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BACKGROUND 
 
A national practice development programme for end of life care commenced in 
September 8th 2010 in eight major Band 1 hospitals in the Republic of Ireland. It  
forms part of a bigger programme of work undertaken by the Irish Hospice 
Foundation’s (IHF) Hospice Friendly Hospitals Programme (HFH) to assist hospitals to 
develop approach and practices in end of life care. The programme, a partnership 
between the IHF and the HSE has four principle themes: competency and 
compassion, planning and coordination, the physical environment, and an ethical 
approach, and the programme employs a variety of approaches, resources and 
materials to assist organisations in realising these themes.  This highly innovative 
HFH Programme is the first of its kind in the world.  Further information about the 
programme can be found at http://www.hospicefriendlyhospitals.net/  
The practice development element of the programme is supported by the HSE Office 
of Nursing and Midwifery Services Director (ONMSD). This report refers to the work 
undertaken in Band 1 major acute hospitals and two nursing homes during the first 
twelve months of a twenty month practice development programme.  
 

PROGRAMME AIMS AND OBJECTIVES 
 
The overall aim of the programme is to assist hospitals to implement a model of 
practice development based on a person-centred framework that targets workplace 
cultures and contexts. The aim is further broken down into the following areas:  
1. Provide participants with the opportunity to critically analyse a variety of 

facilitation processes and approaches that enable workplace cultural 
development 

2. Use practice development processes and activities to engage staff in clinical 
areas to critically reflect on their end-of-life care practices, identify practices that 
are in keeping with best practice norms and challenge unacceptable practices. 

3. Further strengthen the role between clinical and management staff in planning 
and implementing practice change. 

 
RATIONALE/OBJECTIVES 
 

1. Coordinate a programme of work that can replicate effective practice 
development (PD) processes in end of life care in acute settings to address 
identified needs outlined in audit results. 

2. Enable participants/local facilitators and their Directors of Nursing and 
managers to recognise the attributes of end-of-life care cultures for service 
users and their families, and key PD and management interventions needed 
to achieve the culture (thus embedding end-of-life care  within organisations) 

3. Develop person-centred end-of-life care cultures in participating practice 
settings. 

4. Incorporate end of life standards into practice.  
5. Systematically measure or evaluate outcomes on practice and for service 

users. 

http://www.hospicefriendlyhospitals.net/
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6. Enable local facilitators to work with shared principles, models, methods and 
processes in practice development work across acute hospital sites. 

 
 

PROGRAMME STRUCTURE AND PROCESS 
 
Engagement  
Initial engagement involved meeting with all the Directors of Nursing individually in 
the nine major Band 1 hospitals nationally to discuss the proposed practice 
development strategy.  Follow-up teleconferences were arranged with an 
opportunity for Directors of Nursing to discuss the proposed programme as a group 
and further site visits were undertaken based on individual requests.  
 
Prior to the start of the programme, and following confirmation of commitment 
from eight of the nine hospitals to engage in the programme, meetings were held 
with sight facilitators, Palliative Care Clinical Nurse Specialists, Practice Development 
Coordinators and Health Care Assistant Supervisors/Managers to outline the aims 
and objectives of the programme and agree support structures for the participants 
from selected wards and units. Information was supplied to ward staff, senior 
management and standing committees about the programme, the time and 
personnel commitment and the support and engagement required if the programme 
is to succeed.  
 
An engagement structure was established for the programme to maximise 
involvement and buy-in. It was proposed that the site facilitators would be senior 
nurse managers with legitimate management and leadership roles and would 
undertake the role of site facilitator as part of their current roles (see appendix 1). 
Site facilitators would undertake extensive development of knowledge and skills in 
holistic facilitation and emancipatory practice development and replicate their 
learning in their workplaces. It was agreed that the site facilitators would meet as a 
group one day every six weeks for programme days with the programme leads to 
develop these skills.  
 
The agreed participation structure for Practice Development Groups established in 
each site to work with site facilitators consists of a Clinical Nurse Manager and a 
Health Care Assistant from each participating ward/unit with the agreement that 
they share their learning with their ward/unit colleagues and actively engage in all 
activities and processes agreed on programme days. This structure is based on 
evidence from previous similar work where the involvement of senior clinical 
managers and support staff increased the chances of ward staff engaging in the 
work.  
 
An addition to the programme in the Mater was the involvement of two nursing 
homes who are part of an out-reach in-reach initiative already established in the 
hospital. Both nursing homes expressed an interest in engaging with the PD 
programme and participants from both sites attend programme days along with staff 
from wards/units in the Mater, facilitated by two site facilitators. This arrangement 
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is leading to greater understanding of the work and roles in both the acute setting 
and residential settings and participants are learning from each other (more about 
this in feedback from sites section). 
 
Communication 
A feedback structure was established to share the work of the Practice Development 
Group with Directors of Nursing and End-of-Life Standing Committees in each site. 
This feedback document is completed at the end of each site programme day so that 
key stakeholders have an opportunity to be updated on progress and issues of the 
practice development work. Programme notes are completed at the end of each 
programme day to capture learning using a standard form. Updates of programme 
developments are supplied to the HFH Programme Management Team. 
 
A workshop was held for Directors of Nursing to outline the work involved in the 
programme, identify any concerns and issues that they may have and agree support 
structures.  
 
 
 

PROCESSES AND ACTIVITIES USED IN THE PROGRAMME 
 
 
Emancipatory Practice Development Methodology 
The programme uses a practice development approach that has an emphasis on 
developing individuals and teams and the cultures and contexts they work with and 
in so that change is sustained. This PD approach is known as emancipatory practice 
development (ePD).  The other PD approach known as technical practice 
development (tPD) focuses on developing technical skills appropriate to role 
development/expansion and has been the approach most widely used in 
organisations. EPD uses existing staff knowledge and skills to inform changes and 
explore possibilities for development informed by feedback from patients and their 
families. Changes in practice and outcomes to change are decided by the team 
focusing on a process that uses cooperative enquiry to develop systems for shared 
decision making, generation of new ideas, and development of healthy interpersonal 
relationships, effectively addressing conflict, and ultimately creating a learning 
workplace environment. Principles of collaboration, inclusion and participation (CIP) 
are integral to the philosophy of this work.  
  
Person-centered theoretical framework 
McCormack and McCance (2010) developed a Person-Centered Practice Framework 
to guide the development of person-centred care using ePD principles (see appendix 
2). This framework guides the focus of culture change with the emphasis on:  

 developing prerequisites or attributes of the nurse  

 the care environment relating to the context in which care is delivered  

 person-centred care processes 

 person-centred outcomes resulting in effective person-centred care 
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Fundamentally this framework guides team and individual development in areas 
such as shared decision making systems, accountability, creativity, innovation, and 
power sharing so that the work of developing person-centred end of life care is 
undertaken together as a team rather than focusing on one or two individuals in the 
team. In targeting development under these key areas change is both practice 
focused and team focused thereby enabling culture change. 
 
Visioning work 
The PD Groups started by identifying their common vision for their end of life care 
and they did this by using a structured visioning process that involved the whole 
team. Some sites invited patients and relatives to contribute to their vision 
statement. This exercise is based on identifying common values and beliefs which 
the team hold about their care based on what they think should be done or not done 
and what they think is true or not about their care (McCormack and McCance 2010). 
The vision statement enables the team to ensure that their espoused values are 
evident in practice. Please see appendix 3 for some examples of vision statements 
developed by PD groups. 
 
Claims concerns and issues 
This process facilitates a collaborative and democratic approach to practice 
development based on the principle of appreciative enquiry looking at what works 
and how to make it better. The process starts by identifying the positive statements 
that can be made about the chosen topic, in this case end of life care, and then 
moves to the concerns individuals have about the topic, and finally looking at the 
questions they are beginning to ask about the topic culminating in an action plan.  
For this to be successfully implemented everyone must be involved equally in the 
activity and this was a step towards creating shared decision making systems.  
 
Most participants engage enthusiastically in this process and value the opportunity 
to work as equal partners in planning their care. Initially in the PD groups many 
health care assistants tended to step back and let the nurses take the lead but 
because this exercise was holistically facilitated the site facilitators were able to 
ensure that everyone had an equal contribution to make and contributions were not 
rated in order of priority according to roles. Below are samples of reflections on 
working together from PD Group participants: 
 

“Allowing more team input into death and dying. Team participation is 
majorly important” 
 
“It gives me the strength to voice my view….” 
 

           “Real teams and real team work involving patients, families and staff” 
 

“There was also an element of powerlessness as I was unsure that my 
colleague viewed the process as I did and that we ourselves has a shared 
vision or understanding of what we were hoping to achieve.” 
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“The management of the patient and their family is paramount at this time 
(organ donation) and that is where the heart of patient centered care is 
experienced by all health care professionals involved”. 
 

Language exercise 
The language exercise is an ongoing process of change where the team identify 
spoken and written language that they consider person-centred or not. Words such 
as cot sides, nappies, beakers, feeding, the girls, the lads, departure lounge, frequent 
flyers, the heavies, the lifts, identifying patients by their diagnosis e.g. the stroke 
patient,  or as an homogeneous group such as the elderly, identifying patients by 
their bed numbers etc were deemed not to be person centred. Staff identified 
substitute words that they feel are more person-centred and have agreed to 
challenge each other if they use words they no longer agree appropriate. An topic of 
some debate was the use of pet names such as ‘love’ or ‘pet’ instead of the person’s 
name and this required further discussion in some groups to understand the possible 
underlining message that using pet names can portray to patients and their families. 
Facilitators and the PD Group are continuing to challenge language both on 
programme days and in the workplace. Written language such as using the person’s 
name rather than’ the patient’ is helpful in promoting a person-centred approach to 
care planning by personalising communication and reminding staff of the 
individuality of the person.   
 

“I am now more aware of patient centred life and more words to use, wisdom 
words!” 
 
“The use of language we use. Talking about patients when they are 
ventilated. Good or bad language being used by our colleagues” 
 

By using the patients name and not the bed number one site was able to influence 
their colleagues in the Bed Management Department to become more aware that 
there was a patient dying rather than a potential vacant be. This subtle change in the 
use of language was very powerful. The staff in Bed Management started to use the 
patients name when phoning for an update on the status of the patient and the 
number of phone calls for status updates decreased significantly as assurance was 
given by ward staff that any significant changes would be immediately conveyed.  
 
