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Clinical Audit Officer’s Foreword

In 2003 the Clinical Audit and Research Service continued to work under the Direction of Corporate

Fitness to ensure the continuous quality improvement of standards in service provision in the Midland

Health Board.  Similar to other health board areas it has been a challenging year.  We face the

uncertainty of the future of our service under the New Health Service Reform Programme which was

launched in June 2003.  We await with interest its impact on our current method of working and

particularly the role of the Health Information and Quality Authority [HIQA] in the development and

implementation of standards at a national level.  We welcome the set up of HIQA as it can only

enhance the work we are currently doing under Corporate Fitness.  In 2004 we would hope to be in a

position through our unique experience as a regional service to be able to inform policy making within

that authority. Both Mary Culliton, Director of Corporate Fitness and Dr.Doorley, Director of Public

Health and Planning were on the project group for this office in 2003 and contributed to the report to

the Minister for Health and Children.

The year saw an increasing demand for audit resources throughout all the services. As staff became

familiar with clinical audit and research processes the demand for our support increased. It is

heartening to see this change in culture in the three years since the service was established.  We are

conscious that there is still a considerable way to go.  Our goals of measuring and improving standards

of care have been supported by the establishment of the Regional Policy committee and the Care Group

Specific Policy committees under the direction of Dr. Samantha Hughes, Quality facilitator.  An integral

part of the development and implementation of any policy, procedure or guidelines is the subsequent

audit of the standards within them to ensure conformance.

 ‘“Clinical Audit is the comparison of actual practice against agreed, documented, evidence based

standards with the intention of improving patient care” (M. Ferris 2001).  Many of the clinical audit and

research projects that the team were involved in led to much more inputs than just the support of the

project themselves.  In several instances we became involved in the quality improvement initiatives

recommended on the basis of the audit or research findings e.g. development of guidelines with clinical

teams, development of information leaflets and posters, recommending changes to education programs

and subsequent evaluation of these.  Therefore our role and remit has expanded and changed in the

three years since the start of the service.

The Clinical Audit Officer was also involved in the role out of ICON.  While this is an initiative for

integrating Primary, Community and continuing care in the Midland Health Board, the service has

adopted the principles in how we do our business.  We now integrate more with the Healthcare Risk

Management service and have regular joint team meeting.  We work closely with the Public Health

researchers and one of the joint initiatives undertaken in 2003 was the start of the development a
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research database for the board.  It is hoped this will be piloted within Childcare and established

formally in 2004.  We have also had many opportunities for shared projects with the Nursing and

Midwifery Practice Development unit and we greatly welcome its establishment in the board.  We look

forward to opportunities for training and education of nursing staff together in 2004.

Accreditation1 of the Midland Regional Hospital will put increased demand on the services of the Clinical

Audit facilitators in 2004.  This will also be an opportunity, however, for the team to increase awareness

of the importance of regular audits and reviews of evidenced based polices and guidelines.  Care

standard 3 specifically relates to ‘monitoring and improving quality to achieve outcomes’.

In mental health, with the appointment of the Director of Quality and Standards under the Mental

Health Commission, there will be further quality improvement work being driven at a national level.

So overall after a busy year in 2003, another challenging year lies ahead in 2004.  The Clinical Audit

Officer would like to take this opportunity to thank all the hard working clinical audit and research team

and for all those staff who have been such good advocates for quality improvement in 2003. I also wish

to acknowledge the advice and support provided by Mary Hegarty, Lead Qualitative Researcher in the

Department of Public Health and Planning.

_______________________

Majella Robinson,

Clinical Audit Officer.
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1. STRATEGY

At a national level the work of the Clinical Audit and Research Service adheres to National Goal No.4 of

the 2001 Health Strategy; Quality and Fairness.  In relation to Clinical Audit, we follow Objective 1:

Standardised quality systems support best patient care and safety: Action 63, Quality systems will be

integrated and expanded throughout the system’.  The focus of Corporate Fitness in 2003 was further

integration of all the Continuos Quality improvement aspects of Corporate Fitness so that staff working

in the services were aware of our individual and collective roles.  This is further supported by the

development of the Corporate Fitness Committee Structure Document, which describes how quality and

safety of our services is managed at all levels in the organisation.

Our research function is underpinned by Goal no.4, Objective 2: Evidence and strategic objectives

underpin all planning / decision-making: Action 68, Decisions across the health system will be based on

best evidence.  Our role is currently in researching best evidence available and where it is not available,

conducting primary research applicable to the board’s region.  Thereafter our role is ensuring the

research becomes part of the day to day practice.

At a regional level our work is underpinned by the eight hallmarks of quality from the MHB 2001 Quality

Strategy.  This quality strategy seeks to ‘promote and continuously improve the quality of healthcare

and health related services across the continuum of care and improve outcomes valued by the

population service by the board’.  We work in collaboration with the other quality enablers in the board

to achieve this goal namely the Quality Facilitator, the Health Promoting Hospital Co-Ordinator, Health

Promotion, Nursing and Midwifery Practice Development Unit and in 2004 the Accreditation manager.

2. ORGANISATIONAL STRUCTURE

The Clinical Audit and Research Service report to the Director of Corporate Fitness.

At the start of 2003 the Regional Clinical Audit Committee was disbanded.  Its role and function are to

be taken over by the Midland Regional Hospital Corporate Fitness and Accreditation Committee in 2004.

The membership and terms of references for this committee are laid out in the Corporate Fitness

Committee Structure document.   This document lays out the framework for the management of audit

at staff, line manager and general management level within all the care group areas.  The emphasis of

the Corporate Fitness Committee Structures document is to avoid creating additional committees, and

that the Corporate Fitness agenda,  which includes clinical audit and research will become a standing

item on the terms of reference of each of these committees.

                                                                                                                                                                                                             
1 ‘Accreditation is a self assessment and external peer review process used by health care organisations to
accurately assess their level of performance in relation to established standards and to implement ways to
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 Staff requiring clinical audit support should go through their line manager, who, if it cannot be dealt

with at local level, will then take the matter to their local Corporate Fitness Committee.  Where

significant clinical audit resources are required staff should complete an audit proposal form outlining

the objectives of the audit and what resources are required.  These would then be addressed and

prioritised by the local Corporate Fitness Committee.

3.  Human Resources
The clinical audit officer continues to manage the team of clinical audit facilitators and researchers

under Corporate Fitness.  In 2003 there was no further recruitment of staff.  Unfortunately two

research posts were vacated during the year and these have yet to be replaced.  Afra Egan, Researcher

for Health Promotion left to return to her previous field of marine research.  Mary Brereton, Researcher

for Children and Families left to take up a position within the board as a Child Psychiatry Social Worker.

Claire Farrell, the Clinical Audit Assistant left to take up a promotional opportunity with Longford County

Council.  She was replaced by Carmel McCoy, who had previously worked in the board on the Euro

project team.

The team currently are:

Majella Robinson, Clinical Audit Officer

Carmel McCoy, Clinical Audit Assistant

Rosemarie Hassett, Clinical Audit facilitator

Emer McEvoy, Clinical Audit facilitator

Sarah Gibbons, Clinical Audit Facilitator

Eileen Dunphy, Researcher

Anna De Siún, Researcher

Kathleen Mcloughlin, Researcher

The loss of two research posts created resource management difficulties in 2003.  While the team

assumed as much of the additional workload as possible, some work was delayed and deadlines were

extended.  We have kept working groups informed of progress and in early 2004, with the new budget

year, we have made progress on some of the outstanding work by contracting out to external

researchers and other support within the board.  We hope to complete any outstanding work that had

commenced in 2003 in Children and Families and Health Promotion.  However, we are not yet in a

position to take on new work in these areas.

In line with the MHB 2001 Human Resource strategy, we continued to hold team meetings once a

month as well as instigated joint team meetings every four-months with the Healthcare Risk

Management team.  We have also continued the role out to the Performance Management and

                                                                                                                                                                                                             
continuously improve the healthcare system’ (ISQua)
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Development system and successfully completed all three stages of it in 2003 for each member of staff.

