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HEALTHCARE RISK RESOURCES INTERNATIONAL

DEVELOPING EFFECTIVE MANAGEMENT ARRANGEMENTS FOR ENSURING
THE CONTINUOUS IMPROVEMENT OF QUALITY IN PATIENT CARE IN THE

MIDLAND HEALTH BOARD

1. INTRODUCTION

1.1 This report has been prepared by Hilary Merrett and David Bowden of Healthcare Risk
Resources International (HRRI), in response to a request from Denis Doherty, Chief
Executive Officer of the Midland Health Board, based in Tullamore, County Offaly, Ireland.

1.2 Mr Doherty is currently considering the Board’s approach to risk management, clinical audit,
health and safety at work, claims handling and other related issues, in the overall context of
developing effective management arrangements for ensuring continuous quality improvements
(CQI) in patient care.

1.3 The report follows an organisation-wide diagnostic review by HRRI of the various systems
and processes related to the issues listed above, which are in place across the wide range of
Board activities.  The purpose of the review has been to develop a robust CQI framework
or the future, building on current best practice and recommending priorities for improvement.

1.4 The report addresses a number of issues, makes recommendations on each, and converts
these recommendations into a “Programme for Action for 2000 / 2001”, in three phases.

The first phase concerns the action which needs to be taken urgently, before 31st December
2000.  This will involve the development of a broad strategic framework for CQI within the
Board.

The second phase of the Programme for Action is concerned with implementing the key and
most urgent ingredients of the strategic framework, by 30th June 2001.

The points for action in the third phase of activity include those other important initiatives
which can be delayed in their implementation until 31st December 2001.

1.5 Appendices A and B set out the names of the wide range of officers interviewed during the
course of the review, and the documents examined.
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2. OVERALL IMPRESSIONS

2.1 The Board provides a wide range of services across health and social care in a challenging
environment. Many of these community-based and hospital services can be termed “high
risk” and the Board and its staff are subject to continual and potentially conflicting pressures
from government, the public and the media.  Within this context, it is impressive to note the
obvious commitment of the Board to improving and developing the quality of services
(notably the Continuous Quality Improvement approach and the planned involvement in the
Major Academic Teaching Hospitals Accreditation scheme), and to subject its management
processes to scrutiny.  Of particular note is the emphasis placed on partnership working.
The development of the GP Unit is a significant step forward, and, while there are clear
challenges in this area (notably liaison on the provision of integrated services for people with
mental illness), the Board’s commitment to developing integrated care services is apparent.

2.2 While the Bridge Project has been critical to the development of service strategies during its
lifetime, there is a recognition that there is now a need to strengthen the links between
strategic and operational management, and indeed some work has already been carried out
in this area.  The development, implementation and monitoring of clear accountabilities and
systems for service quality, form the foundation of good governance.  The recent review of
“Top Level Organisational and Functioning” makes detailed recommendations as to how
this might be achieved and the Review Team feels that the recommendations herein are
broadly in line with the recommended approach. The key issue is to develop a structure
which reinforces the integration of the three general hospitals, and the creation of a united
identity.  This is a complex issue, as there are cultural and historical differences and
consequently resistance to true integration.  However, the development of efficient systems
across the sites, together with the development of the clinical directorate structure (Clinicians
in Management initiative) will be essential to making progress.  To put this more directly, the
provision of safe, high quality, integrated services across the Board will only be possible
through the implementation of Clinicians in Management.

2.3 Following on from this is the need to more closely secure the involvement of clinicians at
every level of the Board’s functioning. Strong medical leadership is essential to achieving the
goals of integrated service delivery which the Board has set itself, and to break down the
negative rivalry which is reported to exist between different hospitals.  While the devolution
of budgetary authority and responsibility is, of course, critical to the development of a clinical
directorate structure, the most significant gain will be in defining a unit of clinical management
which has responsibility for identifying its own quality, risk management, clinical audit, and
staff education and development needs, mechanisms and programmes.   Again, the
opportunity presented by the Clinicians in Management initiative to define the role of the
Clinical Director and his or her directorate needs to be rigorously exploited.

2.4 To ensure that high quality and safe services are provided, communications across the Board
need to be strengthened and flows of information improved.  There is reportedly a
hierarchical tradition whereby information can only flow through particular lines of
management.  The main issue is to ensure that staff at the “coalface” feel that they have
mechanisms for making their views known and that they have informal and formal means of
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communicating upwards in the Board.  The structures recommended in this and other review
reports may help to address this issue, but the Board should consider developing a
communications strategy to identify the objectives and the mechanisms for communications,
including the appropriateness of committee memberships, etc.

2.5 Key requirements of effective clinical governance systems (see point 2.2 above) include the
development of a consistent process for the formulation of clinical policy, for multi-
disciplinary clinical audit, for review of clinical competence, for dealing with professional
performance issues and for clinical risk management activity.  None of these functions
appears to be developed across the Board, although there are “pockets” of excellent
practice.  Amongst the initiatives which the Review Team wishes to mention here as
examples of good practice which should be reinforced and / or replicated elsewhere are:

• the complaints and claims review committees operating at Tullamore Hospital
and Portlaoise Hospital respectively;

• the approach to quality improvement underway at Athlone Hospital;
• Critical Incident debriefing, involving the Occupational Health Sister and the

Ambulance service;
• the outstanding work that has been done on the Freedom of Information Act.

2.6 While the Bridge Project initiative has helped to reinforce the Service Plan as the focus for
clinical service management activity across the Board, there does not appear to be a robust
process for identification of service gaps and / or for prioritising actions to address such
gaps.  Examples which emerged during the review include:

• the lack of a defined service for 16-18 year olds with mental health problems;
• the lack of appropriate placements for elderly people with psychiatric problems;
• the lack of social workers for adult services;
• the need to address how most effectively to provide a child development service.

As part of the drive towards CQI, a risk management approach involves the development
and application of risk assessment criteria which could be used to inform decision-making in
these areas.

2.7 There is a need for major improvements in incident reporting and review systems, including a
review of systems for reporting and for learning lessons from incidents.  The organisational
culture in terms of willingness to report, particularly amongst the medical staff, also needs to
be addressed.  Again, there is evidence of enthusiasm for change in this area from different
parts of the Board, with some especially useful recommendations having been made by
pharmacy staff.

While the Review Team saw many excellent examples of reviews and associated
recommendations, arrangements for automatic follow-up action and positive implementation
of recommendations appear unclear.  These examples include the report on Health, Safety
and Welfare, the review of Comments,  Enquiry and Complaints, the Medical Records
report from Longford / Westmeath General Hospital,  the Critical Care Review and the
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report on management arrangements in pharmacy.  It is acknowledged that some of these
and other reviews may have taken place too recently for action to have been taken, but the
need to identify responsibility and timescales for feedback and action on such reports
remains.   In CQI terms, “closing the loop” (i.e. implementing systems for ensuring that
action is taken as a result of audit) is absolutely fundamental to the improvement of quality
and the reduction of risk.

