, treatment that falls short of medical necessity may constitute a
breach of Article 8 of the ECHR. However, the broad justifications available
in Article 8(2) are likely to render many interventions with service users to be
in accordance with the ECHR.

The decision in Herczegfalfy found that there was no breach of Article 8 where
the individual was restrained and force fed in circumstances where he was
“entirely incapable of taking decisions for himself.” It remains to be
determined whether differential treatment of service users deemed to lack
capacity because of age or intellectual impairment will fall foul of the anti-
discrimination provisions of Article 14 of the Convention. It should be noted
that a mere assertion of differential treatment is not enough to ground an
Article 14 point. (See Carswell LCJ’s discussion in Re Jean McBride [2003]).

Impact of legislation for specific service users

Professional guidance relating to medical settings

4.32

The British Medical Association in a recent publication set out a number of
considerations in relation to the use of restraint in respect of the care of
children in medical settings:2

1. Restraint should only be used where it is necessary to give essential
treatment or to prevent a child from significantly injuring him/herself or
others.

2. Restraint is an act of care and control, not punishment.

3. Unless life prolonging or other crucial treatment is immediately

necessary, the approval of a court should be sought where treatment
involves restraint or detention to override the views of a competent

2British Medical Association, Consent, Rights and Choices in Health Care for Children and Young People,
BMIJ Books, 2001.
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young person, even if the law allows doctors to proceed on the grounds
of parental consent.

4. All steps should be taken to anticipate the need for restraint and to
prepare children, their families and staff for its use.

5. Wherever possible, the members of the health care team involved should
have an established relationship with the child and should explain what
is being done and why.

6. Treatment plans should include safeguards to ensure that restraint is the
minimum necessary to achieve the clinical therapeutic aim, and that both
the child and parents have been informed what will happen and why the
use of restraint is considered necessary.

7. Restraint should only be used in the presence of other staff, who can act
as assistants and witnesses, unless there is no other means of protecting
the service user or others.

8. Any use of restraint or detention should be recorded in the medical case
records. These issues are appropriate subject for clinical and social care
audit.

The Royal College of Nursing has issued Guidance on the use of restraining
and preventing children from leaving a medical setting.3

Children's residential care services

4.34 The relevant provisions on children’s residential care services are to be found

4.35

in the Children (Northern Ireland) Order 1995, regulations made under the
Order and in Volume 4 (Residential Care) of the associated series of volumes
of “Guidance and Regulations”. There is no reference at all in the 1995 Order
to the use of restraint or isolation. The Children’s Homes Regulations
(Northern Ireland) 1996, made under the Children Order, make provision at
regulation 8 in relation to control and discipline. Regulation 8 (2) sets out
measures which should not be used on children in a children’s home; and
regulation 8 (3) gives measures which the regulations do not prohibit, including
“the taking of any action immediately necessary to prevent injury to any person
or serious damage to property”.

These provisions are considered under ‘Good Order and Discipline’ in
Chapter 4 of Volume 4 of the Guidance and Regulations. In particular, the

following areas are set out and dealt with:

° Disciplinary Measures — general (Paragraph 4.14)

3 The Royal College of Nursing. Restraining, Holding Still and Containing Children: Guidance for Good
Practice. London: RCN, 1999.
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o Permitted disciplinary measures (Paragraphs 4.15 —4.19)

o Prohibited measures (paragraph 4.20)
Corporal punishment
Deprivation of food and drink
Restriction or refusal of visits/communications
Requiring a child to wear distinctive or inappropriate clothing
The use or withholding of medication or medical or dental treatment
The use of accommodation to physically restrict the liberty of any child
Intentional deprivation of sleep
Imposition of fines
Intimate physical searches

° General principles governing interventions to maintain control
(Paragraph 4.21)
o Methods of care and control of children which fall short of physical

restraint or the restriction of liberty (Paragraph 4.42)
o Use of physical presence of staff (Paragraphs 4.43 — 4.24)
o Holding (Paragraphs 4.2.5 — 4.25)
o Touching (Paragraphs 4.27 — 4.28)
o Physical restraint (Paragraphs 4.29 — 4.34)
o Restriction of liberty (Paragraphs 4.35 — 4.39)
o Monitoring (Paragraph 4.40)

4.36 The Children Order guidance provides specific guidance on the use of restraint
and the restriction of liberty. Paragraph 4.13 specifically prohibits the locking
of children in their bedroom at night "whatever their age and competence".
The Guidance outlines permissible forms of care and control and establishes a
comprehensive list of general principles governing interventions to maintain
control.

Foster care

4.37 The Foster Placement (Children) Regulations (NI) 1996 provide for the
approval of Foster Parents (Regulation 3), the Review and Termination of

Approval (Regulation 4), Placements (Regulation 5) and Termination of
Placements (Regulations 7).
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4.38 Regulations 3(6)(b) provides that an authority shall not place a child with an
approved foster parent unless he enters into a written agreement with it
covering the matters specified in Schedule 2 (Matters and obligations to be
covered in foster care arrangements). Pursuant to Paragraph 5 of the Schedule
each foster carer must specifically agree "Not to administer corporal
punishment to any child placed with him".

4.39  Under the Guidance issues in respect of the Children (NI) Order 1995
(Volume 3 Family Placements and Private Fostering) at paragraph 4.31
(Assessment and approval of foster carers) there is a duty placed on the social
worker to 'ascertain the applicant's views on discipline with particular regard to
the issue of corporal punishment which is not regarded as an appropriate means
of correcting children'. The term "corporal punishment" is then defined to
cover 'any intentional application of force as a form of punishment, including
slapping, pinching, squeezing, shaking, throwing objects and rough handling.
It would also include punching or pushing in the heat of the moment in
response to violence from young people. It does not prevent a person taking
necessary physical action where any other course of action would be unlikely
to avert immediate danger of physical injury to the child or to another person,
or to avoid immediate danger to property. Verbal abuse, derogatory remarks
and pointed jokes can cause psychological harm to a child and should be
avoided'.

4.40 In relation to children who are privately fostered, the Trust does not approve or
register private foster parents but must satisfy itself that the arrangements are
satisfactory that the private foster parents are suitable. The responsibility for
safeguarding and promoting the welfare of the privately fostered child rests
with the parents. Regulation 2(2)(j) of The Children (Private Arrangements for
Fostering) Regulations 1996 places a duty on the Trust to satisfy itself that the
private foster parent is being given any necessary advice. Pursuant to
Chapter 15 (Suitability of the foster parent) of the Guidance Volume 3 there is
reference to discipline with particular regard to the issue of corporal
punishment (paragraphs 15.13-15.14). The definition of corporal punishment
is provided and there is requirement that a child should not be refused meals or
drink as punishment nor restricted from visiting or being visited by family and
friends as a means of punishment. The UK National Standards for Foster Care
requires policies to be in place on corporal punishment to ensure that each child
in foster care is protected from all forms of corporal punishment (smacking,
slapping shaking) and all other humiliating forms of treatment or punishment.4

There is no legislative provision in relation to the use of restraint and isolation
for the child who is in foster care — either under the Children (NI) Order 1995
itself or any regulations issued thereafter. There is similarly, no specific
guidance in relation to restraint and isolation. However the Trust is under a
duty to assess foster carers (and give advice to private foster carers) and in this
context these issues may be addressed by the individual Trusts. Guidelines are

4 Published by the National Foster Care Association on behalf of the UK Joint Working Party on Foster Care.
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issued by the National Foster Care Association on the Care and Control of
Children in Foster Homes.