While time consuming we did find this to be a useful planning and workload management tool.  Staff

have identified personal development needs which are being addressed on job opportunities,

networking, conferences and formal training courses.  Two researchers are doing a Masters in Research

in UCG.  Another is completing a MPhil/PhD Psychology with NUI Maynooth, which is grant assisted by

the Irish Hospice Foundation.  As part of this the researcher is also doing an Intermediate Certificate in

Personal Construct Psychology at the Centre for Personal Construct Psychology and a Certificate in

Statistics, Royal Statistical Society.  Another researcher is completing the Certificate in Health Services

with the Institute of Public Administration [IPA].

4.  CONFERENCE PRESENTATIONS

The following papers were accepted and presented as either oral [O] or poster [P] presentations in

2003.

Ø National Irish Society for Quality and Safety in Healthcare Annual Conference 2003.

1.Redesign of an Outpatient Warfarin Clinic using Process Mapping to improve quality and safety of the

service to patients. [O]. Presented by Maureen Rasoul, Warfarin Nurse, Midland Regional Hospital at

Tullamore.

2. Evaluation of a Weekend Out-of-Hours Community Mental Health Nursing Project: A Pilot Project One

Year On. [P] Presented by Cass, A., Hernon, A., Lawlor, P.J., McLoughlin, K and Robinson, M.

Ø National Health Promoting Hospitals Annual Conference, November 2003.

A quality initiative to reduce risk to healthcare workers in the regional health board laundry at St

Lomans Hospital, Mullingar. [P]. M. Robinson and G. Foley.

Ø 20th International Conference of the International Society for Quality in Healthcare,

2003.

1. Clinical Audit of Post-operative Nausea, Vomiting and Pain (PONV) in the Theatre Recovery Room.

[P]. Presented by M. Robinson.

2.  Clinical Audit of inpatient investigations and discharge medication in-patients’ with acute coronary

syndrome. [P]. Presented by Dr. A Elsadique and R. Hassett.

3. Standards for children in Hospital. [O]. Presented by M. Robinson.

4. A quality improvement initiative to reduce rates of non- attendance in an Out patient Department in

Ireland. [P]. Presented by R. Hassett.

5. ORGANISATIONAL TRAINING AND DEVELOPMENT

In March 2003 a further 15 front line staff completed the now two day clinical audit course (this is

based on a revised 3 day course held in 2002).  The participants were representative of both hospital

and community settings and we found this offered a great learning opportunity from more than a
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clinical audit perspective.  It allowed other disciplines have an insight into the work of others and also

the issues that are facing hospital and community staff.  A second course planned for the latter part of

2003 had to be withheld due to resource constraints in the board.
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6. RESEARCH PROJECTS

6.1 Accommodation Needs of Women and Children in the Midland Health Board

who have experienced Domestic Abuse

Aims

• To examine the range of accommodation needs of women and their children who had experienced

domestic abuse in the Midland Health Board area

 Objectives

• To identify how the provision of emergency, transitional and permanent accommodation needs of

women and their children who experience domestic abuse in the MHB was being met by current

provision

• To compare with relevant national and international models of best practice

• To make recommendations/ present options for future service development

Methodology

In order to find out what type of accommodation was required by those experiencing domestic abuse,

consultation with women who had experienced this situation was appropriate. It was decided that this

research project would be best managed by means of qualitative research and specifically in-depth

interviews, given the complexities and sensitivities of the topics to be covered. This approach had the

twin benefits of being the best way to obtain detailed information from participants, while minimising

any potential distress. It allowed women the opportunity to express their views and outline their

experience relating to accommodation needs and thereby provide valuable information on the type of

accommodation options that are necessary in order to give women realistic options when making

decisions regarding their future.

Focus Groups with Service Providers

It was agreed that it would be important to gain an insight into the views and experiences of key

professionals who work with women and children victims of domestic abuse. Initially a postal

questionnaire was considered. However, given the complexity of the issue focus groups were

considered more appropriate. The focus groups considered participants’ experiences of current services,

gaps and overlaps.

Results

Six in-depth interviews were carried out with women who had suffered domestic violence.  Four focus

groups were also held in 2003.  This work is presently being analysed by MORI due to loss of resources

within the clinical audit and research service in 2003.  The results will be available to the sub committee

in March 2004.
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6.2 Report on the training/information requirements of service providers in the

Midland Health Board area who are likely to come into contact with women who

are experiencing domestic abuse.

Aims

• To establish the training/information resources required by those who work in agencies that provide

services specifically for women who are experiencing domestic abuse.

• To establish the training/information resources required by other professionals who are likely to

come into contact with women who are experiencing domestic abuse.

Objectives

• To assess the perception of professionals of their role in relation to women who are experiencing

domestic abuse

• To assess the level of confidence of professionals that they know how to appropriately screen for

domestic abuse

• To assess the level of confidence of professionals that they would know how to proceed if one of

their patients/clients disclosed domestic abuse

• To identify what training on domestic abuse the staff in voluntary agencies and other professionals

have received in the past

• To identify the type of training format that the staff in voluntary agencies and other professionals

feel would be most appropriate for them

• To identify barriers, if any, to appropriate personnel receiving training

• To identify areas where the staff in voluntary agencies and other professionals feel they most need

training

• To identify what other information resources are required by staff in voluntary agencies and other

professionals.

• To feedback information on appropriate training/information options to the committees developing

the A&E Domestic Abuse Protocol and the Information Booklet on Domestic Abuse.

• To establish best practice nationally and internationally on Domestic Abuse training and information

resources for professionals

Methodology

This research involved a postal survey of different service providers in the Midland Health Board area

who are likely to come into contact with women who are experiencing domestic abuse.

Questionnaire Design

The questionnaire was developed by the Researcher, Children and Families Care Group, in conjunction

with the Development Officer, Prevention of Violence against Women. A draft of the questionnaire was

piloted through members of the Midland Regional Training Sub-group. A number of revisions were

made to the questionnaire at this stage.

This research requires comparisons among sub-groups and stratified sampling was the sampling

strategy used. The stratifying variable used was occupation category. The sub-groups sampled were

Community Welfare Officers, Social Workers, General Practitioners, Public Health Nurses, Dentists,

Medical and Nursing staff in Obstetrics and Gynaecology wards in the Midland Regional Hospital,
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Medical and Nursing staff in A&E departments in the Midland Regional Hospital, staff in the Community

Psychiatric Services, staff in St. Loman’s and St. Fintan’s Psychiatric Hospitals, staff in Voluntary

Agencies, and Gardaí working at operational level.

Results

A good response rate was achieved – of 341 disciplines sampled there was a return of 233 (68.3%).

Overall the professionals surveyed for this research had a positive view of their role in relation to

working with women who are experiencing domestic abuse. A large majority (95.3%) across all

occupation categories felt that it is part of their professional role to assist women who are experiencing

domestic abuse.

The results of this survey indicate that professionals working in the area felt a need for training in

working with women who are experiencing domestic abuse. Overall 75% (n=168) of respondents felt

that they need training or additional training on domestic abuse. The percentage that expressed a need

for training/additional training was particularly high for Mental Health Staff, Public Health Nurses and

Voluntary Agencies.

Overall 45.5% (N = 106) of respondents had previously received some form of training on domestic

abuse while 54.5% (N = 127) had not received any form of training. There were a number of

occupation categories where staff had never received any form of training i.e. Mental Health Staff,

Public Health Nurses and General Practitioners.  For most categories the MHB multi-disciplinary training

was the most common form of training, the exception being Gardaí where training as part of

professional training was more common.

When those who indicated that they needed training were asked about the length of training session

that would be most appropriate for their circumstances a majority in Voluntary Agencies, Gardaí, Mental

Health Staff and Community Care Staff felt that a two-day training session would be most appropriate.

Recommendations

1. That the level of training on working with women who are experiencing domestic abuse be

increased among service providers in the Midland Health Board area.

2. That certain professional groups where particularly low levels of training have been identified

be targeted, these groups include General Practitioners, Dentists, Mental Health Staff, Hospital

Staff and Gardaí.

3. That certain professional groups, where a particularly high level of need for training was

expressed, be targeted, these groups include General Practitioners, Public Health Nurses,

Voluntary Agencies, Mental Health Staff, Hospital Staff and Gardaí.

4. That the training offered be flexible as regards to length of course and venue in order to

facilitate attendance by different professional groups.

5. That additional training modules be developed tailored to the specific needs of different

professional groups.

