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Vision, Mission & Values 

The Irish Health service Accreditation Board's Vision, Mission and Values are at the core of our Identity. They serve as 
the key elements that will guide us in developing practical yet innovative solutions and partnerships that have the 
IX}tenlial to improve the Irish health system for the better. 

Vision: 
To ensure an integrated safe and quality patient journey through the use of the quality and safety Iramewor1o: health 
system wide. 

Mission: 
To lead, assure and Improve a safe and quality health system 10 facilitate the patient journey, 

This shall be achklv<d through: 
• the provision of external evaluation using nationally agreed and intefnatlonally validated standards 
• related quality Improvement activities 

This mission statement Is coosistent with the principles of Equity, People Centeredness, Quality and Accountability as 
set oul in the Health Strategy, ' Quality and Fairness· (DoH&C 2001) and by the natiooal goals of: 
• Better health for everyone 
• Fair Access 
• Responsive and appropriate care delivery 
• High performance 

This statement has been revised from our initial statement of 2002 due to a number of contributing factors: 
• The evolution of IHSAB 
• The demand from health sefVice providers 10 expand the quality and safety frarrJeW()[1{ across the VIIhoIe heallh ~tem 
• The increasing awareness of the synergy between quality and safety 
• The inw<l~ esta~ishment ar<I subsequeffi integration 01 tt.. IHSAB into tt.. Health Information ar<I Quality AuthOIity 

Values: 
The Irish Health Services Accreditation Board has developed a set of core values wtlich underpin all our work.. Each 
value is oefined through a value statement wtJich describes how IHSAB puts its values into practice. 

-

IHSAB shaH base all aspects of the prr;Nision of Its services and framettOrl<s on the ultimate 
needs of the patient and the improvement of their quality of /ife. 
1HS4B shall pawide clear accountability and transparency concerning all of Its actions and to 
providing senAces which deliver value-tor-money 

IHSAB shall develop and SlJpport a culture ot continuous quality Improvement that will lead to 
evidenCe based practice 

IHSAB shall utilise and promote innovation in the provision of C8fe/services to maximise /he 
benefit of resources leading towards more beneficial outcooJeS. 

IHSAB sflallltD'k in partnership with internal and external stakehoklers to enable us 10 
.... ______ develop, assure and ImprcNe qualify and to achieve mutually agreed and beneficial outcomes. 
PaIl.II" 
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Mr, Dan Byrne 
Chairperson 

Or. Andrea Pmthero. 
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Dr. Paul Armstrong, 
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Non·heallh professional member of public 
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Report of the Chairperson 

I am delighted to present to you the Irish Health Services Accreditation Board's (IHSAB) Annual Report for 2004. The 
IHSAS leads and facilitates the development, assurance and continuous Improvement of quality structures in tile Irish 
health sel'\'ices. Our goal Is a safe and Quality-driven, person-centred Journey through the health system. In light of this 
strong mandate. I was delighted 10 be appointed Chairperson of the IHSAB in the first quarter of 2004. 

2004 saw many developments, including the appointment of Ms. Raisin Boland as the Board's first Chief Executive. 
Ms BoIand's experience in accreditation and in the health seMces as a whole has ensured that the IHSAB has cooUnued 
10 deliver on ~s remit. 

There is demonstrable evidence that the health services have embraced the concept of accreditation. By the end of 
2004, 80% of an acute care hospitals had voluntarily applied to participate in the scheme and this exceeded our 
projected target of 60% IQ( the year 's end. Crucially, five hospitals that already underwent the survey process have 
reapplied to participate in the scheme and this reflects a signiticanllevel of buy-in from the acute care community. 

The evolution of accreditation continues and the past year has seen many new initiatives and some significant milestones 
reached. We are particularly satisfied to be validated for the /lcute Care Accredi tation Scheme's (ACAS) 2'" Edition 
Standards by the International Accreditation Programme (lAP). In addition to this, the IHSAB will undergo organisational 
accreditallon with the lAP in the second half of 2005. fts the ACAS is three years in operation, the expansion 01 the 
scheme is timely. To this end, a phased approach to new scheme developments will be undertaken, commencing in late 
2005 with Palliative Care and Residential Services for Older People. 

This is a time of major change within the health services and the IHSAB is a part of this reform programme. In 2006, its 
fUf'ICtlons will be Integrated into the Health lnfoonation and Quality Authority (HIQA). This development will provide the 
opportunity to expand our role and we look forward to affecting this prospect. 

The Board is very aware of the rote that the IHSAB executive has played in the successful implementation of accreditation 
and it acknowledges their dedication and professionalism, which has ensured the achievemeol of so much in such a 
short timelrame. 

I would also like to acknowledge the ~ aoo assistance of Mr Denis O'SuJlivan and Mr Paul McKiernan from the 
Department of Health and Children and I wish 10 thank the Board and the members of the Accreditation Advisory Council 
for their contributioos and hard work throughout the year. 

Mr Oan 8yrne 
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Report of the Chief Executive Officer 

It Is a great pleasure to present the third Executive Report of the Irish Health Services .Accreditation Board for 2004. The 
main ptJrpo5e of this report is to provide an account of the activities of the IHSAB over the 12 month period from 
l' January 2004. It is made available in Ofdef to provide an overview of the key findings of the Board during this time. 
This report also provides us with an opportunity to outline areas for development in the forthcoming year. 

Corporate Issues 

2004 saw the first full year of operations utilising the corporate governance system developed and Implemented in 2003 
and is In line with the IHSAB Code of Practice. The system includes the establishment of an in-house solution to financial 
controls and a human resource function and the introduction of a quality and safety programme for the Board. 

Within this report details are provided 00 the significant progress which has been achieved In 2004. Significant 
developments with regard to staffing within the IHSAB occurred with the appointment of the Chief Executive, the 
subsequent appointment of a new Direclor of Client Services and the recruitment of new staff to meet the increasing 
demand and expansion of accreditation. 

Service Issues 

in 2004 the IHSAB continued to make exceptional progress In carrying out its remit of the implementation of a quality 
and safety framework, health system wide. Key achievements included: 

• Increasing the number of applicant organisations such that 60% of all acute care hospitals In the country are 
now involved. 

• Completion of 14 accreditation surveys and 2 special visits 
• Direct involvement of over 3500 health sector staH in the process since the establishment of the scheme. 
• Completion of the Acute Care Accreditation Scheme Review and achievement of international validation of the 

second edition standards. 
• Signing of a Surveyor Reciprocity Agreement with the Australian Council on Healthcare Stanoards and Quality 

Health New Zealand. 
• Commencement of a project to develop an Electronic Accreditation Process Management System. 
• Development of project plans to establish Palliative and Residential Gare Accreditation Schemes. 

These key achievements reflect the high level of standards set throughout all of the IHSAB activities. In the year ahead 
the Board will focus on the implementation ollhe revised Acute Gare Accreditation Scheme, the development of Palliative 
and Residential Care Accreditatioo Schemes and the introouction of 5eMce l./sefs as surveyors amongst other initiatives. 

Having completed 14 surveys we are now in a lX)Silion to trend findings from the survey reports and in doing so 
demonstrate the level of compliance to specific stanoards with the aim to provide information to guide stakeholders and 
policy makers in funding and service planning. 

As accreditation is a new concept in this country there is an unique opportunity to assess its effectiveness prior to and 
following implementation. To this end the Effectiveness Study thal commenced in 2003 being undertaken In aSSOCiation 
with the National University of Ireland, Galway is now providing proof on the tangible benefits of accreditation. 
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Conclusion 

As we see the continued commitment being made to the accreditation process by Ofganisations throughout the country, 
the IHSAB Executive would like 10 extend their thanks to all of the health service staff who have given their time so readily. 
We are particularly grateful to the Surveyors, without whom 110 survey would be possible. and who also continue to act 
as champions in their own Ofganisations. I \WU1d like 10 thank the IHSAB Board for their support since my appointment 
and extend sincere thanks to the IHSAB executive for their exceptional level of commitment and their professional 
approach to ensuring the oo;ectives of the Board are achieved. 

Raisin Boland 
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Financial Commentary for the Year Ended 31 st December 2004 

1. Financial Out-turn 

The financial outturn of the Board for the year ended 31 st December 2004 resuHed in a surplus of £347,695. 

1.2 Financial Analysis 

The budget and expenditure can be broken down into distinct categoOes in order 10 more clearty explain the 
associated activities, which gave rise to the financial position of Board in 2004. 