Secure accommodation

4.41

4.42

4.43

Article 44 of the Children (NI) Order 1995 sets out the criteria by which a child
can be placed or kept in secure accommodation. The associated regulations are
the Children (Secure Accommodation) Regulations 1996. This statutory
provision permits the restriction of liberty of children but also ensures that any
such decisions taken by the Trust or others are scrutinised and endorsed by the
Court. A child cannot be placed or kept in secure accommodation unless it
appears that

(a) ) he has a history of absconding and is likely to abscond from any
other description of accommodation; and

(i)  if he absconds, he is likely to suffer significant harm; or

(b)  thatif he is kept in any other description of accommodation he is likely
to injure himself or other persons." (Article 44)

The criteria must apply and once it no longer applies then the child must not
continue to have his liberty restricted (even if there is a court order authorising
the restriction currently in existence). The definition of "restriction of liberty"
is a matter which is to be determined by the Court and may include any
practice or measure which prevents a child from leaving a room or building of
his own free will. This is a measure of last resort and will only be permitted
when it is evidenced that there is no appropriate alternative. The onus is
therefore on the Applicant to show that everything else has been
comprehensively considered and rejected. The secure placement should only be
for as long as is absolutely necessary (and not for the duration of the Court
Order itself). The Trust have a duty to take reasonable steps to avoid the need
for children to be placed in secure accommodation (The Children (NI) Order
1995; Schedule 2 paragraph 8(c)).

There is one unit in Northern Ireland which provides secure accommodation
for children at Lakewood in Bangor.

Services provided under the mental health legislation

4.44

The use of restraint and seclusion in respect of service users is not referenced in
the primary legislation, the Mental Health (NI) Order 1986. The Code of
Practice, which accompanies the Mental Health (NI) Order 1986, does,
however, provide limited guidance on the use of restraint and seclusion
generally.5 Section 5.33 requires every Unit of Management (i.e HSS Trust) to
have a policy on the use of all forms of physical restraint (physical restraint in

3 1992, Belfast, HMSO
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the context of this guidance includes locked ward doors, time out and
seclusion). Sections 5.32 — 5.53 of the Code of Practice gives guidance on
restraint, locked doors on open wards, time out and seclusion. Within this
Guidange there is, however, no specific reference to children and young
people.

In the case of S v Airedale NHS Trust a young person who was a mental health
in-patient challenged his detention in seclusion by the NHS Trust while they
sought a more suitable placement to meet his needs. S was being held in a
locked room at night because a bed was not yet available for him at a secure
unit. He argued that the NHS Trust was obliged to follow the Mental Health
Code of Practice (1999) and that there had been a breach of Article 3 ECHR in
relation to the conditions he was held under and a breach of Article 8 ECHR.
The High Court rejected the application stating that the conditions he was held
under were not poor enough to constitute a breach of Article 3 ECHR. It was
concluded that the NHS Trust had acted lawfully, but S appealed to the Court
of Appeal, which considered his case alongside the case of Colonel Munjaz
who was challenging the policy at Ashworth Hospital not to follow the Mental
Health Code of Practice when patients were secluded for more than three days.7

Seclusion is defined in paragraph 19.16 of the 1999 Code of Practice as the
supervised confinement of a patient in a room, which might be locked to
protect others from significant harm. The Code states that seclusion should be
used as a last resort and for the shortest period of time; that a decision to
seclude should be taken by a doctor or nurse in charge and that the continued
need for seclusion should be reviewed every two hours by a nurse and every
four hours by a doctor. The question before the Court of Appeal was whether
seclusion was capable of infringing Articles 3, 5 and 8 of the ECHR as
incorporated by the Human Rights Act 1998. It was no longer argued that in
these particular cases a breach of Article 3 had occurred.

The Court of Appeal accepted that there was an implied power for the
authorities to seclude a person who was compulsorily detained under the
Mental Health Act within a hospital setting as a “necessary ingredient flowing
from the power of detention for treatment”. In addition, seclusion could amount
to medical treatment. The Court was of the view that there was no doubt that
seclusion could potentially amount to inhuman and degrading treatment or
punishment prohibited under Article 3 ECHR, but segregation from other
detained patients did not itself constitute such treatment. Seclusion also
infringed Article 8 (2) ECHR unless it could be justified under Article 8(2)
ECHR. However, the further seclusion of a detained patient did not amount to a
deprivation of liberty for the purposes of Article 5 ECHR which was concerned

6 See also the Mental Health Act 1983, Revised Code of Practice (1999) which applies in England and provides
more detailed guidance on restraint, seclusion, locked wards and also contains a detailed section on children and
young people.

The Court of Appeal gave judgment in both cases in R (Munjaz) v Mersey Care NHS Trust and R(S)v Airedale
National Health Service Trust and others [2003] EWCA Civ 1036 (16 July 2003)
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with the lawfulness not the conditions of detention, although there would be a
breach of Article 5 (1) ECHR if a person was detained in a type of institution
which was inappropriate to meet the purpose of his detention.

4.48 Where issues relating to a patient’s human rights were engaged, the Code of
Practice should be followed by all hospitals unless there was good reason to
depart from it in individual cases. In the Munjaz case, the Court held that the
wholesale departure from the Code of Practice in certain groups of cases based
on the length of time spent in seclusion was unlawful. In the case of S, on the
facts the Court found his seclusion (which was in breach of the Code of
Practice and used on the basis that there was no other more suitable placement
available for him) to be unjustified.

Other areas of interest

4.49  Although not directly related to the HPSS sector, the following examples of
interpretation of the law in other sectors are of interest and knowledge of them
may assist staff working in settings which interface with either the education or
youth justice sectors.

Education sector

4.50 Article 4 of the Education (NI) Order 1998 came into force on 21 August 1998
and authorises teachers to use such force as is reasonable in the circumstances
to prevent a pupil from:

® committing an offence;

e causing personal injury to, or damage to the property of, any person
(including the pupil himself); or

® engaging in any behaviour prejudicial to the maintenance of good order and
discipline at the school or among any of its pupils whether during a
teaching session or otherwise.

4.51 Non teaching staff are also authorised to use reasonable force in these
circumstances provided they have been authorised by the Principal to have
lawful control or charge of pupils.

4.52 Detailed guidance for schools is contained in “Guidance on the Use of
Reasonable Force to Restrain or Control Pupils”, DE Circular 1999/9 and is
included in “Pastoral Care in Schools; Child Protection”. A copy of this
guidance is attached at Annex J for reference.

Youth justice
4.53 The use of restraint and seclusion of children in a custodial youth justice setting

is regulated by the Juvenile Justice Centre Rules (NI) 1999. Regulation 29
allows for the use of “forms of control” approved by the Secretary of State in
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dealing with “unruly children”.’ Regulation 30 allows for the use of temporary

confinement of a child for up to 24 hours. These Rules must be interpreted in
light of the ECHR as incorporated by the Human Rights Act 1998.

In a recent case taken by the Howard League for Penal Reform in England' an
18 year old applicant (who was 17 at the time complained of) argued that his
segregation on two periods for five and four days respectively in a segregation
unit in a young offenders centre and the conditions under which he was
detained there amounted to a breach of the Young Offender Institution Rules
2000 (“the Rules”) and a breach of his rights under Article 3 and Article 8 of
the European Convention On Human Rights. The judge held that there had
been a breach of the Rules, but on the facts no breaches of Articles 3 and 8 of
the Convention. It is of note, however, that the judge stated that, although he
was not making a finding under Article 3 in this particular case, he was
prepared to accept that solitary confinement of a child (in other words,
someone under 18) could amount to a breach of Article 3 in circumstances
where it would not in relation to an adult. In respect of Article 8 he stated:

“ I hope I may be permitted merely to utter this warning: there are clear
dangers in placing young people in segregation units in relation to their
rights enshrined in Article 8”.

Conclusion

4.55

The legal issues relating to the use of restraint and seclusion are complex. The
discussion above has, therefore, sought to highlight issues which staff and their
employers need to take into account in using these procedures with any service
user. The use of restraint and seclusion are measures of last resort. Staff in
making use of either procedure should have a clear understanding of the rights
of service users and when it is appropriate for them to employ either restraint or
seclusion and the safeguards that should be in place to ensure they are not
subject to legal challenge. Employers have a duty to provide key staff with
training on human rights considerations under ECHR and other relevant
international instruments, and that their policies and procedures ensure that
work in these difficult areas is of a high professional standard. There is,
therefore, a clear link between this section of the guidance and those relating to
policy, training, complaints and management and monitoring arrangements.