2.8 There were several major issues with regard to staffing which concerned the Review Team.
Amongst these are:

• the lack of a Board-wide skills audit;
• the lack of a consistent process for skill mix or dependency audit;
• the lack of a fully implemented appraisal system eg Personal Development Plans;
• the urgent need to strengthen and support the excellent work of the

Occupational Health Sister in the provision of a comprehensive Occupational
Health service, to encompass stress counselling, sickness absence monitoring
and other core services (although the appointment of an Occupational Health
physician may address some of these issues).

The capacity of the Board to retain good staff will be affected by these issues.  A new
Human Resource Strategy is clearly central to addressing this area.

2.9 The development of a comprehensive strategy for information management and technology
will also be critical to the successful implementation of systems for quality improvement and
effective risk management across the Board. Many areas do not have access to basic means
of communication (e.g. faxes) and the phased implementation of email services, with priority
placed on community and remote services, might do much to encourage and support staff in
these areas.  Investment in training and support would clearly be fundamental to such a
strategy.

3. BACKGROUND

3.1 As stated above, in preparing the report, the Review Team acknowledges the considerable
size and complexity of the Board’s wide-ranging health and social care activities and the
challenging objectives the Board has set itself.

3.2 Amongst these challenges, are the following which are of fundamental importance to this
review:

• The transition in the management of the Board, from a programme – based structure, to
one focused on five care groups;

• The review of the Board’s top level management structure to reflect this;

• The adoption of a process for introducing clinicians in the operational management of the
hospitals.
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3.3 An overwhelming objective in defining and progressing these changes concerns the need to
provide more appropriate, higher quality and more effective integrated services.  Thus the
development of systems for providing and ensuring continuous quality improvement is of
paramount importance.  The Review Team has defined CQI as follows:

“A framework for setting realistic standards of care; achieving those standards through
protocols and guidelines; and assuring the standards are achieved through audit,
assessment and learning lessons.”

3.4 As the CEO has identified, the CQI process embraces a number of separate functions,
including:

• The formulation of policies, procedures, guidelines and protocols
• Clinical audit
• Internal (financial) audit
• Complaints management
• Claims management
• Health and safety at work
• Fire safety
• Security
• Contingency planning
• Control of infection
• Research and development
• Clinical information / intelligence
• Organisational development and change management
• Performance measurement and management
• Patient surveys
• Risk management
• Risk assessment
• Adverse incident reporting, review and investigation

In designing the proposed future framework, the Review Team has given due consideration
to each element.

3.5 A further key issue for the Board concerns not only the need for it to provide high quality
services, but to be able to prove that it does so, measured against its own specific
standards.  This process of assurance needs to be undertaken at regular intervals, throughout
the organisation, and needs to include particular reviews to ensure that safe services are
being provided.

3.6 The issue of the Board needing to be assured about its services in the way described is of
topical relevance, not least because of the proposal currently being considered that there
should be a “Director of Organisational Fitness”.  The Review Team supports this
proposition strongly and makes reference to the appointment later in the report.

4 GENERAL MANAGEMENT ARRANGEMENTS
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4.1 Clearly, through the introduction of the General Managers and the emergence of the Clinical
Directorate system, the Board has demonstrated that it is keen to devolve significant
authority and control to the lowest appropriate levels of management within the various Care
Groups.  With the authority to control the use of resources and to manage issues locally, will
come the matching responsibility and the need to be accountable for actions taken.

4.2 The Review Team is strongly of the opinion that this devolution of authority and
responsibility must relate not just to the efficient management of resources, but also to the
effective management of the quality (and safety) of care.

4.3 Thus, a key feature for consideration, both in the development of this structure and in the
implementation of the systems within each Care Group, is the need to build in natural risk
reducing features.  Therefore, amongst their other functions, each Care Group will need to
be held accountable for establishing vigorous systems for quality improvement and safety
enhancement.

4.4 Of overwhelming importance is the need to acknowledge at all times that CQI and risk
management are direct line management responsibilities.  Unless all the managers and
clinicians within the Care Groups concerned genuinely believe this, understand what this
means and take appropriate action to achieve such effective operational practices every day,
the effectiveness of any central initiatives will be diminished.

4.5 In order to undertake these functions, the Review Team recommends that a strong
management structure be established for each Care Group.  In view of the likely size of each
Care Group, the following posts should be considered, in support of the General Manager
and Nursing Director:-

• a clinical risk manager;
• a health and safety officer;
• a clinical auditor (possibly shared with another Care Group).

4.6 At Corporate level, the Director of Organisational Fitness, amongst other responsibilities, will
be accountable to the CEO for assuring that efficient, safe and user-friendly systems are in
place and being operated.

In the context of this report, the roles of such a Directorate will include:

• to provide advice to the Top Management Team and Health Board on priorities for
attention in relation to corporate quality enhancement and efficient practice;

• to provide assurance to the Chief Executive Officer that the necessary controls
systems are in place to meet legal, statutory and regulatory requirements;

• to ensure that there are regular processes of assessment and accreditation;

§ to provide support, guidance and all necessary assistance to the Care Groups in
relation to their CQI and risk management programmes;
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• to provide much needed meaningful information to the Top Management Team and
Board on the quality and safety aspects of the Board’s services, to sit alongside the
similar reports regarding finance and activity;

• to provide information and support to the Care Groups and Internal Audit in
undertaking assessments and audits;

• to be proactive in assisting the Care Groups with the development and
implementation of necessary policies, procedures and protocols, and to be the
repository of all Board approved policies;

• to devise and update the Board’s CQI and Risk Management Strategy.

4.7 It will be observed from the above that it is proposed that some functions currently based
within existing Directorates which will remain intact in future, should be transferred to the
Directorate of Organisational Fitness.  Good examples are: the Internal Audit function which
is part of the Finance Directorate; and Clinical Audit, which is part of Public Health Medicine.

4.8 There are other functions which are presently managed at a corporate level which the Review
Team proposes should be devolved to one or more Care Groups.  An example is Health and
Safety at Work.  Currently, Nick Keogh, the Fire Prevention and Safety Officer is
accountable to Brendan Colleary, the Board Technical Services Officer.  In future, it is
recommended that this function should be devolved to the Care Groups, which should
manage their own Health and Safety Officer.  A separate Fire and Security Prevention
Adviser should be retained centrally, within the future Directorate of Organisational Fitness.

4.9 In summary, the Directorate of Organisational Fitness should be given the responsibility for
strategic leadership and promotion of CQI throughout the Board’s activities.  However, the
day to day operational responsibilities for establishing the CQI culture and the associated risk
management and audit systems, must rest with the General Managers of the five Care
Groups.

Thus, the Care Group General Managers will be held accountable for achieving continuous
quality improvement, whilst the Director of Organisational Fitness will be responsible for
assuring effective CQI.