1.2.1 Fundingllncome 

There were three elements associated with the calculation of the Boards full year budget IOf 2004, €3.647m: 
n 2002 surplus carried forward Into 2004 €O.22Bm 
iij Department of Health and Children annual funding €2.130m 
Hij Income generated by Interim Executive Officers €O.OO3m 

1.2.2 Revenue Running/Operational Expenditure 

The non-pay revenue running/operational expenditure totalled €1.017m, while salary expenditure totalled 
€0.47Qm. The Board incurred additional headquarter set up costs of €O.059m In the year. 

1.2.3 Application Grants 

The Board contributed grant assistance to the newty applicant agencies al a tolal cost of €O.24Om in 2004. 

1.3 Conclusion 

overall the financial results of the Board were satisfactory. The Board found itself In a position to approve financial 
assistance 10 applicant agencies. 

, 



Income & Expenditure Account for the year ended 31st December 2004 

Opening Delic, I (Surplus) 

Pay Expenditure 

Non Pay Expenditure 

Gross Expenditure including deficit I (surplus) 

Income 

Net Expenditure for the year 

Determination 

Gklslng Def~rt I (Surplus) 

2004 
€'OOO 

(228) 

470 

1.316 

1.786 

3 

1.763 

2.130 

(575) 

€'OOO 

2,937 

3.395 

27 

3.395 

2.130 
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Balance Sheet as at 31st December 2004 

TafVJible assets 

Current Assets 

Debtors 
Prepayments 
Bank 1.257 

Creditors· less than one year 

Creditors 

Net CUrrent Assets 

Creditors - greater than one year 

Total Assets Less CUllenl UaNlities 

Noo Capital Income & Expenditure /IccOUnl Surplus 
capitalisation Account 

" 

21!01 
€'OOO 

1.1l1li 

1.300 

284 
16 
34 

110 

126 

1.774 

575 
1.1l1li 

€'OOO 

1,321 

l1li 

1.150 
5& 

1.014 

1.490 

228 
1.321 



Statement on the System of Internal Financial Controls 

Responsibility for the System of Internal Financial Controls 
1. The Irish Health Services Accreditation Board acknowledges its responsibility for reviewing and ensuring the 

effectiveness of the organisation 's system of Intemallinanclal controls. 

2. The management of the Board through the Chief Executive Officer is responsible for monitoring the system of internal 
control and providing assurances to the Board. 

3. A system of internal control is designed 10 reduce rather than eliminate risk and such a system can only provide a 
reasonable and nol an absolute assurance that assets are safeguarded. transactions are authorised and property 
recorded. and that malerial errOl'S or irregularities are either prevented or 'NOUld be detected in a timely manner. 

Key Control Procedures: 
The following is a description of the key procedures, which have been pul in place by the management designed to 
provide effective internal financial control. 

I. There is an established organisation structure with clearly defined lines of responsibility 

11 . The Chief Execu~ve Officer and her staff have responsibility for the implementation and maintenance of the 
system of internal financial control. 

Ill . A budgetary structure is in place, with monthly budget versus actual expendilure reporting mechanism and the 
identification of Accountable Officers. 

IV. The financial procedures of the Board include the following : 
+ ProtOCOls around segregation of duties 
• Requirement to comply with Public Procurement policies 
• A goods and services expenditure authorisation control process 
· Employment vacancy approval processes 

V. The adequacy of financial controls in place is mooitoced by the internal audIt function on the basis 01 a detailed 
audit programme lormulated on an assessment 01 potential risk. 

VI. Services 01 a professionally qualified Internal Auditor are in place and report directly to the Chiel Executive Officer. 

VII. All audit committee, chaired by a member 01 the Board and consisting of senior executive team member and 
nominees from the Board is in place. 

Review of the effectiveness of the system of Internal Financial Controls 

I confirm on behalf of the Irish Health Services Accreditation Board that we have conducted a review of the effectiveness 
of the Internal Financial COntrols of the Board for financial year 2004 at the meeting dated 11 · May 2005 . 

.. 

Mr Dan Byrne 
Chairverson 
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Accreditation Advisory Council 

Chairman: Prof. Frank Bradley 

The Functions of the MC are primarily as follows: 
• to contribute to development and review of the Board's missloo, values and vision; 
• to contribute to development and review of the Board's strategic direction: 
• to acMse on development and review of accrecmation programmes 
• to acMse on development and promotion of new services 
• to acMse 00 the development and review of slalldards and criteria across the full range of Accreditation and 

other Quality programmes 
• to acMse 00 collaboration with other organisations on development and implementation of Quality initiatives 

Representation on the MC is provided by the following organisations: 

Professional Bodies representing Healthcare providers 
• Irish Association 01 SOCial WOfkers 
• Irish Society of Chartered Physiotherapists 
• Hospital Pharmacists Association 
• Academy of Medical Laboratory Science 
• Irish Medical Council 
• Irish Association of Directors 01 Nursing and Midwifery 
• Independent Hospitals Association of Ireland 
• SIPTU 
• IMPACT 

Healthcare Quality/Regulatory Organisations 
• Health Research Board 
• Health Promoting Hospitals Network 
• Irish SOCiety for Quality & safety in Healthcare 
• National Disability Authority 
• Clinical Indemnity Scheme 
• Irish Medicines Board 
• SOCial Services Inspectorate 
• Mental Health Commission 
• European Health Management Association 

Organisations representing populations using healthcare 
• Irish Patients Association 
• National Council for the Elderty 
• Council for Children's Hospital care 
• Irish Kidney Association 
• Irish Heart Foundation 
• Irish Cancer SOCiety 
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Non-health organisations 
• Consumers Association of Ireland 
• Health & Safety Authority 
• Food Safety Authority of Ireland 

Academia 
• University College Dublin , Medical School 
• University College Cork, Medical School 
• National University of Ireland, Galway, Medical School 
• Royal COllege of Surgeons in Ireland, Medical School 
• Irish Universities Quality Board 

2004 Activity 

The MC assembles tviice annually. In 2004 these meetings occurred in JUIle and December. The MC examined, and 
provided recommendations to the Board OIl, several issues. These included: 

a) A national frarneworlot for quality and regulation 
b) PosiUoning of IHSAB in the market place 
cl How IHSAB can strengthen its role 
d) Does IHSAB have an advocacy role? 
e) What are the potential negative impacts of FO!? 
n Interaction of regulatory and quality systems in the Irish health service. 

In addition the MC was delighted to receive presentations from live guest speakers. These were: 

a) Ms. Patricia Gilheaney. Director of Quality & Standards 
The Mental Health Commission 

b) Ms. Michele Clarke, Chief Inspector 
Social Services InspectOfate 

c) Ms. Siobhan O'Halloran, Project Adviser 
Health Services Reform Project Office, Department of Health & Children 
'The Health Information & Quality Authority 

d) Ms. Mary VanUeshout, Director of Research & Standards Development 
The National Disability Authority 
'The development and monitoring of national standllrrJs for disabl'lity services In Ireland' 

e) Mr. Brian Johnston, Chief Executive 
Australian Council on Healthcare Standards 
'Components and future direction of a "mature" Accreditation Scheme' 
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Governance Committee 

Chairperson: Mr. Dan Byrne 

The GovernarICe Committee is a formally constituted committee of the Board. The core purpose of this Committee is to 
guide the Board on matters relating to the organisation's corporate governance activities and strategic development. 

2004 Activity 

In 2004 the Governance Committee focused on three core aspects relating 10 their remit. These were: 
a) Overseeing the recruijrnent of a Chief Executive 
b) Chief Executive Performance Evaluation 
c) The development of a 3 year Strategic Plan. 

Membership of the Governance Committee was increased during 2004 to include: 
Mr. Dan Byrne 
Ms. Clare Keenan Daffy 
Ms. Elma Heldemann 
Prof. Austin leahy 
Ms. Anne Mane Ryan 
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Audit Committee 

Chairperson: Or Andrea Prothero 

The Audit Committee is a formally constituted committee of the Board. The core purpose of this Committee is to assure 
and advise the Board on matters of fiduciary and other internal controls within the IHSAB. The Audit Committee reviews 
and discusses with the internal and external auditor, the group's internal controls, internal aud~ functioo, choice of 
accounting policies, internal and external audit programmes, statutory auditors' report. financial reporting and other 
related matters. 

