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1. Introduction 

Quality and Patient Safety Audit (QPSA) provides internal independent assurance within the defined 
responsibility of the HSE National Director of Quality and Patient Safety. Established in late 2010, it is a 
new function which complements and augments the existing Level 1 (Quality & Risk self assessment) and 
Level 3 (Internal Audit) functions within the HSE by filling the Level 2 assurance gap for clinical and social 
services and thus completing the HSE Assurance Framework. 

As part of the overall Quality and Patient Safety Directorate (QPSD), QPSA plays a key role in driving the 
quality improvement agenda through promoting accountability for quality and patient safety. QPSA 
promotes a system which recognises and applies the values of transparency, honesty and candour; this is 
achieved through conducting audits to assess compliance with standards, and making recommendations 
to achieve the required standard. Progress on the implementation1 of recommendations is requested by 
QPSA, and is subject to validation and re-audit. As the national monitoring and learning function is 
developed, audit recommendations will be used as an integral part of performance analysis, trending, and 
as an indicator for intervention.  

In 2012, QPSA expanded its range of audits undertaken by conducting audits on Service Level 
Agreements; carrying out external validation for a National Point Prevalence Survey; and providing 
consultancy on the National Standards for Safer Better Healthcare.  

 
 

2. Performance Targets 2011 - 2012 

QPSA achieved or surpassed its performance targets in 2011 and 2012. These performance indicators 
are linked to HSE Corporate Plan 2011-2013 and the annual National Service Plans. 
 

Table 1: Targets vs. Performance, 2011-2012 
 

 2011 
Target 

2011 
Outturn 

% target 
achieved 

2012 
Target 

2012 
Outturn 

% target 
achieved 

Audits Commenced  20 21 105% 24 26 108% 

Audits Completed on schedule  17 17 100% 20 23 115% 

 
 
 

3. Audits Progressed 2011 - 2012 

Since January 2011, 47 audit requests have been progressed by QPSA. The Table and Figure below 
show the breakdown of the audits by current status and by Directorate.  
 

Table 2: Directorate Distribution of Audits Progressed over 24 months, January 2011 – December 2012 
 

 Complete Closed Audit In 
Progress 

Scoping / 
Pre-Audit 

Total 

Hospitals 12 8 1  21 

Primary Care 2 1  1 4 

Mental Health 2 3   5 

Social Care   3 *   1 ** 1 **  5 

Children’s Services  1 1  2 

QPSD 4 3 2 1 10 

Total  23 17 5 2 47 

 

*   1 Disability Services, 2 Older Persons Services 

**  Older Persons Services 

 

                                                 
1
 The implementation of audit recommendations is the responsibility of the senior most accountable person in the area concerned. 
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Figure 1: Directorate Distribution of Audits Progressed over 24 months, January 2011 – December 2012 

 
As depicted in Figure 2 below, audits progressed in 2011 were weighted towards Hospital Services and 
QPSD. Whilst demand for audits in these key areas did not abate in 2012, QPSA made a concerted effort 
to engage with non-acute services such as Primary Care to expand its breadth of audits undertaken. 

Figure 2: Directorate Distribution of Audits Progressed, 2011 vs. 2012  

 
 

4. Audit Duration 

The length of time to complete an audit, from date of audit plan sign-off to date of final report circulation, 
was an average of 86 business days (median:87), with the range spanning 35 to 133 days.  

 
Figure 3: Average Duration of Completed QPSA Audits, 2011 and 2012 by Directorate 

 
As per Figure 3 above, Directorate analysis of the average length of time to complete an audit revealed 
that Social Care audits took approximately 26% longer to complete than audits completed in other 
Directorates. Reasons for the extended audit timeframes in Social Care included (in order of frequency):  

• Staff availability (both auditors and sites);  

• Delay in management response; 

• Complexity of subject; 

• Differences of opinion regarding the content and format of the reports; and 

• Challenges with collecting and analysing quantitative data. 
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5. Analysis of Closed Audits2 

A total of 17 audits were closed by QPSA in 2011 and 2012. The most frequent reason for audit closure 
was the withdrawal of the audit request by the requester. The second most frequent reason was timing 
issues i.e. an audit of a policy that was not sufficiently implemented. 