4.10 The Health Acts empower the Board to enter into arrangements with
voluntary bodies to provide services, similar or ancillary to services which
the Health Board may provide.  The Board will enter into Service Agreements
with non-statutory organisations to provide such services.  In order for the
Board to discharge its role of public accountability for expenditure on
health and social care and ensure value for money (VFM), in service
delivery, there must be a clearly defined reporting schedule which will
provide assurance that necessary control systems are in place to meet legal,
statutory and regulatory requirements.
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4.11 IT IS RECOMMENDED THAT:

(i) The Board clarifies its approach to  CQI and risk management and stresses
to all staff that these functions are operational line management
responsibilities;

(ii) The Board considers the creation of the following posts within each Care
Group:

• a clinical risk manager
• a health and safety manager
• a clinical auditor (possibly shared with another Care Group);

(iii) The proposed Directorate of Organisational Fitness incorporates the
functions listed in section 3.4 above and that arrangements are made to
transfer responsibilities into that directorate, as appropriate;

(iv) The Board develops an organisation-wide communications strategy.

5. CONTINUOUS QUALITY IMPROVEMENT, RISK MANAGEMENT AND
RELATED COMMITTEES

5.1 The Review Team was unable to find any reference to a centrally-based CQI Committee, or
Risk Management Committee, although the team did review a series of minutes from various

Health and Safety Committees based in various hospitals.

5.2 It might be argued that the creation centrally of a Directorate of Organisational Fitness
should be sufficient to enable the Board and Chief Executive Officer to be satisfied that
effective CQI systems are in place, without needing to establish committees or groups to do
so.

However, the agenda for achieving this will be very significant and the Review Team
considers that other arrangements are needed, at least for the next two years, to develop
and drive forward action.  In particular, as reflects the scope of the review, there is an
unquestionable need to establish a forum for focussing on risk reduction and control.
Accordingly, the Review Team recommends that a CQI Steering Committee (CQISC) be
formed, as a matter of urgency.  Its role will be strategic, advisory and monitoring, as
described in Appendix C.

5.3 The membership of the CQISC should include all six members of the proposed new Top
Management Team, and be chaired by the Chief Executive Officer.

The Committee should meet once each quarter, so as to provide an opportunity for the
Director  of Organisational Fitness to meet, in a focussed context, with the other Directors to
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ensure meaningful co-ordination of the continuous quality improvement activity throughout
the organisation.

5.4 It is further recommended that, within each of the five Care Groups, there should be a Risk
Management Group (RMG).

5.5 The RMGs will provide a much-needed focus for developing the clinical risk management
and health and safety systems which will be such a vital ingredient in the Board’s desire to
provide safe clinical and other services.  They will be concerned with the management of
risks in the following functions and services:

• Clinical risk assessment and prioritisation
• Adverse incident reporting
• Incident review and learning lessons
• Health and safety of staff and visitors
• Buildings, plant and equipment
• Fire precautions
• Waste and environment risks
• Information management and technology
• Human resources issues
• Staff competencies
• Supervision of junior staff
• Contingency planning

The RMGs will also monitor the effectiveness of the single Health and Safety Committee in
each Care Group.  The role of the RMG is set out in Appendix D.

5.6 The memberships of the RMGs will vary within each Care Group. However, it is crucial that
these are established formally, that they have regular meetings with agenda and minutes, and
that they are chaired by the General Managers concerned.

The membership of the Episodic Care Group RMG might, for example, include:

• The director of nursing;
• The various clinical directors;
• The clinical risk manager;
• The health and safety adviser;
• A hospital theatre manager;
• A midwifery manager;
• A GP Unit representative;
• Infection Control Nurse;
• Occupational Health Sister.

5.7 It is RECOMMENDED that:

(i) a centrally-based Continuous Quality Improvement Steering Committee be
established;
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(ii) Risk Management Groups be formed in each Care Group to develop,
implement and monitor the necessary risk management systems across the
Board.

6 CONTINUOUS QUALITY IMPROVEMENT STRATEGY

6.1 A Board Continuous Quality Improvement Strategy should be produced, setting out the
objectives for managing risk in the Board.  A draft of such a document could be prepared
for initial consideration of the full Midland Health Board, as soon as possible.

6.2 This document should be designed and written for the attention of all managers, clinicians
and other professionals throughout the Board, to identify explicitly and comprehensively
what is expected of them in order to improve quality and to reduce and control risk.

6.3 The essence of such a document is to acknowledge that whilst by its very nature, health care
is a risk activity, it is of considerable concern that a wide range of risks can occur by
accident, mishap and mistake.  Even more worrying are those untoward incidents which
result from such deficiencies as the lack of clear policies, deficient-working practices, poorly
defined responsibilities, inadequate communications and other systems failures.  The
challenge for the managers, clinicians and all other staff within the Board is to eliminate or at
least reduce, the potential for such misfortunes by being more positive in the future
management of risk.

6.4 The Continuous Quality Improvement Strategy should set out clearly just how this should be
achieved and to provide an overall framework, to which other patient-related systems can
relate.  It should, therefore, include the following range of features:

• the managerial and organisational responsibilities for assuring quality and managing
risk;

• the cultural and attitudinal requirements for effective quality improvement;
• the processes for routinely and regularly identifying and assessing risk;
• the range of clinical care and other risks to be addressed;
• the systems for preventing, containing, and controlling risk;
• the arrangements for assuming, funding or transferring risk;
• the training and education programmes for quality improvement;
• the mechanisms for reporting adverse incidents and accidents;
• the learning of lessons from mistakes and incidents;
• the management of legal claims, and of complaints;
• the relationships between risk management, claims management, complaints

management, clinical audit and clinical effectiveness, and health and safety;
• the information systems needed to support the quality improvement process;
• the monitoring and evaluation of the quality improvement process.

6.5 It is critical to the promotion of a quality-conscious culture within any organisation, that a
clear message about the Board’s approach to quality is communicated to every employee
within the organisation.  To this end, a supplementary Policy for Continuous Quality
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Improvement should be drafted, which briefly sets out the objectives and commitment of the
Board to an open and supportive culture to meet these ends.  Such a policy could form part
of the overall CQI Strategy.

6.6 It is RECOMMENDED that:

(i) the final version of the Board-wide Continuous Quality Improvement
Strategy, which is currently being produced, be approved by the Board;

(ii) once the Continuous Quality Improvement Strategy has been endorsed by
the Board, it should be subject to a high profile launch, supported by a
cascading education programme for all managers, clinicians and other
professionals;

(iii) a supplementary “Policy for Continuous Quality Improvement ” be issued to
all staff.