2004 Activity 

In 2004 the Audit Committee focused on the following core aspects relating to their remit: 

a) FinanCial Statements Review 

b) Internal Controls 
• Assuring the appropriateness of financial and related non-financial procedures 
• Monitoring of the Internal Audit Report and overall plan. 

c) External Auditors 
• liaising with, and adhering to the requirements of, the Comptroller and Auditor General on behalf of the Board 

Membership of the Audit Committee: 
Dr. Andrea Prothero 
Dr. Paul Armstrong 
Mr. Cormac Collins 
Dr. Sean Morooey 
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Corporate Services Division 

Director: Mr. John Sweeney 

The Corporate Services Division has responsibility for the deve~ment, management and ongoing improvement of the 
corporate and executive functions of the Board. These functions include: 

• Governance 
• Human Resources 
• Rnance 
• Information COmmunicaUon Technology 
• Quality & Safety System 

2004 Activities 

Governance 
2004 saw the first full year of operations utilising the corporate governance system developed and Implemented in 2003. 
The system, which was designed 10 irlCOflXM"3le key principles In line with the IHSAB's Establishment Order and statulOry 
regulations, including the Board's COdes of Practk;e, Business and Ethical Conduct, successfully fulfilled it 's 
requirements. This was reflected in the complimentary findings of the Board's inaugural governance and financial control 
internal audil. The audit was carried out by Deloitte and Touche Consurtants In July 2004. 

Finance 
The final stage of the development of an in-house financial control mechanism was completed in 2004. This included 
the complete roll out and implementation of a financial software system which allowed for a full in-house solution to the 
financial controls. A service level agreement was also secured with SI. James Hospital, 10 avail of the provision of a 
RnanciaJ Controller and related services, for aJl of 2004. 

Human Resources 
In 2004 the Human Resource (HR) function increased in tandem with the recruitment of additional staff members. These 
staff members were required 10 fulfil the expanding remit of the IHSAB. The In-house human resource function was 
supported by the Human Resources Department of SI. James's Hospital.lt had originally been planned 10 expand the HR 
role of the IHSAB in 2004 such that it would no longer require any externa) support, however with the imminent arrival 
of the Health Information and Quality Authority, this functional expansion was put on hold. 

Information Communication Technology 
To Increase the efficiency of the overall accreditation process, In earty 2004 a decision was taken to migrate the 
predominately paper based accreditation process to an electronic system. This was instigated in May 2004. The system 
allowed for individual Sell AssessmE!flt Team members to log on to a secure websile. input and review their findings, 
examine the provided evidence of compliance, and run various reports to help identify priority actions and timescales. In 
addition Surveyors are able to input their findings directly onto computer tablets during surveys, the findings can then be 
automatically sent to the IHSAB thus reducing the turnaround limes for final reports and the accreditation awards 
decision making process. 

The contract fer tre deveIopmerrt of the Electrooic Accllrltatm Process Management System was awarded to IB SoIuOOns. 
The system went live in ~ber 2004. 
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Quality & Safety System 
In 2004, to facilitate the continuous Improvement of quality in the provision of healthcare accreditation and related quality 
improvement activities a comprehensive quality and safety system was introduced to the IHSAS. This framework, which 
incorpofales mechanisms for control. assurance and improvement, was also designed to incor]Xlrate all aspects of 
legislative control and assurance mechanisms including: 

• Governance and financial Controls 
The IHSAB's governance and financial controls were developed in line With governmental guidelines and 
regulations and irtCOfpOfaled its Code of Practice, Codes of Business & Ethical Cooduct, as well as financial 
policies and procedures. In addition the requirements for internal audit. as well as the Comptroller and General 
external audit, were incorporated to enhance the Quality & Salety System's benefit. 

• Health and safety 
The requirements of the Safety, Health and Welfare at Work Act (1989) were incorporated into the IHSAB's O'Iefall 
Quality & Safety System. This included all health and safety policies and assessments. 

The OYefall system for Ouality and Safety in the IHSAB is based on an adapted framework developed by the International 
SOCiety for Ouality in Healthcare. The framework was designed specifically for healthcare accreditation bodies. H is being 
utilised by IHSAB to provide a comprehensive framework to develop all areas of its Quality improvement programme. The 
IHSAB system is based on 11 key concepts which include: 

1.0 Governance and Strategic Directions 
2.0 Organisation & Management Performance 
3.0 Human Resource Management 
4.0 Financial and Resource Management 
5.0 Information Management 
6.0 Environmental Management 
7.0 Surveyor Selection, Development & Deployment 
8.0 Survey Management 
9.0 Accreditation Process 
10.0 Edocatioo_ 
11 .0 S1al1dards & Non-Slandards Componen1 ile'IeIopmen1 
12.0 Research 

International Review 
In 2005 the IHSAB will undergo an external validation of its Quality & Safety System by the Intematiooal Accreditation 
Programme of the International Society for Quality in Healthcare ~saua) . This process includes self-assessment and a 
peer review survey Includil'lg international Quality experts. 
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Client Services Division 

Director: Ms. Triona Fortune 

The Clients Services Division has responsibility to plan, implement and monitor aU compol1ents of the Accreditation 
Quality and Safety FramB'NOr1c: which includes: 

• Applicant organisation facilitation 
• Provision 01 education programmes 
• Efficient and effective accreditation peer review surveys 
• Survey report development (and review) 
• Monitoring and support quality initiatives utilising the continuous assessment process 
• Surveyor recruitment I development 
• Enhancement 01 existing accreditation programmes 
• Provision of new accreditation programmes 

2004 Activity 

Peer Review Surveys 
In 2004 a total of 5 surveys and 2 special \lisits were completed. These accreditation peer reviews included both single 
and multiple si te organisations. The duration of each survey ranged from 3 to 6 days. AA In-depth evaluation of the 
process Is currently taking place Involving the participants by means of a Questionnaire. One survey was cancelled. 

Survey teams ranged in size from 4 to 7 health care professionals, and included intemational surveyors within each team. 
The survey teams COllsisted of approximately equal numbers of Chief El«ecutiveslGeneral Managers, Medical Consultants 
and Directors of Nursing. 

Eighty percent of the Hospitals surveyed in 2004 received a Pre-Accreditation Advanced Award. 

A total of 14 applications for accreditation were received in 2004. The majority 01 which were single site hospitals and 
included 4 re-applications. By the close of 2004 80% of all acute care organisations had voluntarily applied to participate 
in the scheme and re-applications by 5 hospitals was received. 

Figure 1 - Hospitals SUlnted Per Year (%) 

" 

a 2002 

C 2003 

a 2004 

Figure 1 
The breakdown of hospitals surveyed per year 
is as follows. A slightly smaller percentage of 
hospitals were surveyed in 2004 (36%) 
compared to 2003 (43%). However, as 
previously mentioned IHSAB also conducted 
special visi ts in two organisations at their 
request. 



Peer Review Surveyors 
Validation of the Self-Assessmenlls undertaken by means of Peer Review. The Irish Heallh Services Accreditation Board 
now have a total of 32 fully trained surveyors. A further nine surveyors have been selected for training in 2005. 

A fOfmal reciprocity agreement was signed between IHSAB, Quality Health New Zealand and the Australian Council fOf 
Heallhcare Standards in October 2004. A total of 14 Internatiollal Surveyors were involved in Irish surveys in 2004. This 
included 11 surveyors from the Southern Hemisphere and 3 from the United Kingdom. Two Irish health care professionals 
participated in an accreditation survey in Australia. 

Service User Surveyors 
To enhance IHSAB's philosophy of patient-centeredness and 10 augmenl lhe views of the users of the Irish health care 
system recruitment 01 seMce users surveyors commenced. 

A "Service User" is defined as a person whose primary expefience of the health services is from the receiving end. The 
service user surveyor within the accreditation IrarTle'MX1< brings hislher own experience and expertise, to the process. 

All applicant organisations and patient representation bexlies from the Accreditation Advisory Councit were asked to 
nominate individuals to train as Service User Surveyors. A rigorous selection process followed and five non health care 
representatives were selected to commence training in early 2005. All surveys from the beginning of 2005 will include 
a Service User Surveyor as part of the survey team. 

Education and Training 
Education sessions are offered to all applicant organisations. The IHSAB's Client Services Division works with the 
Accredi tation Co-ordinator with the hospitals to assess the education needs of staff and education programmes are 
tailored to meet those needs. A total of four education sessions are available to each applicant organisaHon as follows; 

• Education Session One - Overview of Accreditation. 
The purpose 01 this session is to introduce all stakeholders to the accreditation framework. This session is aimed 
at patients/clients, self-assessment teams, all staff, board of management, the public and volunteers. 