Evaluation of care context  
The PD Groups used a validated evaluation tool called a Context Assessment Index 
(CAI) Tool (University of Ulster and University of Cork) to undertake a baseline 
evaluation of their contexts. For some participants this was the first time they had 
taken part in a workplace questionnaire. The PD groups were guided by the site 
facilitators to analyse the questionnaires and then discuss the findings. One of the 
participants in the PD group in St James’s Hospital developed a tool to simplify initial 
data analysis and this was shared with the other national groups.( more about this 
tool in evaluation section). 
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Environmental walk about 
Planned site visits are taking place in all sites to give PD Groups and site facilitators 
an opportunity to work with the lead facilitator and co-facilitator. During this visit 
one of the activities undertaken is an environmental walk about exercise. This is 
designed to walk participants through their units/wards as observers rather than 
staff so that they may  have an opportunity to step back and view the environment 
as it may be seen by patients and their relatives. This is a powerful and effective 
exercise that helps staff to see the environment in a different way and start thinking 
about how it can be adapted to a more person-centred environment. The walk is 
undertaken paying attention to what is seen, heard, smelt and felt as participants 
walk through the environment. The ward/unit staff are prepared in advance for the 
exercise and are invited to undertake the walk themselves facilitated by a member 
of the PD Group. (More about this exercise in evaluation findings section). 
 
High challenge high support 
Challenge enables individuals to raise awareness about what is happening around 
them, the role they play in what is happening around them, and ultimately 
encourages change (Manley et al 2008). Challenge in practice development is 
balanced with support to remove any element of criticism so that staff don’t feel 
threatened. Challenge in the workplace is an area that many staff find 
uncomfortable but as it is a key process in changing practice participants need to 
develop skills in this area 
.  

“I worry I am being over protective and not taking or seeing challenges I need 

to be making”.  

 

“Stop trying to „fix the world‟ and hand back more to the group.” 

 

“I need to challenge more, slow down and reflect more.” 

 

“I feel I am developing personally and challenging myself through active 
reflection and also challenging other team members”. 

 

Critical reflection and structured reflection 
Reflection is a major component of the participant development and forms part of 
the programme evaluation. The process of reflecting on the effectiveness of their 
end of life care has given participants space to think about the effectiveness of that 
care and how they work as a team. Reflection is guided and each participant writes a 
reflection using an agreed structure at the end of each programme day. The focus is 
on the individual, what they re doing and what they are learning. At first the process 
was new and participants struggled with focusing on themselves and what they were 
learning. As the programme has progresses more participants are finding the 
reflection exercise useful.  
 

 “In order to develop practice one must be aware of failings of current 
practices. In order to do this people need to be able to reflect on how and why 
things are done”. 
 



 

 10 

“It is making me think about my impact on patients and relatives. I am seen 
now as a role model and this is taking the fear out of symptom management 
for colleagues. We can learn a lot from others and their experiences”. 
 
“It is making me think about the dignity of the patient as well as the tasks. 
Are all the rituals necessary?” 
 
“I am beginning to communicate more with patients and their relatives. We 
as carers are becoming more aware of the needs and support that patients 
and visitors want”. 
 
“I always thought that what I was doing was right, but a different thinking 
about attitudes towards patient care etc., can always be improved”. 
“The management of the patient and their family is paramount at this time 
(organ donation) and that is where the heart of patient centered care is 
experienced by all health care professionals involved”. 

 
Some participants still struggle with how to effectively reflect on themselves and 
their actions and are not sure of the benefits but this is diminishing as the 
programme is progressing.    
 
Use of creativity to problem solve and develop groups 
Using creativity as a means of generating innovative ideas is an essential process of 
ePD. Balancing the critic with the dreamer in making changes in the workplace is an 
effective means of coming up with new ideas. The groups have used creative ways to 
open and close their PD sessions, to develop terms of engagement, to capture ideas 
and learning and to problem solve By using variety in creating a learning 
environment this method is helping to break down hierarchal barriers to problem 
solving and team development. The groups have used poetry, art work, role play, 
scenarios, freeze, visioning and mime in an effort to unlock possibilities for new 
ideas and new ways of thinking about practice. The subtlety of this work is that it 
helps individuals to have the freedom to explore options not previously considered.  
 
The pictures below are of the PD Group in St James’s Hospital working together to 
capture learning from a reflective walk in nature; some art work in MWRH Limerick 
following a reflective walk and the National Facilitators Group creating a canvas of 
drawings. 
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PROGRAMME EVALUATION PROCESS 
 
 
The programme is being evaluated within a framework of cooperative enquiry 
principally from dialogue between site facilitators and PD groups and site facilitators 
and lead facilitators, lead facilitators and PD groups, interview data with all 
participants and records of development.  The programme also used validated 
evaluation ‘tools’ to systematically assess the progress and outcomes of 
development activities and that measure the existence and growth of person-
centred end of life care. The evaluation tool that are being used: 

i. Context Assessment Index  (CAI) (McCormack, McCarthy et al 2006): This tool 
assesses the practice context and its receptivity to person-centred ways of 
working. This index will be adapted to incorporate EOLC practice contexts 

ii. Environmental Walkabout (Dewing in progress) Recently developed and used 
on the National Practice Development Programme for Residential Care 
Settings, it enables staff to look at their work environment with particular 
reference to how patients and relatives may see it.  

iii. Workplace Cultural Critical Analysis Tool (McCormack, et al 2007):  this 
recently developed observation of practice tool explores the culture of a 
workplace at a number of levels in order to inform the degree to which 
changes in practice are achieving a change in culture. With adaptation to take 



 

 12 

into account of information in the quality EOLC standards (in year 2 of the 
programme) 

iv. Reflective accounts from site facilitators and PD groups based on the care 
and participation experiences over the time of the programme and linking 
with service users and their families.  

v. Stakeholder feedback capturing the feedback between PD groups and 
Directors of Nursing and Standing Committees/End of Life Care Committees 
in individual hospitals. 

vi. Detailed programme day notes providing an account of PD work and agreed 
actions from each programme day. 

 
Summery of findings from evaluations 
 
The Context Assessment Index assesses the practice context and its receptivity to 
person-centred ways of working. It measures three elements identified as essential 
to person-centred contexts. The elements are leadership, culture and evaluation and 
they are measured on a continuum of strong to weak (see appendix 3 for 
information on the CAI). The tool is in the form of a questionnaire distributed to all 
ward/unit based staff at the beginning of the programme.  The overall results 
indicate: 

 A high score for each element suggesting strong contexts not in keeping with 
discourses on programme days or participants reflections. Although it is 
reasonable to expect some high scores for certain questions, in a culture that 
is in the process of developing person-centred end of life care it would also 
be reasonable to expect that changes need to be made.  The reasons for 
some very high and low scores were discussed on programme days in the 
context of authenticity and the exercise is  a learning process for participants.  

 Using the CAI tool helped to underline the prevalence of espoused values 
that staff have about their care not always evident in reality. The usefulness 
of the discussion on results from the CAI was beneficial and enabled 
participants to further understanding the meaning of person-centred work 
environments. The questionnaire will be repeated again at the end of the 
programme. 

 
Environmental walk  

 This exercise enabled the group to become aware of environmental issues 
that can have a negative effect on patients and their families such as staff 
generated noise including unnecessary environmental noise from trolleys, 
phones, machinery, harsh lighting, strong or unpleasant smells, gloomy 
waiting areas, poor signage and lack of consistency in greeting visitors.  

 All sites found this exercise useful and many areas identified as inappropriate 
will require minor cosmetic alterations to make a difference.  

 Participants identified the necessity of having a quiet room available to 
families and although some of these areas are shared spaces the groups were 
able to discuss how and what changes could be made.  
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 Being able to review how they meet and greet visitors to the wards/units was 
beneficial. It was also an opportunity to review signage, information notices 
for visitors and how and where they are displayed.  

 A review of selections of ward areas where dying patients received care when 
a single room was not available highlighted decisions regarding this that were 
often made for staff convenience rather than for patient and family comfort. 
Ward teams are starting to think about how this could be different and how 
space could be more creatively used to offer quietness and peace at this time 
for patients when a single room is not available.  

 
Stakeholder feedback 

 This has proven to be very effective in continuing to motivate PD Groups and 
facilitators. 

  The feedback sessions with Directors of Nursing involved the site facilitator 
and a member of the PD Group arranging a time to meet to share the work 
on programme days and discuss any issues that may be arising.  

 The Director of Nursing uses this time to give feedback to the group on what 
was shared with an opportunity to ask questions and offer support where 
appropriate.  

 As a different PD group member attends the feedback session it is giving 
everyone an opportunity to interact with the Director of Nursing and 
feedback the meeting to the PD Group on the following programme day. 
Health Care Assistants in particular have valued this as a new experience for 
them in meeting with Directors of Nursing on work related matters and on 
taking responsibility for making the necessary arrangements for the meeting 
to take place.    

 End of Life Care Standing Committees are kept up to date on the work of the 
PD Groups and also have an opportunity to comment on the work and offer 
support.  

 It has been challenging for some groups to share the difficulties they are 
having on the programme as well as what is working well and learning how 
to be authentic in their feedback is part of their development process.  

 

 

 

DEVELOPMENTS IN SITES  
 
 
CORK UNIVERSITY HOSPITAL 
 
Cork University Hospital (CUH) has been involved in the Programme since the start 
last September. The group is comprised of Clinical Nurse Manager’s (CNM) and 
Health Care Assistant from six ward settings. The Health Care Assistant’s (HCA) were 
delighted to get the opportunity to be involved from the start of the programme and 
this was also a new approach for me in CUH. Unfortunately due to leave one of the 
ward areas did not have a regular HCA which meant that there were 5 HCA’s, 1 
CNM3 and 5 CNM2’s 



 

 14 

The ward areas we chose in CUH to get a broad involvement of specialities were 
General Intensive Care (GITU), the Emergency Department (ED), Care of the Older 
Person, a surgical ward, a medical ward and an Oncology Ward. 
 The CUH PD Group 
The group has evolved on an understanding of openness and trust and work with our 
terms of engagement. I can honestly say that there is no distinction between the 
HCA and the CNM’s in the group. We have had 7 days so far, the last one combining 
two sessions. There is an eagerness for the days to be facilitated but a frustration 
when people can not get released due to the acuity of the ward and non 
replacement of leave therefore the level of attendance varies at sessions.  
 

 The group have worked using the CIP principles of collaboration, inclusion and 
participation amongst each other and sharing the information at ward level.  

 The group have developed a vision statement for the wards. 

 Person centred care is key and we have been working through our values and 
beliefs, knowing oneself and how others may perceive us, looking at our care 
environments and care processes.  

 We have worked on language exercises and what is acceptable to use at ward 
level keeping in mind the dignity of the patient. 

 We are now working on challenge and support needed to bring about change. 

 The group have had awareness sessions in the canteen at lunchtimes distributing 
the HfH symbol, showing staff and visitors the HfH drape and other resources  

 Some of the group have organised special baby blankets for children that die in 
the ED.  Floral arrangements have been secured for the relative’s room in the ED 
and also an area in the church. 