Table 3: 2011 - 2012 Closed Audits, Reasons for Closure 
 

Reason for Closure No of closed audits 

Requester withdrawal 4 

Timing issues 3 

Issues with requestor/request 2 

Governance/implementation issues 2 

Insufficient information / absence of key staff 2 

Restructuring issues 2 

Deferred for emergency audit 1 

Being pursued by internal audit 1 

TOTAL 17 

In 2013, QPSA will review the audits which were closed in 2011 and 2012, with a view to recommencing 
those which are now appropriate for audit, and of significant priority. This is explored further in Section 8 
below. 

 
 

6. Analysis of Audit Recommendations  

Audit recommendations are issued as part of each final audit report with the objective of improving HSE 
services and increasing quality and patient safety.  

Final Audit Reports Issued (2011-2012)       23 

Final Report Recommendations Made (2011-2012)   166 

Recommendations arising from final audit reports were “coded” to identify common themes. These are 
outlined in the following table. Differences between recommendations in 2011 vs 2012 reflect, in part, the 
broad scope and variety of audits undertaken each year i.e. there were more audits on respect of PPPGs 
in 2012 as compared to 2011.  

Table 4: QPSA Final Audit Recommendations: 2011 vs. 2012, by Category 
 

Heading 2011 
Recommendations 

2012 
Recommendations 

Communication 11% 22% 

Data Quality & Audit  11% 20% 

Information Technology & Equipment 14% 6% 

Policies, Procedures, Protocols and Guidelines (PPPGs) 13% 22% 

Records Management 2% 3% 

Risk & Controls 16% 5% 

Service Development & Reconfiguration 4% 6% 

Staffing 4% 2% 

Standards & Definitions 9% 3% 

Training 18% 9% 

 

                                                 
2
“Complete” vs. “closed audit”: A completed audit is one that follows the audit plan to completion. A closed audit is not completed as per the 

audit plan, and is terminated ahead of completion. The decision to close an audit must be agreed with the audit requester and the Director 
QPSA. An audit report is written for all closed audits as a record of work to date and the reason for closure. A closed audit may be deferred 
to a later date or may be cancelled. 
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Table 5: Top Three Recommendation Categories in 2011 
 

Heading Examples of Recommendations 

Training • Recording and monitoring training activity 

• Prioritising mandatory training 

• Ensuring specific training is delivered to relevant staff groups 

• Providing skills-based training where there is demonstrated lack 

Risk & Controls • Using a risk-driven agenda for meetings 

• Ensuring  controls are effective at mitigating/managing risks 

• Completing risk assessments 

• Reinforcing ownership and accountability for risk management process 

Information Technology 
& Equipment 

• Purchasing equipment where required 

• Facilitating communication via shared IT i.e. shared drive, Intranet, HUB 

• Updating existing IT systems 

• Developing new IT systems to capture and record information 

Table 6: Top Three Recommendation Categories in 2012 
 

Heading Examples of Recommendations 

Communication • Consulting with stakeholders, particularly service users / community 

• Developing formal communication structures between services 

• Increasing staff awareness 

• Employing a range of communication methods  

• Standardising communication within a service i.e. terminology, types, length 

• Following up complaints / dispute resolution process 

PPPGs • Timely revision and communication of PPPGs  

• Standardising PPPG format in line with national guidance 

• Aligning local, regional and national PPPGs 

• Developing / updating templates accompanying PPPGs 

Data Quality & Audit • Conducting regular audits of documentation, data, patterns etc. 

