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QQUUAALLIITTYY  &&  PPAATTIIEENNTT  SSAAFFEETTYY  AAUUDDIITT    
FFIINNAALL  AAUUDDIITT  RREEPPOORRTT  ––  EEXXEECCUUTTIIVVEE  SSUUMMMMAARRYY  

 

Audit Title: Audit of Compliance of the National Ambulance Service 
Appropriate Hospital Access Protocol for Trauma 

Audit Number: QPSA0302011 

Date of Issue of Final Report: 26th April 2012 

Audit Requester: Robert Morton, Director, National Ambulance Service 

Petrina Duff, Quality and Patient Safety Auditor (Lead) Audit Team Members: 

Mary Greene, Quality and Patient Safety Auditor 

Audit Sponsor: Ms. Edwina Dunne – Director of Quality & Patient Safety Audit 

Type Location Date 

National Ambulance Service (NAS) data for tagged trauma 
calls provided by NAS Control Centre Managers for the period 
01.03.2011 – 31.10.2011  

Data 
Request 
issued on 
25.10.2011

Site Visit Mid Western Regional Hospital, Ennis 06.12.2011

Site Visit Mid Western Regional Hospital, Nenagh 07.12.2011

Site Visit Mallow General Hospital 18.01.2012

Site Visit Bantry General Hospital 19.01.2012

Site Visit Midland Regional Hospital, Portlaoise 20.01.2012

Site Visit St. Columcille’s Hospital, Loughlinstown 02.03.2012

Site Visit St. Michael’s Hospital, Dun Laoghaire 06.03.2012

Source of Evidence: 

These site visits did not audit hospital services but were conducted to access 
relevant NAS data held at the hospitals.  

Audit Sponsor: Ms. Edwina Dunne – Director of Quality & Patient Safety Audit 

 

1. AUDIT BACKGROUND/RATIONALE 

The rationale for this audit is to provide assurance that patient safety concerns in smaller hospitals as 
identified in the Health Information Quality Authority (HIQA) Ennis and Mallow Reports (HIQA, 2009 and 
2011) have been addressed by diverting trauma patients to other larger hospitals when appropriate.  It was 
also recommended in the Ennis Report that “the relevant transfer and bypass protocols must be regularly 
reviewed on a multidisciplinary basis, compliance audited and updated as necessary”. 

The National Ambulance Service (NAS) has addressed the patient safety risks highlighted in these reports 
with the implementation of protocols such as the Appropriate Hospital Access Protocol for Trauma 
(January, 2011).  Bearing these points in mind and at the request of the NAS, this audit will determine if 



 
the NAS is compliant with its own Appropriate Hospital Access Protocol for Trauma. 
(NAS Appropriate Hospital Access Protocol for Trauma hereafter referred to as the NAS Protocol). 

2. AUDIT OBJECTIVES 

1. To provide an overview of the NAS procedure for capturing data on trauma calls 

2. To determine from this data the number of trauma calls that were tagged for trauma over a six month 
period in a selected cohort of HSE hospitals 

3. To determine from this data whether the NAS Protocol is adhered to and followed when a tagged 
trauma call is received by the NAS. 

3. SIGNIFICANT FINDINGS 

The main findings relating to the above objectives are as follows: 

o Currently different call logging systems are in use in the three different NAS areas, some of which are 
not compatible.  It is now timely to review these systems for compatibility given that the structure of the 
NAS is undergoing change.  The NAS should have the same call logging system in use across the 
three NAS areas. 

o Patient name or date of birth is not currently requested by the NAS Protocol of Questions and Answers 
(ProQA – the standard set of questions asked during an emergency call to determine the chief 
complaint).  The absence of a prompt for patient name and date of birth in the current NAS ProQA 
means that these may not be available from the various current call logging systems.  This makes the 
tracing of a patient’s ambulance record in the hospital very difficult as patient name and/or date of birth 
are unique identifiers needed to retrieve medical records. 

o The audit team requested 280 NAS calls/incidents for review.  The audit team reviewed 188 
emergency department (ED) records relating to these NAS incidents across seven hospitals.  The audit 
team found and reviewed 156 (83%) NAS Patient Report Forms (PRF) within the 188 ED records.  
With the exception of three incidents, all other incidents were non-major trauma and complied with the 
NAS Protocol. 

o In St. Columcille’s Hospital, Loughlinstown, only five ED records could be retrieved by the hospital and 
only three of these matched the NAS calls requested by the audit team.  In St. Michael’s Hospital, Dun 
Laoghaire, only eight ED records were retrieved by the hospital and only three of these matched the 
NAS calls requested by the audit team (a further three records were included as they satisfied the 
inclusion criteria).  In conclusion, there was insufficient evidence available to the audit team to confirm 
that the NAS is compliant with the Protocol in relation to St. Colmcille’s Hospital in Loughlinstown and 
St. Michael’s Hospital in Dun Laoghaire. 

o In the NAS call centre data, eleven calls were logged as stab/gunshot wound.  The audit team 
reviewed three records pertaining to stab/gunshot trauma that were treated in a smaller hospital.  
According to the NAS Protocol, a stab/gunshot wound is defined as a penetrating injury and is a major 
trauma and should bypass the smaller hospitals.  The NAS must ensure that all ambulance crew are 
aware that major penetrating injuries include gunshot and stab wounds and are therefore not 
transported to smaller hospitals. 

4. RECOMMENDATIONS 

The recommendations made by the audit team are: 

1. The NAS review the current Control Centre call logging systems and identify one system as a national 
system going forward. 

2. The NAS review the ProQA to include a prompt for patient name and date of birth at the time of the call 
when known by the caller. 

3. The NAS review the current Patient Report Form and include a prompt for the ambulance crew 
member to relay patient name and/or date of birth back to the Control Centre when this is not known by 
the caller. 



 

5. CONCLUSION 

Sufficient evidence was provided to the audit team to confirm that overall the NAS is compliant with its own 
Appropriate Hospital Access Protocol for Trauma in relation to the following hospitals audited: 

o Mid Western Regional Hospital, Ennis 
o Mid Western Regional Hospital, Nenagh 
o Mallow General Hospital 
o Bantry General Hospital 
o Midland Regional Hospital, Portlaoise. 

There was insufficient evidence available to the audit team in relation to St. Columcille’s Hospital in 
Loughlinstown and St. Michael’s Hospital in Dun Laoghaire to confirm that the NAS is compliant with the 
Protocol. 
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