7 CULTURE WITHIN THE BOARD

7.1 From, the interviews conducted, it is clear to the Review Team that there is an obvious
commitment to openness and frankness amongst many senior officers in the Board.
However, it is always challenging to ensure that that commitment at the top of the
organisation is translated into confidence and trust amongst all staff at the “coalface”.  In this
respect, there is a real need to ensure that staff know they should be honest about admitting
mistakes, reporting adverse incidents and near misses, and expressing concerns about the
quality of service provided.

There are two main strands to addressing this issue, as follows:

• the importance and value of being honest and open needs to be communicated to new
staff at induction, and regularly to all staff thereafter;

• an explicit non-disciplinary policy with regard to incident reporting should be drawn up
and promulgated to all staff.

7.2 In addition, the Midland Health Board should take the opportunity to establish the values
and principles which underpin the way it manages its business.  In this respect, there is no
doubt that the Board will have a lower-risk profile if it articulates and demonstrates the
following values:

• openness and honesty within the organisation;
• supportive to staff, rather than blaming or recriminating;
• positive attitude to problems;
• quick and decisive responses to reported deficiencies;
• desire to learn from errors or mistakes;
• staff are given feedback on action taken in their reports of incidents.
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7.3 As indicated above, whilst the Directors and senior managers who were interviewed during
this review acknowledge these guiding principles, they do need to be set out clearly in the
Continuous Quality Improvement Strategy referred to in Section 6.  Furthermore, regular
efforts should be made, in due course, to ensure that there is a consistent interpretation and
application of the values at various managerial levels of the organisation, and between the
various professional and service groups.

7.4 It is RECOMMENDED that the Board take an early opportunity to establish its
principles and values, for inclusion in the proposed Continuous Quality
Improvement  Strategy.

8 INCIDENT REPORTING

8.1 Some progress has been made in some parts of the Board to establish formal systems for
incident reporting.  However, this is not consistently applied across all areas, as a result of
which there may be a significant level of under-reporting of “accidents,” “adverse incidents”
and “near misses”, particularly with regard to patient-related incidents.  Should this be the
case, it may be due to any or all of the following reasons:

• staff may not know how to report;
• staff may not know what to report;
• staff may be frightened they will be disciplined if they do report their mistakes;
• staff may not consider this to be an important task;
• staff may consider they do not have time to do so;
• staff may find it too cumbersome to report.

It was reported during the review that medical staff in particular may be reluctant to report
incidents; the value of incident reporting and review should therefore be built into the
principles underpinning the local implementation of Clinicians in Management.  (This issue is
also referred to in Section 14 below on Complaints and Claims Management).

8.2 Special efforts should be made through the Continuous Quality Improvement Strategy to
remind staff of the importance of reporting.  The Strategy should make it clear that the
Board policy will be that no disciplinary action will result from reporting accidents, incidents,
mistakes or near misses, except where there have been such actions as criminal or malicious
activities, professional malpractice, acts of gross misconduct, repeated mistakes, or where
errors or violations have not been reported.

8.3 As the reporting of these accidents, incidents, mistakes and near misses is such an important
ingredient of the Board’s quality improvement programme, the overall arrangements for
reporting should undergo a comprehensive review.  The following are basic elements of an
effective system:

• a policy and procedure for reporting incidents and accidents of all types;
• definitions of adverse events and near-misses;
• a procedure for the investigation of such incidents;
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• a procedure for dealing with recurring incidents and developing systems for
regularly reporting to Care Groups, the Top Management Team and the Board in a
meaningful way;

• a procedure for following up, learning lessons and preventing recurrence of
incidents.

8.4 The Review Team found there are currently huge deficiencies in this whole arena, both in
terms of systems for reporting and review and in terms of the attitude of staff to reporting. It
is unclear whether a single form is used across the Board, or a range of separate ones for
each hospital or service.  Whilst the form for “General Hospital, Tullamore”, seen by the
Review Team, is clear and concise, there is a need to include other details, such as the ability
to record near-misses, and to include instructions and advice to reporters.

8.5 In due course, it will be important to develop a computerised incident reporting system for
use throughout the Board, as it is vital for the Top Management Team and the Board to
review the trends of incidents and near misses in a consistent format.  Additionally, all staff
working across the sites should use a single reporting system. There therefore needs to be
urgent action on the following:

• a revised single policy on incident reporting
• a revised incident reporting procedure
• the requirements of a risk information database to collate data on complaints,

adverse incidents, near-misses, claims and patient surveys
• a recommendation to the Board on a phased implementation of a single

computerised system across the organisation.

8.6 It is RECOMMENDED that:-

(i) draft new incident reporting policies and procedures be produced;

(ii) the advantages of incident review and the Board requirements for incident
reporting be reinforced through the Clinicians in Management
implementation programme;

(iii) criteria be developed for a single  computer-based risk information system
which will collate and convert incident and other data into management
information, and instigates a review of current systems against these
criteria;

(iv) the “non-blaming” culture within the Board in respect of the reporting of
accidents, incidents, mistakes and near misses, should be made clear in the
new Continuous Quality Improvement Strategy.

9 RISK MANAGEMENT INFORMATION
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9.1 As indicated above, for the quality improvement process to be effective, there is a need for
the Continuous Quality Improvement  Steering Committee and the Care Group RMGs to
receive regular meaningful information about the risks the Board is carrying.

9.2 The proposed Director of Organisational Fitness will wish to liaise with Continuous Quality
Improvement Steering Committee and the Care Groups General Managers, to establish
what regular risk management information they will require.

9.3 In due course, it will be important for the Directorate of Organisational Fitness to integrate
various different pieces of information from the following sources:-

• patient surveys;
• performance indicators;
• accidents and incidents concerning patients;
• accidents and incidents concerning staff and visitors;
• complaints from patients and carers;
• compliments from patients and carers;
• claims by patients;
• claims by staff;
• risk assessment priorities;
• health and safety audits;
• clinical audits.

9.4 With the new computerised database, the intention will be to produce one quality / risk-
based management report, to be integrated with similar reports concerning financial
information and reports on levels of activity.

9.5 It is RECOMMENDED that, at an early date, the Director of Organisational
Fitness, and the Continuous Quality Improvement Steering Committee identify the
specific range of information it wishes to receive on a regular basis.

10 RISK ASSESSMENT

10.1 The Board obviously needs to be aware at all times of its overall risk profile and of the
particular issues which need the most urgent attention.  After all, the Board cannot begin to
manage its risks unless it knows what the risks are.

10.2 It is of considerable concern to the Review Team that there appear to be no regular clinical
risk assessments undertaken, and very few formal workplace risk assessments.

10.3 There is therefore a huge challenge to design and implement a rolling programme of risk
assessments, with the intention of covering all areas within a 3-year period.  It will also be
necessary to develop and define one Board-wide risk assessment tool, which can be
developed within the new Directorate of Organisational Fitness, and applied locally
throughout the Care Groups.  The Review Team recommends a risk assessment approach
based on the Australian / New Zealand Risk Management Standard 43/60.  This approach
is based on the setting of organisational objectives, and the development of a structured
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methodology for the assessment or risks.  This type of approach would enable the Board to
prioritise risks and make informed investment decisions about addressing them.