? This is the wording of Regulation 29
10 The Queen on the Application of BP v The Secretary of State for the Home Department [2003] EWHC 1963

Admin
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PRINCIPLES INVOLVED

General

5.1

5.2

53

54

5.5

5.6

This section discusses some of the key principles relating to the use of restraint
and/or seclusion and ends with a statement of principles which should underpin
the use of these interventions.

Important principles regarding the protection of individuals from abuse by
State organisations or the staff working within them are set out in the Human
Rights Act 1998. In addition, it is a criminal offence to use physical force, or
to threaten to use force, unless the circumstances give rise to a ‘lawful excuse’
or justification for the use of force. Similarly, it is an offence to lock a service
user in a room without a court order (even if they are not aware that they
locked in) or the consent of the service user, except in an emergency when for
example the use of a locked room as a temporary measure while seeking
assistance would provide legal justification. For children, rules are specified in
the regulation 6 of the Children (Secure Accommodation) Regulations (NI)
1996 (“the 72 hours rule”). Use of physical intervention may also give rise to
an action in civil law for damages if it results in injury, including psychological
trauma, to the person concerned.

The use of restraint and seclusion should always be designed to achieve
outcomes that reflect the best interests of the individual service user whose
behaviour is of immediate concern and others immediately affected by the
behaviour.

The decision to use restraint or seclusion must take account of the
circumstances and be based upon an assessment of the risks associated with the
intervention compared with the risks of not employing either restraint or
seclusion as a method of intervention.

Efforts to minimise the use restraint or seclusion should be in place. This may
require the adoption of primary and secondary preventative strategies.

Primary prevention is achieved by:

o ensuring that the number of staff deployed and their level of competence
corresponds to the needs of service users and the likelihood that physical
interventions will be needed. Staff should not be placed in vulnerable
positions;

o helping service users to avoid situations which are known to provoke
violent or aggressive behaviour, for example, settings where there are
few options for individualised activities;

o developing care plans, which are responsive to individual needs and
include current information on risk assessment;
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o creating opportunities for service users to engage in meaningful
activities which include opportunities for choice and a sense of
achievement;

o developing staff expertise in working with service users who present

challenging behaviours;

o talking to service users, their families and advocates about the way in
which they prefer to be managed when they pose a significant risk to
themselves or others. Some service users prefer withdrawal to a quiet
area to an intervention which involves bodily contact.

Secondary prevention involves recognising the early stages of a behavioural
sequence that is likely to develop into violence or aggression and employing
‘defusion’ techniques to avert any further escalation. Where there is clear
documented evidence that particular sequences of behaviour rapidly escalate
into serious violence, the use of interventions at an early stage in the sequence
may, potentially, be justified if it is clear that:

o primary prevention has not been effective, and

o the risks associated with not acting are greater than the risks of using
restraint or seclusion; and

o other appropriate methods, which do not involve restraint or seclusion,
have been tried without success.

All prevention strategies should be carefully selected and reviewed to ensure
that they do not, except through necessity, either constrain opportunities or
have an adverse effect on the welfare or the quality of life of service users
(including those in close proximity to the incident) . In some situations it may
be necessary to make a judgement about the relative risks and potential benefits
arising from activities, which might provoke challenging behaviours compared
with the impact on the person’s overall quality of life if such activities are
proscribed. This is likely to require a detailed risk assessment.

Particular regard should be had to service users’ attitudes towards physical
contact, physical stature, age, gender and previous life experiences when
restraint is being used. Restraint and seclusion should be used as measures of a
last resort and in a way that is sensitive to, and respects the cultural
expectations of service users. Any physical intervention used in restraint
should avoid contact that might be misinterpreted as sexual.

Where restraint is employed staff must ensure that they only employ a
reasonable amount of force, that is, the minimum force needed to avert injury
or serious damage to property, applied for the shortest possible period of time.
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Planned physical interventions should only be used as part of a holistic strategy
where the risks of employing an intervention are judged to be lower than the
risks of not doing so.

Proactive use of restrictive physical interventions

5.11

5.12

In most circumstances, restraint or seclusion will be used reactively.
Occasionally, it may be considered in the best interests of the service user to
accept the possible use of an intervention as part of a therapeutic or educational
strategy that could not be introduced without accepting that reasonable force
might be required. For example, the best way of helping a child to tolerate
other children without becoming aggressive might be for an adult to ‘shadow’
the child and to adjust the level of any physical intervention needed according
to the child’s behaviour. Similarly, staff might be sanctioned to use restraint, if
necessary, as part of an agreed strategy to help a person who is gradually
learning to control his/her aggressive behaviour in public places. In both
examples, the physical intervention is part of a broader educational or
therapeutic strategy.

Where this approach is employed it is important to establish in writing a clear
rationale for the anticipated use of intervention and to have this endorsed by a
multidisciplinary meeting which includes, wherever possible, family members
(or those with parental responsibility) and an independent advocate.

Emergency use of restrictive physical interventions

5.13

5.14

5.15

Emergency use of restrictive physical interventions may be required when
service users behave in ways that have not been foreseen by a risk assessment.
Research evidence shows that injuries to staff and to service users are more
likely to occur when restraint is used to manage unforeseen events and for this
reason great care should be taken to avoid situations where unplanned physical
interventions is used.

An effective risk assessment procedure together with well planned preventative
strategies will help to keep emergency use of restraint to an absolute minimum.
However, staff should be aware that, in an emergency, the use of force can be
justified if it is reasonable to use it to prevent injury or serious damage to

property.

Even in an emergency situation, any force used must be reasonable. It should
be commensurate with the desired outcome and the specific circumstances in
terms of intensity and duration. Before using restraint in an emergency, the
person concerned should be confident that the possible adverse outcomes
associated with the intervention (for example, injury or distress) will be less
severe than the adverse consequences, which might have occurred without the
use of a physical intervention.
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There must be a written protocol, which includes:

o a description of behaviour sequences and settings which may require the
use of restraint or seclusion;

o the results of any assessment which has determined any contra-
indications for the use of physical interventions;

o a risk assessment which balances the risk of using physical intervention
against the risk of not using a physical intervention;

o a record of the views of the service user or those with parental
responsibility in the case of children, and family members in the case of

adults not deemed competent to make informed choices;

o a system of recording behaviours and the use of restrictive physical
interventions using an incident book with numbered and dated pages;

o a record of previous methods which have been tried without success;

o a description of the specific physical intervention techniques which are
sanctioned, and the dates on which they will be reviewed;

o details of staff who are judged competent to use these methods with this
person;
o the ways in which this approach will be reviewed, the frequency of

review meetings and members of the review team.

An up-to-date copy of this protocol must be included in the service user’s
individual care plan.

The use of a restraint or seclusion should always be recorded as quickly as
practicable (and in any event within 24 hours of the incident) by the person(s)
involved in the incident in a book with numbered pages. See paragraphs on
Post-Incident Management and Monitoring (paragraphs 3.9-3.18).
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STATEMENT OF PRINCIPLES

5.19

The following principles should underpin the use of restraint and seclusion
with service users across the range of client groups.

° The philosophy of care is the least restrictive and controlling
possible for the individual service user.

° Prevention strategies are in place to minimise the need to use either
of these interventions.

° Institutions or settings employing either restraint and/or seclusion
have clearly defined policies for the management of violent service
users.

° Restraint and seclusion are interventions of last resort, used for the

minimum time necessary to protect life, to safeguard from harm or
to prevent serious damage to property.

° The management of disturbed and violent behaviour requires a
multidisciplinary approach to planning for the care and treatment
of the service user.

° The principles for the management of disturbed and violent
behaviour which poses a risk to the individual or other service users
are the same whatever the institution or setting.

° Planned use of these interventions is based on a risk assessment and
is part of the care plan for the individual service user, of which they
are informed.

° The risk assessment specifies if there are reasons why a specific
intervention should not be employed with an individual service user.

° The age, gender, personal characteristics of the service user and
setting specific factors are all drawn together to inform the use of

any approach designed to manage or control behaviours.

° The use of these interventions is recorded in a standardised manner
as soon as possible after the incident.