• Reviewing data quality / definitions, ensuring consistency and completeness of data 

• Monitoring relevant data i.e. DNAs, waiting lists 

• Developing / revising appropriate templates to submit data 

Implementation of Recommendations and Quality Improvements 

Feedback on the implementation of the recommendations is ongoing and forms part of the QPSA work 
programme for 2013. Progress on the implementation is reported to QPSA, and is subject to validation 
and re-audit. In March 2013, a review was conducted on a sample of audits completed in 2012 to 
ascertain the status of recommendation implementation. 108 national recommendations, representing 11 
audits, were tracked. Responses were received in respect of 84 recommendations (78% response rate). 
Of the 84 responses received, 74 (88%) of the audit recommendations were either fully implemented or in 
progress. The breakdown is as follows: 

Table 7: Audit Recommendations: Status of Implementation  
 

Implementation Status No / % 

Completed 20 (24%) 

In Progress 54 (64%) 

Not Yet Commenced 10 (12%) 

Total 84 

Evidence of quality improvements was provided in respect of 46 (55%) recommendations, demonstrating 
the positive impact QPSA has made on HSE structures and systems. The table below gives a sample of 
quality improvements to date. 
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Table 8: Sample of Quality Improvements as a result of QPSA Audits  
 

Audit No Audit Name Quality Improvements as a Result of QPSA Audit 

003/2011 Audit of the compliance of acute 
hospitals with selected criteria from 
Standard 8 (KPIs) of the HSE Code 
of Practice for IDP 

The Special Delivery Unit are progressing the audit recommendations, 
particularly in the audited hospitals and the audit results were fed into 
the new national discharge planning guidelines. 

005/2011 Audit of Policy on Use of Physical 
Restraints in Designated 
Residential Care Units for Older 
People (Public Units) 

Following a review of the audit report, a working group has been 
established to consider the outcomes and it is planned to have the work 
complete by the end of March 2013. 

027/2011 Audit of Spiritan Asylum Services 
Initiative (SPIRASI) 

Close collaboration has taken place between HSE Social Inclusion and 
SPIRASI, with a consistent approach now assured to addressing all 
issues raised in the audit. The effectiveness of communication in this 
regard will continue to be monitored 

071/2011 Audit of Self Employed Community 
Midwives (SECM) compliance with 
Memorandum Of Understanding 
(MOU) relating to the provision of 
home birth services to eligible 
expectant mothers 

A new Designated Midwifery Officer for HSE DNE Region has been 
appointed on a part time basis. It is expected that she will work together 
with the other designated midwifery officers and to finally establish 
National PPPGs for the home birth service. The new Agreement and 
MOU are pending approval. 

073/2011 Audit of National Infection 
Prevention and Control Standards 
of Healthcare Associated Infections 
(1,2,5,11 & 12) 

Since start of August 2012 change in focus of work to increase number 
of antimicrobial prescriptions reviewed: - ward pharmacists now 
reviewing restricted agents, antimicrobial pharmacist reviews 
antimicrobial prescriptions on all wards – each ward will be reviewed 
once per week. Stock levels of antibiotics on wards reduced.  

001/2012 Audit on Compliance with National 
Thrombolysis Guidelines for 
Cerebral Infarction 

Recommendations to be incorporated into new national Stroke 
Guidelines, to be revised Q1 2013. 

003/2012 Audit of a Sample of Controls 
recorded on the HSE Corporate 
Risk Register – Risk 1, 8, and 13 

A number of controls have been reviewed in line with Audit 
Recommendations to ensure wording is appropriate and reflects the 
actions taken to minimise or eradicate risk – work in progress. 

009/2012 Review of admissions of children 
under the age of 18 years to adult 
units in approved centres, under 
the Mental Health Act 2001, over a 
six month period 

An electronic web based tool has been developed and is being piloted 
in a number of mental health services to capture the information 
recommended by the audit report, on an ongoing basis. 

 
 

7. QPSA Quality Improvement  

QPSA is committed to quality improvements in respect of the QPSA structure and work processes, to 
ensure the delivery of high quality services within the HSE. This is addressed through a number of means:  

• Measuring QPSA performance against service standards; 
• Making QPSA representatives available to discuss audit plans and results with representative 

committees (i.e. Regional meetings, Risk Committee Meetings etc);  
• Issuing evaluations to audit requesters and site liaisons, to assess their satisfaction with the audit 

process. 