• Education Session Two - Introduction to Standards and Guidelines for Evidence of Compliance. 
The ratiooaJe for this session is to introduce participants to the structure of the standards, the underpinning quality 
frameworK and evidence of compliance to support sell-assessment ratings. 

• Education Sessions Three - Self Assessment Process. 
This session guides team members through the sell-assessment process including the identification of strengths 
and opportunities for impfCNements, Quality improvement plans. the application of the eventual ratiflg scale and 
risk assessment This session is partly didactic and partly facilitated by workshops. 

• Education sessions Four - The Role Play Interview. 
This session introduces sell·assessmentteam members 10 the structure. process and content 01 an accreditatioo 
interview. This is achieved by conducting two Il10Ck Interviews with trained surveyors and self·assessment teams 
from the applicant organisation. 

EdLK;(ltion session two, three and four are designed for sell·assessment team members with the Accreditation Co-ordinator. 

(n 2004 a total of 28 sessions were delivered to hospitals nationwide to support and guide them through the accreditation 
framework. 

The annual surveyor revision course was held in September 2004. a total of 16 people attended this session. To enhance 
communication four surveyor forums were held in IHSAB. A further revision course is scheduled for early 2005. 
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The first organisation to use tile Accreditation Process Management System (e-Assessment) received training in October 
2004. This was rolled out in December 2004 to 14 Accreditation Co-ordinators and administrative staff of the 2005 
applicant organisations. 

An international expert in quality management facilitated a one day conference entitled "Making Quality Improvement 
Work - strategies to develop and implement Quality Improvement in your organisation". This very successful session was 
attended by 48 people including Chief Executives/General Managers. Surveyors and Accreditation co-ordinators of all 
applicant organisations. 

All 01 the above sessions were evaluated and tile relevant changes made to impl'ove education provision from the Client 
Serv1ces Division. 

Key Findings 
In order to assist the IHSAB in identifying areas lor improvement in the provisioo of education to applicant organisation 
all sessions were evaluated and the results aggregated. Overall the findings indicated a high level of satisfaction with 
education proviSion. 

The breakdown of the education sessioos provided by the Client Services Division in 2004 is detailed below. 

FIgUre 2 · EdLCatlon Sessions 2004 

a Ed. Session 1 

a Ed. Session 1 & 2 

C Ed. Session 2 
a Ed. Session 3 

a EO. Session 4 

Figure 2 
Education Session three (31 %) was the most 
commonly provided training session in 2004 
followed by Education Session four (26%) and 
then a combination of Education Sessions 1 
and 2 (21 %). 

Education Session 1 and 2 - Overview of Accredilation and Introduction to Standards 
The vast majority of respondents felt that this session provided them with a clear understanding of the accreditation 
scheme and the accreditation process in particular. 
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Figure 3 - Satlfaction with Ed. Session 1 & 2 

a Very Satlslled 

a Satislled 

C Unsure 
a Oissatisfied 



Education Session Three - Sett Assessment Process 
Respondents who attended Education Session 3 were asked the extent 10 which they understood the accreditation 
process in terms of self·assessment process, evidence of compliance, the rating scale. risk assessment, their role in 
the team and their knowledge of the next steps. Over 85% of participants were either satisfied or very satisfied with 
the session. 

The secood part 01 the evaluation form contained Questions relating to the education session itself in terms of the way 
in which it was provided and the performance of the facilitators. Most respondents found the education session to be 
clear and informative and the facilitator to be informative. The majority of participants found the group work exercise 
beneficial. 

FIfJUn!.f · Satlfaction with Ed. Session 3 

a Very Satisfied 

a Satisfied 

C Unsure 

Education Session Four - The Role Play Interview 
Over 95% of participants were either satisfied or very satisfied with this session. The vast majority 01 attendees were of 
the opinion that the session Pfovided them with a better understanding of the accreditation process, the content of the 
interview. the strocture 01 time allocated during the interview, their role as a team member and what to expect atlhe 
accreditation Interview. 

FtgUre 5 • SatlfacUon with Ed. Session 4 

". 
a Very Sallsfied 

a Satisfied 

C Unsure 

a Dissatisfied 

a Very Dissatisfied 
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Continuous Assessment 
Continuous quality Improvement Is a foundation feature of the accreditafion process. Organisatioos which have 
undergone an accreditation sUNey must submit a report to the IHSAB outlining progress with implementation of quality 
and safety improvement 12 mooths post survey. 

The Report should dearly outline the plan developed and implemeoled 10 address a number of principal issues as 
documented in the ocganisation's Accreditation Report, including: 

• Areas of signifICant risk 
• Quality improvement plans 
• Self-assessment team recommendations 

The Client Services Division review the Quality Improvement Report and provide feedback regarding its contents 10 the 
organisation. This report then forms a part of a Review Visit. 

Review Visit - 18 Months 
The aim of the 18-Month Review Visil is to assess progress In: 

• Areas of significant risk 
• Implementation of the quality improvement plan. 

The review visit is undertaken by two surveyors from the original survey team. The methodologies utilised within this visit 
Include team interviews, document review and focused tours of the organisation. The proceedings of the review visrt 
10How a pre-determined schedule as determined by the Client Services Uaison in agreement with the organisation. 
A report of the surveyors findings is submitted to the IHSAB. The IHSAB review the report and provides details of the 
findings to the Ofganisation. 

In accordance with the accreditation cycle six hospitals submitted one year Continuous Assessment Reports while five 
sites underwent the 18- Month Review Visit. 
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Research & Development Division 

Director: Mr. John Sweeney 

The Research and Development Division has responsibility for all aspects of research and ongoing development within 
the Irish Health Services Accreditation Board. In 2004 the Department's activities included: 

• Research 
- Accreditatioo Effectiveness Study 
• Review of Medical Laboratory Accreditation Schemes 
- Organisational Process Evaluation 
- Quality & Safety Trend Analysis 

• Development 
• Acute care Accreditation SCheme (ACAS) Review 
• Palliative Care Accreditatioo Scheme (PeAS) 
• Residential Care .Accreditation Scheme (ACAS) 

2004 Activities 

Research 

Accreditation Effectiveness Study 
A study on the application of tile accreditation scheme in Ireland was progressed in 2004. The study, which commenced 
in 2003 and is beirlg overseen by the Industrial Engineering Department, National University of Ireland, Galway, aims: 

1. To identify and validate the benefits of accreditation in the Irish Health System 
2. To assist IHSAB in identifying areas fOf improvement In the accreditillg process and scheme 

Project progression in 2004 included assessing the impact of accreditation by examining the findings of hospitals who 
were early participants in the accreditation scheme, and evaluation of staff perception of the impact of accreditation in 
their organisation by means of a staff survey. Further information on the findings is detailed in 'Key Survey Findings' 
within this report. 

The study is due for completion in 2007, with three distinct phases of completion within that timelrame. Areas to be 
addressed by the study in 2005 include clinical and performance indicators. 

Review of Medical Laboratory Accreditation Schemes 
In early 2004 the Department of Health and Children (DoH&C) requested the IHSAB undertake an examination and 
appraisal of medicallaooratory accreditation models available fOf use In Ireland. Based on this, a recommendation would 
then be made by the IHSAB. 10 the DoH&C, on the most appropriate mooel for medicallaooralories in Ireland 10 apply. 

The methodology for this review involved three principal components: 
• Desktop review 
• Survey 01 medical laboratories 
• Survey of medfcallaboralory accreditation txxlies. 
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f:.s a result of the findings of the desktop review three laboratory accreditation oooies were evaluated. In order to assess 
the level and understanding of quality assurance systems in Irish laboratories, 48 medical and public analyst laboratories 
were surveyed. The results of this survey showed a cul ture of continuous quality improvement, despite the uptake of 
laboratory accreditation being quite low. 

Following a detailed evaluatloo of alllhe Information collated from the study the IHSAB was in a posilion to advise the 
DoH&C 01 the rTKlSt appropriate medicallabofatory accreditatioo scheme IQ( the Irish medical laboratories. 