° Post incident monitoring is carried out at a senior level within the
service to:

- ensure compliance with human rights requirements;

- ensure compliance with the last resort principle;
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- ensure that the minimum amount of force was used for the
shortest possible period of time;

- compliance with the policies and procedures;
- that staff involved were appropriately trained; and

- determine what lessons can be extracted to inform future
practice, training or staff support.

Staff employing these interventions are appropriately trained to
ensure they use the procedures to promote the well being and best
interests of service users and in a manner consistent with the
Human Rights Act and the European Convention on Human Rights.

Staff working with children ensure that their practice is consistent
with the United Nations Convention on the Rights of the Child and
that complaint procedures are available in a child friendly format.

Staff and service users have opportunities for de-briefing after the
use of these interventions.

Management strategies for disturbed and violent behaviour should
be regularly monitored and audited.

Service users and their families are aware of how to complain if they
are dissatisfied about the way they were managed prior to, during
and after the incident.
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ANNEX A

HUMAN RIGHTS WORKING GROUP ON RESTRAINT AND SECLUSION

OUTLINE TERMS OF REFERENCE

Restraint and seclusion can be used in a variety of health and social care settings eg.
residential/nursing homes, children’s homes, hospitals and facilities accommodating
people with a learning disability and mental health problems. There are possible
implications for Articles 3, 5 and 8 of the ECHR. The purpose of this piece of work is
to develop guidelines for staff to ensure that any restraint or seclusion is reasonable,
proportionate and justifiable in the circumstances and that appropriate documentation

is completed.

Methodology

» Examine current policies and procedures.

» Examine current practices, including local audits, work in progress, research
reports - is there evidence of best practice anywhere?

» Examine current documentation and recording mechanisms.

» Examine complaints in this area to identify weaknesses and areas for action.

» Examine existing case law to identify issues and guiding principles.

Product

User-friendly, practical guidelines which:

(a) are human rights compliant and which have been validated by the appropriate
professions, legal advisors, the NIHRC, the Equality Commission;

(b)  have been quality assured; and

(c) are capable of incorporation into training for new and existing staff, where

relevant.
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Accountability

Boards, Trusts etc. will be asked to report on progress on implementation of the
guidelines within the framework of Priorities for Action and the Health and Well-
being Investment Plans. It is not envisage that this piece of work will be issued as a
Departmental circular as the objective is to support and encourage staff to develop a
human rights culture within their organisations and their own policies and procedures
to implement the guidance. This approach recognises that different organisations will
be at different stages of applying practice and have varying needs depending on their

client group and whether they are residential or community based services.
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1.0 POLICY STATEMENT AND TRUST'S PRINCIPLES

It is the policy of this Trust to promote an organisational culture and develop
associated structures that prevent aggression in the workplace. The Trust seeks to
equip all staff with the appropriate attitudes, knowledge and skills to work with
service users in those situations which critically challenge how they are supported.
This will enable management of aggression to be achieved in a caring manner by the
implementation of training and policy initiatives that promote best practice.

This approach must fit with the wider quality issues of clinical and social care
governance and controls assurance. Each service should develop, where appropriate,
local procedures reflecting the ethos of this policy.

The existing law requires that individuals do not interfere with the rights of others, eg
the use of physical intervention techniques. Such action can, however, be defended if
it is intended to prevent harm to the service user or others. Members of Trust staff
must be able to demonstrate clearly that they act at all times in the best interests of the
individual.

The following are the Trust's principles underpinning the policy.

o Service users and carers should be treated with respect at all times and their
dignity maintained.

o Person centred approaches, sensitive to the needs of the individual and
promoting effective communication between service users and staff, should be
practised to help reduce the likelihood of aggressive incidents.

o Prevention of aggression is preferable to intervention at a later stage.

o The use of physical intervention techniques, may on occasions be necessary to
fulfil a duty of care. However, these should be kept to an absolute minimum
and carried out within local service guidelines. Physical intervention
techniques when used will take full account of the service user's need for
respect, privacy and dignity as well as social and cultural considerations.

° The personal safety of staff, service users, carers, students on placement and
other persons carrying out authorised tasks on behalf of the Trust is of
paramount importance to this Trust. Personal safety takes priority over damage
to property.

o The Trust recognises its legal and moral responsibility to reduce risk to staff,
service users, carers, students on placement and others to the lowest level
practicable.
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o Trust staff have individual and collective responsibility for ensuring that
aggressive incidents are kept to a minimum and effective risk management
procedures are in place to secure this aim. The safety of service users is
everyone's responsibility.

o The training and support provided to Trust staff will recognise these principles
and will provide staff with a tool-kit of skills that will enable them to manage
difficult situations in a person-centred manner.

2.0 DEFINITION OF AGGRESSION

The Trust defines aggression as behaviour resulting in damaging or harmful effects
(physical or psychological) on another person or persons. This includes:

verbal abuse

non verbal abuse (eg stalking)
threats of physical abuse
physical abuse

threats of sexual abuse

sexual abuse

damage to property

The above definition includes behaviour directed at staff, service users, carers,
students on placement and other persons carrying out authorised work on behalf of the
Trust.

3.0 RESPONSIBILITIES
[Describe the relevant responsibilities within the Trust]

The Trust Board has the responsibility for overseeing the health, safety and welfare of
all service users, staff and others affected by the activities of the Trust. The Chief
Executive in conjunction with his colleagues on the operational Management Team is
charged with meeting these responsibilities. The Operational Management Team,
which includes the Heads of Service in the Trust, directs all Trust initiatives to reduce
the risks of aggression whilst providing person-centred services to service users. The
Operational Management Team is accountable through the Chief Executive to the
Trust Board.

3.1 Staff Responsibilities

All staff have a responsibility to ensure that their behaviour towards service
users and their carers reflect a person-centred approach. Staff should be aware
of the impact of their own behaviour and how this could precipitate or increase
the severity of an incident of aggression. All staff who work directly with
service users should endeavour to be aware of the risk factors for aggressive
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behaviour. Trust training will reinforce the value of appropriate
communication skills. Staff are obliged to adhere to this policy and associated
training at all times.

While it is the legal responsibility of the Trust to provide safe systems of work,
individuals have a personal responsibility to follow safe working practices.

Management Responsibilities
Chief Executive
The Chief Executive carries overall responsibility for the health, safety and

welfare of all service users, staff and others affected by the activities of the
Trust. He is responsible to:

o ensure that appropriate arrangements are in place within the Trust to
manage aggression;

o ensure that those systems that are in place are in line with clinical and
social care governance;

o ensure that effective monitoring systems are in place to quality assure

these arrangements
Heads of Service

o Ensure that their staff are aware of the policy and that its relevance to
their work is recognised

o Ensure any additional local procedures in a particular service area fits
with the Trust-wide approach.

o Allocate resources (time, people and financial outlay) according to areas

of highest risk.

Ensure staff are adequately trained.

Provide High level monitoring of the level and effectiveness of training.

High level monitoring of incident patterns.

Develop systems which will support staff and service users following an

aggressive incident.

o Communicate, where appropriate information, information about
significant known risks to ensure remedial action is taken to address
these.

Service Managers

o Ensure that their staff are aware of the policy and how it is to be
implemented within their area of work.
o Implement Trust recruitment and selection procedures to ensure that

applicants are fully aware of the roles and inherent risks associated with
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the job. This should facilitate the selection of an appropriate person for
the post.

Ensure staff are adequately trained.

If necessary draw up service specific local procedures to support and
underpin the Trust-wide policy and approach.

Ensure that appropriate risk assessments of aggressive behaviour
associated with use of Trust's services have been carried out in
conjunction with staff, service users and carers and using a multi-
disciplinary approach. This should occur within the annual service-
planning cycle.

Fully implement the Trust's incident reporting policy

Ensure that any risks identified are managed appropriately through an
action-plan approach. These risks should be reviewed within an agreed
timescale

Ensure arrangements to support and supervise staff are implemented and
monitor their effectiveness.

Ensure that managers have a system for investigating any aggressive
incidents in their area.

Monitor and implement lessons learned from incidents and provide
feedback and information to staff and the Risk Management Unit.
Inform their Service Head of areas of significant risk to ensure
appropriate action is taken.