10.4 The clinical risk assessment process should focus on the potential for system failures in the
patient/client services.  A poor quality service results, usually, from a badly designed and
operated process, not from lazy or incompetent health care workers, - it is the process, not
the people, which make the systems breakdown.  The key factor here is to ensure that there
is an assessment process in place to identify the potential for the following type of systems
failures:

• the lack of clear policies or procedures;
• deficient working practices or unrealistic processes;
• poorly defined responsibilities;
• failing to learn from incidents and near misses;
• inadequate monitoring and review;
• professionals working beyond their level of competence;
• professions having to take expedient action;
• poor inter-agency working;
• inadequate communications.

10.5 It is RECOMMENDED that:

(i) a single risk assessment tool be developed, based on the Australian/New
Zealand  Risk Management Standard 43/60;

(ii) a programme of risk assessments  be prepared, to encompass all clinical
services of the Board;

(iii) the “2001 Programme of Risk Assessments” be a comprehensive one, which
is part of the business planning arrangements of the Board.

11 INVOLVEMENT OF CLINICIANS/PROFESSIONALS

11.1 As emphasised above, no continuous quality improvement programme will be effective
without the genuine and continuing involvement of all clinicians and other professional staff in
the Board.

11.2 It is assumed that most of these professionals would consider themselves to be managing
many direct patient, resident and client risks and ensuring a quality service every day, as part
of their normal clinical/care activities.  Nevertheless, there are now increasing imperatives for
the professionals to demonstrate the quality and, particularly, the safety of patient/client
care.

11.3 Accordingly, it is important that the proposed Top Management Team recognises the huge
benefits which all clinicians, but particularly the medical practitioners, can bring by being
invited to be more involved in the following activities:
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• identifying the potential for failures in the operational systems which support the
direct clinical activity and which can adversely affect them in their work (e.g.
breakdown in communications);

• reporting of adverse incidents and systems failures;
• identifying and learning lessons from incidents, complaints and claims;
• taking part in the risk reduction decision-making processes.

11.4 The Review Team was greatly encouraged to learn of the Clinicians in Management (CIM)
initiative, as this will provide excellent opportunities for clinical directorate teams locally to be
given more authority, control and influence over the organisation, resourcing and
management of the services in which they are involved.  There is now strong research
evidence to show that the devolution of such organisational responsibility to ward level
improves patient outcomes (Magnet Hospital project).

11.5 As highlighted in Section 2.5, the development and demonstration of clinical quality include
the creation of a consistent process for the formulation of clinical policy, for multi-disciplinary
clinical audit, for review of clinical competence, for dealing with professional performance
issues and for clinical risk management activity.  While it is acknowledged that there are
nationally no implemented systems for regular assessment of levels of clinical competence,
the Board needs to be aware of this deficit, and of the lack of a formal process for clinical
supervision.  These two particular issues present considerable risk to the Board and
addressing them systematically should, therefore, be a high priority for early discussions
between the clinical directors and the senior managers.

11.6 Alongside this initiative will be the improvements in the continuous quality improvement
process, as outlined above.  This will give those clinicians who are not yet involved in the
CIM initiative an opportunity to have more influence in correcting the resource and systems
deficiencies which put their patients and themselves at risk.  One such way would be through
membership of the various Care Group Risk Management Groups.

11.7 It is RECOMMENDED that

(i) the Continuous Quality Improvement Steering Committee gives urgent
consideration to identifying proven ways of involving more clinicians more
specifically in the various CQI processes;

(ii) early action is taken on identifying the Board’s systems for assessment of
clinical competence and on developing systems for clinical supervision, to
reduce the potential risks to patients.

12 POLICY, PROCEDURE AND PROTOCOL DEVELOPMENT

12.1 The importance of up-to-date, easily understood clinical and other policies, procedures,
guidelines, treatment protocols and agreed standards cannot be over-emphasised in relation
to quality improvement and risk reduction.  Often, a major cause of risk is that members of
staff are individually uncertain of what is expected of them, particularly in emergency
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situations.  This can be compounded when other members of the same team have different
understandings about what actions should be taken in such situations.

12.2 Every Health Board, therefore, has a clear responsibility to ensure that all policies and
procedures are reviewed to ensure that they are up-to-date; issued to those who need to
use them; received and read by those people; understood by those people; and put into
action by those people.  Furthermore, regular audits should be undertaken to ensure staff
compliance with them, within clear lines of accountability.

12.3 Having examined this issue within the Board, the Review Team feels obliged to express
serious concern about the following aspects:

• there is no co-ordinated approach to the development of policy and procedure
production;

• there is no central up-to-date record of which policies and procedures exist within
the Board;

• there is virtually no process for regularly reviewing existing policy documents;
• there is no consistency in either policy / procedure formulation or production;
• most policy- type documents seem to be out of date;
• there is no specific policy on the management of patient records, nor is there any

regular review of records against a set of standard criteria.

12.4 The Board is, therefore, recommended to establish a continuous programme for reviewing
the wide range of existing policies and procedures, etc to ensure they are clear, concise,
dated and updated annually.  Medical, nursing and other procedures should be research-
based, and procedure manuals and documents should include a reference section.

12.5      It is RECOMMENDED that:

(i) the Continuous Quality Improvement Steering Committee should determine
the action needed to facilitate a consistent approach to operational policy
formulation and production across the Board;

(ii) a small task force, with a limited life, be established to review the existing
policies, procedures and protocols, etc.

(iii) a Patient Records policy, incorporating recommendations for the content
and frequency of notes audit,  be devised as a matter of urgency.

13 HUMAN RESOURCES ISSUES

13.1 The Review Team considers a key issue to be the pressing need to undertake a skill mix
review across the Board, focussed on assessing the right numbers of medical, nursing,
paramedic and social work staff.   The Board’s ability to respond to service requirements
and to ensure that the appropriate infrastructure is in place, will be significantly dependent
on such a review.

13.2 Concomitant with this review should be an audit of skills currently available to the Board,
and the identification of training needs as appropriate. Training needs appear to be identified
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locally at the moment, with professionals taking responsibility for their own updating.  While
this is indeed their responsibility, the Board should be providing access to the resources in
the form of time and information to fulfil these needs.

13.3 It was unclear to the Review Team which issues are covered as generic training
programmes for staff.  Amongst the issues included should be:

• Health and Safety training;
• manual handling;
• resuscitation;
• management of violence and aggression.

13.4 Studies on staffing levels and dependency levels appear to be undertaken in an ad hoc way
with no clear process for ensuring that actions are taken.  A CQI approach demands that
the organisation has a mechanism for identifying when staffing levels are unsafe.