 The group are developing an information leaflet for relatives about the hospital, 
local facilities, bus routes etc. 

 The mortician facilitated a tour of the mortuary which we undertook during on of 
our group sessions and this was beneficial. 

 Two members of the group sit on the Standing Committee which links the work 
of the programme with the other HFH work around the hospital.  

 The group is also writing an article for the CUH focus.  
Reflections proved difficult for some participants at the start but I have been open in 
sharing some of my own and explaining that there is no right or wrong way of doing 
this once the individual finds it beneficial 
 
What has supported the work of this group in CUH 
The programme structure means that as facilitator you are guided very well in how 
to replicate the day back in your own area.  Lorna and Mary have been very 
supportive also and they have facilitated with plenty of linking information. 
I believe that the feedback to the DON locally is important for the group as it shows 
that there is buy in from senior management. Linking the group with the End of Life 
Care Standing Committee is vital to give feedback from the ground. The commitment 
of the participants is fantastic and there is a great energy in the group. Participants 
come to the programme days on days off and annual leave and even following a 
night shift! 
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Challenges for Year 2 
The main challenge for the coming year is resources on the ground and trying to get 
staff released. In CUH I believe linking all the HFH programme work i.e. PD, 
Facilitators for Final Journeys training and the Audit for Review of Death will help 
and expand the awareness and change in culture needed to support change around 
end of life care. I am also going  to facilitate the systems review of deaths on 3 of the 
areas where the PD  programme is being rolled out which will hep to get a real 
appreciation for what we do well and what we need to improve on. 
Finally I have enjoyed and grown personally with the programme to date and look 
forward to participating for the next year. 
 
 
ST JAMES’S HOSPITAL 
 
The composition of the SJH PD group: 
6 wards: CNM and HCA or SN from each ward. 

ED 
ICU  
Care of Older Persons (Mary Mercers Ward) 
Surgical ward (St. John’s Ward) 
Medical ward (H5U2) 
Specialist Ward (Walter Stevenson Ward, Oncology) 
 

Name 
Jo Donlon 
Bernadine Butler 
Roisin Kelly 
Liam Little 
Elaine Clifford 
Joanne MacDonagh 
Mella McKenna 
Ashoka Cuthina 
Deirdre Doyle 
AN Other to be decided 
Karen Boyle / Julie Benson  
Thomas Rogozik 

Area of Work 
Mercers 
Mercers 
ED 
ED 
St. John’s 
St. John’s 
H5U2 
H5U2 
ICU 
ICU 
WSW 
WSW 

Job Title 
CNM2 
HCA 
CNM1 
HCA 
HCA 
CNM2 
CNM2 
HCA 
CNM2 
SN 
CNM2/CNM1 
HCA 

 
 
The developments that have taken place in our hospital relating to the PD 
programme since last September 

o Symbols / resources have been introduced. 
o Booklet “The Time Before and After Death” has been introduced – being 

trialled on the PD wards. 
o Values relating to EOLC have been clarified. 
o The vision for EOLC has been agreed, articulated and shared. 
o Awareness across the hospital has increased hugely and discussion has been 

commenced in relation to EOLC issues. This is probably enhanced by the fact 
that in our hospital all strands of the EOLC work have started together. 
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o There are reported and tangible improvements in person centred care. When 
you walk into a ward now it is different, people face you and say hello, they 
greet you (e.g. “I’m going to move your frame for a moment….”). Relatives all 
say hello – they feel a part of it. 

o PD has engaged other disciplines – some more than others e.g. mortuary, 
internal transport porters and Allied Health Professionals,  

o Final journey’s has been advertised and promoted by the PD group. 
o PD work influenced the ED’s successful application for the for a Design and 

Dignity grant. 
 
The developments that have taken place in the PD group – can be best described 
using the PC Framework (McCormack and McCance, 2009) 
 
Pre-requisites 
– As before, beliefs and values have been clarified. 
– Knowing self: Participants regularly report on their personal learning and 

development and how their skills and confidence have improved because of the 
programme. Reflections tell of having the confidence to speak to relatives or 
patients inn a way I wouldn’t have before” 

– Interpersonal skills – growth seen in how participants communicate – the 
language they use and their tolerance of each other. There’s a definite increase 
in awareness of the impact of how their communication affects others. 

– New respect for each others work.  
– New appreciation for each others work 
– Element of enquiry has been introduced – participants will ask each other about 

things now. 
– Notion of equality and how behaviourally, the hierarchies are flattening. There is 

a high awareness now about the impact of attitudes, behaviours and hierarchies 
on how teams work. 

– There is a change in how participants put their opinion forward – they realize 
the value of their own contribution, that their opinion matters and so do the 
opinions of others – tolerance. PD Group express that they matter to the 
organisation. 

– Enjoy collaborating with people from other ends of the hospital that they 
normally would not meet. 

– Commitment to the job – demonstrated over and over, both by their ‘presence’ 
and commitment to the programme days, but also in the examples of ‘going that 
extra mile’ on the wards. The passion of the group comes through. i.e. the 
manner in which one of the HCA’s gave feedback from the PD group to the DON. 

 
Care Environment 
– Shared decision making systems are beginning – e.g. using the symbol, trialling 

the booklet, deciding to forego the commode. 
– Effective staff relationships,– see above for changes in how people treat each 

other. 
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– Supportive organizational systems – While the appointment of the EOLC Co-
ordinator and the work of the Standing Committee provide some organizational 
support to the PD work, there is still a lot of work to be done. 

– There is an increased awareness of the flattening of the hierarchical structures 
on the wards however Power sharing is still a long way off. 

– There is increased innovation and risk taking, i.e. HCA challenging CNM, CNM 
challenging consultant, group challenging hospital’s system of relative’s rooms 

– physical environment 
 
Care processes & person centred outcomes 
– While a lot of progress has been made by the group on the prerequisites and the 

care environment, the impact of the PD work is not yet significant in the care 
processes. 
There is an awareness of patient’s beliefs and values. There are changes in how 
the group and individuals engage with others. But achieving a therapeutic 
culture with person centred outcomes is still a ways off.  

 
What supported the work in our hospital? 

o HSE funding. 
o DON buy-in. 
o Impetus that came from all EOLC initiatives beginning at the same time in our 

hospital 
o The values of the programme resonate strongly with the values of so many 

staff- Like pushing an open door. 
o Perseverance of the champions 
 

What could be of support for year two? 
o Time, space and funding to allow the group to continue their work so that 

they continue to grow and the effect of their work can spread – i.e. grow 
organically. 

o Increase the groups autonomy so that they take more ownership of their 
learning and their practice (programme days and clinical work) 

o Open the PD work to more staff...but it would be essential to maintain the 
balance between fostering this original group and sharing the learning with 
others. 

o Work on the middle managers – they need a different approach, better 
understanding, different learning, need to expedite the impact of the PD 
work…..can’t keep producing the same barriers and old chestnuts that we 
always do. 

 
 
TALLAGHT HOSPITAL 
 

Participants learning 

The programme has made us think about our practice and the language we use 
when speaking to each other and to our patients 
It helped us become more self aware 



 

 18 

It challenges us to put ourselves in our patient shoes and assess what that feel like 
It has made us more aware of our environment and the opportunities for change  
It has provided us with a concrete a goal 
Building our confidence in many ways  
Aware of the need for change and challenges that go with it 
Learning how to challenge, taking baby steps at present  
We are more aware of Person centred care from the programme –to focus on the 
person – the family  
Colleagues are receptive to change  
We need to pick our battles carefully 
We were introduced to getting in touch with our creative side – initially disliked this 
however now we are enjoying this element of the programme and developing it 
We are more assertive and confident with giving feedback to DON 
There is support for this programme in the hospital 
It is nice that everyone is equal on the programme 
There is a nice mix of participants – it is great to learn from each other 
There are equal contributions from all participants we are all giving equal “air time” 
We learned how to put a newsletter together 
We learned how to change our approach in getting buy-in for our programme 
exercises 
We learned how to cope with disappointment when feedback was poor from the 
wards 
We learned to use our knowledge to become resource people for other wards 
We are learning to focus more on the positives rather than concentrating on the 
negative 
We have learned to reflect on our practice and our values and beliefs 
Changes on the wards 
Our Vision statements are framed and up on our wards in a prominent place for all 
to see and comment on   
There are resource folders on the three wards which are very comprehensive in 
detail and fantastic for guiding all staff in EOCL 
Road maps are contained in these folders which are also a detailed guide for all the 
multidisciplinary team on EOCL 
People attitude towards their role EOCL has changed now everyone believes they 
have a part to play 
It is wonderful to have a resource person on the ward 
Pastoral care locker - this has given dignity to EOCL 
NorMor chin collar – this aid has helped enormously with care of the remains 
Raised more awareness about EOCL  
Person centred language 
More involvement for the care attendants 
We all feel more empowered and positive about our role 
Our voice is now been heard 
From our environmental walk we have identified changes we can make 
We have now got crockery for Families due to observations from Housekeeping and 
assistance from AMNCH Volunteers 
We have secured flasks for families who wished to remain at night  
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We have framed the circle of life symbol for the nurse’s station because we think it 
makes a stronger impact 
We are delighted with the family bags are were saddened when the supply chain 
broke down 
We direct all to the library to get a loan of the educational DVD’s on EOCL 
All our learning to date has had a positive impact on patient care  
We have an article resource folder and the programme book which guides to new 
ideas and new ways of viewing problems and issues 
We have our staff news letter displayed for all to read and we have received many 
queries due to the interest it has raised 
 
 
MID-WESTERN REGIONAL HOSPITAL DOORADOYLE LIMERICK 
 
The composition of the PD group and Wards involved. 
 
NAME AREA JOB TITLE 

Anita Pierce 
Eilish Murphy 
Marian Gallagher 
Joan Dunne 
Margo O’Connor 
Siobhan Brosnan 
Julie McCabe 
Kate Ryan 
Gerardine Kennedy 
Catherine Hand 

Surgical Ward 1B 
Surgical Ward 1B 
Medical Ward 3D 
Medical Ward 3D 
ICU 
ICU 
Oncology Ward 4B 
Oncology Ward 4B 
Nursing Practice Development Unit 
Nurse Service Manager Cancer Services 

CNM 
HCA 
HCA 
CNM 
HCA 
CNM 
CNM 
HCA 
Facilitator EOL PD 
Facilitator EOL PD 

The developments that have taken place in your hospital relating to the PD 
programme since last September 

 Increased awareness of End of Life Care Issues  

 Development of a Vision Statement for End of Life Care 

 Baseline questionnaire issued to staff in participating ward areas 

 End of Life Care Spiral Symbol available and adopted for  all end of life care 
patients 

 End of Live Care Development Coordinator appointed in January 2011 who 
went on leave in May 2011. Expected to return in October 2011. 