6. That the Midland Regional Committee on Violence against Women work towards the inclusion

of domestic violence as a subject in the core training of all health and social care professionals.
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7. That the level of awareness of the MHB training be increased among front-line staff through the

use of the MHB Intranet and Newsletter, circulation of information leaflets, and posters for staff

notice boards.

8. That managers within the various services be directly informed about the MHB training and that

the benefits to their staff of attending be emphasised. This could be done by developing an

information leaflet aimed specifically at managers outlining the basic facts about domestic

abuse and giving details of training available.

9. That local protocols and policies be developed in consultation with frontline staff and that

training be provided on these to all relevant staff within each agency.

10. That local protocols and policies already developed be highlighted to frontline staff, and that

where necessary training be provided.

11. That multidisciplinary co-operation be enhanced through the development and decimation of

standard, locally relevant information booklets for professionals, with a comprehensive list of

the referral options available in the Midland Health Board area and that this information be

updated on an annual basis.

12.  That standard, locally relevant, NALA approved, public information resources be developed and

decimated to all relevant services and that these include audio-visual resources.

6.3 Health Needs Assessment of the Adult Homeless Population in the Midland

Health Board Area.

Aims

To make evidence-based recommendations for optimal health and social care of the homeless

population by documenting details of their health status, lifestyle and health and social care access in

the Midland Health Bard area.

Objectives

§ To profile the homeless population in the Midland Health Board.

§ To document the health status of the homeless population in the MHB area.

§ To identify and describe the current health service provision for homeless adults in the area.

§ To document homeless people’s experience of the health services in the MHB area.

§ To identify barriers to access and to analyse the gaps, if any, in the current service provision.

Methodology

1.  Survey of homeless people identified by service providers who consented to take part in the survey.

It was proposed that a general health survey be administered to as wide a sample of the homeless

population as possible.

This survey examined:

§ Demographic details

§ Homelessness status

§ Self reported levels of physical and mental health problems

§ Use of health services
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§ The type of interventions deemed appropriate by homeless people

§ The barriers, if any, experienced by homeless people in accessing health and social care services

2. Focus group with homeless people. Given the complex nature of homelessness it was decided that

it would be appropriate to have a qualitative aspect to the research. It is therefore proposed that a

number of focus groups be carried out with homeless people in the area in order to explore

homeless people’s experiences, attitudes and suggestions for future service development.

Results

The data collection commenced in 2002 and was completed in 2003.  In total 53 homeless people

agreed to complete the survey. Four focus groups were held in the region.  The data is currently being

compiled.   The first draft of the report of the findings of the survey is being circulated to the members

of the board's homeless forum.  An outside research company is completing the analysis of the focus

groups due to resource restraints in the Clinical Audit and Research Department in the latter part of

2003.  These results will inform action plans for the four homelessness fora of the MHB in 2004.

6.4 Quality Improvement initiative – Establishment of the Crisis Pregnancy Pilot

Project and Evaluation.

Objectives

• To develop a counselling service through General Practitioner practices, provided by accredited

counsellors, in order to meet the needs of women in crisis pregnancy.

• To develop Primary Care Networks in regard to Crisis Pregnancy.

• To facilitate self-referral to counselling.

• To develop and pilot a model of best practice in the provision of a counselling service in Crisis

Pregnancy.

• To provide a quality service, in line with good practice, that is needs based and measurable.

• To evaluate the pilot project from a user and service provider perspective.

Methodology

A multidisciplinary project team was established in November 2002. The project team identified the

importance of raising awareness of the crisis pregnancy counselling service:

• promotional materials were developed by the project team and a freephone number established

(May, 3002) to enable everyone to access the service.

• users of the service were asked to complete questionnaires.

• interviews took place with all counsellors (n=6) six months after the service commenced.

• a random number of GPs that did/did not avail of the service were asked to complete a

questionnaire nine months after the service was in operation.

• the telephone response time was monitored on a monthly basis

Results

Results from the evaluation indicated that;

• in the first six months of operation 16 clients had attended the crisis pregnancy

      counselling service.

• feedback from clients indicates that their needs are being met through this service.
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• GPs stated that they are positively disposed to the service.

Conclusions

Based on findings from the evaluation, funding from the Crisis Pregnancy Agency for this project has

been approved for 2004 and 2005 (pending a further evaluation in September 2004).  Operational

hours of the freephone service have increased.

6.5 Prison Health Care Needs Assessment Project

Objectives

• To estimate gaps in provision of healthcare services to prisoners which need to be filled in order to

provide a level of primary care services on a par with those in the community.

• The obtain information on prison health care via a questionnaire survey, sent to the governors of all

 prisons.

Methodology

The work carried out by the Primary Care Researcher, MHB, was part of a broader study carried out by

the Department of Health and Children, involving all Irish prisons.  A postal questionnaire about “Prison

Health Care” was piloted in Wheatfield prison.  The questionnaire covered details on health care

facilities, human resources and access to health information in prison.  This questionnaire was then sent

to the Governors of all Irish prisons (N = 16). Data was analysed using SPSS (Statistical Package for the

Social Sciences) version 11.5.

Five focus groups were conducted with staff and prisoners based in Portlaoise and the Midlands prison.

Results

The epidemiological, corporate and comparative methods employed in this health needs assessment

reveal many areas within the current prison health care system which do not meet the needs of the

prisoners.  Organisational concerns include, poor management structures, insufficient monitoring and

evaluation, and inadequate record keeping.  Gaps were identified in the mental health services,

pharmacy service, GP service and specialist services (i.e. dentists, opticians, physiotherapists, dieticians,

chiropodists, genito-urinary physicians, obstetricians/gynaecologists).  Overcrowding, insufficient health

care facilities and inadequate sanitary conditions were identified in many prisons.  Furthermore, health

promotion written policies and programmes, improved health screening, access to regular health clinics,

rehabilitation programmes, improved aftercare, as well as the implementation of the Irish Prison

Services infectious disease policy were identified as needs.

Conclusions

The survey results along with comments from prisoners, governors, GPs and health care staff strongly

suggest that the most immediate concern of the prison health care system in Ireland is its’ apparent

inability to provide an equivalent service in all prisons.

6.6 Evaluation of MIDOC (Midland Health Board’s out-of-hours GP service)

Objectives

• To evaluate the MIDOC service

• To assess the efficiency of the service
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• To establish the level of satisfaction/dissatisfaction with the service

• To establish how and where improvements can be made

Methodology

A pilot evaluation was carried out in the MIDOC centres of Birr and Portlaoise.  Following changes a

postal questionnaire about the MIDOC service was then sent out to users of the service.  During

February and March 2003, 3440 people availed of this out-of-hours service, 1538 and 1902,

respectively.  Every 10th person on the list was selected for the survey i.e. 344 clients.  This list was

reduced, however, to 300 clients, due to some names being duplicated, members of the same family

being on the list and clients in nursing homes or hospitals.  The questionnaire was posted out to clients

on the 24th April and clients were asked to respond within two weeks.

An evaluation of ‘walk-in’ clients was carried out October ’03.  Clients attending the MIDOC service

without a telephone appointment (walk-in clients) were asked to complete a questionnaire.

Results

The response rate to the postal questionnaire was 42% (126).  Ninety six percent of respondents were

satisfied with the MIDOC out-of-hour service. Distance travelled by respondents varied from six miles

(41%) to 24 miles (3%).

Seventy percent of respondents were treated in the centre, 18% had their medical concerns satisfied by

phone, while 11% received a home visit from a GP.  On arriving at the treatment centre, 89% of

respondents were treated within 30 minutes.  Four percent of respondents, however, waited for over an

hour to be seen.  The majority of comments about the MIDOC service were very positive.  Users of the

service were very happy with the quality of care, quality of the service, and the accessibility of the

service.   One respondent praised the fact that a questionnaire was sent out to monitor the service and

appreciated the stamped-addressed envelope included.

Facilities at the centres were issues raised by five respondents. Two respondents felt administration of

the service was not run efficiently.  The continuity of care was a concern expressed by one respondent

as GPs differ in their treatments, while one respondent queried the relevance of asking people about

their medical card status.