Communicate appropriate information about known significant risks to
their staff and any others who may be affected to ensure appropriate
actions are taken.

First Line Managers

Ensure that their staff are aware of the policy and how it is to be
implemented within their area of work.

Provide Induction Training for new staff.

Implement Trust recruitment and selection procedures to ensure that
persons applying are fully aware of the roles and inherent risks
associated with the job. This should facilitate the selection of an
appropriate person for the post

Ensure appropriate management of aggression and the provision of
learning and skills development. This should include, as appropriate,
training in a multi-disciplinary and at times multi-agency fashion.
Ensure all training given to their staff is formally recorded and staff's
training is kept up to date.

Ensure that appropriate risk assessments are carried out and remain up
to date.

Involve other disciplines, as appropriate, in the management and
assessment of risk of aggressive incidents.
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Ensure all incidents are reported promptly to the Trust's Incident
Reporting Centre.

Carry out investigation of any incidents occurring, supported by their
Service Manager and the Risk Management Unit for significant
incidents.

Arrange for appropriate and comprehensive support for employees
following an incident.

Promote team-working.

Monitor practice (formally and informally) and ensure the best standard
by ongoing supervision.

Use manpower planning skills to release staff for training.

Keep Service Manager informed of any significant risks or
implementation problems and ensure appropriate action is taken.
Communicate appropriate information about known significant risks to
their staff and any others who may be affected to ensure appropriate
actions are taken.

Supervisory Management

Promote best practice by example and on the job training for staff.
Assist in implementing risk assessment procedures.

Ensure that all incidents are reported promptly.

Inform first-line manager of significant risks or problems and the
arrangements required to reduce risk.

Communicate appropriate information about known significant risks to
their staff and any others who may be affected to ensure appropriate
actions are taken.

Special Responsibilities

Consultants and Lead Clinicians/Social Care Professionals

Responsible to ensure adequate and appropriate assessment of the
service user presenting a risk because of aggressive behaviour.
Although this process may initially start with one discipline it will in
many cases involve a multi-disciplinary approach and may also require
involvement from other Trusts and agencies as appropriate.
Following assessment, development of management/care/treatment
plans.

Monitor, review and adjust these plans following re-assessment of the
service user.

Ensure that known risks are communicated where appropriate to staff
and others to ensure other decisions are properly informed.

Ensure that their staff are aware of the policy and how it is to be
implemented within their area of work.
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Ensure that their staff receive appropriate induction and updated
training, and support and supervision.

Implement the Trust's Incident Reporting Policy.

Ensure that their staff are aware of arrangements for post-incident staff
support and that these are readily available when required.

Lessons learned from incidents should be effective in changing practice
in the workplace. Any information from this process should be passed
on to the relevant staff and the Risk Management Unit.

Promote team-working.

Head of Operational Support

Chairs the Health and Safety Committee

Provides quarterly reports to the Operational Management Team about
aggressive incidents including learning points.

Senior manager responsible for risk management advice, as member of
the strategic Operational Support Team.

Manages the Service Manager responsible for the Risk Management
Unit.

Responsible for alerting other senior managers to significant risk issues
to ensure timely, appropriate responses.

Risk Manager

Service manager responsible for managing the Risk Management Unit.
Provides professional advice on Trust-wide management of risk.
Devises, develops and reviews policies and procedures to reduce risk.
Devises and manages risk assessment processes.

Manages the process of reporting and monitoring incidents ensuring that
managers are kept informed about incidents reported in their area and
any significant implications for work practices.

Responsible for analysing trends and providing managers with quarterly
information about lessons to be learnt.

Manages the training function for the reduction of risk.

Advises managers at every level on targeting high risk areas.

Provides assistance to managers to find risk solutions, leading to action
plans.

Ensures that the Trust minimises the risk of civil and criminal liability
and that there is appropriate legal defence where cases are filed against
the Trust.

Head of Human Resources

Senior manager responsible for Occupational Health Services, learning
and development and all other human resource issues.
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Sets high-level recruitment and selection procedures.

Responsibility for redeployment and disciplinary issues.

Provides high-level specialist advice to the Trust in the above areas.
Establishes processes and protocols and makes arrangements for post-
incident staff support and monitors its effectiveness.

Occupational Health Sister

Manages the process of pre-employment health assessments.
Provides a service for pre-employment risk assessment.

Provides specialist advice to managers on employee's health.
Advises managers and employees on return to work following an
incident.

Provides approved courses for Trust is First-Aiders.

o Organises appropriate health surveillance.

o Provides a work-place assessment service for managers

Human Resources Managers

o Provide advice on managing the processes of recruitment and selection.

o Advise managers on performance management issues.

o Assist and advice managers in implementing disciplinary procedures
etc..

Trade Union Health and Safety Representatives

o May investigate hazards and dangerous occurrences in the workplace.

o May investigate complaints relating to health, safety and welfare at
work by the staff they represent.

o May make appropriate representations to Trust Management in respect
of the above issues.

o May carry out inspections in respect of the above issues.

o May represent appropriate staff in consultations with Trust
Management, or inspectors of any enforcing agency.

o May attend meetings of safety committees, as appropriate, in connection

with the above functions.
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ARRANGEMENTS FOR MANAGING AGGRESSION

Organisational Risk Assessment

Information from the individual assessments of service users and risk factors
regarding the working environment must feed into a process. This will help
inform the broader assessment of risk of a ward, Trust facility/department or
caseload. It is important that a collective view of risk is formed, as this is the
way risk can best be managed and high-risk areas can be appropriately
targeted.

The process is as follows:

o first-line managers of the ward/department/Trust facility have
responsibility to initiate the process;

o risk issues from individual risk assessments are drawn together and
patterns of risk are identified;

o consideration of any factors which may increase or decrease risk in any
place where staff are at work;

o assessments should result in the production of action plans to prioritise
and manage high risk and significant risk issues;

o information from this assessment should be used to inform their line

manager so that a picture of risk emerges. This will enable the Service
Manager to make plans to manage risk through the annual service-
planning cycle and also on a day-to-day basis;

o finally, this process should inform the Heads of Service and the
Operational Management Team about significant Trust-wide risks.

The organisational assessment of the risk of aggression will include:

the actual number of incidents;

the service user groups involved;

the perceived risks associated with the work situation and procedures;
staff perceptions of risk;

the use of preventative strategies;

the appropriateness of support and supervision arrangements provided
by the Trust;

Individual Risk Assessment

Appropriate professionals should routinely carry out suitable and sufficient risk
assessments in conjunction with staff, service users and carers. These
assessments must be completed and reviewed at appropriate regular intervals
and should include consideration of the risk of aggressive behaviour associated
with the use and provision of Trust services.
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The individual service user's risk assessment must address the following areas:

harm to self or others;

past history of aggression, its pattern, frequency and seriousness;
likelihood of any possible incident;

individuals who may potentially be at risk;

precautions that already exist;

any further actions that need to be taken to reduce risk.

Following risk assessment a reasoned judgement must be reached and recorded
regarding the assessed degree of risk. Appropriate action and communication
must then be taken on the basis of that judgement. The initial risk assessment
will be reviewed and may change to reflect the ongoing management of the
service user's care. Where there is disagreement between professionals
regarding the proposed strategy of managing risk, decisions should be taken to
a more senior level.

Communication of Risk Information

Managers and staff must consider their responsibility to provide information
about significant risks which may affect other departments/services within the
Trust. This should include sharing information about measures in place to
address the risks. Information should be exchanged with all people who may
be at risk in a timely and easily understood manner. Care must be taken to
preserve the confidentiality of service user's information. Serious and
imminent danger to others will however on rare occasions form a reasoned
basis for the sharing of confidential information.

In addition, all managers have a legal responsibility (under Health and Safety
legislation) to inform other persons not employed by the Trust who may be at
risk due to the actions, or failure to act, of the Trust.