 End of Life Care Standing Committee set up in February 2011.  Terms of 
reference agreed and all MW Region Acute Hospitals represented 

 Nor Mors neck collar available and adopted for use in all wards 

  Increased awareness of use of Single Rooms for patients who are dying.  
Audit of Location of Death completed in July 2011  

 Final Journey’s communication training being delivered by CNM’S and Nurse 
Managers 

 Ward Alters provided for each area 

 Sympathy Card to be sent to all relatives if patients who die in the hospital 
from September 2011 – to be sent by Chaplains Department. 

 Use of End of Life Drape when transporting patients who have died within 
the hospital  
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 Information leaflet for relatives who are bereaved 

 Staff awareness to make improvements in the environment of the dying 
patient within resources as well as actively seeking resources to do so 

 
The developments that have taken place in the PD group 

 Development of facilitation skills of co-facilitators 

 Development of Terms of Engagement and compliance with them 

 Development of feedback skill of participants to Director of Nursing 

 All participants attend final Journey’s End of Life communication training 

 CNM & HCA represent PD Group on Hospital End of Life Standing Committee 

 Very positive interaction between participants and with co-facilitators 

 Analysis of baseline questionnaires completed 

 Language exercise completed 

 Participants have increased awareness of impact of language used and value 
of appropriate feedback 

 Participants visited hospital mortuary 

 Participants have expressed that they have increased confidence in regard to 
dealing with end of life care issues 

 Participants accepting responsibility for improving end of life care in their 
areas 

 Some participants expressed frustration if not possible to deliver care to the 
standard they expect – i.e. single room not available 

 Increased awareness of needs of patients and relatives 

 Increased awareness of concept of person centred care 

 Information leaflet for relatives regarding end of life care developed by PD 
Group – gone to print  (see appendix 5) 

 Participants have developed skills in critical reflection through undertaking 
this activity at each PD day 

 Increased knowledge of Person Centre Theoretical Framework and 
development of action plan 

 Increased confidence in challenging poor practice 

 Participants expressed increased feeling of belonging and having a voice to 
share ideas 

 Information sheet on end of life care PD programme issued to all 
wards/departments (see appendix 8). Participants expressed feeling good to 
be part of improving End of Life Care and introduction of resources 

 
What supported the work in your hospital? 

 Key support is joint facilitation between Nurse Practice Development 
Coordinator and Nurse Service Manager.  Release of staff from ward areas to 
allow participation – supported by roster planning of CNMs and some cover 
for HCA when possible. 

 Use of Cancer Information and Support Centre as a suitable location for each 
day.   

 Release and support for Co- Facilitators to attend programme days in Dublin.   
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 Support of Director of Nursing – meeting held with representative of PD 
group appointment of End of Life Development Coordinator. 

 Support of Director of Centre for Nurse Education as lead person for Final 
Journeys Communication Training and also support from Bryan Nolan in 
setting up the training in this hospital. 

 Setting up End of Life Care Standing Committee. 

 Support of all ward areas to improving end of life care. 

 Support of lead Facilitators, Lorna Peelo-Kilroe and Co-facilitator Mary 
Bowen. 

 
What could be of support for year 2? 

 Funding support for travel to National PD days, refreshments and other 
resources as required 

 Final Journeys Programme – increased support for release of staff in Acute 
Hospital 

 National day for all participants to acknowledge their commitment and 
provide opportunity to share experience and network 

 
 
CONNOLLY HOSPITAL 
 
Site Facilator: Anne Murphy- Assistant Director of Nursing, Surgical Division. 
Co-Facialtitors: Fran McGovern Connolly Hospital HFH Co-ordinator and                          
Dolores Dempsey Ryan, Acting Practice Development Co-Ordinator. 
 
Team Members 

Name Area of Work Job Title 
 
Sarah McNally 
Frances Talan 
Linda McEntee 
Derek Cribbin 
Ronnie Delaney 
Marian Butler 
Pauline Strachen 
Ger McVey 
Margaret Whelan 
Catherine Meagher 
Geraldine Murphy 
Ellen Osomoku 

 
Rowan 
Rowan 
ICU 
ICU 
Emergency Department 
Emergency Department 
Elm 
Elm 
Redwood 
Redwood 
Silver Birch 
Silver Birch 

 
HCA 
Acting CNM 1 
Acting CNM 3 
Staff Nurse 
HCA 
PLO 
HCA 
CNM 2 
CNM 2 
HCA 
CNM 2 
HCA 

 

The developments that have taken place in your hospital relating to the PD 
programme since last September 
Since the beginning of the programme in September 2010 Connolly Hospital has 
followed the programme set out by the facilitators. The team meet up every 6-7 
weeks for a 4 hour session.  Initially we carried out a questionnaire involving all 
disciplines within the areas involved. The three areas analyses in the questionnaires 
include Culture, Leadership and Evaluation. The questionnaire results indicated that 
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staff in Connolly Hospital felt that in relation to End of Life Care we did do a lot of 
things right. Through the discussions we have had since many issues have been 
raised where the team feel there is much room for improvement. 

At the beginning of each session the team members report back on issues that have 
happened in their areas in relation to End of Life Care. Some of these may be linked 
to something related to the programme e.g. perhaps challenging a colleague about 
language used. Others may be connected directly with the death of a patient or even 
the breaking of bad news. As a team we are attempted to change processes within 
the hospital to ensure that concerns like these are kept to a minimal and 
empowering staff to know how to deal with a similar issue if it arose. 

Another exercise that the team participated in was the language exercise. This took 
part early on in the programme but continues on a daily basis at ward level. Person 
centred language was identified. The team have been encouraged to challenge 
colleagues when non person centred language is being used. 

Throughout the programme days communication (both verbal and non-verbal) has 
been highlighted on a daily basis as being the corner stone to everything. If there is a 
breakdown in communication either between members of the multidisciplinary 
team themselves, the team and the patient or the team and the family it can have a 
detrimental effect on the experience of the patient or their family. A trial 
commenced at ward level where a sign with the name of the nurse caring for the 
patients in a particular area was put at the entrance of the ward. This has proven to 
be effective in improving communication between the multidisciplinary team and 
the communication between the nursing team and relatives. Currently we are rolling 
this out to all areas possible within the hospital. 

Throughout the programme reflective practice is used. Through the process of 
reflective practice learning is from own personal experiences rather than through 
formal teaching or knowledge transfer. Initially we found this difficult as it was 
something that we were not used to doing on a formal basis. The team would have 
often reflected on daily experiences but would not usually have taken specific time 
out to do it.  

A member of the Practice Development team has agreed to sit on the End of Life 
Steering Committee within the hospital. Through her involvement a link is formed to 
help discuss the programme  developments and issues.   

The developments that have taken place in the PD group 

 On the onset the group was quiet fragmented. Connolly hospital is quiet spread 
out and the staff did not actually know each other. Even within the different 
disciplines they did not know their colleagues.  

 At the beginning of the programme some of the team Health Care Assistants in 
particular were very quiet and slow to participate. Sometimes when a HCA did 
participate they would look to their CNM on the ward for approval of what they 
said. A reminder that we were all here in their own right and that no ones 
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opinion was more valuable than their fellow team member was reiterated. This 
has improved somewhat but there are some team members that are quiet and 
its difficult to involve them without putting them on the spot and making them 
embarrassed. Certainly an openness has developed within the team that through 
time.  

 
What supported the work in your hospital? 
The Hospital Management Team within the hospital is in full support of the Practice 
Development programme. Within each area involved all the team members have 
assisted the PD team in gathering information and giving feedback which in turn will 
hopefully assist in the cultural change one would hope to accomplish.    

 
What could be of support for year two? 
Unfortunately with the continued reduction in staffing levels all concerned fear that 
quality of care may become compromised. Despite this end of life care still remains a 
top priority for all within Connolly Hospital.   

 
 

BEAUMONT HOSPITAL 
 
The composition of the PD group and the wards/units involved  
The group is made up of two members of staff from the what was initially 6 area’s, 
one CNM move to another ward but is covering her previous area plus the new area, 
which make 7 area’s. All area’s but one have a CNM and a HCA representative.  CCU 
has no HCA’s working there so the CNM and a staff nurse represent them. There is a 
ward /unit from every directorate involved. We planned it like this so the 
participants could share the programme progress and learning within each clinical 
directorate. 
 
Name Dept/Ward 

Maeve Hevey, CNM 1 AB Clery/ Surgical ward 

Martin Igunbor, HCA AB Clery/ Surgical ward 

Petrina Donnelly, CNM2 HAMILITON/ St. Peters/ Nephrology 

Georgina Carr, HCA St. Peters/ Nephrology 

Claire Donnellan,CNM1 Adams McConnell/ Neurosurgery 

Joanne Dunne, HCA Adams McConnell/ Neurosurgery 

Adrianne Daly, HCA EMERGENCY DEPT 

Sarah Garvey, CNM1 EMERGENCY DEPT 

Teresa Lim, CNM1 St Laurence’s/ General medicine 

Grace Joseph, HCA St Laurence’s/ General medicine 

Siobhan Quinn, CNM2 Coronary Care Unit 

Mary Coogan, S/N  Coronary Care Unit 

 
Hospital Facilitator: Susan Hawkshaw  
Supported by: Fran McGovern (HfH Coordinator) 
 
The developments that have taken place in your hospital relating to the PD 
programme since last September. 
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Since this programme has commenced last September the seven areas have 
participated in this emancipatory PD programme.  
 
The group have raised awareness that the PD programme and what it is about, 
through newsletters, posters, through giving and getting feedback from ward area’s 
involved, to the Death Dying & Bereavement  Committee and Director of Nursing. 

 
From the vision work a Vision Statement for EOLC was compiled for the seven 
participating areas and this was shared with wider hospital also. 
 
The group actioned the first item from vision statement using action plan template, 
it involved a plan to raise awareness with all staff in the participating areas around 
end of life resources. An survey of staff initially actually showed that staff were very 
well informed around this topic and the Spiral symbol was one area staff did not 
know the explanation for. The group designed a screen safer for the computer which 
explained the Spiral symbol and it was displayed for a week on line as a result. 
 
From a number of activities including reviewing the Beaumont Hospital HfH audit 
results, the group have identified further areas of practice they wish to address. In 
particular decision making and communication seem to be high on the agenda for 
year two. 
 