During the period 13th – 31st October 2003, 59 clients that had not made a telephone appointment were

treated in the MIDOC centres in Portlaoise and Birr, 4% and 10% respectively, of total attendees.

Thirty four per cent of clients (20) presented with flu-like symptoms i.e. sore throat, high temperature,

headache, coughing.  Other common symptoms clients presented with included gastroentritis,

chestpain, infection, bone injury and requiring emergency contraception. Ten per cent of clients (6) did

not have time to phone for an appointment.  These clients presented with minor injuries (4) and flu-like

symptoms.  Ten per cent were attending the centre with a child when they decided to avail of the

service themselves.

Conclusions

The majority of users expressed satisfaction with the MIDOC service. In order to ensure high quality

care for urgent health related problems it is important that MIDOC is not seen as a ‘walk-in’ service.

Details about this service, therefore, need to be advertised more.  An evaluation should be carried out
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to ascertain the satisfaction rating amongst GPs involved with the MIDOC service.  Since this evaluation

two additional centres have opened in Mullingar and Athlone which will be evaluated in 2004.

6.7 Clinical Audit of Patients with Epilepsy

Objectives

• To audit the management of patients in primary care with epilepsy

• To establish the Critical Success Factors

• To establish the Key Performance Indicators

Methodology

Using an audit form designed by the Clinical Audit team and the GP, data was collected retrospectively

from 21 patients with epilepsy attending a GP’s surgery.

Results

The length of time patients had to wait, following their first seizure, for a specialist assessment and

appropriate investigation varied considerable.  None of the patients or their carers received written

information about their condition when diagnosed.

The majority of patients were on the treatment recommended by a specialist with an interest in

epilepsy.  Approximately 50% have had seizures in the previous 12 months.  The type and regularity of

these seizures varied.  Drug level monitoring, the side effects of the drugs used and referral for

secondary care were also explored.

Conclusions

The quality of care afforded to patients with epilepsy needs to be standardised, in particular drug level

monitoring.  A quality of life questionnaire will be distributed to patients in 2004.

6.8 Evaluation of Portarlington Primary Health Care team

Objectives

• To evaluate the effectiveness of the Portarlington Primary Health Care team

• To carry out an analytical description of the implementation process

• To evaluate the Primary Health Care Team development process

• To evaluate the impact of Primary Health Care Team on patient outcomes

Methodology

Monitoring and Evaluation of the Portarlington Primary Care Health Team will take place over three

phases.

Phase 1 of the evaluation will include a descriptive assessment of the background, start-up and

implementation of the Portarlington Primary Care Team.

Phase 2 includes the evaluation of the implementation of the primary care team process.  It will

examine the following:

• range of services provided

• patient access

• management and patient-provider satisfaction

• description of the roles and responsibilities of the PCT members
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• health provision and educational initiatives

• community involvement

• policies and procedures

Phase 3 will focus on the impact of the primary care team and whether the goals and objectives of the

primary care strategy have been achieved. The impact of the following will be considered:

• process of care

• access of care

• patient and provider accountability

• community involvement

• continuing professional development

Results

A Primary Health Care Team has been established in Portarlington and Phase 1 of the evaluation will be

completed by March 2004.

6.9 Development of an Evaluation Framework for Child Safety Awareness

Programme

Objectives

• To measure the impact effectiveness of the child safety awareness material delivered to parents in

2004

• To measure the impact and outcomes of the intervention within the home in 2004

• To measure the effectiveness of the Public Health Nurses (PHNs) training workshop within the

programme in 2004.

Methodology

• A confidential course evaluation questionnaire was completed by PHNs immediately after delivery of

the CSAP PHN training programme in September 2003 and January 2004. Data will be analysed

using SPSS version 11.5.

• A pre-intervention questionnaire for parents/carers will be administered by eight PHNs to a sample

of parents prior to the delivery of the intervention.

• A post-intervention telephone questionnaire will be administered by the Primary Care Researcher to

the parents/carers who completed the pre-intervention questionnaire approximately three months

after the PHNs have commenced delivery of the CSAP.   This questionnaire will be piloted in the

Tullamore region.

• A qualitative evaluation session will be completed with 24 PHNs (three focus Groups) three months

after PHNs have commenced delivery of the CSAP to examine the effectiveness of the CSAP.

• An audit of the recording of the delivery of the CSAP in the Child Health Records will be conducted

on a random sample of records, taken from all Community Care Areas, six months post

commencement of delivery of the CSAP.  The records will be audited against the standards outlined

in the CSAP Clinical Guidelines.



19

• An evaluation of Community Welfare Supports to the CSAP will be conducted by the Primary Care

Researcher. This evaluation will look at the numbers of referrals made by the PHN, locations of

referrals and outcome of the referrals.

Results: N/A until 2004.

Conclusions: N/A until 2004.

6.10 Needs Assessment for GMS Clients

Objectives

• To establish an appropriate method to measure the levels of satisfaction among people who use or

seek to use the medical card scheme.

• To measure client satisfaction with the administration process for applying for medical cards

• To measure client satisfaction with the medical card review process

• To measure staff satisfaction with the application and review process

Methodology

This was part of a project commissioned by the Health Board Executive (HeBE) to develop standardised

methods of eliciting client satisfaction.

Qualitative/Quantitative questionnaires were designed specifically for Community Welfare Officers

(CWOs), Administration Staff involved in administering the scheme, and GMS clients who applied for the

medical card or who have been reviewed within the previous two years.  All clients over 70 years were

excluded from this questionnaire due to automatic entitlement to the medical card.  The CWO’s

questionnaire was distributed through the line managers and returned anonymously.  The

administration staff questionnaire was distributed to all staff involved in administering the scheme,

through line managers in the Primary Care Unit and Health Centres, and returned anonymously. The

Primary Care Researcher and the GP Registrar from the Department of Public Health and Planning

administered the questionnaires to GMS clients in GP surgeries (6) and the Out-Patients Clinics in

Mullingar and Portlaoise. A pilot study was carried out in a GP practice in Athlone.  The average time

spent in each practice/out-patients clinic was three hours. Data was analysed using SPSS version 10.1.

Results

Sixty-eight GMS clients were interviewed.  The response rate from administration staff involved in

administering the medical card scheme and CWOs was 54% and 68%, respectively.

Nineteen clients completed the questionnaire about the medical card application process, 17 (89%)

were satisfied with the process. None of the clients that responded to this questionnaire received a

home visit from a CWO. Forty-nine clients completed the questionnaire about the medical review

process, 41 (84%) were satisfied with the process. Inaccurate completion, no documentary evidence of

income or expenditure, illegibility and forms not being returned on time were difficulties encountered by

staff and CWO’s in relation to returned application forms.  It was felt a concise leaflet explaining the

application form and a more user-friendly form, were necessary. The majority of CWO’s felt the

financial cut-off points were too low, and needed to be increased immediately to take into account

recent inflation and increases in GP fees. Lack of adequate training, and IT support were areas of

concern for the majority of administration staff and CWO’s
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Conclusions

Suggested improvements to the medical card review process include:

• “long-term illness” should not be reviewed annually

• a letter should be sent by the client with the review form to explain personal situations

• all details should be stored on computer files, thus reducing the length of the form which would

result in a faster review process.

6.11 Teamwork Initiative Evaluation, St. Vincent’s Hospital,. Mountmellick.

Stakeholders

Anna de Siún. Catherine O’Keefe, Paula Phelan, Teresa Lynch, Mary Dunne,

Teamwork Committee: Breda Dowling, Geraldine Burke, Jim Le Blanc, Ann Dempsey, Larry Dunne,

Elizabeth Coss, Sally Lalor, Maud McGlynn, Helen Lalor.

Objectives

• to measure any changes which occurred as a result of the implementation of the teamwork

initiative.

• to provide an action research component, facilitating ongoing change and improvement through the

process of evaluation,

• to provide a report that would give a comprehensive overview of the process of change, difficulties

encountered and solutions implemented to act as a guide to other establishments who might be

interested in implementing a similar change.

Methodology

The four aspects of the evaluation were:

• questionnaires to staff

• audit

• examination of documentation

• monthly feedback to staff

Questionnaires were administered to staff prior to the implementation of the initiative and one year

after. Audits were carried out in various areas both before and one year after implementation.