Recruitment and Selection

Recruitment and selection documentation should be explicit about the nature of
the work, and any foreseeable risks in handling challenging behaviours.
Profiles of facilities should be used and reviewed regularly. Recruitment
panels, where appropriate, may assess staff's ability, (or potential ability) to
deal with situations where aggressive behaviours may occur. At recruitment
the pre-employment risk assessment process developed by Occupational Health
should be followed.
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Staff Learning and Development
4.5.1 Induction

Managers must ensure that all new staff attend the organisational induction
programme. They must agree a personal development plan for the next twelve
months for all new staff. New staff will be required to read and understand
their responsibilities within the Management of Aggression policy. Line
managers should discuss any questions and clarify issues so that new staff have
a clear idea of what to expect and how best to manage the different situations.

Training courses should be available, if possible before service commences, or
as soon as possible thereafter.

4.5.2 Monitoring and Supervision

People responsible for staff must assist staff with their professional
development. They are also responsible for assisting with the development of a
competent staff team by identifying training needs.

Ongoing monitoring of compliance with the requirements of the Management
of Aggression policy and staff performance will be included in the supervision
process.

4.5.3 Training and Development

All staff will have the opportunity to develop their knowledge and skills in a
person-centred approach to managing aggression. Appropriate learning and
development initiatives currently within the Trust will facilitate this process.
The need for staff development will be identified as part of the process of risk
assessment. Learning and development will be targeted to address assessment
of actual risks and will include the use of information from previous incidents
or potential incidents.

The experience and knowledge of service users and carers will be incorporated
when staff development resources are being produced and implemented.

Overseeing learning and skills development will be the responsibility of the
first line manager and should, where appropriate, include training in a multi-
disciplinary and at times multi-agency fashion.

Management of Aggression learning and development objectives will be
evaluated in terms of how effectively the knowledge and skills learned have
been applied to the workplace by staff. This training should be service
specific.
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4.5.4 Performance Management and Redeployment

Managers have a responsibility to constantly monitor the performance of staff
in managing aggression. If managers or staff are aware of any performance
issues this should be addressed using some or all of the following options:

counselling;

further training;

job advice;
redeployment options;
disciplinary action.

Where staff have experienced a particularly traumatic incident/s the manager
has special responsibility to consider how best to support staff in the working
environment.

Managing an Incident
4.6.1 Reporting, Investigating and Monitoring

Information is essential to assist in the reduction and prevention of incidents,
the need for staff development and evaluation of the efficacy of training or
other interventions.

The Trust's Incident Reporting Procedure must be implemented throughout
Divisions as follows:

o all incidents of aggression must be reported as soon as possible to the
person in charge of the relevant area/department by the person(s)
directly involved;

o all staff must use the Trust's Incident Report Form to report all
significant incidents of aggression (as defined in this policy) and
forward immediately to the Incident Reporting Centre at Trust
Headquarters;

o major incidents must be reported to the Incident Reporting Centre within
24 hours or as soon as possible. This is a legal requirement under the
Reporting of Injuries Diseases and Dangerous Occurrences, (Northern
Ireland), Regulations 1997. The responsibility for reporting under these
regulations lies with the Risk Management Unit. Managers and staff
discharge their responsibility once they have reported to the Incident
Reporting Centre.

Line managers must investigate every incident that occurs within their business
areas. However, serious or highly significant incidents must involve the Risk
Management Unit.
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These reporting and investigatory arrangements do not detract from the legal
responsibilities placed upon the Trust to formally investigate and report on
individual incidents where injury has occurred.

The significance of aggressive incidents will vary within the differing service
areas in the Trust. It is the responsibility of the Service Manager to define
which incidents are significant for their particular area.

The importance of reporting incidents should be promoted more positively by
demonstrating how effective information collection and analysis can contribute
to the implementation of appropriate change measures eg training initiatives,
resource strategies etc..

Managers should monitor the frequency and severity of incidents in their
business areas. The Risk Management Unit will produce reports at agreed
intervals for managers to assist them in this task. Areas most at risk need to be
clearly identified and remedial measures put in place.

4.6.2 Post Incident Support

The Trust wishes to promote a culture of support that permeates the total
organisation. Each service should demonstrate a commitment to providing
support to staff, service users and carers involved in an incident.

Service managers are responsible for ensuring that the individual receives the
appropriate form of support.

The form of support should be responsive to individual need and the following
options should be offered:

o support immediately after the incident within the department/unit
(Group or individual);

opportunity to go off duty;

contact relative, friend or Trade Union representative;

taxi Home/Transport arrangements;

assistance and accompaniment to hospital;

ongoing managerial contact with individual in a considerate/supportive
manner;

o long-term support eg staff care, occupational health.

Managers should be aware of the potential long-term effects of an incident and
the incremental effects of a series of incidents on their staff's well-being and
performance.
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If a member of staff feels it is necessary to pursue legal action against an
aggressor in the context of their work the Trust will, where appropriate, offer
emotional support to staff through the resulting legal process.

4.6.3 Post Incident Review

Each service should have an Incident Review Procedure. Service managers
must demonstrate that their service reviews individual incidents within a
prescribed time period from the incident occurrence, (ideally 4-7 days post
incident).

It is the manager's responsibility to investigate all incidents of significance
within their area of responsibility.

The process of incident review should involve consultation with those
involved; ie staff, service user, carer or any other person involved in the
incident. Each incident should be examined in terms of:

° antecedents — actions, stressors, behaviour etc that may have contributed
to the incident;

° nature of incident;

o how it was handled — identify positive and negative staff interactions

and strategies adopted that influenced the effectiveness with which the
incident was handled.

4.6.4 Learning from Incidents

Incident Review should be regarded as an opportunity:

° to learn from experience;

o to obtain information to prevent/reduce the risk of further incidents;
o to improve services/resources where necessary;

[ ]

to promote a learning culture.

It is important that lessons are learned and conclusions drawn from each and
every experience. Managers should promote learning from experience and
team working throughout their business areas. Opportunities to share learning
across the Trust should be maximised to prevent the reoccurrence of similar
incidents in other Trust facilities/departments. These may include:
management of aggression training sessions, team meetings, and manager's
meeting.

4.6.5 Arrangements to Assist Staff Returning to Work Following an
Incident

Every effort will be made to provide support to staff in returning to work
following an incident. This will include:

° advice from Occupational Health;



MAHI - STM - 127 - 256

° advice from Personnel Services;

o supportive return to work interview with the line manager;

o implementation as soon as possible, of any organisational
learning from the incident;

o provision of any required training in management of aggression.

It is primarily the line-manager's responsibility to provide all possible
positive support in re-integrating the member of staff back into the
workplace.

4.6.6 Contact with External Organisations
Health and Safety Executive (Northern Ireland)

The Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 1997, require that certain incidents of aggression must be
reported to the Health and Safety Executive. In certain circumstances
these reports must be made within 24 hours of the incident occurring.
This is a legal requirement and failure to meet this requirement
constitutes a criminal offence. The Risk Management Unit is
responsible for making these reports and it is the responsibility of
persons reporting incidents to report them promptly to the Incident
Reporting Centre, Trust Headquarters. In cases of death or serious
injury these reports should be made by telephone with the form sent on
by post, as soon as possible.

Mental Health Commission

It is the responsibility of the Trust to immediately notify the
Commission of the following:

o the death of any service user not resulting from natural causes in
both the hospital and community settings;

o suspected suicides in both settings;

° sexual assaults in both settings;

o actual or alleged physical assaults by members of staff in both
settings.

Where any of the above incidents have occurred within the community,
the Commission would not normally require a report on service users
who have not received care or treatment for a mental disorder for more
than two years.

Written reports of incidents must be submitted to the Mental Health
Commission within six weeks of the incident occurring and must
include the following information:
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° a brief account of the circumstances of the incident;

o information on the mental state of the service user, particularly at
the time of the incident;

o information regarding any other person involved in the incident
indicating whether staff, other service user or member of the
public;

o a copy of the minutes of the multi-disciplinary review meeting.

Where there was no multi-disciplinary involvement with the service user
the Commission expects to receive information on the Trust's own
investigation of the incident including any proposed action taken as a
result of the investigation.