13.5 A lack of consistent HR policies clearly leaves the Board exposed to risk.  Policies on
recruitment practice, induction, training and development, Equal Opportunities, use of
agency or bank staff, appraisal, job planning and Performance Development Plans need to
be standardised as an urgent priority to reduce these risks.

13.6 Relations with the Trades Unions are a significant factor in the Board’s ability to manage a
high quality and safe service. As the commitment of the workforce is all-important to the
Board’s strategic direction, the risks of failing to make progress in this area may outweigh
the difficulties and risks of tackling some of these issues.  Again, the Director with
responsibility for HR issues, will need backing at the highest level to manage these issues
effectively.

13.7 Staff stress places any organisation at risk, both in terms of the effect on staffing levels and
morale, but also in terms of the risk of litigation. There is therefore a pressing need for an
increase in investment in the current Occupational Health Service, with particular regard to
the following:

• reinforcing the manual lifting policy;
• undertaking VDU assessments;
• undertaking pre-employment medicals;
• assessment of employee fitness to return to work;
• undertaking workplace risk assessments;
• developing the stress counselling service.

13.8 It is RECOMMENDED that:

(i) a review of skill mix is undertaken across the Board;

(ii) a skills audit is undertaken across the Board;
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(iii) a Board-wide staff training programme is developed and communicated to
all staff;

(iv) a process for the regular review of staffing levels and dependency studies is
designed, to incorporate “trigger” levels when services are deemed to be
unsafe due to staff shortages;

(v) standardised Human Resources policies should be drafted, consulted upon
and implemented;

(vi) goals for the improvement of relations with Trades Unions should be
identified;

(vii) a commitment to extending the current scope of the Occupational Health
Service should be made.

14 COMPLAINTS AND CLAIMS MANAGEMENT

14.1 The co-ordination of risk, claims, clinical audit and complaints from within one function of an
organisation presents distinct advantages in dealing effectively with quality and risk issues.

14.2 It is critical that clinicians are clear about the arrangements for dealing with clinical claims and
are kept informed at all stages with the progress of claims in which they are involved. It is
understood that this rests with the defence organisations to a large extent, but there is scope
to ensure that the clinical body as a whole can benefit from information from the IPB.

The initiative on claims review at Portlaoise Hospital has already been cited as an example of
involving clinicians in learning lessons form clinical negligence claims. This type of “Clinical
Claims Review Group” involves a body of respected clinicians reviewing claims at an early
stage.  Their aim is to come to a view about the standard of care involved in each case and
its defensibility on that basis.  Key advantages to the Board in extending this type of
approach include:

• the development of a confidence amongst clinicians that decisions on defending claims
are made with as full an involvement of the clinical body as possible

• the creation of another practical mechanism to identify improvements in clinical practice
which can protect doctors and other professionals from future complaints and litigation.

14.3 There are clear opportunities for reduction in risk, as well as reduction in expenditure on
claims, and, thus, insurance premiums, to be gained from adopting a more proactive
approach to the management and review of clinical complaints and claims.   The proposed
Risk Management Group would be an ideal means of exploring this potential.

14.4 While the Freedom of Information Office has made great progress in addressing the
requirements of the Act, the management of complaints is also placed in this department.
This arrangement should be reviewed in line with the recommendations in the report.  It is
imperative that clear standards for the complaints handling process are made so that the
Board can be assured that patients’ concerns are dealt with promptly.
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14.5 The recent review of staff attitudes to complaints revealed some negative feelings to patients
who complain and, therefore, a need to implement an educational programme on customer
care, together with training in the defusing of complaints at local level, to encourage positive
handling of complaints by front-line staff.

14.6 There is also a need to extend the existing good practice in Tullamore Hospital of the formal
review of complaints, in order to learn lessons from them for future improvements.

14.7 HRRI also wishes to emphasise the vital benefits to effective and economic claims
management which arise from the early reporting of adverse incidents which could lead to
claims.  They should be reported immediately they occur, so that the incident can be
managed straightaway, as can the potential claim.  This will lead to the following benefits:

• quicker resolution through expeditious investigation;
• increased patient satisfaction through direct patient contact and expeditious

resolution;
• reduction in settlement values through earlier resolution;
• improvements in service quality by feeding claims information into the risk

management process, together with the production of accurate and timely claims
information;

• relief in practitioners’ stress by the avoidance of protracted litigation;
• reduction in number of claims as a result of positive approach to challenging frivolous

or unjustified claims.

14.8 It is RECOMMENDED that:

(i) the co-ordination of claims and complaints be placed within the Directorate
of Organisational Fitness;

(ii) the Board considers the extension of the Clinical Claims Review Group
mechanism across the Board, in  order to obtain an impartial medical view
on the standard of care involved in cases and to contribute to the
development of best clinical practice;

(iii) the standards for managing the complaints process and the procedure for
monitoring them should be clarified and reinforced;

(iv) a training and education programme on the complaints management,
complaints handling at local level and customer awareness is devised and
implemented;

(v) the Board considers the extension of the Complaints Review Group
mechanism more widely across the Board;
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(vi) steps be taken to reinforce the message to all staff that immediate reporting
of incidents can save the Board money on both potential and actual clinical
negligence claims.

15. INFORMATION MANAGEMENT AND TECHNOLOGY ISSUES

15.1 The reorganisation of management arrangements will provide an excellent opportunity for the
Board to identify the management information needs of the Board, as a whole, and of the
Care Groups, and to revise its IM and T strategy for achieving these.

15.2 The recent implementation of the Command and Control System in the Ambulance Service
is impressive, but operates independently.   There are other areas in the Board where
systems may not have the potential to provide the management and monitoring information
that will be required to support fully integrated services.

15.3 The Strategy should also cover the requirements for information protection, technical back-
up, contingency arrangements, training and user support.

15.4 It is RECOMMENDED that an Information Management and Technology
Strategy should be devised, to include:

• the identification  of information needs in line with Board objectives;
• the objectives for systems development and integration;
• infrastructure requirements;
• training and recruitment requirements for IM and T staff;
• training requirements for Board staff;
• information protection arrangements;
• contingency planning;
• monitoring and evaluation arrangements.

16 ENVIRONMENTAL AND HEALTH AND SAFETY ISSUES

16.1 The proposed future structural arrangements for Health and Safety are discussed in Section
4 above.  It was not clear to the Review Team whether the excellent recommendations
made in the Safety, Health and Welfare Project Team’s report are being implemented.  The
process for revision of Health and Safety Policy statements and for following up
departmental risk assessments in particular need to be clarified.

16.2 The training schedule as outlined in Section 13.3 should also be clarified.

16.3 There is no internal transport system for notes, bloods or specimens and it is recommended
that formal management responsibility and arrangements for this are made.  It is understood
that the internal review includes a similar recommendation.