Throughout the year, a number of interim reports were written on data collected prior to the

implementation, and data returned through the monthly feedback sheets.

Results

Overall, the reaction of staff to the teamwork initiative has been extremely positive, with the majority of

staff identifying improvements across a wide range of areas.

For care attendants, major improvements in areas such as manual handling, incontinence care and time

to spend with the patients at mealtimes have been noted. Slight improvements have also been noted in

the areas of nutritional training, training in personal care, bathing practices and time for recreational

activities.
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It would appear that there has also been a major improvement due to the teamwork initiative amongst

housekeeping staff. This positive change is reflected in the comments received on the questionnaires

and monthly feedback sheets praising the improved standard of cleanliness in the hospital.

6.12 Consultation Process with Staff within the Midland Health Board on the Needs

of Older People with Dementia.

Objectives

• To explore what staff perceived to be the most pressing needs to facilitate delivery of a quality

dementia service, and to come up with possible solutions to the current difficulties.

Methodology

A series of focus groups were run over the course of two months, consulting staff from both residential

and community care settings.

Results

From the focus groups, a list of current difficulties encountered by staff when dealing with people with

dementia was compiled. Also compiled were recommendations for change and possible solutions. Two

of the most commonly mentioned needs were the need for dementia specific units where people could

be cared for in an appropriate environment and the need for additional staff training.

The focus groups were carried out in 2002, with the final report completed in May 2003. This report

was signed off by the working group in January 2004.  It is available from the Clinical Audit and

Research Department or the Project Specialist for Older Persons.

6.13 Progress report on changes implemented based on recommendations from

staff on the needs of people with dementia.

Objectives

• To give a summary of the recommendations for change proposed by staff during the consultation

process, and to indicate, where appropriate, current action within the board relating to each

recommendation.

Results

The progress report was first compiled in June 2003, outlining all the changes implemented, and has

constantly been updated since then. Many initiatives have been implemented and are reported on.

It is expected that both dementia reports will be presented to the Board in March 2004.
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6.14 Evaluation of a two day dementia education/awareness seminar.

Objectives

To evaluate a two day education/awareness seminar on dementia delivered by Dr.

Graham Stokes in September 2003, in order to determine if it met the needs of

staff.

Methodology

A questionnaire was given to all delegates before the seminar began to ascertain their current

knowledge of dementia and what their expectations for the seminar were. A short report on the

information received was written for the training sub-group.

Post-seminar questionnaires were distributed in January 2004 (3 months after the seminar) to

determine whether people’s understanding of dementia had changed since the seminar, what their

current level of knowledge was, and how they rated the seminar.

Results

Questionnaires are currently being returned, and a report on both pre and post seminar questionnaires

will be written by April 2004.

6.15 Literature Review of Falls Intervention Programmes and Risk Assessments for

Older People.

Objectives

• To collate and present the available evidence from high quality research on the identification of fall

risk factors, the assessment of falls and effective falls prevention programmes.

• To make recommendations based on the same.

Methodology/Search Strategy

Electronic databases searched were: PubMed, the Cochrane library, EBSCO (searching Cinahl, Medline,

Nursing and Allied Health Collection: Expanded, Biomedical Reference Collection: Expanded) the NHS

electronic library and NICE. On-line journals searched were BMJ, Age and Ageing, Oxford Journals on-

line, JAMA, The Irish Medical Journal. The search engine Google was also used. For electronic searches,

key terms used were: “falls”, “elderly”, “older persons”, “falls prevention”, “aetiology”, “best practice”,

“assessments”, “guidelines”; “risk assessment”. Citations in primary research documents were also

reviewed.

Results

• Findings were reported in four separate categories: Identification of Modifiable Risk Factors/ Falls

Assessment Tools; Guidelines for Effective Interventions; Falls in acute hospitals; Areas for Further

Research

The review has been distributed both within and outside the MHB.
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6.16 Report on HIPE data for injuries occurring as the result of a fall in the MHB in

2002.

Objectives

• To identify patterns of high risk for falls for all ages

• To help provide a focus for future falls prevention programmes.

Methodology

Data was collected from the Hospital Inpatient Enquiry system (HIPE) in all three acute hospitals, MRH

at Tullamore, Mullingar and Portlaoise. Data was reported separately for the age categories 0-18, 19-64

and 65+.

Results

When the three age categories are compared it is seen that for many variables there are remarkable

similarities between the data. For all three, the majority of admissions were to MRHT. The most

common circumstances were falling on level/tripping in the home for all age categories.

Closer examination of the data revealed some very pertinent differences. For both the 0-18 and 19-64

age categories there were substantially more men than women admitted. However, in the over 65

category, this pattern was reversed, and almost 3 times more females than males were admitted.

Another area where significant differences could be detected was in the total number of bed days

utilised by each age group.

It would appear from the data that falls prevention programmes aimed at accidents in the home would

be the most useful area to target. This is particularly true for the over 65 population where over half of

all accidents occurred by falling on the level/tripping in the home.

6.17 Evaluation of a Weekend Out of Hours Community Mental Health Nursing

Project: A Pilot Project One Year On.

Objectives

Laois/Offaly Mental Health Services in Ireland piloted an extended weekend out-of-hours Community

Mental Health Nursing project in 2002.  A local project team oversaw the successful implementation of

the project that was evaluated after one year.

Methodology

The evaluation included a survey of client/family satisfaction with the service, a survey of staff members

contacting the service and a semi-structured interview with the Community Mental Health Nurses

providing the service.

Results

The results of the evaluation found that the majority of clients/families using the service were very

satisfied with the service (51.3%).  Clients and families accessed the service for many reasons including

43.6% of clients/families requiring support and 32.1% contacted the service as they were experiencing

signs of relapse.  96.2% of clients/families felt that the service met their needs and 2/3 clients/families

felt that they could not have waited until Monday morning to make contact with the mental health

nursing service.  The service has clearly prevented admission to hospital and has prevented self-harm

and parasuicide.
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Staff who have liaised with the weekend service have echoed the comments made by clients and

families.  They agree that the weekend service has prevented weekend admission of clients and

provides vital crisis intervention as well as enhancing the quality of patient care by ensuring continuity

of care, improving communication between families, clients and the mental health service and by

supporting and reassuring clients at weekends.  84.6% of staff feel that the weekend nursing service is

a necessary part of the overall community nursing service.

Conclusions

The findings presented in the evaluation of the weekend out of hours Community Mental Health Nursing

Service clearly demonstrate that the weekend service is a necessary service that this well used and is

highly effective.  A number of recommendations have been made for service development and future

structure, for example, providing clients with direct access to the weekend nurse, informing GPs of the

service and developing communication structures between the mental health services and the weekend

nursing team.

6.18 Audit of Sub Optimal Compliance to Anti Psychotic Medications

Stakeholders

Ms. Lily Dolan (CNM II), Ms. Kathleen McLoughlin (Researcher for Mental Health), Mr. Conor Owens

(Clinical Psychologist), Mr. Mick O’Hehir (Chief Nursing Officer), Ms. Odette Harrington (Social Worker),

Ms. Marion Murphy (Community Mental Health Nurse)

This audit has been in the planning phase in 2003.  Following clinical audit training, an audit sub-

committee was formed in the Community Mental Health Centre, Bury Quay to initiate and complete an

audit in the Tullamore Sector of Laois/Offaly Mental Health Services.  The sub-committee decided to

audit sub-optimal compliance to anti-psychotic medication, as it was perceived that this is a problem in

the Sector.

It was decided that a detailed profile of all clients in the Tullamore Sector must be obtained and this

was dependent on access to the Care Planning database in Bury Quay.  As care plan reviews were

ongoing during the audit period, it was not possible to access information from the Care Planning

database about all patients immediately.  The sub-committee decided to select one specific area,

Kilcormac, as a plan of care had been developed for all patients in this area and their data put onto the

database.  This area will be a pilot site for the audit and for any psycho-educational programmes that

will  be implemented.  Following the profile of patients being obtained, the committee decided to ask

the Community Mental Health Nurse for the area to outline those clients which they considered took

their antipsychotic medication at a sub-optimal level.  This will  provide a measure of the rate of sub-

optimal compliance in the group.