The developments that have taken place in the PD group 

 The group created an environment to support working together by establish 
terms of engagement, getting agreement on venue arrangements, dates, 
commitment and feedback within the group and committing to working within 
these arrangements.  The group work together integrating the Collaboration 
Integration Participation (CIP) principles 

 Each programme day uses activities which support the development of the group 
such as warm-up exercises, opening exercise and closing exercises. These 
exercises also get the group focused on the work of the programme days. The 
use of creative work such as art work, poetry, visualisation, and body sculpting 
support learning, creative thinking and group work. 

 The PD group use emancipatory PD processes to develop the culture around end 
of life care in each participating areas.  The group reflected on their ward culture 
in relation to concepts like person centeredness and the use of person centred 
language. They also reviewed how staff are supported and challenged in their 
work environment.  This was done as challenge and support are required for 
change to occur. Various strategies were used to engage the group looking at 
their own culture and by the group in feeding back information to their local 
areas. 

 Learning was supported by using reflection on practice and the group were 
encouraged to write a reflection on each programme day. 

 The group met other Healthcare professions involved with different aspects of 
EOLC, palliative care team, mortuary manager. One positive learning activity was 
a tour of the hospital mortuary. 
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 The group took one programme day to complete in the Final Journeys is a two 
part programme aimed at enhancing the quality of the interactions between 
patients at end of life, their families and hospital staff. The aim of Final Journeys 
One: Developing Awareness in End of Life Care is to develop a culture of 
awareness of end of life care issues among all staff. The aim of Final Journeys 
Two: Developing Communication Skills in End of Life Care is to support the 
development of communication skills in end-of-life care for staff in direct contact 
with patients and their families.  

 
What supported the work in your hospital? 

 A lot of support has been received for the programme within the hospital. The 
Directors of Nursing and Directorate Nurse Managers have been instrumental in 
releasing staff and supporting the process throughout the year.  

 The staff working within the seven participating wards/units have supported the 
process, although it has been challenging in this current climate. 
Ms Fran McGovern the Hospice friendly Hospital Coordinator has been 
invaluable in supporting the facilitation of the days and the work of the group. 

 The members of the Death, Dying and Bereavement Committee have supported 
the programme. This PD programme is now a standing item on the agenda and 
all the committee get the programme day updates. Various members of the 
committee have come and met the PD group. 

 
What could be of support for year two? 
I think the programme will require ongoing support from the above named people 
plus the support of various professional groups to move forward with some of the 
culture work required in the next phase of the project.  

UNIVERSITY COLLEGE HOSPITAL, GALWAY 

Galway University Hospital welcomed an invitation to be one of the 9 national  
groups set up to support implementation of hospice principles and practices into 
acute hospitals, to improve the quality of care to patient and family.  
 

The composition of the PD group  
Geraldine Kilkelly, CNM1, St. Dominic’s Infection Control 
Karen McGinley, HCA St. Dominic’s 
Maura Linnane, CNM2 St. Teresa 
Heather Stanley, HCA St. Teresa 
Mary Curran, HCA ED 
Robert Burke, Clinical Facilitator/Practice Development ED 
Marian Bourke, CNM1 Hospital 1 
Ann Small, HCA, Hospital 1 
Anne Sheehan, S/N ICU 
Laney Noube, HCA ICU 
Marie Cox, ADON,  Site Facilitator 
Teresa Burke, ADON Facilitator  
Hannah Kent, NPDC Co Facilitator 
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The wards/units involved 
Emergency Dept 
ICU 
2 Medical and 1 infection control ward  
 
The developments that have taken place in your hospital relating to the PD 
programme since last September 
 

 Establishment of a local EOLC group, while being part of a national quality 
initiative   

 Collaboration and of nursing and healthcare attendants to the work of the group. 

 Commitment to raise profile of end of life care for all 

 EOLC work now on agenda for series of meetings e.g. wards, management 
meetings, also in newsletters 

 Feedback to ward staff to support them in caring role  

 Development of local facilitator at ward level 

 Increase in awareness of EOLC, emphasis on person centered focus 

 Use of diary to comment on ward experiences  

 Procurement of resources pertaining to end of life care 

 End of life committee: formalising the remit of the committee 

 Literature folder available in ward areas 

 Initial meeting to engage with the Final Journeys training for HSE West, to be 
facilitated by the NMPDU and national coordinator Brian Nolan  

 Formal diagnosing death has improved in some areas 
 
 
The developments that have taken place in the PD group 
Personal and professional development for group members including examination of 
the principles underpinning this PD project  
Opportunity for protected time for reflection and discussion around EOLC resulted in 
a raised awareness of patient and family needs  
Learning and preparation for the role of facilitator particularly session 1-6 
Identification of facilitation roles for CNM staff nurse and HCA 
Building on further development of skills e.g. challenging aspects of care, how we 
work, how we maybe perceived by others. 
Facilitators meet DON after each session to update her on PD work  
New experience of reflective practice (for some members) and documenting same 
Sharing of ideas and experiences  
Raising awareness of findings of research, nation and local audit and patient and 
family experiences and using these to inform change in practice e.g. care planning in 
ICU  
Particular themes identified; lack of formal diagnosis of death, decision about 
resuscitation, ethical questions, and unavailability of designated single rooms 
Challenging group members to reflect on person centered care, challenging thinking 
and “ways of doing”. 
Development of a forum for open, honest discussion and debate 
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Encouraging “thinking outside the box” through use of different methodology and 
tools, using right and left brain strengths  
Group established ground rules   
Vision statement created by group 
Group growth and development obvious 
 
What supported the work in your hospital? 
DON nursing & nursing support management teams 
Availability of resources for all local sessions and to attend Dublin events 
Lunch provided for group members  
Resource folders, literature, articles made available in clinical areas  
Enthusiasm and participation of group members 
Visit from lead facilitators 
What could be of support for year 2? 
Continued support from management,  
Further group development 
Continued involvement in national PD group 
Involvement of other members of MDT e.g. Palliative care, Physicians,  
Guest speakers e.g. patient and family advocate  

 

The Mater Hospital, Beneavin Lodge and Church View 

Lead Site Facilitator:  Liz Whelan : Contact details: Tel 803 2244  
Email : whelane@mater.ie 
Co Facilitator: Diarmuid Ó Coimín: Tel 8032117  
Email : docoimin@mater.ie 
 
Composition of the Practice Development Group:  
 
Name 
Mary Duffy 
Paula Bilbow 
Lynn Fox 
Maria Sofia Clavecillas 
Barbara Barry 
Patricia Mthombeni, 
Finola Bell 
Blessy Varghesse,  
Alice Thomas 
Maureen Ward 

Area of Work/ Nursing Home 
St Anne’s ward 
St Anne’s ward 
St Johns ward 
St Johns ward 
St Vincent’s Oncology day  
Beneavin Nursing Home 
Beneavin Nursing Home 
Beneavin Nursing Home 
Churchview Nursing Home 
Churchview Nursing Home 

Job title 
CNM1 
Staff Nurse 
CNM2 
Staff Nurse 
CNM2 
HCA 
General Manager 
CNM 
CNM 
HCA 

 
Significant Developments for participants since September 2010 : 
 

 Group came together and developed the following terms of engagement 
which have been used by the group to reflect on their communication within 

mailto:whelane@mater.ie
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this group. They form the basis of all interaction and have proven to be the 
bedrock of good communication structures for all.  

Our Terms of Engagement 
Communication – as it is important to bring back to the workplace what happens on the HfH 
National Practice Development Programme – we can learn from others’ ideas and take 
inspiration. 
Peace – To have peace between us all and with others 
                 Shown by listening and respecting opinions, being accepting not  judging 
Flexibility - Be able to adapt to situations in different nursing environment      
                    In group discussion to agree (see other view points) 
Openness - Feel free to tease out things 
                       All together in it 
                       Free to express and bring learning elsewhere 
Honesty - Hurts but it helps 
Willingness  -  To go beyond something in order to change ourselves, 
                        To share and MDT 
Light - To open our minds 
Adventure -Open up – ‘explore’ 
                      Maybe take risk on condition 
Gratitude - To be here and able to 
                           Appreciate one another 
 

 

Other Significant developments include: 

 Identified language that was person centred and non-person centred e.g. 
Practical measure taken, language was changed in one ward area – removed 
the word “feeding sheet” to “Nutritional Sheet” 

 Awareness of practical resources and increased use of practical resources 
such as symbol and bed drape which emphasised ceremonial aspects and 
dignity. This has also included the use of sympathy cards / family rooms – 
increased use of them 

 Ongoing work on vision statement. Recognition by group participants that 
this has led to their own teams becoming more involved in the PD 
programme. It is important to recognise that one group also involved 
residents in the creation of their vision statement. 

 Their has been shared learning of good practices from colleagues in nursing 
home to colleagues in the acute setting e.g. nice tea pot and delph when 
providing tea for families when a patient dies. It was also noted that the 
private nursing homes had always set a standard to facilitate patients dying in 
single rooms – this was something that the wards in the acute setting have 
only recently tried to achieve. 

 Work related to the CAI questionnaires: The participants gave feedback to 
their team members which prompted further questions and engaged 
colleagues in meaningful discussion on the CIP principles and how this would 
look in their area of work. 

 Participants have suggested that their participation in the Practice 
Development Programme has allowed them the time and space to talk and 
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listen to colleagues and discuss issues pertinent to improving end of life care 
in each area of work 

 Added to repertoire of skills and ability to use time more creatively and 
efficiently e.g. using time already available in work to engage discussion 
centring on improving end of life care e.g. using handover time. 

 Awareness raised and importance recognised of role each person can play in 
offering support. Discussed need to respect individual staff member 
responses and their right to prioritise time to give emotional support to 
patients and their family members at end of life e.g. feel able to challenge 
colleagues, why I’m doing this, follow-up support- sympathy cards being sent 
“left our ward and not our mind” 

 Supporting newly qualified colleagues – communicating privileged position 
that we as carers looking after the person in the last moments of life, 

 Participants acknowledged that they now use report time to encourage and 

facilitate conversations centring on improving end of life care and discussions 
on verbal and non verbal communication in relation to care. 

 Development of Practice Development Group in Beneavin Nursing Home 
which has created the time and space for the staff members involved to 
develop their facilitation skills whilst engaging colleagues and residents in 
discussion centring on improving end of life care for all. This group also 
facilitated drama centring on the language based exercise and reported that 
staff were enthusiastic about this type of engagement. There is a strong 
sense of “sharing the facilitation skills throughout the building” in this place 
of work. 

 A number of participants have identified that their “attendance and 
participation at Practice Development (programme) has increased “my 
confidence to challenge colleagues. PD has actively encouraged me to 
challenge colleagues”. 

 Group members have indicated that they are “more comfortable and are 
feeling more challenged by the facilitators, feeling more comfortable being 

challenged and the increased awareness of learning facilitation skills to 
challenge their colleagues”. 