In 2012, 62 evaluations were distributed to which there were 23 replies, giving a 37% rate of return. This 
reflects a 10% increase in response rate from 2011, wherein there were 27% returns. There was a high 
level of  satisfaction across all topics surveyed. 
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Figure 5: Evaluation of QPSA Audit Experience (2012) 

 

QPSA examined reasons for lower satisfaction ratings in specific areas. In particular, respondents cited a 
lack of administative support for returning audit questionnaires, and 13% experienced difficulty in 
understanding and/or completing the questionnaires. QPSA intends to address this through scheduled 
training and development sessions for QPSA audits in 2013, with one session focused on refining audit 
methodology i.e. questionnaire use, design and data analysis. 

 

 
 

8. QPSA Audit Programme 2013   

QPSA has proposed a challenging work plan for 2013. Improved systems and shared learning will 
continue to develop the QPSA function as an efficient and effective service. In addition, the breadth of 
QPSA consultancy services will be consolidated and aligned to Directorate priorities.  

The audit programme for 2013 will be available to view on the HSE website. The programme is designed 
to make allowances for emergency (urgent) audit requests. If such an audit is required it should be 
submitted to the Director of QPSA and, with agreement of the NDQPS, these audit requests will be 
prioritised.  

The 2013 QPSA audit programme will focus on three key areas: 

 

1. National Standards for Safer Better Healthcare  

The National Standards apply to all healthcare setting provided or funded by the HSE, excluding Mental 
Health Services. There are 45 Standards which are grouped under eight themes. The first four themes 
relate to key components of a quality service. The remaining four relate to those key areas of capacity and 
capability required to deliver the Quality Themes.  

QPSD are developing a Quality and Performance Tool for service providers in order to assist them with 
self assessment verification of the National Standards. QPSA will assist the QPSD with this verification 
process and the National Standards will be included in future audits conducted by QPSA. 
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Figure 6: National Standards for Safer Better Healthcare - Themes (2012) 

 

2. Governance 

In 2013, a number of QPSA audits will focus on governance structures, examining accountability, 
responsibility and authority for quality and patient safety. The subject is a priority for QPSA as it has been 
highlighted as a concern in recent QPSA audits, as well as internal and external reports.  

 

3. Re-audit and Audit of QPSA Recommendations 

After QPSA audits are completed, they are re-addressed at a later stage to ensure that change has been 
implemented. In 2013, the audits completed and closed by QPSA to date will be reviewed with a view to 
progressing either of the two re-audit options.  

• Audit of QPSA Final Report Recommendations. QPSA will audit the implementation of a number 
of key audit recommendations, to ensure that change has been implemented. 

• Re-audit: sustaining improvements. A number of QPSA Audits will be repeated, using the same 
strategies for methodology and data analysis to ensure comparability with the original audit. Re-
audit should demonstrate that changes have been implemented and improvements evidenced.  
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9. Quality Patient Safety Audit: Director’s Summary  

 

As a key function of the Quality and Patient Safety Directorate, QPSA is committed to supporting the 
development of an open and transparent culture with defined accountability for quality and safety. To 
support this commitment, executive summaries of all audits completed are made publicly available on 
the QPSD section of the HSE website at http://www.hse.ie/go/qpsa. 

Despite being an entirely new function within the Directorate, QPSA set ambitious targets for itself in 
2011 and 2012.These targets were achieved, even with the inherent challenges associated with 
establishing a new function and also with fluctuations in the staffing complement available throughout 
the two-year period.  

Being cognisant of the tendency for audit to focus its attention on acute services, QPSA made a 
conscious decision in 2012 to extend its audits to non-acute services; in particular primary care, 
mental health and service providers that have service level agreements (SLAs) with the HSE.  

While some of the early audit requests received by QPSA were suggestive of a lack of understanding 
of the role of QPSA, the quality of audit requests received in 2012 demonstrated a better 
understanding and a growing appreciation of the value of QPSA in providing assurance3 to managers.   

QPSA auditors have, on the whole, been well received across the organisation. For the most part, 
evidence is returned to the auditors in accordance with the timelines laid out in respective audit plans. 
However, it is apparent that the process of audit is a new experience for quite a number of services 
and, in particular, non-acute services. This lack of familiarity is challenging for services but also for 
QPSA auditors. Arguably, the most significant difficulty encountered is the ability of services to 
provide the evidence required to demonstrate compliance. Whilst in many cases there is simply no 
evidence available, in other cases there is poor comprehension of what constitutes “evidence”. 
Auditors assist this process by providing clarity on the type of evidence required.  