Organisational Process EvaJuation 
Utilisation of evidence based practice and continuous quality improvement are fundamental components of the 1H$AB's 
service provision. To ensure this is upheld, IHSAB carries out evaluations on the activities of the Client Services and the 
Research and Development Divisions. Responsibility for the analysis of these evaluations and dissemination of the 
resulting information lies with tile Research and Development division. This practlce ensures that activities and processes 
carried out in botll departments - such as development projects or educatioo sessions - are continuously ulXfated and 
improved based 00 service user feedback. In 2004 the organisatiooal evaluation process was integrated into tile overall 
quality system. 

Quality & Safety Trend Analysis 
The IHSAB recognises thal further value can be derived from the weanh of information which is available to them from 
organisations who participated in lhe accreditation process. Consequently the Board aimed to analyse the available data 
in further depth to provide an insight into the processes adapted by Irish hospitals to provide safe and quality driven 
patient I client care. To realise this aim, 2004 saw the planning for and commencement of trend analysis. Initial work 
involves looking at information gathered from the earliest IHSAB accreditation surveys. Examples of initial areas to be 
addressed include compliance levels with specific criteria, particularly safety criteria, and organisational quality 
improvements implemented at the time of the 1 a·Month Review Visit. 

Development 

Acute care Accreditation Scheme (ACAS) Review 
The revision of the Acute care Accreditation Scheme (ACAS) was completed in February 2004. The review process was 
overseen by a specifically appointed Steering Group and executed by an IHSAS Project Team. In total over 300 health 
professionals and service users had a direct input into the revised AC/JS. The revision provides organisations with a 
framewor1< 10 develop the safety and quality of their care and service. The revision of the scheme aimed 10 ensure that 
ACAS remained in keeping with best practice and relevant national and international legislation arid policies. The revised 
scheme was introduced 10 the Acute care sector in March 2004. 

The ACAS Standards received international validation by the International Society for Quality in Healthcare in line with 
their International Accreditation Program ~ormerly ALPHA) in September 2004. 

AC4S Standards - 2" Edition can now be down/oaded free of charge at www.ihsab.ie. 

Palliative care Accreditation Scheme (PCAS) 
The project to develop a Palliative Care Accreditation Scheme (peAS) commenced in October 2004. The project aimed 
to adapt the existing Acute Care Accreditation Scheme (ACAS) framewor1< to ensure that the specific and specialised 
components of Palliative Care Services in standalone hospice units were addressed. 
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The need for the development of such standards for Palliative care Services has been highlighted in a number of national 
reports, including the National Health Strategy, Quality and Fairness (2001) and the Report of the National Advisory 
Committee on Palliative care (2000). Development of such schemes falls within the remit of the IHSAB's Mission 
Statement, and, most crUCially, the IHSAS was originally approached by service providers in pall iative care requesting 
such a development to enable Palliative care Services to be eligible to apply for accreditation . 

The project lime/rame is of six months duration from October 2004 - April 2005. Initial steps taken in 2004 included 
informing stakeholders of the project development and inviting them 10 submit comments and feedback. 
Correspoodence to patient representatives. palliative care statl, volunteer agencies and many other individuals and 
groups aimed to ensure that the PCAS development would Incorporate a wide range of individuals with extensive 
knowledge and experience in palliative care. An extensive desktop review of Ihe literature was conducted, incorporaling 
relevanl national and international palliative care guidelines, strategies, standards and legislation. 

The project plan lor 2005 incorporates involvemenl 01 both Focus Groups and Working Groups. The aim 01 the Focus 
Groups is to identify the key areas of significance In palliative care, and lour Focus Groups, addressing both care afld 
non care standards, are planned for early 2005. Working Groups, which will be composed 01 a range 01 multidisciplinary 
service providers, will be established within each of the hospices. The Working Groups are designed to review the draft 
standards and produce a detailed response and feedback which will be incorporated into the final draft of standards. 

The PCAS standards will be sent for international approval and IHSAB Board approval in July 2005, with the scheme 
being rolled out in September 2005. 

Residential Care Accreditation Scheme 
The planning for the development of a Residential Care Accreditation Scheme (RCAS) commenced in February. I1 will be 
a 10 month project designed 10 run from February - November 2005. The development of RCAS aims to address 
residential health care organisations which may provide services on a long or medium term basis. This will include 
geriatric homesll1OSpltals, welfare homes, districVcommunity hospitals, voluntary geriatric homeslhospitaJs, private 
nursing homes, respite centres, related day care units, rehabilitation units and coovalescent homes. 

The need fOf the development of such a Scheme was highlighted In a number 01 national reports, including: 

'Develo(Jment of a quality culture throughout the health system ... N.311OOa1 standards for long term residential care o( 
older peopie ' 
National Health Strategy, Quality and Fairness (2001 ) 

' .. . introduce mechanisms to promote, encourage and foster Quality assurance ... Publish national Quality standards and 
guidelines tor long-term care '. 
Natiooal CouncIl for Aging and Older Persoos (2000) 

In addition, in 2004, the IHSAB was approached by the then Health Board CEO Group to develop such a scheme. 

The detailed project proposal outlined the project philosophy, purpose and principles, the development process and the 
involvement of stakeholders. The development process includes an extensive desktop literature review, focus groups, 
working groups in residential care organisations, international review of the standards from peer accreditation bodies and 
a pilot of the standards and process of the scheme 
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central to the development of the scheme is the involvement of a wide range of stake holders: 
• A Steering Group was appointed to oversee all aspects of the development process. Members of the group 

include IHSAB Board Members, IHSAB Accreditation AdviSO!)' Council members, representation from the 
DoH&C, Health Board and the trish Nursing Homes Organisation. 

• Input will be sought from IHSAB's Accreditation Advisory COuncil in relation to the scheme development. 
• Eight Focus Groups are planned for April 2005, which aim to identify the key areas of Importance for 

residential care settings. These focus groups will include rePfesentation from patienVclienVcarer and social 
services groups, specialists in non·clinical areas, medicallnursirlglhealth professionals and support staff. 

• Working Groups will be identified in designated sites, and they will be involved in the development of the 
scheme by reviewing standards and the process of accreditation. 

• Eight Pilot Sites, if1C()ijX)rating public and private service providers, will utilise the standards and accreditation 
process to provide feedback into all aspects of the scheme prior to approval and roll out. 

The RCAS Standards will be reviewed internationally by peer accreditation organisations, and will ultimately go forward 
for intemational validation by the International Society for Quality in Healthcare In line with their International Accreditation 
Program (1AP). Completion of the Residential Care Accreditation Scheme is planned for November 2005. 



Key Survey Findings 

Between 2002 and the end of 2004 a total of fourteen hospitals had undergone peer review surveys as part of the Acute 
Gare Accreditation Scheme (ACAS), A number of significant trends were identified from the survey reports generated for 
each of the participating hospitals, Such trends provide an Insight into the processes adopted by Irish hospitals to provide 
a safe and Quality driven system of patient I client care I service. 

Under the ACftS the quality of care I service provided in Irish hospitals is assessed by means of specifIC standards. These 
standards are standards of excellence and detail the desired level of care I service or outcome goal which a hospital 
should achieve. The standards groupings are as follows: 

• leadership and Partnerships 
• care I Service 
• Enviroomef1taJ and Facilities Management 
• Human Resources Management 
• Information Management 

ACAS Standards 
Leadership and Partnerships Standards facilitate an organisatlon in assessing and developing its governance, 
management and collaborative performance. These standards address Issues such as allocation alld management of 
resources, risk management, ethics, the development of organisational cul ture, and an organisation's involvement and 
participation In research. 

Care / Service Standards facilitate assessment of performance with respect to the provision of healthcare and J or 
service to patients I clients. The standards foUOIN the patient's I client's jourfleY as they move through an episode of care, 
Le. from access to care through assessment, planning and implementation of care to transfer and discharge. 

Environmental and Facilities Management Standards provide the basis for an organisation to assess and develop its 
performance in all areas pertinent to management of its phySical surroundings and equipment. The standards cover, 
areas soch as the planning and development of environment management services, managing physical diagnostic and 
therapeutic resources, minimising adverse events, and the Impact of the ()(ganlsatlon on the environment among others. 

Human Resources Management Standards provide the basis for an organisatioo to assess and develop its 
performance with respect 10 its human capital. These standards emphasise Ihe human resource function across the 
organisation, rather than the Human Resoorces Department or its equivalent. The standards cover aspects such as the 
selection and recruitment of personnel, enhancing personnel performance and the provision of a healthy WOfk 
environment among others. 

Information Management Standards pertain to the information management function across an organisation. They 
facilitate an organisation in assessing and evaluating planning, obtaining, management and security of data and 
Infocmalion provisions. 