 
Please see the following diagram which outlines where the group identified 
themselves in relation to their support and challenge working within this group. 
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 High Challenge  High Support  

C 
H 
A 
L 
L 
E 
N 
G 
E 

H.C. 
L.S. 
Stress 
Burnout  
Fear 
Vulnerability 
Low self esteem  
 

H.S. 
H.C 
Teamwork 
Good dynamic 
High  *on 05/07/2011 job satisfaction 
High productivity 
Change  
progress 

 Low Challenge  
L.S 
None progressive  
Stagnant  
-staff  
-low morale  
 

L.C. 
H.S. 
No progress 
No motivation  
 

→ SUPPORT   

 

 Group scored themselves as being 8/10 in terms of how well they were 
working together as group at their last programme day at the end of year 
one, whilst acknowledging and recognising that each person within the group 
needs to take takes more ownership to ensure meaningful engagement 

 The group on an ongoing basis have also stated that there are increasing 
demands on their resources “we acknowledge that its hard to keep the 
momentum going to facilitate change of culture in our organisation. Through 
our participation in the PD group over the past 6 months we are still 
motivated, whilst noting that there are internal and external forces that 
challenge us in our efforts to change the cultures in which we deliver end of 
life care.” 

 
What supported the work in your hospital? 
This programme would not have started here without the direct support of the 
Director of Nursing and members of the Nursing Executive who engaged wards 
under their management to participate. 
Likewise this programme success in the two private nursing homes not only centres 
on the commitment of the staff involved but also the support they receive from their 
respective management structures. The staff, course participants and the steering 
group. 
 
What could be of support for year 2? 
There are considerable demands and pressures on all staff due to the non 
replacement of staff and staff shortages. I believe that the support of the relevant 
managers in each setting will be the key to this programme in year 2. I would be very 
concerned that if staff members participating are not prioritised to be replaced to 
attend the programme days that attendance of the acute hospital staff will diminish. 
 

 More time and office support to be available, recruitment of staff on wards so that 
the course participants can be realised without impact on patient care.   
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MOVING TO YEAR 2 
 
 
A lot of the preparation work has taken place in year 1 of the programme. The focus 
at this stage is mainly on understanding the principles of ePD and how to use these 
principles in the workplace; how to facilitate PD processes in PD groups and with 
colleagues; how to use the process to develop action plans and evaluate practice 
outcomes; continuing to develop capacity in PD and facilitation to effectively engage 
with colleagues in their workplaces; for site facilitators and PD groups to take on 
more influencing skills in the workplace to develop practices in end of life care. 
 
At this stage most members are beginning to understand the key principles of 
person-centred end of life care and how to be open and honest with each other on 
programme days. They are also starting to realise the importance of supportive 
challenge and feedback with each other and in wards and units for customs and 
traditions to change. Many participants are beginning to be seen as resources for 
colleagues in their workplaces and are consulted and being taken seriously when 
issues of end of life care arise. As their confidence grows many are becoming braver 
in challenging practices that they no longer see as appropriate although most are 
finding this daunting at this stage. The need to use facilitation and PD processes is 
just beginning to have meaning outside of programme days and although 
developments to date are more task focused, participants are being challenged more 
now to focus on culture change.  
 
Working together as developmental groups, health care assistants and nurses have 
found it challenging and rewarding. Although some evidence still exists of hierarchal 
attitudes about who should ultimately make decisions in the PD groups, this is slowly 
decreasing through growing awareness of each others roles and supportive 
challenge.  
 
Year 2 will focus on implementing end of life care standards in wards and units and 
developing action plans for how this will happen. The areas of focus are: 

 Creating appropriate ward/unit environments when there is a person at end 
of life stage  

 Enhancing communication between staff and patients and their families to 
become more person-centred  

 Enhancing communication between team members to become more person 
centred and appreciative of each others roles 

 Developing a learning environment where colleagues can give feedback and 
challenge each other on practices using agreed principles  

 Giving patients a stronger voice in their care planning processes 

 Ways to engage all the team in shared decision making processes  

 Having refreshments available to families 

 Addressing inappropriate use or positioning of signage on wards/units 

 How patients and their families are met and greeted on wards/units by ward 
based staff 
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In year two site facilitators will be exploring ways for sustaining and further rolling 
out the programme when it ends in consultation with their managers and 
colleagues. Action plans will be developed to outline how this will happen so that 
capacity is maximised.  The focus will be on using the staff resource being developed 
on this programme and exploring how skill transfer can happen within each 
organisation allowing for the differences in cultures and contexts. 
 

CHALLENGES 
 
There have been challenges throughout year 1 of the programme but many were 
negotiated and largely resolved. Two site facilitators left the programme, one 
retiring, and the challenge of finding a replacement was negotiated successfully. The 
learning curve was steep for the person replacing the participant who retired but 
this challenge was met with positivity and support both from the participant and 
from her colleague who co-facilitates and the Director of Nursing in that site.  The 
other site had another facilitator who agreed to continue as the lead facilitator with 
the assurance of support.  
 
Maintaining the original number of wards/units in each site was a significant 
challenge in the present climate and some sites had to review the number that could 
participate. Having a small number of wards/units in hospitals of these magnitudes 
will have an impact on the overall felt effect of the programme and possibly the 
perception of the precedence the programme is given with other more competing 
priorities. However the consensus was to continue with the programme albeit in a 
scaled down version and to date this has continued. 
The ever increasing effect of the staff embargo continues to challenge the endurance 
of the programme. However the commitment by site facilitators and the hospital PD 
Groups has been outstanding. Some staff attend programme days on their days off 
and others attend following night duty and on annual leave. It is a measure of their 
commitment and feelings about the programme and end of life care. The continuing 
challenge ahead is to maintain site facilitators and PD Groups so that the programme 
will reach the final stage in May 2012. Pressures on everyone involved to continue to 
attend programme days and roll out activities and processes in their work places is 
not underestimated.  
 
The agreed participation structure within each site was for a senior ward manager 
and a health care assistant to represent each ward/unit in PD Groups. The rationale 
was based on extensive evidence from other similar programmes and where this 
wasn’t fully implemented happen it has had some effect on buy in and engagement 
in wards/units. There is acknowledgement for the need to engage all ward-based 
staff in this programme for buy-in and ownership.  
Facilitators have embraced the philosophy of the programme at different rates and 
most see it largely as new learning and development for them. Progress over the last 
year is positive and on target and allowing for different levels of learning facilitators 
have persisted with the programme and attendance and commitment on national 
programme days has been excellent. A measure of the impact of working together 
can be seen on site visits where some PD Groups have started to move from working 
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within their disciplines to working together with a new understanding and 
appreciation of each others roles. This has facilitated health care assistants in gaining 
confidence to express their views and opinions within the group and now within 
their work place teams. It has also supported nurses to work with colleagues to 
implement new ideas and systems that are more in keeping with person-centred 
care philosophy. Where there is still uncertainty with embracing the philosophy of 
emancipatory PD progress is at a slightly slower rate although every 
acknowledgement is given to the premise that this is work in progress. 
 
Some participants continue to be challenged by the creative aspects of the 
programme but this is diminishing with continuous exposure. Engaging the dreamer 
and the critic in each person is vital to creativity and participants are working with 
this concept.  
 
One of the mayor issues for many participants is in challenging interpersonal 
relationships between colleagues that hinder practice development. Questioning 
traditional practice and finding voices within teams regardless of perceived status is 
daunting for many participants. Skills and strategies for overcoming this are 
incorporated on programme days to raise levels of confidence to have courageous 
conversations with colleagues.   
 
Facilitators and PD groups welcome involvement and acknowledgement from other 
disciplines in supporting this work and at times this has been a challenge. Many 
groups have engaged with specialist palliative care teams and pastoral care to work 
together on some aspects of their action plans. Some activities and processes have 
received criticism or low support form colleagues and it has redoubled the efforts of 
the participants to be as open and inclusive as possible with colleagues in explaining 
the processes they are using and reiterating the overall purpose of the programme.  
The integrated nature of the practice development activities in the programme with 
the approach to evaluation means that decision-making is systematic and 
transparent.  
 
None of this work would have been possible without the commitment of the 
Directors of Nursing in each site who supported encouraged and motivated 
participants on the programme.  The Directors of Nursing saw the relevance to their 
services and prioritised this work notwithstanding the enormity of increasing 
competing priorities for them and their service.  
 
The other major key supporting structures for the HFH PD Programme include the 
HSE Office of the Director of Nursing Services, Nursing and Midwifery Planning and  
Development, and University of Ulster, and not least the Hospice Friendly Hospital 
Programme Team.  
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SITE FACILITATORS PERSONAL REFLECTIONS ABOUT THE PROGRAMME 
 
“We are fortunate to have 3 facilitators for the GUH site, especially as our ward areas 
are spread across two sites.  Therefore I feel this section will in the most part reflect 
our collective developments.  We have embraced our sessions in Dublin but we still 
experience challenges getting adequate time as facilitators to share all our learning 
prior to each Galway session.  For two of the facilitators one of the major 
developments and challenge has been to recognise the difference between our daily 
management roles and our facilitation role for the group.  Our major challenge has 
been and continues to be learning about the emancipatory practice development 
model and disseminating the theory to our PD group.  As noted previously most of 
the first year has been concentrated on the theoretical aspects of the PD model and 
the principals of collaboration, inclusion, and participation (CIP) learning.  We look 
forward to translating this theory into practice over the next year as we aim to 
include many other team members within the hospital and from community in 
relating to the PD group.  As nurses and HCA’s we like to see practical improvements 
and enthusiastically take on tangible changes with regards to resources but as the 
one of the main aims of the programme is a true change of organisational culture”. 
_____________________________________________________________________ 
 
“As a facilitator the last year has been a challenging and rewarding experience for 
me. I have learned from participating in the national programme days and 
facilitating the local days.  
This programme is a journey for me, one which I continually develop my facilitation 
skills on.  It is challenging to facilitate the programme where the participants are at 
different stages of learning, encouraging them to reflect on the programme and 
trying to identify tangible work to do. I find it is essential to have key achievable goals 
as well as working on the development of self.   
I have used written reflections to support my development; again it’s a way to 
support my learning in and on my role as facilitator of this programme”. 
 
“Initially I was very unsure of my role as facilitator as this was a totally new task in 
which I had little or no experience. It took her totally out of my comfort zone. 
Throughout the first year of the programme my confidence has developed. One of the 
things that worried me was my distaste in being the centre of attention and having 
to stand in front of a class/team at regular intervals. Throughout the programme 
days this has become less of concern. Originally I was uncertain of where the 
programme was going. As my knowledge of the programme developed    so too did 
my self-confidence”. 
 