At present, the audit of patients in the Kilcormac Sector is ongoing.  A detailed literature review is

available.
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6.19 Educational Audit of the Clinical Learning Environment in Mental Health

Services

Objectives

Each of the areas that form a placement for students on the Psychiatric Nursing Programme at Athlone

Institute of Technology were audited according to 7 set standards.    The audit forms part of the

requirements and standards published by An Bord Altranais.

For each area 7 standards were set in relation to:

1. Physical Environment and Facilities

2. Staffing

3. Management of Patient Care

4. Student Teaching

5. Learning Outcomes

6. Student Assessment

7. Communication

For each standard a number of specific objectives were identified and reference was made to the

source from which the auditors can obtain this information e.g. by asking the CNM or looking at the

duty roster.

A nursing staff profile was obtained by mailing a questionnaire to staff members working in the mental

health services.

Methodology

Audits were carried out in November 2002 and the areas were inspected by the Clinical Placement Co-

ordinator, Denis Howe, a Link Tutor from Athlone IT, Jim Maguire or Olivia Corcoran and the CNMII for

each placement.  The auditors used the Audit of Educational Environments tool designed by the

Midlands Regional School of Nursing.

The completed audit tools were presented to the Researcher for Mental Health who collated the data

for each area and wrote an audit report of each area and a summary for Laois/Offaly Mental Health

Services. At the end of the audit, the audit group made specific comments and recommendations and

devised an action plan for the area if it failed to meet specific criteria.  The action plan is broken into

short term (1-3 months), medium term (4-8 months) and long term (9-12 months).  A person is

assigned responsibility for ensuring that the action plan is completed and reviewed.

Results

All placements met the overall broad standards for each of the categories and are suitable for accepting

student placements.  There are a minority of sites where small actions need to be taken to ensure that

each of the more specific objectives is met e.g. by purchasing additional textbooks, making a room

available for study and reflection.

Conclusions

The audit identified areas that needed to be improved to ensure that students had a placement that

provided them with the necessary experience.  A number of areas were identified as placements of

particular merit and were acknowledged in the report.
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6.20 An Evaluation of the Primary Care Counselling Pilot Project:

Satisfaction with the Counselling Services Provided by Counsellors in Training.

Objectives

A pilot project was initiated by the service in order to examine the effectiveness of counselling for

clients referred by GPs who were then seen by trainee counsellors. Forty three clients in all participated

in this survey to measure client satisfaction with the counselling they received, as well as their

satisfaction with the environment in which they received their counselling.  The evaluation of

satisfaction of service is strongly espoused by the 2001 Health Strategy: Quality and Fairness , which

seeks health services to use a client centred approach to service planning.

Methodology

A questionnaire was designed by the Director of Adult Counselling Services in conjunction with the

Researcher for Mental Health to capture the views and experiences of individuals who had been or who

were in contact with trainee counselling providers at the time of the survey.  The questionnaire was

based on that sent to clients in Northern Ireland as part of the Review of Counselling Services

commissioned by the Department of Health, Social Services and Public Safety conducted in the North in

2002.

The 43 clients that had been seen by a trainee counsellor were sent a postal questionnaire.  60.5% of

clients responded to the survey, this response rate is nearly twice that of the National Counselling

Services evaluation project response rate of 33% (RCSI, in press).  This may  be due to the fact that

clients referred by the GPs were not survivors of significant trauma as are the usual clients as seen by

the NCS.

Results

In general this pilot project shows how counsellors in training can provide a low cost but high quality

service to primary care clients who may not be in the position to pay for counselling privately.  The

Midland Health Board’s Primary Care Counselling pilot project for trainee counsellors compared

favourably with the results of larger studies in the Republic and Northern Ireland which examined

satisfaction of counselling as provided by fully trained counsellors (RCSI, in press and Counselling in

Northern Ireland, 2002).  The vast majority of clients found the counselling both helpful and the

counsellors understanding, warm, considerate, good listeners and respectful of them.  The counsellors

were professional and explained the limits to confidentiality.  In addition the counselling environment of

the Arches was found to be acceptable and waiting periods were relatively short.

Some clients may prefer to be seen in the GP practice as the journey from Kilbeggan to Tullamore took

a long time for 18% of the clients seen.

Clients need to be offered a minimum of 8 sessions to allow for reliable change to take place.  Over half

of the clients felt they needed more counselling sessions.  This is a weakness of trainees providing a

service in that their placements range from 6 months to 2 years depending on the training course which

the trainee is attending.

Postal Questionnaires appear to be a very cost effective and useful way to assess satisfaction levels of a

counselling service.  It is possible that the use of questionnaires as opposed to interviews allows the

clients the sense of anonymity and safety in providing feedback to the service.
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Pilot projects could be set up across health boards addressing particular client problems that seem to be

prevalent.  Specialist services tend to increase the quality of service provided.  For instance, the top

three presenting problem as referred by the primary care GPs were Depression, having a history of

emotional abuse or neglect as a child, or bereavement reactions.  An example of this has been done

successfully before by the Suicide Bereavement Counselling service in the Midland Health Board

(Midland Suicide Bereavement Support Service, 2002). Future specialist counselling projects could be

completed in the Midlands with clients/patients who are having difficulty in coping with a bereavement

or mild to moderate depression that the GP feels confident can be improved without the need for

psychiatric referral.

The majority of clients, 57.7%, reported that they received information about the complaints procedure.

This figure could be improved by the counsellor in training giving a copy of the complaints policy to the

client during their initial meeting with the client.

The service may consider the purchase of “easy-chairs” for clients to sit in a more relaxed manner

during counselling.

6.21 Review of Reported Violent Incidents Against Staff Members in the Midland

Health Board Mental Health Services.

Objectives

• to establish as far as possible the circumstances leading to violent incidents in an in-patient facility

so that lessons can be learned so as to prevent or reduce the likelihood of a recurrence of such

incidents.

Methodology

A Steering Committee comprising of nursing staff, medical staff, ward attendants, nurse managers and

a representative from both Clinical Audit and Risk Management oversaw the review.  A retrospective

review of incidents occurring in St Loman’s over a 6 month period in 2003 was carried out.  Services

provided for elderly mentally ill clients and those with learning disabilities were excluded from the scope

of this review as issues with these client groups might arise that might warrant a separate investigation.

The review utilised some of the processes contained in the ALARM protocol (1999) and involves a

review and audit of all relevant documentation and interviews with staff members who have been

subject to violent incidents (as identified on incident report forms).

Results

The results of the review are being collated at present and when presented to the staff that took part in

the review and the Steering Committee, will be made available generally.

Conclusions

It is anticipated that a number of recommendations to improve the safety of working conditions for staff

will be made following the review.
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7  CLINICAL AUDIT PROJECTS AND QUALITY IMPROVEMENT INITIATIVES

7.1 Clinical Audit of Post-operative Nausea, Vomiting and Pain (PONV) in the Theatre

Recovery Room.

Objective

• To quantify and reduce the incidence of PONV using a team approach in the theatre of the Midland

Regional Hospital at Mullingar.

Standards for the Clinical Audit.

• 10% of patients may have a pain score of greater than 5 on entry to the recovery room.

• All patients should have a pain score of less than 5 on leaving the recovery room.

• 10-15% of patients may have PONV in the recovery room.

• Adherence to the I.V. Opioid Protocol – Recovery Room, Midland Regional Hospital, at Mullingar.

Methodology

A data collection sheet was designed in consultation with the Consultant Anaesthetist. The consultant in

conjunction with the clinical audit team informed the theatre staff of the purpose of the audit and

elicited their support.

The audit tool was designed to record information regarding patient’s risk factors for PONV e.g.

previous history of PONV. Drugs administered intra-operatively and in recovery were also recorded.  A

verbal rating scale was used to measure patient’s pain score on entry to the recovery room and on

leaving the recovery room.

A sample of 99 data sheets was completed concurrently over a three-week period. These were then

returned to the Clinical Audit Department for analysis using SPSS Version 10.1.

Results

The majority of patients in the sample were female – 76%.   

Twenty-four percent of patients had a pain score of 5 or greater on admission to the recovery room.

This is higher than the 10% standard set at the start of the audit.  The pain score was also measured

on discharge from the recovery room. The majority of patients now had a pain score of less than 5

(92%). This is slightly less than the standard of 100% set at the start of the audit.