While QPSA auditors will continue to assist and support services where possible, greater 
commitment from some services in terms of prioritisation of QPSA audits and the quality of data 
submitted to QPSA is also required. From 2013, auditors will be instructed to gradually harden their 
approach to unexplained or otherwise unreasonable delays in responding to requests for necessary 
information. After appropriate reminders have issued auditors will be instructed to conclude their audit 
with the comment ‘no response received’.  

QPSA has a strong commitment to quality improvement concerning its own structure and work 
processes, and acting early on the intelligence provided. This process includes input and feedback 
from the NDQPS, the chair of the Risk Committee, and other senior managers. QPSA also carries out 
regular internal reviews of its own procedures to ensure that a best-practice approach to conducting 
audits is adopted. QPSA is committed to “a system which recognises and applies the values of 
transparency, honesty and candour”. 

Notwithstanding the progress outlined above QPSA’s performance in 2011-12 was impacted for a 
number of reasons beyond its immediate control. Auditors were unable to progress 17 audit requests 
received due to various combinations of policies/guidelines not being implemented at the time of the 
audit request, governance issues, insufficient information provided with the audit request and 
organisation restructuring issues. Through greater engagement with audit requesters QPSA is 
working hard to reduce this number in to the future. Many of the audits closed prematurely in 2011 – 
2012 will be the subject of re-audit as appropriate.  

 

                                                 
3
 Assurance: confidence, based on evidence, that internal controls are in place and are operating effectively, and that objectives are being 

met 
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Findings of Concern 

There are a number of recurring issues which are of significant concern to QPSA, particularly as they 
relate to quality and patient safety. These issues are as follows: 

Overall governance, accountability and responsibility 

• Uncertainty regarding the named senior most accountable person to take responsibility for 
implementing recommendations; 

• Lack of ownership within a service, resulting in delayed responses to audit requests for 
information/evidence;  

• Abdication or evading of ownership and accountability for the risk management process 

Lack of governance concerning PPPGs, data quality and local audit.   

• Lack of clarity about who is responsible / accountable and who has authority for implementation 
of the PPPGs;  

• Limited knowledge of relevant PPPGs, and lack of alignment across related local, regional and 
national PPPGs; 

• Inadequate understanding regarding implementation of, compliance with, and access to 
PPPGs; 

• Little or no local auditing of PPPGs; 

• Absence of a standardised approach to data collection and reporting; limited evidence of quality 
assurance of data; lack of formal and informal monitoring of data at all levels.    

 Communication 

• Deficits in formal and informal communication between services, and with patients /service 
users. 

 

QPSA Role in Embedding a Culture of Quality and Safety  

The QPSA function supported by the Risk Committee mandate is critical to embedding a “culture of 
compliance” in the health service, such that accountability is clear at all levels. The publication of the 
UK report “Final report of the Mid Staffordshire NHS Foundation Trust Public Inquiry” (NHS, 2013) 
has shown how a lack of accountability, or rather “hitting the targets but missing the point”, can have 
a detrimental effect on patients and staff alike. A culture of compliance is built on the hallmarks of 
good leadership and accepted responsibility; a comprehensive risk management process; 
appropriate structures and processes to support compliance, including regular audit and assessment 
of same to ensure fit for purpose; good documentation to reflect a strong compliance culture. QPSA 
audits provide independent assurance based on evidence of compliance, and offer recommendations 
so that a service can embed compliance so deeply in the culture that it simply becomes business as 
usual. 

The HSE Senior Management Team has responded to QPSA with a commitment of accountability to 
engage with learning from QPSA audits, and to ensure that the resulting issues are raised and 
implemented in the system.  

- Edwina Dunne, Director, Quality and Patient Safety Audit 

 

 
Executive summaries of all audits can be accessed at: http://www.hse.ie/go/qpsa 

 