16.4 The fabric of many of the Board’s properties is reported to be old and dilapidated.  While
there are major plans for the development of all three of the general hospitals, as well as
plans for general refurbishments, repairs and renovations for many areas, there appears to
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be a need to prioritise the latter and to ensure that proper project planning arrangements are
in place.

16.5 Routine maintenance and repairs were cited frequently as issues of concern.  It is hoped that
the proposed new management arrangements may enable operational managers to identify
any consistent problems and take action more readily.

16.6 Security concerns were also raised, particularly at some of the more remote sites and for
community workers.  There maybe the potential for relatively simple and inexpensive
measures to be taken to protect staff in particular from threat, and a review of personal
security should be undertaken Board-wide as a matter of priority.

16.7 It is RECOMMENDED that:

(i) the process for revision of Health and Safety Policy statements and for
following up department al risk assessments in particular be clarified;

(ii) consideration should be given to setting up an internal transport system;

(iii) a system for prioritising and planning renovations should be implemented;

(iv) a review of personal security should be undertaken.

17 CONCLUSION

17.1 The obvious commitment of the Midland Health Board to Continuous Quality Improvement
is impressive and critical to the safety and effectiveness of services provided to patients and
to the local community.

17.2 The Review Team believes that many of the challenges facing the Board in terms of
providing such services will be overcome by :

• the development of strong links between strategic and operational functions
across the Board;

• the rigorous and systematic implementation of the Clinicians in Management
initiative;

• the introduction of systematic quality improvement and risk management
processes as described in this report.
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17.3 The fulfilment of the Programme for Action (Appendix E) will demand a determined and
sustained managerial effort, to achieve the improvements which the Board desires.  One of
the key requirements will be to capture the genuine enthusiasm and commitment of all
clinicians in the fields of risk reduction and risk control, as part of the future arrangements for
Continuous Quality Improvement.

-oOo-

        Healthcare Risk Resources International
November 2000
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APPENDIX A

MIDLAND HEALTH BOARD
PEOPLE INTERVIEWED DURING THE REVIEW

Larry Bane Personnel Officer
Alice Burke Acting Matron, Portlaoise General Hospital
Declan Buckley Consultant Surgeon, Mullingar
John Bulfin Hospital Care General Manager
Brendan Colleary Technical Services Officer
Diarmuid Collins Director of Finance
Dr John Connaughton Consultant Physician, Portlaoise General Hospital
John Cregan Programme Manager, Hospital Care
Breda Crehan-Roche Quality Improvement Co-ordinator and Project Specialist,

Disabilities
Miriam Crowe Pharmacist
Dr Davida de la Harpe Specialist in Public Health Medicine
Donal Devery Freedom of Information Office
Denis Doherty Chief Executive Officer
Dr Pat Doorley Director of Public Health
Eileen Dowling Senior Public Health Nurse
Liam Hackett Principal Clinical Equipment Technician
Dermot Hehir Consultant Surgeon, Tullamore General Hospital
Mairead Hogan Matron, Mullingar
Dr Phil Jennnings Specialist in Public Health Medicine
Chris Kelly Chief Assistant Technical Services Officer
Nick Keogh Fire Prevention and Safety Officer
Philip Lane Chief Ambulance Officer
Roy Lane Matron, Tullamore General Hospital
Dr Oliver Leary Clinical Director, Mental Health Services
Kathleen Leavy Senior Public Health Nurse
Moss McCormack Strategy Facilitator /Manager, Laboratory Services
Orla O’Brien Matron, Athlone Hospital
Liam O’Callaghan General Manager, Community Care
Pat O’Dowd Community General Manager
Derry O’Dwyer Programme Manager, Community Care
Eileen O’Neill Child and Families Health
Joan Peppard Pharmacist
Majella Robinson Clinical Audit Co-ordinator
Catherine Samuels Occupational Health Sister
Richard Walsh General Manager, Mental Health Services
Mark Wright Pharmacist

-oOo-
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APPENDIX B

MIDLAND HEALTH BOARD
DOCUMENTS EXAMINED DURING THE REVIEW

Discussion Paper on Continuous Quality Improvement – Midland Health Board Quality Initiatives
2000-2001

Enhancing the Partnership – Report of the Working Group on the implementation of the Health
Strategy in relation to Persons with a Mental Handicap

Comment, Enquiry and Complaints System Review
Report on Medical Records, Mullingar Hospital February 2000
Clinical Audit Post Review and Job Description
Risk Manager post proposal and Job Description  August 2000
Future Top Level Organisation and Functioning Report July 2000
Board Annual Report 1999
Report on Comments and Complaints Survey 1999
Critical Care Overview June 2000
Review Group Report on Aged Care Unit Tullamore October 1998
Excellence through People Reports 2000
Developing Effective Management Arrangements for the CQI in Patient Care in MHB – Pharmacy

Report
Health and safety risk assessment reports
Report of the Safety, Health and Welfare Project Team  September 1999
Incident Report Form, Tullamore
IPB Claims Report 1999
Review of Clinicians in Management  July 2000
Standard Post-Operative Care Following Laparoscopic Cholecystectomy
Freedom of Information Office publications
Action Plan for Health and Social Gain for Elderly 1997
OT interventions
Speech and Language Therapy Protocols
Speech and Language Therapy Interventions
Physiotherapy Protocols and Treatment Protocols
Out Patients Process Study 1999
Substance Misuse – Education and Prevention Policy

-oOo-

Healthcare Risk Resources International
November 2000
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APPENDIX C

MIDLAND HEALTH BOARD
CONTINUOUS QUALITY IMPROVEMENT STEERING COMMITTEE

The functions of this Committee are to:

• advise the Board on priorities for quality enhancement and efficient practice;

• assure the Chief Executive Officer that controls are in place to meet legal, statutory and
regulatory requirements;

• ensure the development of a Continuous Quality Improvement Strategy;

• ensure the effective implementation of the Continuous Quality Improvement Strategy;

• lead and maintain the culture change, which is needed to reduce risk in the Board;

• ensure that the responsibilities and co-ordination for managing quality and risk are clear;
 

• co-ordinate and prioritise the recommendations from the Care Group Risk Management Groups;
 

• establish and maintain an on-going programme of assessment and accreditation throughout the
Board;

 

• ensure that all staff are aware of their duty to report incidents or near-misses;
 

• be a central point for the analysis, tracking and trending of adverse clinical and non-clinical
incidents and for the dissemination of relevant information to all directors, managers and staff;

 

• ensure that there is a system for receiving risk management related data from the monitoring of
the complaints process;

 

• monitor the effectiveness and efficiency of the claims management process in the Board;

• ensure that induction, training and education programmes, targeted appropriately for all levels of
staff, are established and implemented to support the CQI agenda;

 

• review and ensure that necessary documentation is developed (e.g. in respect of policies,
protocols and procedures).