The Commission expects that the Trust will record, monitor and review
all incidents and will inspect records and review management's policies
and procedures regarding all untoward events.

Registration and Inspection Unit (R&I Unit)

The same reporting requirements for the Mental Health Commission
apply for this external agency. The R&I Unit only requires reports with
regard to Trust's residential facilities.

Office of Care and Protection

Where any person suffering from a mental disorder has been referred to
the Office of Care and Protection, and has been the victim of mishaps or
accidents and suffered injury/loss/damage to property which might
entitle him/her to compensation, then the Office of Care and Protection
needs to be notified. This is to ensure the rights of such persons are
protected.

Police Involvement

The Trust recognises the legal right of employees and others to be
protected by the police. The Trust may in exceptional cases instigate
legal proceedings for those situations in the interests of Trust staff and
the community. This may be against the wishes of individuals who have
suffered the consequences of aggression but it may be necessary for the
protection of others.

The Trust's training programme and service specific procedures should
include guidance for staff on the recognition of those situations when it
would be appropriate to call for the assistance of the police.
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APPENDIX 1 Committees and Groups with Management of Aggression
Responsibilities
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APPENDIX 2 OTHER RELEVANT TRUST DOCUMENTS

For example:

Health and Safety Policy

Untoward Incident Reporting Policy
Managing Diversity Policy
Confidentiality Policy

Managing Attendance Policy

Special Observation Policy
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APPENDIX 3 RELEVANT LEGISLATION

Mental Health (Northern Ireland) Order 1986, ISBN 0-11-066595

Children (Northern Ireland) Order 1995, ISBN 0-337-92257-8

The Northern Ireland Health and Personal Social Services Order 1991

Health and Safety at Work Order (Northern Ireland) 1978 ISBN 0-11-084039-9

Management of Health and Safety (Northern Ireland) Regulations (1992) ISBN
0-337-90359-X

RIDDOR - Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations (1997) ISBN 0-337-93043-0
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APPENDIX 4 SOURCES OF FURTHER INFORMATION
B.I.LL.D, Physical Interventions, a policy framework, 1996, ISBN 1-873791-86-0
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Managers, 1998, order code 000837

Violence at Work, UNISON

The Management of Aggression and Violence in Places of Care. An RCN position
statement, 1997, order code 000 713

Mental Health (Northern Ireland) Order 1986, Code of Practice, 1992, ISBN 0-337-
077142

Violence and Aggression to Staff in the Health Services. Guidance on Assessment
and Management. Health and Safety Commission, Health Services Advisory
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Management of Imminent Violence, clinical practice guidelines to support mental
health services. Occasional paper, 1998, Royal College of Psychiatrists Research
Unit.
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ANNEX E

EXAMPLE OF HSS TRUST

Protocol on the Use of Physical
Restraint

Mental Health Hospital Services and
Adolescent Psychiatric Inpatient Services
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Introduction

This policy underpins the Trust's “Management of Aggression Policy” and
should be read in conjunction with it. It is specifically written for Mental
health Hospital Services and Adolescent Psychiatric Inpatient Services, it is not
applicable to any other business area of the Trust.

The law requires that individuals do not unnecessarily/arbitrarily interfere with
the rights of others, e.g. the use of physical intervention techniques. However,
such action may be defended if it is intended to prevent harm to the service
user or others. Trust staff must be able to demonstrate that they have acted at
all times with regards to the best interest of the individual. All physical
restraint must be carried out in accordance with the principles and ethos taught
in the Management of Aggression training provided by the Trust.

Since staff have a responsibility for the health and safety of themselves and
others, they must give assistance in managing aggression where and when
necessary. This does not mean that all staff will become involved directly with
the physical restraint of a service user, but that they may be able to provide
other supporting assistance in meeting the needs of the situation.

In compliance with Section 75 of the Northern Ireland Act 1998, this
policy/protocol has been drawn up, with the underlying principle, that this
course of action should not adversely impact any of the 9 equality groups set
out in Section 75 of the above Act.

When should physical restraint be used?

Physical restraint is designed to take control of a dangerous situation, limiting
the person’s freedom for no longer than necessary to end or reduce the
potential harm to self or others.

Staff should attempt to remain calm and use de-escalation techniques before,
and during, the use of physical restraint. Physical restraint should only be used
when all other approaches at de-escalation have failed and/or physical
aggression is actual or imminent.

The degree of restraint must be reasonable in the circumstances and the force
used deemed the minimum required to deal with the potential harm. All
physical restraint should be applied in a manner that attempts to defuse, rather
than provoke, further aggression.

Physical restraint should only be employed as a proportionate response to
aggression likely to harm the service user or others. Damage to property does
not usually warrant the use of restraint, unless the act in itself is going to cause
danger to others or the service users themselves.
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The number of staff required to safely employ physical restraint will depend on
the situation. If alone and faced with real or potential violence staff should
attempt to escape from the situation, then summon assistance by the most

appropriate means e.g. use of alarm systems, shout for help etc..
Training
[Provide information on any training available to staff.]

Best Practice in the use of Physical Restraint

There are basic principles that should be borne in mind when using physical
restraint. These principles and practical guidance for their implementation are
contained within the Trust's Management of Aggression training courses. Staff

attending these courses will be provided with this knowledge and skill.

Service users should be treated with respect at all times and their dignity
maintained.

De-escalation must be attempted at all times, continuous explanation
and reassurance is required in restraint situations, the aim being to
encourage the service users' co-operation and a return to voluntary
control as soon as is safely possible.

Well-briefed, trained and a co-ordinated staff response will be the most
effective means of dealing with restraint situations.

The aim is to restrain the service user safely in a low stimulus
environment. This may mean moving the service user or asking others
to leave.

Preferably staff taking the lead in restraint situations should be those
who have received training within the Trust as they will be able to
provide advice and guidance to others.

Weapons

For the purpose of this document a weapon is defined as:

“Any object that is made, adapted or intended to be used to cause physical

injury to a person”

A concise dictionary of Law (1192) pp 282
Oxford University Press, Oxford

Staff are not expected to disarm a person of a weapon that may be used to

inflict harm on others, the Trust does not provide training on weapons

disarmament. Judgements must be made using professional knowledge and
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experience, risk assessment and management of aggression training.
Reasonable efforts should be made to isolate the person with the weapon and to
summon appropriate assistance to the situation, this may mean contacting the
police.

Involvement of Police Service of Northern Ireland

There may be times when the level of threat posed or the nature of the attack
means that staff are not appropriately, or safely, equipped to manage the
situation and police involvement will be required. At these times it will be the
responsibility of the nurse in charge of the unit to action appropriate assistance.
The use of the police for assistance will trigger the completion of an untoward
incident review.

Management of physical restraint

1. One person should take the lead in the restraint and nominate others to
assist him/her.
2. In a team restraint situation the person taking care of the head should co-

ordinate the restraint. The rest of the team should take their instruction
from the co-ordinator.

3. The service users' co-operation should be sought and encouraged at all
times.
4. Communication with the service user is imperative throughout and

he/she should be kept informed of what is happening to encourage
his/her co-operation.

5. All persons not involved in the restraint should be asked to leave
however, other staff should be available to provide additional assistance
if required.

6. The doctor should be called to see the service user as soon as possible

after commencement of restraint in the adult wards. Young People’s
Centre staff should refer to the procedure for restraint of an individual in
their unit.

7. A full account of the incident must be documented clearly and concisely
in the service user's notes and on the incident form and a physical
intervention monitoring form must be completed (see Appendix 1).

8. If physical restraint is employed for more than half an hour a review
must be carried out by the nurse manager/duty nurse manager at that
time, and every half-hour thereafter to ensure that only intermittent
restraint is used. This review must be fully documented in the service
user's notes.