“Increased knowledge / awareness of facilitation skills 
Development of strategies for warm up and opening exercises to bring group 
together and focus on work 
Development of skill to include contributions of all participants 
Increased awareness of importance of language, Person Centred Theoretical 
framework and collaboration, inclusion and participation principles 
Increased organisation skills in planning and running each day 
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Development of skills in challenge with support 
Developing reflective practice skills”.  
 
“Due to the very fragile beginning, my learning was I needed to have had a 
conversation about mental models to check was the DON and mine the same, what 
were our expectations for the programme 
I needed to have shored up help before I started the programme as I learned from 
other participants this is what they did 
Learning a different type of facilitation, to date it was a day and to teach a task but 
this programme is of two years duration with no tasks to teach! 
Also the end outcome was always clear in previous programme days however I have 
to learn to trust the process 
I have the opportunity to be creative with the group and try different things this is 
fantastic 
I have learned a lot from the articles given to us to read and the programme 
reference book 
I learned of a whole new world in attending the study day in Belfast and the 
background to Emancipator Practice development 
I learned to get over my feeling of insecurity with not having Practice development 
background 
I am learning to reflect on my role as facilitator where I need to change 
I have taken baby steps learning to challenge the group and myself 
I am learning to give feedback to the standing committee – this requires 
improvement 
I have learned to address criticism and attempt to get “buy –in” and “win-win” for 
patient care and Family support 
This is not about me – the group have the power and answers for where this 
programme goes – I still have a journey to go on this exercise 
I have learned from other participants and how they managed different aspects of 
the programme 
I am learning to become better at achieving deadlines 
I am learning to take on less and to delegate more to the group and to give them 
more responsibilities”. 
 
“This was my first time leading out on such a programme and I joined the National 
group with a very open mind. I had experience of working on HfH initiatives and 
always found them very beneficial. Initially when I joined the leads from the other 
hospitals I didn’t know how I would manage as there were two participants from 
some sites many who had vast experience in practice development. Sometimes with 
work commitments I think it would be good to have a partner for this but I will say 
my own learning from this programme has been tremendous and thanks to Aoife 
Lane, Practice Development Coordinator, who has helped me out when I was double 
booked”.  
 
“I would never have been great at writing my reflections, although I would have 
reflected on how I dealt with something but putting it in writing is different. I have 
found this of great personal benefit. The PD days both nationally and locally are  very 
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grounding in a way that people are trying to make real change in what is a very 
normal and regular occurrence in our hospitals i.e. death.  I have learned the skills of 
group development in participating in our national group and local group. There is a 
respect and trust amongst all participants which is vital for growth in any group”.  
“Dealing with challenge, being challenged and challenging each other is something 
that is evolving which coincides with the stage we are now at in the programme and 
also our development as a group. As the facilitator of this programme I am fortunate 
in being comfortable in talking, listening and sharing my experiences in end of life 
care which means that I can facilitate the group in a relaxed manner if we happen to 
end up discussing a difficult situation. At the start of the programme I would have 
taken on everything to do but know participants take on the action”. 
 
“Improved skills and knowledge – facilitation, reflection, collaboration, tolerance 
Having to find new ways of relating and engaging with colleagues. 
Injects a bit of fun into work.  
Rejuvenates our interest in the subjects – provides a purposeful focus for same. 
Had to learn to trust the group and others. It’s like we are all on the same trip for two 
years – it helps!! 
Awareness of /and beginning to travel the PC framework for ourselves”. 
 
 
“As co-facilitator the National Practice Development, I was keen to explore how this 
new initiative could fit with the Hospice Friendly Hospitals (HFH) Programme. One of 
the main aims of the HFH Programme is to improve the culture in relation to all 
aspects end-of-life care. At the time of the commencement of the PD programme, the 
HFH was half way into its fourth year and until then much of the work focused on 
establishing structures within hospitals to look at ways of improving EOL care. HFH 
hospitals had set up End-of-Life Care Standing Committees, the Quality Standards 
had just been published, an extensive National Audit of 1,000 patient deaths had 
been carried out and Final Journeys  staff development programme was being rolled 
out nationally. End-of-life care was now firmly on hospitals’ agendas. The emergence 
of Practice Development Programme, together with a number of other HFH 
initiatives, provided an ideal opportunity for change to be driven from the ground up, 
whilst generating momentum at a national level”.  
  
“Like any new innovative initiative, there are always going to be teething problems.  
It was important to delay the start date of the Programme to allow more time for 
local engagement. However, there are still concerns regarding the level of buy-in 
from some senior hospital managers. Appreciating that the PD Programme is a 
nurse-led programme, alternative ways need to be explored to engage other senior 
hospital staff”. 
  
“All-in-all, much progress has been made in Year 1 as is evidenced through 
participants’ personal reflections. It is very encouraging to see how changes on the 
ground are positively impacting on patients and families. We need to develop a 
communications strategy to share these stories more widely”.  
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“As we enter into Year 2, there will be many challenges for the Programme 
particularly with regard to increasing staff shortages. Already, participants are 
having to pull out of PD days and some PD days are being postponed. It is vital for us 
to ensure continued commitment to this Programme especially as the level of 
personal challenge will increase in Year 2 and, as with any culture change 
programme, there will be will many bumps along the way. Roll out and sustainability 
planning is also key for year 2 as once the foundation for PD has been established, 
it’ll be over to the hospitals to maximise the potential for this practice development 
work”. 
 

 

“As I joined the programme in May 2011 my reflection on the programme is very 
limited as I am unaware of what the participants baseline was in relation to EOLC in 
their workplaces. My focus has been in trying to up-skill myself on the emancipatory 
practice development processes while maintaining progress on the programme 
days”.  
_____________________________________________________________________ 
 
“Reflecting on the practice development programme and reviewing how it has 
worked in its first year has brought me back to how it was initially rolled out.  
Commitments had been made by senior nursing management for nursing staff to 
participate in a number of other nursing led programmes and the planned 
introduction and engagement with the National Practice Development programme 
here was hindered by this. This was subsequently reflected in the numbers of wards 
engaged with the PD programme here. There are two wards actively engaged in the 
PD programme and one person from the oncology day ward. This was considerably 
short of the expectation of the programme. This led me to question how we could 
influence culture in such a large organisation without the suggested participation of 
the proposed six wards areas as indicated by the literature and the National Lead. 
Whilst I believe that this was an opportunity lost from the organisations perspective, I 
believe we have gained by the participation of the two private nursing homes. Their 
commitment, dedication and participation in the programme days has been 
unquestioning to a point where two members of the group were expected to attend 
in their off duty time and were not paid for their attendance at the programme days.  
This matter was subsequently rectified but highlighted the commitment and 
investment that the two staff members had made to attend and participate in all 
aspects of the programme. The other private nursing home with the support of the 
general manager has replicated this model of the practice development group in 
their health care campus to improve all aspects of end of life care. It was clear for our 
recent visit that the end of life care has been prioritised and an awareness of what 
the group were trying to achieve was evident from meeting a number of different 
staff members. This was also evident by the fact that residents had been engaged 
and actively participated in the development of their vision statement on end of life 
care.  
Whilst initially I was somewhat concerned of how this model and framework would 
work with two very diverse groups it has been interesting to see the shared learning 
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which has resulted. It has also been interesting to see how each area has challenged 
assumptions about each others work areas and work practices. 
 The national practice development group had met a number of times prior to my 
attendance and participation. I feel that it has taken me some time to get a sense of 
the nature my role in terms of its facilitation here. Emancipatory practice 
development is a framework that I wasn’t familiar with prior to my participation in 
this programme and whilst I was unsure and unfamiliar with this model. I believe it 
readily fits with me.  
There are significant demands and pressures on all staff at the moment and I believe 
that this programme gives the staff members involved time away for their work 
areas to critically reflect on their work and specifically on their role in improving end 
of life care with patients and their significant others”.  
 
 
 

SUMMERY 
 
This report is a summery of the progress, processes and challenges in the first year of 
the National Practice Development Programme for End of Life Care in major Band 1 
hospitals. The programme is on target to meet its intended objectives and to date 
the processes have been largely effective.  Because of the systematic, inclusive and 
transparent nature of this work the potential for embedding processes in practice 
can sustain ongoing development in person-centred end of life care. 
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APPENDIX 1 
 

SITES WITH CASCADE APPROACH TO DEVELOPING AND SHARING 

KNOWLEDGE 

Structure                                    Process
 

 
 

 

National PD 

Coordinator End-of-

Life Care 

 Capacity development 

 Structured approach to work-based 

learning 

 Knowledge, skills, leadership, team 

working, person-centred care 

 Evaluation strategy 

 Link with DoNs  

 

Working with group of identified 

ADONs with a delegated 

function for end-of-life care in 

participating sites who can 

influence staff to develop & 

change practice. Act as site 

facilitators. 

 Common shared values & beliefs  

 Develop significant PD & 

facilitation skills in end-of-life care 

 Project planning, problem solving, 

critical review of practices, time 

frames, evaluation structures 

 Drive practice change in own sites 

 Implementation of end-of-life care 

standards 

 Planned sessions with staff  

 Further develop reflective skills 

ADONs work with groups of 

staff in ‘PD groups’ to up-skill 

on EOLC PD in own hospitals  

 Planned programme time on site 

 Skills & knowledge transfer by 

ADONS 

 Practice targets 

 Service –user involvement in 

evaluating practice 

 New skills in team working, shared 

decision making, conflict resolution, 

critical reflection, supportive 

challenging of poor practice &  

promote person-centred care 

PD Groups work with unit/ward 

colleagues in work places to 

drive change, supported by 

ADONs 

 Role model good EOLC practices 

 Share new knowledge 

 Challenge poor practice 

 Monitor evaluation of changes 

 Liaise with ADONS on progress 

 Encourage innovation, team 

development and leadership 

 Develop person-centred care 

practices 
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APPENDIX 2 
 
 

THE PERSON-CENTRED PRACTICE FRAMEWORK 
(McCormack & McCance, 2009) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 43 

APPENDIX 3 
                                                          Vision Statement for End of Life Care 
 

We believe the ultimate purpose of person-centred practice for End of 
Life Care is to provide you and your loved ones with choice, comfort and 

care. 
 

We believe this can be achieved by working together within an inclusive, 
supportive environment to provide for your physical, psychosocial, 

emotional and spiritual needs. 
 

Vision Statement 
We believe the purpose of person–centred end of life care is ensuring dignity and 
respect, while providing comfort and symptom management, in a peaceful and 
private environment, with the inclusion of all family members. 
 
We believe that this can be achieved with good communication taking into account 
the spiritual and physical needs of all those involved, and by valuing patient and 
family participation in planning a high standard of care delivery within available 
resources involving the multidisciplinary team. 
 