Accreditation involves four distinct components: 
1. Preparation and the self assessment undertaken by the applicant organisation 
2. Accreditation survey undertaken by a team of peer surveyors to validate the self assessment 
3. Provision of an outcome report and determination of an accreditation award by the IHSAB 
4. Continuous assessment undertaken by the applicant organisations and reviewed by surveyors 
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Accreditation Survey Process 
Following completion of self assessment each organisation participating in AC/JS undergoes a peer review survey by a 
leam of external peer surveyors, whose role Is to validate the self assessment and rate an organisation's level of 
compliance with each individual standard criterion. This is designed to assist self assessment teams and the Ofganisation 
in general , to priorities areas fOf Improvement I development. To rate the level of compliance against a criterion. the team 
01 SlJrveyQrS considers what would constitute full COOlpliance with the criterion, i.e. what structures, processes and 
OUICOOles would have to exist IOf full compliance and subsequently, determines the level of COOlpliance 10 each criterion 
demonstrated by each sell-assessment team. The rating for the criterion Is determined based on this percentage level 
of compliance. The ACAS rating scale is a fIVe point scale structured as follows: 

A Not Compliant 
• There is evidence of compliance with the standard criterion up to 25%. 
• There is no evidence of Quality improvement in place. 
• The need fOf improvement may not yet have been identified. 

8 Not compliant but Quality Improvement in place 
• There is evidence of compliance with the standard criterion up to 25%. 
• The extent to which demonstrable Quality improvement initiatives are implemented, In process of 

implementation Of planned, shall indicate the strength of applicability to the rating. 

C Partially compliant 
• There is evidence of compliance with the standard criterion in the range of 25 - 50% (up to 50% of the 

necessary structures may be In place for full compliance). 
• The extent to which demonstrable Quality improvement initiatives are implemented. in process of 

implementation or planned, shall indicate the strength 01 applicability 10 the rating. 

o Mainly compliant 
• There is evidence 01 COOlpliance with the standard criterion of 50 - 70% (up 10 70% of lhe necessary 

structures and processes may be in place for full COOlpliance). 

E Fully compliant 
• There is evidence of consistent compliance with the standard criterion of over 70% (over 70% of the 

necessary structures for full compliance may be in place). 

There is also a Not Applicable category where the standard criterion in QUestion does not apply 10 the area of care I 
service provided by a particular care I service team. Rationale must be provided by the team as to why the standard 
crHerion does not apply to them. 
In addition, a risk assessment is carried om by a team 01 SlJrvey0r5 where they have identified relatively weak compliance 
(A or B rating) to a criterion. The risk assessment tool requires an evaluation of the following: 

• Ukelihood of event 
• Impact of the event 
• Urgency of action 
• Potential Adverse Event 

HQv.r easily could an adverse event occur? 
How serious would it be If the adverse event occurred? 
How Quickly should remedial action be taken (likelihood and impact) 
What type of adverse event could occur as a result of this risk? 

Each category with the exception 01 Potential Adverse Event, must be scored as High, Medium Cl( low. Details must be 
provided of the Potential Adverse Event. 
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Key Findings from the Surveys 
The survey reports indicate a strong patient / client focus to the delivery of care I service In the 14 surveyed Irish hospitals. 

A patient I client focus 10 care I selVice delivery was reflected In the types of services provided in many of the surveyed 
hospitals wtlich Included the following: 

• Flexible workil'lg practices to improve patient I client access to care e.g. Saturday radiology service 
• The allocation of a dedicated operating theatre for orthopaedic aoo plastics trauma on weekends 
• Rapid response practice by laboratory staff 10 communicate abrlOfmal results 
• Gastroeoterology special clinics and one Slop service 
• Fast track clinic for trauma patients 
• The prcMsion of hospital wide interpreter services 

A particular strength observed in all surveyed organisations is the lacilitallOll of education and traimng through their rinks 
to academic and third levellflStitutions, and also through the provision of library and associated services on site e.g. web 
sefVices, on-line resources and databases. 

The si tes also actively develop community linkages and have a number of structures in place to assist the development 
of such linkages. These include among others: 

• Outreach programmes e.g. Happy Heart and outreach clinics 
• Community based clinics e.g. antenatal clinics 
• Community based partners e.g. elderly and mental health care teams 
• GP referral facil itation, messaging and open access to specific services e.g. physiotherapy services 

The reports also indicated however, that there were a number of areas that required improvement. Such areas include: 

• Clinical risk management 
• Obtaining patient I client consent 
• Mechanisms I procedures to support difficult ethical decision making 
• Statf training for dealing with aggressive and violent behaviour 
• Major Disaster and Emergency planning 
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1. Leadership and Partnership Standards 

1.1 Risk Management 

The ACftS assesses how the area of risk is managed and implemented across an organisation and Includes the: 
• Organisational approach to patient I client safely 
• Approach to patient I client salety at a care I service team level 
• Management 01 violence and aggression by the care I service team including the use of seclusion and restraint. 

1.2 Organisational Patient Safety 

Leadership and Partnership Standard 9.0 a<>sesses how the executive I management team in a hospital prevent and 
manage risks. Leadership and Partnership standard criterion 9.1 looks at whether hospitals have structures in place for 
identifying, assessing and managing patient I client safety e.g. a system for gathering and analysing information on such 
risks. The findings Indicate senior management's apPfoach to risk management differs across the surveyed sites. 

Organisational Patient Safety leadership and Partnership Standard Criterion 9.1 

a Partially compliant 

[] Mainly compliant 

a Not compliant 

The survey findings show that: 
• 36% of surveyed hospitals were mainly compliant with the requirements for this particular staodard. Such 

ocganisations had well developed risk management programmes in place. The success of such programmes was 
attributed to a number of factors inctuding the following: 

• Strong management support 
• Allocation of resources to risk management including education I training 
• An Integrated risk management structure throughout all hospital departments 
• A culture that risk managemeo! was everyone's business. 

• 50% of the surveyed hospitals partially fulfilled the accreditation scheme requirements for the number and type 
of organisational structures they should have in place to assure safe patient I client care. The refX)rts indicated that: 

• Organisation wide risk management programmes were not In place In all of the surveyed hospitals. 
• Pockets of good practice were evident in specific departments In the hospitals. 
• Some hospitals lacked specific processes for risk management or had poor risk management procedures 

in place such as uncoordinated risk management activities InCluding Incident reporting and feedback of 
information to frontllne staff. 

The individual care I service learn approach to patient I client safety will be addressed in section 3.0. 

'" 



1.3 Ethical Guidance 

Care/service providers are faced with many difficult decisioos in the course of their work therefore, it is important that 
they receive adequate support to assist them with sensitive and ethical decision making. 

1.4 Organisational Ethical Guidance 

leadership and Partnership standard 6.0 assesses if an organisaUon delivers care/services and makes decisions in 
accordance with recognised codes of ethics or the organisation's O'Nn ethical guidelines. Leadership and Partnership 
standard criterion 6.1 assesses if the govemir-.g body of a hospital and its executive/management learn develop, regularly 
review and update organisational policies on ethical issues. The findings show the approach 10 deal with ethical issues 
varies across ttIe surveyed hospitals. 

Organisational Ethical Guldelines leadership and Partnership Stanciird Criterion 6.1 

The findings demonstrate that: 

a Partlally compliant 

C Mainly compliant 

a Not compliant 

a Fully compliant 

• 14% of surveyed hospitals were considered to be lully compliant with this standard crilerion as: 
• Ethics committees and sub-committees 10 deal with specific issues e.g. clinical trials were in place 
• The currency of ethical guidelines was maintained. 

• 21 % 01 surveyed hospitals predominantly fulfilled the requirements for this staodard criterion. 

• 44% were partially compliant, findings show: 
• tnformal methods in place to deal with ethical issues 
• The remit 01 the ethics committee is restricted to research issues only. 