The incidence of nausea and vomiting was low, 13 (13.1%) of the overall sample size (n=99). This met

the Standard set for the Audit (10 – 15 % of patients may have PONV in the recovery room). This is

largely due to the implementation of the Opioid protocol which was lead by the consultant anaesthetist

and the on-going commitment by the lead clinician in the area to providing a quality, low pain service to

the patient.

Conclusion

Leadership, policy development and implementation followed by regular audit can lead to real

improvements in the quality of patient care.
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7.2 Redesign of an Outpatient Warfarin Clinic using Process Mapping to improve

quality and safety of the service to patients.

Objective

• To improve the quality of the service delivered to patients by reducing waiting times and reduce

risk by delivering appropriate, timely information and education regarding medication compliance.

Methodology

A meeting of all stakeholders was called in the Midland Regional Hospital at Tullamore, Ireland; medical

staff, nursing ward staff, business manager, divisional nurse manager, laboratory staff and clinical audit

facilitators.  There has been a rising increase in workload over recent years due to a rising elderly

population and changes in clinical practice and this has lead to a situation where the present system is

unsustainable.

A process map was completed from the three points of referral to the OPD service namely ward

referrals, GP referral and OPD clinic referral through to discharge from the Warfarin clinic. The aim of

the quality improvement exercise was to identify:

Ø Complexity

Ø Waste

Ø Cross functionality

Ø Bottlenecks.

Results

1. Referral forms from the wards were not being completed fully.  This led to increased time demands

on the Phlebotomist in the clinics who had to elicit the information from the patients again.  This in

turn reduced the amount of time they could devote to education.

2. No appointment schedule in the clinic.  Therefore the nurse did not know how many patients would

attend (usually in the morning clinic), how many were new (and therefore requiring more time) and

how many were review patients.

3. Presently, when the patient arrives in the clinic, bloods are taken and sent to the laboratory where

there is an excellent service with turnaround times of ½ to 1 hour (However, this may not be

sustainable as workload increases). The patient presently is not advised to wait for these results

and therefore generally goes home.  This increases the administrative duties the nurse must

complete e.g. phoning patients with results and advice, completing the Warfarin book and posting it

to patients.

4. No structured time for education of patients at ward level due to the constant demands in the clinic.

Also very little time for education of the patients when they come to the clinic.  Continuity of care is

difficult.

5. There is presently no record kept of patients who attend the Warfarin Clinic in OPD.  An IT system

linked to the laboratory would be an advantage.

Conclusions

Simple flow charts have been devised for the ward to assist junior doctors when they start a patient on

Warfarin therapy.  Short induction for junior doctors is being carried out at ward level.
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The OPD clinic now runs on an appointment only system three mornings a week.  Emergency cases can

be accommodated outside of these times.

Education of patients has commenced on the wards three afternoons a week. The effectiveness of

these strategies is being monitored in terms of the numbers of patients who are returning to the clinic

on an ad-hoc basis due to poor control.

A system of recording each patient visit to the clinic has commenced.  While this is paper based and

therefore not ideal it will allow the number of patients attending to be accurately recorded and from

there clinical audit of their outcome of care to be started in 2004.

This initiative is an example of where multidisciplinary teamwork using simple quality tools such as

process mapping can lead to measurable quality improvement for both patients and staff.  Staff now

have less work related stress due to improved systems and are able to deliver the kind of patient

focussed care they aspire to.

7.3 Review of the Warfarin Service at the Midland Regional Hospital, Portlaoise.

Stakeholders

Mary O Connor (CNM 11 Outpatients Department), Emer McEvoy (Clinical Audit Facilitator), Majella

Robinson (Clinical Audit Officer).

Objectives

• To ensure standardised care and information for all patients requiring the Warfarin Service at the

MRHP.

• To provide safe monitoring and good instructions from commencement of Warfarin treatment.

Methodology

In 2003 a designated Warfarin Clinic was established at the MRHP. The CNM II in the Outpatients

Department and The Clinical Audit Team introduced an improved system of record keeping. This will

enable an audit of the clinic in 2004.

A Patient Record Chart was developed to ensure continuity and safety of care for patients. This chart

will be kept in the clinic and at each appointment the patients INR result, warfarin dose and next

appointment date will be recorded. A patient education checklist was also developed to ensure all

information is given to patients on commencement of treatment.  Also a Patient Anticoagulant Therapy

booklet was agreed.  It was felt that improved records would give more accurate figures for activity in

the Warfarin clinic.

Results [to date]

• Patients are now attending a designated warfarin clinic are given their blood result and warfarin

dose before they leave the hospital.

• Patients are now attending a clinic with improved record keeping

• Clinical Audit of patient outcomes will be possible and it is planned to carry this out in 2004 when

the documentation system has become established.
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Conclusions

A team approach to reviewing anticoagulation services can provide best practice care for patients

requiring anticoagulation therapy.

7.4  Clinical Audit of Australian Triage System.

Objective

• To assess if the Australian Triage system implemented in the Accident and Emergency Department

of the Midland Regional Hospital in Tullamore was meeting the standards set per triage category.

Methodology

The Australian Triage system is a nurse led system, which categorises patients from 1-5 on admission

to the A&E Department (1 being most urgent, 5 being least urgent).

An Access Database of all patient attendances was examined to establish the percentage of patients

attending the department and waiting times per triage category. An Audit Tool from the Monash

Institute of Health Services Research (2001) was adapted for the purpose of this audit. The tool

consisted of audit details, triage episode details and the five categories broken down into different

sections. For every 1000 episodes of triage it was suggested that 20 episodes be examined for a

significant result.  An estimated 1500 patients attend A/E each month, therefore 30× 6(months)=180

episodes of triage were agreed to be audited.  A random sample of 180 adult patients were selected

from the A&E Database.

Results

The most significant result in terms of need for improvement arose from patients entered into category

two.  This group of patients either have a serious or deteriorating condition that is the potential of

threat to life, or organ failure if not treated within 10 minutes of arrival. Humane practice mandates the

relief of very severe pain or distress within 10 minutes (ACEM 2001). Therefore it is very important that

these patients are seen within the standard waiting time of 10 minutes.  Category 2 patients displayed

the lowest percentage target set for the standard waiting times, while all other categories either

reached or very nearly reached the percentage target set for the standard.

The results also displayed percentages of patients attending the A&E Department and whether they

were assigned to the appropriate category.  A high percentage of patients were entered in the

appropriate category by the triage nurse- 91%.  Medical staff were poor at documenting the times they

attended the patients.  This is a very important finding as it is vital that the time seen by the doctor is

documented by the doctor to assess whether the patient is seen within the relevant waiting time from

their time of arrival.  The patient notes’ section of the triage form contained adequate documentation

by the nursing staff on 76% of cases.

The results of the audit will be used to inform and educate nursing staff of the benefits of the Australian

Triage System and will act as a baseline from which to continuously improve. The waiting times per

triage category will also provide important information for Management in the Health Board and will

fulfil the requirements for the National Performance Indicators in Emergency Medicine.
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Conclusion

Before the Australian Triage System was implemented there was an informal system in place for

assessing patients on attendance at the A&E Department. Some patients had to wait for many hours

(often up to 5 hours) to be seen by a doctor. Since the introduction of the Australian Triage System it is

now clearly evident that a very high percentage of patients are seen by a doctor within the maximum

waiting time of 120 minutes. Therefore, this system demonstrates an improvement in waiting times for

patients and it provides an organised system where patients are seen by a doctor in order of their

clinical urgency and in a timely manner.

7.5  Clinical Audit of the Australian Triage System A&E Department, Midland

Regional Hospital at Mullingar.

Stakeholders

Divisional Nurse Manager A&E, Nursing Staff A&E, Clinical Audit Facilitator and the Clinical Audit Officer.

Objectives

• To assess if the Australian triage system implemented in the Accident and Emergency Department

of the Midland Regional Hospital at Mullingar was meeting the standards set per triage category.

• To assess if the triage documentation was adequate to assess the appropriateness of triage.

• To assess if the category to which the patients were assigned was appropriate to the patient’s

physiological status.

Methodology

A random sample of 50 patients charts per month were identified and pulled from the A&E filing system

by one of the Nursing shift leaders. The audit tool adapted from the Monash Institute, Australia, was

used by the nurse to collect data and to quantify the objectives set out above.