MAHI - STM - 127 - 268

9. Following restraint the nursing team must review their interventions.
The multi-disciplinary team must review the interventions as soon as
possible.
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Physical Intervention Monitoring Form - Sample

Trust

PHYSICAL INTERVENTION MONITORING FORM

Service User's
Name

Service User's
Number

Unit/Ward

Date of Incident

location

am/pm

Exact time commenced and exact

Exact time discontinued and exact

location

am/pm

situation

1. None-insufficient time

2. Told the service user to stop
3. Attempts to de-escalate the

(specific in comments section)

4. Administration of PRN

medication
5. Counselling

6. Other (specify in comments

section)

Staff action(s) immediately PRIOR to using physical intervention (please tick

1. Towards others
2. To self
3. Other (specify)

Why did you first intervene? (tick one box only)
Aggressive behaviour in progress

Details of all people involved

Name

Job title

Role/Responsibility

Method used*

*Key

1. Looking after the head

2. Immobilisation of the legs
3. Immobilisation of an outstretched arm
4. Immobilisation of a bent arm

5. Immobilisation of the hand
6. Taking over from a colleague
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Breakaway (please indicate point of contact eg wristgrab, method used to breakaway

and subsequent actions.)

Service User's position during the
restraint

Column 1 — Please indicate all positions
that the service user was held in during
the restraint process. Number from 1
accordingly.

1* position — 1,

2" position — 2 etc
Column 2 — Please indicate the SINGLE
position that was maintained the most
throughout the restraint process

Use of protective clothing or other

equipment by staff

Not used || Plastic apron

Latex gloves Cut-resistant
|| gloves

Ligature Eye wear

cutters

Injuries occurring during the intervention
process
Service
User

Injury Staff

Sitting on a chair/sofa

No visible injury

Sitting on a bed

Reddening/bruising

Sitting on the floor

Swelling

Kneeling on the floor

Lacerations/Cuts

Lying on a bed — face up

Scratches

Lying on a bed — face down

Friction burns

Lying on the floor — face up

Thermal burns/Scalds

® NV AW

. Lying on the floor —
facedown

Other — Please
specify

9. Walking to another area

10. Standing

In the ‘comments’
box

Subsequent Action
'As required' medication given

No Further Action Required|:| Orally |:| Injecti0n|:| Time administered|:|
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Comments: Further details of actual behaviour preceding restraint, and attempts
made to prevent the situation escalating any injuries sustained, use of protective
clothing or equipment and any other relevant points.

Date of Completion Name of person leading Signature

For administration use only Copies to: Incident Report Centre
Incident formno....................ooenll.

TO BE COMPLETED BY THE PERSON IN CHARGE AT THE TIME OF
THE PHYSICAL INTERVENTION TAKING PLACE
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ANNEX F

EXAMPLE OF HSS TRUST

POLICY ON SECLUSION
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Definition for Seclusion

The forcible denial of the company of other people by constraint within an enclosed
environment.

(Code of practice Mental Health NI Order 1986)

The objective of seclusion is the short term safe containment of patients who are
displaying severely disturbed behaviours which are likely to cause harm to themselves
or others. It is an emergency management procedure, used only when all other
reasonable steps/measures have been exhausted.

Seclusion facilities

Seclusion should be in a safe, secure and clearly identified room which offers
maximum opportunity for observation. The room should have adequate heating,
lighting and ventilation. Patients should be asked regularly if they require to use the
toilet and be escorted to and from the toilet. Staff must make a careful judgement as
to what the patient is permitted to take into the room. The patient must always be
clothed when placed in seclusion but all belts, ties and shoe laces that could cause
harm must be removed. Safety must always be a priority.

The decision to authorise any visit to a patient in seclusion rests with the patients
consultant or a medical officer acting on the consultants behalf.

Courtyards should not be sued for seclusion. Where patients wish to access a
Courtyard the door must remain unlocked, permitting the patient to re-enter the unit.

Procedure for the use of seclusion
The initial decision to place a patient in seclusion can be taken by:

The Medical Officer
The Nurse-In-Charge of the unit
The Nurse Duty Officer

Where the decision is taken by someone other than a doctor the medical officer should
be contacted immediately. The patient should be constantly observed by a designated
nurse until the authorisation is obtained from the medical officer.

If not involved in the decision to seclude a patient the nurse duty officer should be
informed as soon as possible.

Where seclusion is required frequently or for extended periods, the patient must be
referred to the multi-disciplinary team for consideration of their legal status, if not
subject to detention.
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A nurse should be present and observe the patient from outside the seclusion room
door when:

A. the patient has been sedated prior to being secluded.

B. The patient is on constant supervision.

The purpose of seclusion should be explained to the patient, where possible.
Observation

The objective of observation is to assess the condition of the patient, ensure his/her
well-being and to determine whether seclusion can be terminated.

The patient should be directly observed at least every 15 minutes and more frequently
if individual circumstances demand. A documented report must be made every 15
minutes. This should include information on the patients mood, behaviour,
appearance and any request made by the patient. In the case of continued seclusion a
review should take place every two hours by the nurse in charge and every four hours
by a doctor.

If seclusion continues for more than eight hours consecutively or 12 hours in total
over a period of 48 hours, the responsible consultant should be informed by the nurse
in charge, to ascertain if a review is necessary.

Record keeping

Detailed records should be maintained in the patients care plan of any use of
seclusion, this will include:-

The reasons for its use

Time commenced

Medical staff involved and time of notification
Nurse Duty Officer and time of notification
Nurse in charge of unit

Staff to patient ratio

Staff allocated for observation

Reports on observation and reviews

Time terminated

In addition to recording in the patient care plan, the information will also be
forwarded via the day/night report to Nursing Administration for central
recording/audit purposes.
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Patient requested ''Seclusion"

Seclusion is not regarded as a treatment technique. However there may be times when
a quiet period in a room may help to reduce agitation or alleviate distress. Individual
patients may request time separated from the presence of others. This is not regarded
as seclusion unless the door is locked.

Occasionally the patient may request/insist that the door be locked. Where the patient
can open the door from inside the room this is not defined as seclusion, however
where a patient request time alone in a locked room and cannot open the door from
inside this should in all circumstances be regarded as seclusion. The patient should be
observed every 15 minutes as per policy and asked if they wish to leave the seclusion
room. Seclusion must be terminated immediately on request by the patient.

Use of unlocked seclusion room

There may be occasions where the seclusion room is accessed by a patient with the
door unlocked, this does not meet the definition of seclusion. In all cases it should be
authorised by the Nurse-In-Charge, discussed with the multi-disciplinary team and
recorded in the patients care plan and day/night report.
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ANNEX G

QUESTIONNAIRE AND SUMMARY OF FINDINGS

1.

To assist in establishing the current position, a questionnaire was issued in
June 2003 to all HSS Trusts and to a range of other service providers.

The questionnaire issued to providers is attached as an Appendix to this annex.

A total of 81 responses were received, greater than the number of organisations
approached as in some cases corporate responses were received from units
within organisations while others gave a single response. 54 responses were
received from HSS Trusts, including Hospital HSS Trusts and Community
HSS Trusts, and 27 from voluntary or private organisations and both adult and
children's services were covered.

The questionnaires asked about restraint and seclusion policies and practices
under four main headings:

Policies and Procedures
Monitoring Arrangements
Training

Complaints Procedure

Policies and Procedures

5.

6.

Most of the organisations responding indicated that some policies and
procedures on restraint and seclusion were in place: for restraint of adults — 46;
restraint of children — 13; seclusion of adults — 6; and seclusion of children — 5.
There were 17 organisations which said they did not have or did not need these
policies or procedures — however, some of these were in the process of
developing a policy. Of those with policies and practices, a number were high
level policies, and others were by reference to standards and guidance of
professional organisations, eg Royal College of Nursing. Some were detailed
documents for the particular organisation and others were relatively brief
guidelines. In some instances, although lacking a policy on restraint or
seclusion, training was provided on management of violence and aggression.

A few organisations (9 in total) said they had facilities for seclusion.

Monitoring Arrangements

7.

15 organisations indicated they had conducted a local audit of practice in
relation to restraint and 5 in relation to seclusion.
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8. Proformas were available in 32 organisations for recording restraint and in 9
organisations for seclusion.

9. Arrangements were in place to review each client group in the use of restraint
in 42 organisations and on the use of seclusion in 8 organisations.

Training
10.  For restraint, 53 organisations provided information to their staff of policies
and proced