 

-oOo-

 Healthcare Risk Resources International
November 2000
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APPENDIX D

MIDLAND HEALTH BOARD
CARE GROUP RISK MANAGEMENT GROUP

The functions of these Groups are to:

• monitor the implementation of the risk management activities set out in the Continuous Quality
Improvement Strategy;

 

• ensure the increasing commitment of all clinicians to the risk management process;

• monitor the effectiveness of the Health and Safety Committee in their Care Group;
 

• maintain a continual awareness of the risk problems within the Board;
 

• develop ways of publicising successes in improving quality and safety (e.g. through  the
publication of a regular news-letter);

 

• review areas of concern, usually in conjunction with appropriate clinicians and managers, etc, to
help decide ways of preventing accidents, incidents and near misses in the future;

• develop, expand, communicate and implement incident reporting systems to capture data on
clinical and non-clinical risks;

 

• ensure that responsive incident and accident investigation procedures are in place;
 

• learn lessons in order to take whatever remedial action is appropriate to avoid re-occurrence of
incidents, etc;

 

• regularly monitor all the incident, etc. reports and the actions taken as a result of those reports;
 

• develop a programme which learns the lessons from both incident, etc. reports, complaints and
claims;

 

• ensure that regular service reviews of risk factors are undertaken;
 

• ensure that the risk management process is supporting adequately the achievement of effective
Continuous Quality Improvement in the Board.

 

-oOo-

Healthcare Risk Resources International
November 2000
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APPENDIX E

MIDLAND HEATH BOARD
A PROGRAMME FOR ACTION

The following actions are necessary to develop the Continuous Quality Improvement systems in the
Board:

PHASE 1 (Before 31ST December 2000)

1 The final version of the Board-wide Continuous Quality Improvement Strategy
should be approved by the Board. (6.6 (i))

2 The Board should take an early opportunity to establish its principles and values,
for inclusion in the proposed Continuous Quality Improvement Strategy. (7.4)

3 The “non-blaming” culture within the Board in respect of the reporting of accidents,
incidents, mistakes and near misses, should be made clear in the new Continuous
Quality Improvement Strategy. (8.6 (iv))

4 A Continuous Quality Improvement Steering Committee should be established. (5.7
(i))

5 The Board clarifies its approach to  CQI and risk management and stresses to all
staff through the Continuous Quality Improvement Strategy that they are direct line
management responsibilities. (4.11 (i))

6  The Board considers the creation of the following posts within each Care Group:

a clinical risk manager
a health and safety manager
a clinical auditor (possibly shared with another Care Group). (4.11 (ii))

7 The proposed Directorate of Organisational Fitness incorporates the functions
listed in section 3.4 above and that arrangements are made to transfer
responsibilities where appropriate. (4.11 (iii))
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PHASE 2 (Before 30th June 2001)

8 The Board considers develops an organisation-wide communications strategy. (4.11
(iv))

9 Once the Continuous Quality Improvement Strategy has been endorsed by the
Board, it should be subject to a high profile launch, supported by a cascading
education programme for all managers, clinicians and other professionals.
(6.6 (ii))

10 The Continuous Quality Improvement Steering Committee gives urgent
consideration to identifying proven ways of involving more clinicians more
specifically in the various CQI processes. (11.7 (i))

11 Early action is taken on identifying the Board’s systems for assessment of clinical
competence and on developing systems for clinical supervision, to reduce the
potential risks to patients. (11.7 (ii))

12 A Patient Records policy, incorporating recommendations for the content and
frequency of notes audit, should be devised as a matter of urgency. (12.5 (iii))

13 A commitment to extending the current scope of the Occupational Health Service
should be made. (13.8 (vii))

14 The co-ordination of claims and complaints should be placed within the Directorate
of Organisational Fitness. (14.8 (i)

15 The Continuous Quality Improvement Steering Committee should determine the
action needed to facilitate a consistent approach to policy formulation and
production across the Board. (12.5 (i))

16 A small task force, with a limited life, should be established to review the existing
policies, procedures and protocols, etc. (12.5 (ii))

17 Risk Management Groups should be formed in each Care Group to develop,
implement and monitor the necessary risk management systems across the Board.
(5.7 (ii))

18 A supplementary “Policy for Continuous Quality Improvement” should be issued to
all staff. (6.6 (iii))

19 Draft new incident reporting policies and procedures should be produced.
8.6 (i))

20 The advantages of incident review and the Board requirements for incident
reporting should be reinforced through the Clinicians in Management
implementation programme.  (8.6(ii))
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21 The Director of Organisational Fitness, and the Continuous Quality Improvement
Steering Committee identify the specific range of information it wishes to receive
on a regular basis. (9.5)

22 A single risk assessment tool should be developed, based on the Australia/New
Zealand Risk Management Standard 43/60. (10.5 (i))

23 A programme of risk assessments should be prepared, to encompass all clinical
services of the Board. (10.5 (ii))

24 The “2001 Programme of Risk Assessments” should be a comprehensive one,
which is part of the business planning arrangements of the Board. (10.5 (iii))

25 A review of skill mix should be undertaken across the Board (13.8 (i))

26 A skills audit should be undertaken across the Board. (13.8 (ii))

27 A Board-wide staff training programme is developed and communicated to all staff.
(13.8 (iii))

28 A process for the regular review of staffing levels and dependency studies is
designed, to incorporate “trigger” levels when services are deemed to be unsafe
due to staff shortages. (13.8 (iv))

29 The Board considers the extension of the “Clinical Claims Review Group”
mechanism across the Board, in order to obtain an impartial medical view on the
standard of care involved in cases and to contribute to the development of best
clinical practice. (14.8 (ii))

30 The standards for managing the complaints process and the procedure for
monitoring them should be clarified and reinforced. (14.8 (iii))

31 The Board considers the extension of the Complaints Review Group mechanism
more widely across the Board. (14.8 (v))

32 Steps should be taken to reinforce the message to all staff that immediate reporting
of incidents can save the Board money on both potential and actual clinical
negligence claims.  (14.8 (vi))

33 An Information Management and Technology Strategy should be devised. (15.4)

34 The process for revision of Health and Safety Policy statements and for following
up department al risk assessments in particular be clarified. (16.7 (i))

35 A system for prioritising and planning renovations should be implemented.
(16.7 (iii))

36 A review of personal security should be undertaken. (16.7 (iv))
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PHASE 3 – (Before 31st December  2001)

37 Consideration should be given to setting up an internal transport system.
(16.7 (ii))

38 Criteria be developed for a single computer-based risk information system which
will collate and convert incident and other data into management information, and
instigates a review of current systems against these criteria. (8.6 (iii))

39 Standardised Human Resources policies should be drafted, consulted upon and
implemented. (13.8 (v))

40 Goals for the improvement of relations with Trades Unions should be identified.
(13.8 (vi))

41 A training and education programme on the complaints management, complaints
handling at local level and customer awareness should be  devised and
implemented. (14.8 (iv))

-oOo-

Healthcare Risk Resources International
November 2000