Vision Statement 
We, the multidisciplinary team, believe the ultimate purpose of ‘Person Centred End 
of Life Care’ is to provide holistic care for the patient /resident and their families. We 
believe this can be achieved by focusing on their individual needs, with the best 
available resources and having a team that communicates effectively. In this way we 
can endeavour to provide a peaceful, comfortable and dignified death with quality 
after care support for families and staff. 

 
Vision Statement  

Our commitment is to you the patient. 
We believe that each of our patients is a unique individual who is valued by us as 
health care professionals and by those who are important in that patient’s life.  
We believe the ultimate purpose of person centered end of life care is to approach 
each patient facing the end of their life within a holistic framework taking into 
account their unique individuality, values and beliefs. 
We are committed to prioritizing the needs of the patient whilst at the same time 
extending care to those who are an important part of the patients/client’s life. 
We believe this will be achieved by staff who recognize death and allow the patient 
to die with dignity and respect. 
We will aim to ensure that no one in our care dies alone. 
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APPENDIX 4 
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GUIDE TO USING THE CONTEXT ASSESSMENT INDEX (CAI)  

About the Context Assessment Index (CAI) 

The aim of the CAI is to enable health care professionals to assess the context within 

which end-of-life care is provided in clinical areas/teams. It can be completed by by 

each member of the team. 

 

Context 

Context is defined as the setting or environment where people receive health care 

services. Three elements have been identified that form the context to ensure there is 

person centred practice (McCormack et al 2001). These elements are: culture, 

leadership and evaluation.  

 

The CAI assesses these three elements. Each element has characteristics assessed 

along a continuum from ‘weak’ to ‘strong’ (Table 1). For an effective culture that is 

receptive to change and has person centred ways of working, the three elements all 

need to be ‘strong’.  

 

Each element is described briefly below: 

 

Culture 

The culture is seen as the ‘way things are done around here’ (Drennan 1992). The 

culture cannot be seen but is based on the beliefs, values and assumptions held by 

those at an individual, team and organisational level. The culture of a practice setting  

needs to be understood if meaningful and sustained change and person centred 

practice is to be achieved (McCormack 2002).  

 

Leadership 

The focus of effective leadership is on transformational leaders who create a culture 

that recognises everybody as a leader of something. They inspire staff towards a 

shared vision of the future, as well as a number of other processes such as challenging 

and stimulating, enabling, developing trust and communication (Schein 1985). 

Transformational leaders have emotional intelligence, rationality, motivational skills, 

empathy and inspirational qualities etc. These qualities mean that a transformational 
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leader can alter the culture and create a context that is conducive to innovative and 

person centred practice. 

 

Evaluation 

The evaluation of practice can take many forms from the use of ‘hard’ data such as 

cost effectiveness, length or stay and ‘soft data’ such as the patient’s experience of 

practice. In an effective culture the health care professionals use evidence gathered 

through a variety of sources to make decisions about individual and organisational 

effectiveness, which is then used as an integral part of accountability frameworks and 

staff appraisal strategies. This culture embraces peer-review, user-led feedback and 

reflection on practice, as well as evidence derived from systematic reviews, meta-

analysis and audit of effectiveness. Measurement is a vital part of the environment 

that seeks to implement evidence into practice. 

 

Benefits of using the tool 

By completing the CAI you and the team you work within will be able to assess 

whether the context in your clinical area is conductive for person centred end-of-life 

care practice and the level of receptiveness of the context to change and development. 

The tool will provide evidence of any changes that need to be made in order to create 

a strong context. 

 

The following is a guide to using the CAI. Remember as with anything that is new it 

takes time to learn and become proficient in. 

 

1. The CAI can be completed by any health care professional who is working 

with patients at end-of-life in any setting within the hospital (A&E, 

wards/units, Intensive/Critical Care Units etc) who has working knowledge of 

the area.  

 

2. Each person in the team completes the tool and similarities and differences in 

the assessment will be reviewed in order to further discussion about the 

context.  
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3. If there are different answers between team members this does not mean that 

one person is right and the other is wrong but it reflects your individual 

experience of working within the clinical area/team 

Table 1.  Characteristics of context 

Continuum 

 

Elements Weak indicators Strong indicators 

 

Context 

 

 Lack of clarity around 

boundaries 

 Lack of appropriateness and 

transparency 

 

 Lack of power and authority 

 Not receptive to change 

 

 Boundaries clearly defined 

(physical, social, cultural and 

structural) 

 Appropriate and transparent 

decision making processes 

 Power and authority understood 

 Receptiveness to change 

 

 

Culture 

 

 Unclear values and beliefs 

 

 Low regard for individuals 

 

 Lack of consistency 

 

 Able to define culture(s) in terms 

of prevailing values/beliefs 

 Values individual staff and 

clients 

 Consistency of individuals 

role/experience to value; 

o Relationship with others 

o Team working 

o Power and authority 

o Rewards/recognition 

 

 

Leadership 

 

 Traditional, command and 

control leadership 

 Lack of role clarity 

 Lack of teamwork 

 Didactic approaches to 

teaching/learning/managing 

 

 

 Transformational leadership 

 

 Role clarity 

 Effective teamwork 

 Enabling/empowering approach 

to teaching/learning/managing 

 

Evaluation 

 

 Absence of any form 

feedback and information 

 Narrow use of performance 

information sources 

 Evaluations rely on single 

rather than multiple methods 

 

 Poor organisational structure 

 

 Feedback on individual, team 

and systems 

 Use of multiple sources of 

information on performance 

 Use of multiple methods, 

clinical, performance and 

experience. 

 Effective organisational structure 
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APPENDIX 5 

 

INFORMATION LEAFLET FOR RELATIVES 
 

Mid Western Regional Hospital Dooradoyle, Limerick 

 
INTRODUCTION 

  

  On behalf of all the staff at the Mid-Western Regional Hospital we wish to extend our sincere 

sympathies to you at this most difficult time. This information leaflet is intended to answer some of the 

practical questions that you and your family may have at this time. 

CHAPLAINCY 

  

  Members of the Chaplaincy service (Priest and lay people) are available 24 hours a day to comfort 

and pray with Patients and families before, during or after death. Just ask a member of the Nursing staff 

on the ward who will be happy to contact them. There is also a Chapel located on the ground floor of 

the hospital for you to access at all times. Ward staff will be happy to contact Chaplains of other 

religious denominations and faiths on request.  

 

CARE AFTER DEATH: WARD AND MORTUARY 

   

  When your loved one dies on the ward the Doctor will certify the death and the deceased will remain 

on the ward for some time to allow you and your family some quiet time. If you wish the Nursing staff 

will be happy to contact a member of the Chaplaincy staff or any other religious denominations. If you 

are not present when your loved one dies e.g. in cases of  sudden death every effort will be made by the 

ward staff to allow you a reasonable amount of time to travel to the hospital and view your loved one 

on the ward. If you cannot arrive at the hospital within a reasonable amount of time then your loved 

one will be transferred to the Mortuary and can be viewed in a special room in the Mortuary.      

 Please note that viewings have to be booked in advance with the Mortuary staff and on occasions may 

not be able to be facilitated.   

Mortuary Telephone Number                                                                    061482196 

 

POST MORTEM/CORONER 

 

   A staff member will inform you if there is a possibility that a Post Mortem (PM) will be carried out 

on your loved one. A Post Mortem is an examination of the body of a person who has died in order to 

ascertain the cause(s) of death. The treating Doctors may ask for your consent to carry out the PM. 

   A Coroner is informed of all cases of sudden or unexpected death – this is a legal requirement. If the 

Coroner orders a Post Mortem then it must take place by law. In these cases you will be asked to 

formally identify your loved one in the presence of a member of the Garda Siochana.  
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FUNERAL ARRANGEMENTS 

  

 Once you notify your local Undertaker of the death they will communicate with the Mortuary staff 

regarding the release of your loved one and funeral arrangements can then be put in place, your 

Undertaker will generally advise and assist you with all further funeral arrangements.  

 

 

DEATH CERTIFICATES 

  

 The Medical Records Department at the Mid-Western Regional Hospital are responsible for issuing 

the Death Notification Form. The Next of Kin is requested to phone the Medical Records Department 

in advance to make an appointment to collect the Form.  This Form is made up of two parts, Part 1 is 

signed by the Doctor and then the Next of Kin will be required to complete Part 2, you will then need 

to take the completed form to your local Registrar’s office to register the death. The Death Certificate 

costs 8 Euro and you must bring Personal Identification in the form of a Passport or drivers licence.    

 

Medical Records Department                                                                 06148234 

 

BEREAVEMENT SUPPORT INFORMATION 

 

A. Milford Care Centre Bereavement Support Service 

 

Grief and loss are a normal part of life. Many people cope with the death of a family member or friend 

with the help and support of those close to them. Others benefit from additional support and assistance. 

A Bereavement Support Service is available through the Social Work Department, Milford Care 

Centre, Castletroy, Limerick. Services include: 

 

 Individual bereavement counselling for children and adults who are grieving the 

death of someone close.   

 Telephone Support for those unable to travel to Milford Care Centre. 

 Bereavement Support Groups for Adults. 

 Bereavement Support Groups for Children. 

 Support for Parents of Grieving Children. 

 Bereavement Information Evenings, held 4 times per year. 

 A Sunday afternoon ‘Cup of Tea and Chat Club’.                         

 

As the full impact of bereavement may occur at any time, even years after a death, contact can be made 

with the service as and when the need arises. There is no charge for any of the services offered by the 

Bereavement Support Service. Donations are gratefully received. 

 

For further information contact the Social Work Department, Milford Care Centre on: 061 485800 

 

B. Console: Services for those bereaved through suicide.  

 

Console Limerick 

Console House, 114 The Grange, Raheen, Limerick 

Tel: 061 306792   Fax 061 306793 

Email info@console.ie      

 

Console National Help-line 1800 201 890 
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 FINANCIAL ISSUES 

 

It is always difficult to deal with the death of a person close to you. As well as the emotional issues 

arising, a number of practical matters have to be dealt with – some immediately and some at a later 

stage. 

 

1. Citizen Information Services provide free, confidential and impartial information on all 

aspects of rights and entitlements. Contact the Limerick City Citizen Information Centre for 

details of your local service: 

             54 Catherine Street 

             Limerick City 

             Co. Limerick 

             Tel: +353 61 311 444 

             fax: +353 61 313 237 

             email: limerick@citinfo.ie 

  

or Log-on to:  www.citizensinformation.ie for details of all offices around the country. 

 

2. Community Welfare Services, HSE – need to add local address/numbers 

 

3. Social Welfare Offices - need to add local address/numbers 

 

 

USEFUL INFORMATION 
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