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What do we mean by Unscheduled Care?

• Where?
• Ulster ED – 24/7
• Downe / Lagan Valley Urgent Care Centres 0800-1800 

(Phone First)
• Ulster Minor Injury Unit 0800-1800 (optional phone 

first)
• Ambulatory hubs
• Community teams and settings e.g. Ards Hospital, 

Bangor Hospital
• In a person’s home
• Community care facility e.g. Nursing Home
• Mental Health inpatient units and Assessment Centre

• Regional Context – Regional Co-ordination Centre. A small team who host daily discussions 
between all Trust’s including the Northern Ireland Ambulance service and redirect resources 
/ efforts to manage and equalise pressures

• Services provided to people who need urgent or emergency healthcare that cannot wait to 
be delivered in a planned manner



Hospital Q1 2023 Q2 2023 Q3 2023 Q4 2023 Q1 2024

ALTNAGELVIN HOSPITAL 0:47:19 0:46:49 0:55:35 1:05:52 1:21:55

ANTRIM AREA HOSPITAL 0:57:49 0:41:27 0:46:27 1:15:20 1:28:05

CRAIGAVON AREA HOSPITAL 1:15:55 1:00:27 1:25:59 1:44:03 2:35:03

ROYAL VICTORIA 0:47:04 0:49:07 0:57:30 1:21:02 1:29:33

ULSTER HOSPITAL 1:37:55 1:53:39 1:54:57 2:36:44 3:07:09

Average Handover Time by Hospital



What Approach have we taken? Why? What’s 
been the outcome (so far)?



SET ECOMAPPING

Modernisation of Domiciliary Care

Urgent Unscheduled Care

• 6 ‘Opportunities for Improvement’ identified across service
• Investment in Band 8a resource for 12 months to develop and 

implement these
• Measurable outcomes to include: developing short and long 

term model for Dom Care, data, unmet need, guides

• Dependent on a ‘Whole System’ approach
• Robust network of collaborative leadership and development.
• Acknowledge expertise of all contributors
• Robust relationships and accountability to support each 

identified area of development



Preparedness Plan 2023/2024



Setting ourselves to Deliver Change

Regional Control Centre (RCC)

• Implemented early December 2023

• Local Trust actions identified reflective of regional and Trust priorities 

• Strong links being established between RCC, Trust’s and SPPG USC Management Team

• SET Hospital &  Community Flow Gold Command Structure

• We took our learning for encompass Go Live – command structure and involve many

• Operationally managed with Daily, Silver & Gold review and escalation model.

• Managed by two experienced ADs (1 community & 1 hospital) to support the change we need to see

• Enhanced 7 day senior on-site cover

• Extended Clinical Managers on site Mon-Fri until 8pm

• Review of Control Room function with support from RCC affiliates, with test of senior Site Co-ordinator Role.



Reducing Times in Emergency Departments

UHD ED Activity

ED & PHARMACY
Post take discharge team of Pharmacy Independent (PIP) and 
medic to ensure ID discharges from medical post take ward 
round in ED actioned in timely manner

DC – 3:30 (static)   Admit - 10 – < 9 hours

ED Conversion Rate to Admission

Static – challenge not a function of increased admissions

• Not where we were, not where we want to be
• We’ve seen improvements in turnaround times through 

February and an increase in ambulance arrivals

Currently circa 10500 patients per week at UH ED / MIU – with 
over 2000 per month  pass through MIU



. 

Maximising Ambulance Capacity &  Alternatives to ED

PATHWAYS
Use of alternative pathways including:
• OPAT- Optimise Community/Respiratory/Frailty
• Urgent Care Centre (UCC)
• Falls

Ambulatory Hubs

1800 people per month – 1200 new patients
Many directly from GP

Caring for People at Home
• Hospital at Home – across all 24 practices in 

North Down and Ards (NDA) area
• MDT approach
• Capacity for a caseload of 15 people
• Long term vision: 3 community teams and 7 day 

cover    trust wide.

ADVANCE CARE PLANNING
Ensure that individuals wishes are recognised 
and recorded to enable appropriate 
intervention/pathway and maintenance in 
patients home if and when possible (in line with 
individual’s wishes)

Falls Pathway
• Preventing people needing to come to hospital when 

they have fallen
• Rapid response with AHPs to assess person in their 

home
• Appropriate onward referral
• Rapid discharge from ED to community support
• Available to NIAS

ENGAGEMENT 
WITH:

• NIAS
• GPS
• Care Home 

Support 
Team

• Keyworkers

Increased 
support to 
Care Homes

SET Mental Health Services & NIAS

Multi-Disciplinary Teams in Primary Care
• Down GP Federation – fully implemented 

(100%) MD Care model 

• NDA sector partial implementation 



Facilitating Early Discharge

Implemented Site Co-ordinator Model

• A named senior manager each day responsible for 
managing all aspects of care delivered in our hospitals

• Overseeing all information, articulating actions and 
delivering accountability for progress in a timely 
manner

• Testing 0800-2000 7/7
• At least 8B or Assistant Director level
• We are taking actions and progressing in a way that we 

know is sustainable

• Decompressing our 3 hospital sites, that are 
significantly over capacity
• Ulster – 134%, Downe 114%, LVH 109%

• Increased capacity in our Discharge Lounge

• A focus on the small gains and the sum of all 
parts to improve flow and reduce length of stay

• We have delivered a reduction in complex 
medically fit from mid 70s to approximately 50 
per day since January

ED & PHARMACY
Post take discharge team of Pharmacy Independent (PIP) 
and medic to ensure identification of discharges from 
medical post take ward round in ED actioned in timely 
manner



Early Review Team Data
Reflects 

• Total patients discharged 

• Number of hours of social care recycled due to 

reduction or cessation of package following review.

Early Review Team Pilot

• Commissioned by SPPG

• Focus on early reviews of new or increased 

domiciliary care packages

• Commenced on 1st October 2023

• Aim to undertake 10 reviews per week per 

1 WTE staff member



Domiciliary Care Unmet Need Data

• Significantly reduced as a result of the 
digitalisation of service processes. 

• Increased efficiency and governance within 
service and as a result has improved patient 
experience and outcomes.

• Unmet Packages of Care:
• September 2022 803 --- March 2024 270

This has continued in the last calendar year:
Unmet Packages of Care:

• January 2023 662
• January 2024 277 (58%)

• Hours of Unmet Care:
• January 2023 5569
• January 2024 2286 (59%)

The more efficient use of all available domiciliary 

care resource is also demonstrated by the Trust’s 

ability to  respond to requests outlined below:

Domiciliary Care Requests (Week 26/02/24)

• 121 new requests for domiciliary care.

• 118 sourced – 98%

Of this total 

• 48 (40%) requests came from hospital, 

• 42 were sourced – 88%



What Next?

A continued focus on what we know is working, that is:

• Where people can receive care at home or in an alternative to hospital, we will do that

• This includes building on our consultant led Minor Injury Unit at the Ulster as we develop the Urgent Care 
Centre

• Delivering a Hospital @ Home model, sustainably across our Trust

• Build and grow our community offering to help people receive care at home, to augment Hospital @ Home

• Embedding in a sustainable way our Site Co-ordinate model

• A relentless focus on the small gains, the marginal improvements that deliver earlier flow in the day

• A corporate, joined up approach to improvement in patient care



Thank You