• 21% 01 the surveyed hospitals were considered not to be compliant with the requirements for this standard 
criterion. The reports indicated that some hospitals dkl not have a structured approach in place to deal with 
ethical decision issues e.g. no corporate code of ethics or no organisational ethics committee in place. 
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2. Care / Service Standards 

2.1 Risk Management 

2. 1.1 Gare / Service Team Panent / Client Safety 
The goal of Care I SerW::e (CIS) standard 3.0 is to assess if a care I service team monitors and imprC1.'eS the quality of its 
care I services to achieve the best possible outcomes. care I Service standard criterion 3.1 assesses whether a care I service 
team have adequate systems in place for invesligating all incidents and adverse events which may impinge 00 patient I client 
safety under their control. ~ looks at whether the care/service teams investigate such Incideflts In a timely manner and take 
actlon to prevent such situatioos from happef1lng again. n also assesses how the teams monitoc these incidents over time 
and the SLbsequent use of the infoonatbl to charJJe oc improve their ~ to prevent such events re-occurring. 

Care I Service Team Patient I Client Safety Care I Service Slanmrd Criterion 3.5 

a Partially compliant 

El Mainly compliant 

a Not compliant 

The results indicate that: 

• 43% of surveyed hospitals were mainly compliant with this accreditation standard cr~erion . 

• A similar pr~on 43% were considered to partially fulfillthe accreditation requirement. The surveys revealed: 
• A lack of organisation wide Incident reporting processes In some hospitals 
• Variation in how different diSCiplines adopted approaches to reporting and recording incidents 
• Reporting mechanisms exist at a lOcal level, but there is an absence of follO'N up or action to an incident 

In some hospitals. 

2.2 Dealing with Emergencies, CnmplicaUons or Adverse Events 

2.2.1 Management of Violence and Aggression 
AC/JS examines examines how Care I Service teams manage violent, aggressive or problematic behaviour. 

Care I Service standard 12.0 investigates if a care I service team delivers safe, effICient and effective care. Care I Service 
standard criterion 12.12 assesses if a care I service team prevents and safely manages aggressive or violent behaviour. 
~ evaluates whether staff are adequately and regularly trained in techniques to prevent and safely manage aggressive 
or violent behaviour. It also assesses if a team Investigates Incidents of violent and aggressive behaviour and develops 
strategies to prevent such situations re-occurring. 
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Dealing with Violent or AglJ'essive Behaviour Care I Service Standard Criterion 12.12 

The results reveal that: 

a Partially compliant 

a Mainly compliant 

• 29% of surveyed hospitals had suffICient systems in place to predominantly fullill the requirement lor this 
particular standard criterion. Most hospitals were found to provide training programmes 00 de-escalation. 
breakaway or behaviooral management techniques for staff. 

• However. 71 % only partially complied with the requirements for this particular standard. The reports revealed that 
• Training programmes on de-escalation, breakaway or behavioural management techniques were not 

mandatory as part of in-service education programmes in hospitals nor were they always provided 10 all 
relevant staff 

• Staff did not always complete such training even jf it was provided in an organisation 

2.2.2 Use 01 Seclusion, Restraint Is) or Medication by /he Gare / Service Team 
The accreditation scheme also assesses the use of seclusion, restraint (s) or medication by the care I service team to 
control or modify problem behaviour. Care I Service standard criterion 12.13 investigates if the care I service teams have 
guidelines in place to assist them in determining when the use of seclusion, restraint (s) or medication is warranted. It 
also examines if the care/service teams clearly state and document the goals, procedures and limits 00 the use of such 
practices, and whether the teams inform patients I clients and families when such practices are used. 

Use of Seduslon, Restraint (s) or MedJcation care I Service StancBrd Criterion 12.13 

a Partially compliant 
a Mainly compliant 

• The majority of surveyed hospitals 64% partially complied with the requirements for this particular standard 
criterion. The firKlings demoostrated: 

• AA absence of a corporate restraint policy in some organisations, while others had a very base gudeline in place 
• Instances of good prattice were evident in specific departments within some of the surveyed hospitals, 

such as an Accident and Emergency Team who had written guidelines in place for the management of 
violent patients/clients suffering from mental health disorders. This was in spite of the fact that the 
hospital itself did not have a corporate restraint policy in place. 

• The remaining 36% of surveyed hospitals were mainly compliant with this standard's requirements. 
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2.3 Patient I Client Consent 

ACAS eKamines If a care team complies to the legislation relating to patient I client decision making and consent. The 
issue of patient I dient consenl is particularly important and relates to the communication and information provision 
stroctures in an organisation. A patient ' client giving \heir infanned consent for a procedure is one who has received 
sufficient information about a procedure, including potential riSks, tram their care ' service providers and has had any 
Questions answered. The patient ' client consent procedures in place in an organisation therefore provide an Insight into 
the manner in which the organisation deals with information provision. 

Care I Service standard 10.0 assesses H a care I service team obtains informed consent before any care I service or 
intervention commences. Care ' Service standard criterion 10.1 evaluates if a care I service team's patient ' client 
consent procedures are reflective of the relevant legislation. 

Patient I Patient Consent legislation care I Service Stancilrd Crfterlon 10.1 

a Partially compliant 

a Mainly compliant 

The results indicate that: 

• 50% of the surveyed hospitals had adequate systems in place to predominantly fulfill the accreditation stanoard 
requirement. 

• Overall hospitals were found to have patient, client consent procedures In place 
• HQo.vevef, approaches 10 obtaining consent can vary within individual organisations from goo:l to basic practx:es. 

• A similar proportion of surveyed hospitals (50%) only partially complied with the requirements for this particular 
standard. Correspoodingty, the reports revealed that the consent policies were very basic In cenain 
organisations or in draft format and in need of formalisation in others. 

Care' Service standard criterion 10.2 looks atlhe processes that the care' service team has in place for ascenaining 
whether a patient I client is capable of giving their informed consent, and how a care I service team manages a situation 
if patients I clients are unable to make or communicate their own Informed decision. It also looks at the use of a 
substitute decisioo maker when the patient ' client is unable 10 make their cmn decisions. 
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PaUenl 1 Client Competency to Give Consent Care I Service Stan~rd Criterion 10.2 

The findings indicate that: 

a Partially compliant 

a Mainly compliant 

• 43% of surveyed hospitals were mainly compliant wi th the requirements for this standard criterion with good 
procedures In place fOf detenninil"lg patient's f client's competency to give their informed consent. 

• 57% of hospitals surveyed were partially compliant with this standard. The findings showed a lack of procedures 
10 guide staff when obtaining COflsent from a patient I client with special needs. 

Gare I Service standard cri terion 10.3 assesses if the appropriate team member obtains the patients' I clients' informed 
consent. In particular, it examines whether the team member veri fies that the patient I client understands al1 lhe verbal 
and written information supplied to them. It also evaluates it the team member has reviewed the consent form with the 
patienl I client and that the patient's I cl ient's consent is documented. 

Obtaining Consent Care I Service Stan~rd Criterion 10.3 

The data indicate that: 

a Partially compliant 
a Mainly compliant 

• 43% of the surveyed organisations mainly complied with the requirements for this particular standard. 

• 57% were partially compliant to this standard criterion. Findings show there is variation wi thin individual hospitals 
regarding the level of staff member who obtains consent. In some teams the medical consultants obtained patient 
I client consent while in others the multidiscipiinary team as a whole was seen as part of the consent process. 



2.4 Access to Services 

The ease with which members of the public can access the appropriate care I service in a hospital can have a major 
impact on their subsequent prognosis. The goal of Care I Service Standard 6.0 Is to assess if the patients', clients' first 
contact with the organisatloo lead to their receiving the most appropriate care I services. 

Gare I Service standard criterioo 6.2 assesses if the hours of operation, ease of physical access and available resources 
of a hospital are appropriate to the needs of the population it serves alld the type of care I service offered. For example, 
it assesses whether the organisation identifies and makes available the necessary clinical support services to meet the 
needs of patients I clients and fami lies. 

Ace., to Services Csre I Service Standard Criterion 6.2 

a Partially compliant 

C MosUy compliant 

a Not compliant 

The results demonstrate that: 

• 29% of surveyed hospitals were rated as being mainly compliant with the requirements for this particular 
standard. 

• 64% of surveyed hospitals were partially compliant with the requirements for this particular standard criterion. 
The reports highlighted that care I service teams strive to make their services as accessible and patient I client 
friendly as possible. HoNever, constraints with regard to: 

• The physical environment and human resource issues, affects the level of compliance displayed. 

2.5 Patient I Client Assessment 

care I Service Standard 7.0 evaluates If care I service teams accurately and appropriately assess their patients I clients. 
care I Service standard criterion 7.7 examines If the patients' I clients' assessment process is supported by adequate 
resources e.g. staff, technology, equipment etc. The accurate and appropriate assessment of a patient I client by a care 
I service team results in a patient I client receMng the most appropriate care I service. All surveyed hospitals were foulld 
to partially comply with the requirements for this standard criterion. Full compliance was not achievable as the findings 
showed that: 

" 

• Overcrowding In Accident and Emergency (A & E) Departments affected the staff's ability to undertake a 
comprehensive assessment of the patient I client at times. 

• 



2.6 Planning eare I Service 

safe, efficient and effective care I service must be delivered by a care I sef\'ice team through an integrated cafe I service 
plan. With the Integrated Care Pathway system the journey of a patient I client through a hospital is planned and 
structured to ensure that they receive the appropriate treatment at the appropriate times. Integrated Care Plans are then 
developed fOf the Individual patient I client. Failure to plan and document a patient f client journey can result in 
fragmented patient I client care. 

Care I Service standard 11 .0 assesses if care I service teams have appropriate and integrated care I treatment plans in 
place for each patient I client. Care I Service standard ctiterion 11.4 evaluates whether the care I service leams 
considers factors such as the patient's I client's assessment, stage of illness as well as research and best practice into 
account when developing the integrated care plan. The survey reports indicate a need for the widespread introduction 
of Integrated care Plans in Irish hospitals. 

Development of Integrated tare Plans tare I Service Standard Criterion 11.4 

The results indicate that 

a Partially compilant 

a Mainly compliant 

C Fully compliant 

• Most hospitals (57%) partially fulfilled tile requirements fOf this particular standard criterion. The reports 
illustrated that although Integrated Care Plans QCPs) have been developed lor a number of Care I Service Teams 
they are not used routinely. 11 was observed that the implementation of ICPs in some organisations was 
terminated due to staff shortages and tile existing worIOOad. Most surveyed organisations however, recognised 
tile importance of ICPs accepting that they would: 

• Enhance the service provided to patients I clients 
• Reduce the variation in care processes 
• Improve the documentation of implementation of best practice 
• Streamline medical and nursing documentation 

• 36% 01 surveyed organisations were mainly (XImpliant with the requirements lor this particular standard while a 
minority (7%) were deemed to be fully compliant. 

31 



3. Environmental Management Standards 

3.1 Preparation for Disasters and Emergencies 

Hospitals must be prepared for disasters and emergencies that may occur inside or outside the organisation. These 
Include but are not limited to major incidents such as, fires, natural disasters. bomb threats, chemical spills, radiation 
exposure, threats of personal violence, power failures, flooding and community outbreaks 01 infectious disease. 

Environment Management standard 5.0 assesses if an organisation is prepared for disasters and emergencies. 
Environmental Management standard criterion 5.1 examines whether the organisation's disaster and emergency 
planning processes are reflective of regional and national guidelines, and jf they take account of factors such as 
Identifying the potential risk 01 a disaster or emergency, determining who is responsible for managing and co
coordinating the response to emergency situations during regular and out of hours, and ensuring qualified staff members 
are available to respond to any type of emergency amoog others. 

Preparation lor Disasters and Emergencies Environmental Management Standard Criterion 5.1 

a Partially compliant 
[J Mainly compliant 

a Not compliant 

In this instance the findings indicated that: 

• The majority 65% of surveyed organisations were considered to partially fulfill the requiretnefl lS lor this 
particular standard. 

• Most sUNeyed hospitals were found to have some form of disaster and emergency plans in place 
• Plans however were found, In some situations, to be In draft format or in need 01 review or standardization 

across multiple sites. 

• Over a fifth (21 %) of surveyed hospitals did not have adequate structures and processes in place to comply with 
this standard. However, there was evidence of initiatives to further develop and improve plans and supporting 
procedures. 

Environmental Management standard criterioo 5.2 assesses if hospitals review their fi re, disaster and emergency plans 
and procedures on an annual basis. It evaluates if the annual review of these plans includes drills and exercises, if the 
maximum number of staff participate In these practice drills afld exercises and whether the organisation monitors and 
documents staff participation in such drills. It also assesses if a hospital analyses the effectiveness of each drill or 
exercise and accordingly updates or reviews their plans, procedures or training methods. 

" 



Annl1ll Revtew of Fire, Disaster and Emergency Plans Environmental Management Standard Criterion 5.2 

The survey reports indicated that: 

a Partially compliant 

[] Mainly compliant 

a Not compliant 

• The majority 01 surveyed hospitals 58% partially fulfilled the requirements IQ( this particular standard criterion. 
The findings showed that: 

• Plans needed to be tested in some organisations 
• Plans needed to be tested on a more regular basis in other organisations 
• There was difficulty identifying the most recent plan, some due to the absence of development dates. 
• The postponement of planned emergency drills. 

• Over a fifth {21 %) of surveyed hospitals predominantly fulfilled the requirements for this particular standard 
criterion. 

• However, a similar proportion 21 % did not meel the requirements tor this particular standard criterion. 

" 



4. Human Resource Management Standards 

4.1 Selection and Recruitment of Personnel 

AW examines the recruitment and selection procedures in place in an organisation. The goal of Human Resource 
Management (HRM) standard 3.0 is to assess if an organisation has adequate numbers of qualified and trained staff, 
independent practitioners and volunteers to provide quality services. Human Resource Management standard criterion 
3.1 examines if an organisation has processes in place to assess: 

• The qualifications, licences, registration and I or certification of potential staff members, 
• Staff knowledge and skills, 
• References, security checks and medical examination records of potential staff members. 

Selection and Reauitment ot Staff Human Resource Management Stanmrd Criterion 3.1 

The findings indicate that 

a Partially compliant 

a Mainly compliant 

C Fully compliant 

• The majofity (79%) of surveyed hospitals mainly complied wHh the requirements for this particular standard. Most 
surveyed hospitals were found to have well developed procedures in place for the recruHment and selection of 
staff. 

• 14% of surveyed hospitals were fully compliant with the requirements for this particular standard. There was 
evidence that: 

• Staff were selected based on their Qualifications and competencies and these were ascertained in advance 
of selection 

• References I medical checks I registration details and Garda clearance were requested as part of the 
recruitment process in most hospitals 

• The service needs of the organisation were taken Into account when selecting staff 

4.2 Strategies for Retaining Personnel 

ACf.S examines the type of strategies that an organisation has in place for retaining human resources. Human 
Resource Management standard criterion 3.4 evaluates il an organisation develops strategies for retaining human 
resources such as: 

• Providing fair and equitable remuneration and benefits 
• Creating opportunities to promote and transfer staff and volunteers 
• Providing professional development opportunities 
• Carrying out exit interviews or evaluations with staff and volunteers wOO leave their positions 



Retaining Human Resources Human Resource Management Standard Criterion 3.4 

The findings indicate that: 

a Partially compliant 

a Mainly compliant 

• The majority of surveyed hospitals 64% predominantly fulfilled the requirements for this particular standard. 
Most hospitals were found to have developed strategies for retaining personnel wtlich included: 

• Opportunities for personal and professional development 
• Staff cootinulng education initiatives 
• Resource supports available in terms of study leave and finance for further education 
• Formal acknowledgement of staff achievements 
• Exit interviews conducted with staff leaving the organisation 

• 36% of surveyed hospitals were partially compliant 10 this standard criterion. 

" 



5. Information Management Standards 

5.1 Confidentiality of Patient! Client Information 

The objective of Information Management standard 6.0 is to assess if an organisation protects the confidentiality, security 
and Integrity of data and Information. Information Management criterion 6.1 evaluates if an organisation has structures 
in place to safeguard data and information against loss, accidental destruction and privacy corruption and if there are 
formal policies and procedures for collecting, retaining, exchanging and destroying information. 

Conlidentlality and Security of Data and Information Information Management Stantilrd Criterion 6.1 

The findings indicated that: 

a Partially compliant 

C Mainly compliant 

a Not compliant 

• 14% of surveyed hospitals mainly complied with the requirements for this standard. Such hospitals had: 
• Robust security measures in place to ensure the confidentiality and security 01 information 
• limited levels of access to information by staff 

• The vast majOOty 72% partiaJty fulfilled the requirements for this standard criterion. The findings demonstrated 
that potentiallor breaches in patient I dient confidentiality exists in SOOle hospitals due to: 

• Insecure storage of medical records at ward level 
• Insecure methods to transport medical records around the hospital site 
• lack of automatic locks on medical records storage rooms 
• Insufficient measures to protect data and information against accidental destruction e.g. the storage 01 

records in non fire proof cabinets. 
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