Results

From the total sample of 400 charts analysed, 398 patients were triaged and assigned to a triage

category (one to five). Two patients were not triaged. The tool recorded whether the audit nurse felt

that there was adequate documentation to assess the appropriateness of the triage category.

Documentation was adequate for 99% (396/398) of cases that were triaged.  This is an excellent

finding in relation to nursing documentation.

The audit established if the patient’s were entered into the appropriate triage category.  Thirty-nine

percent (154/398) were assigned to an appropriate triage category. The remaining 61% (244/398)

were over triaged. Of the 244 patients that were over triaged 60% (146/244) of them were assigned to

category 3 and 40% (98/244) were assigned to category 2.

Of the 400 patients case notes that were assessed, 1 set of case notes did not have the triage time

entered and 57% (227/400) did not have the time seen by the doctor recorded. This means that for

over half the patient’s it is impossible to assess whether they have been seen within an appropriate

time frame following triage.

Conclusion

The results of the audit are going to presented to staff in early 2004.  Areas for improvement are in the

documentation of times that patients were seen by doctors and the triage category patients are
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assigned to.  However, as this is the first year of the Australian Triage system in Mullingar a certain lead

in time period must be allowed for.  On-going audit is required to ensure improvements are made.

7.6 Fasting Information Leaflets for Diabetic Patients  undergoing diagnostic or

treatment procedures at the Midland Regional Hospital, Portlaoise.

Objective

• To ensure good quality consistent information is provided for diabetic patients undergoing

diagnostic investigations and operative procedures, which require fasting for long periods.

Methodology

Other major Irish/British hospitals were contacted to assess their level of pre-operative information for

diabetic patients.  No such information could be found.  An extensive literature search was carried out

to find best available evidence on information. A draft copy of this information, in simple terms for

patients was then compiled. This draft copy was then sent to Consultant Physicians, Anaesthetic

Consultants, Radiologist, Surgical Consultants and Nursing Staff for their comments.

Results

The information is being approved by the consultants and all involved.  This information leaflet will then

be printed in the same format as other diabetic information leaflets and patient information leaflets

within the Midland Health Board.

Conclusion

This quality improvement initiative will help reduce diabetes-related admissions for day case surgery.

These information leaflets will be shared through the Cardiovascular Strategy working groups locally

and nationally.

7.7 Review of Regional Orthotic Service – Midland Health Board, Ireland.

Objectives

1. To review current practice for orthotic supply for Midland Health Board clients, protocols and

practice.

2. To examine current Best Practice in the area of Orthotic Supply.

3. To examine client views on orthotic supply from MHB clinics and outside agencies.

4. To get feedback from service providers and other interested parties; orthotist, occupational

therapist, physiotherapist and orthopaedica surgeon.

5. To examine costing of the orthotic service.

6. To examine waiting times for orthotic clinic.

7. To develop a framework for development of best practice in delivery of the orthotic service.

8. To develop a “Value for Money” approach in the purchasing of orthotic services incorporating

tender process and service level agreements.

Methodology

1. Review of current best practice in Ireland and England

2. Client questionnaire to clients who have been supplied with orthotics by the Health Board and non-

Health Board suppliers.  Data items included:
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• Demographic client details

• Breakdown of waiting times

• Cost breakdown of service

• Focus group of relevant professions

• Current protocols of orthotic provision

3. Review of the four clinics held monthly in the MHB.

4. Focus group with occupational therapists and physiotherapists to explore options for more efficient

effective service provision.

Results/Conclusion

Sample of results: The length of time client’s wait from referral to initial visit was assessed.  Here the

service offered to clients using orthotic services outside the MHB clinic was much better with 79% of

client attending orthotic services outside of the MHB Orthotic clinic being seen within one month of

referral.  This compares to only 26% of MHB clinic patients being seen within one month of referral.

Respondents were also asked about what information they are provided with by the Orthotist / clinic

staff in relation to the care and use of their device.  A much higher proportion of MHB clinic clients

receive verbal information, 74% and 84% respectively in each category than those who attended

services outside the MHB clinic.

From the focus group with MHB staff and clients, several key themes emerged namely:

• Staff Skills in the provision of the orthotic service

• Referral pathways

Conclusion:

A change in referral pathway has been proposed.  Clients will be referred to physiotherapists for

biomechanical assessment and where appropriate management.  This is a significant change to current

management of these orthotic clients.  This will be communicated to stakeholders of the service namely

consultants and GP’s.  Changes are also being made to referral forms.  All changes will be evaluated

during 2004.

7.8 Clinical Audit of inpatient investigations and discharge medication in patients’

with acute coronary syndrome

Objective

• To assess patient investigations, discharge medications, and the quality of documentation on the

discharge letter and compare these with evidence based guidelines.

Methodology

A retrospective audit was carried out between the 1st January 2001 and 31st December 2001 on patients

who were admitted and discharged home with a diagnosis of acute coronary syndrome in the Midland

Regional Hospital at Tullamore. The laboratory provided a printout of all patients with a raised troponin

T.  This was used to identify the patients, and a total of 102 patients were identified fitting the pre-set

criteria. The clinical audit team and the medical registrar examined the medical notes, using a tick box

questionnaire to collect the data.
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Results

Eighty Four per cent were discharged home on aspirin, 53% discharged home on β-blockers, 46%

discharged home on ACE-inhibitors and 57% discharged home on a statin.

Eighty eight percent had a cholesterol check with only 20% having a full lipid profile. Fifty one percent

had an echocardiogram, 33% had an ETT and 53% had a coronary angiogram, 74% of these were

done as on an inpatient basis. Of those who had an angiogram 66% required further intervention. A

significant number of patients received prompt access to coronary angiography despite the lack of a

local catheterisation facility.

Documentation on the initial discharge letter was found to be of a poor quality with important

information often not recorded e.g. diagnosis, treatment.

Conclusions

The observed rate of prescribing of secondary preventative therapies for patients with Coronary heart

disease in this audit were variable but comparable to those observed in other studies e.g. EUROSPIRE

II.  Areas for improvement identified were numbers of patients discharged on statins and ACE

inhibitors.  The medical and nursing team have revised their medication protocols.

Poor documentation emerged as an area for improvement from the audit and the medical team

recognises its significance in terms of continuity of care and risk management.  Documentation

standards are being implemented followed by weekly review and documentation audits during

education sessions for junior hospital doctors.

7.9 Standards for children in Hospital

Objective

• To assess the performance of the paediatric units of the Midland Regional Hospital in accordance

with the Charter of the European Association for Children in hospital (EACH).

Methodology

In Ireland the National Children’s Strategy in 2000 emphasised the importance of timely access to

hospital services provided in appropriate settings. The European children’s charter is an important

contribution to the drawing up of standards and guidelines for the care of children in hospital. A team of

stakeholders working in the Midland Health Board met in January 2003 and a steering group was

established. The team is made up of paediatric nurses, a paediatric consultant, a health promoting

hospital co-ordinator, the director from Children in Hospital Ireland and members from the clinical audit

team and the quality facilitator.

The project has been broke into phases. Phase 1: Baseline Assessment Phase 2: Quality improvement

Phase 3: Re-Audit. The projects main objective at phase 1 was to develop a tool to measure the

standards on the paediatric wards in the three acute hospitals within the Midland Health Board. It was

decided that the ten articles set out in the European charter would be the criteria assessed.

ResultsThe tool for measuring the articles was developed in the form of a template with each member

of the project team focusing on specific articles. The template was divided into six section’s (1)

Standards (2) Evidence of performance (3) Comments (4) Action needed (5) Person responsible (6)

Completion date.   The tool to measure the standards was piloted in the paediatric ward in one of the
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acute hospitals. The clinical audit facilitator from the clinical audit team piloted the tool with the clinical

nurse manager who was in charge of the paediatric ward on that day. The pilot test was expected to

clarify if the measurement tool is accessible and understandable. Changes were made to the tool in

terms of the evidence required to measure whether the objective was being met, based on pilot

findings and all Paediatric Units in the Midland Health Board were surveyed in 2003.

Conclusion

The Midland Health Board seeks to promote and continuously improve the quality of healthcare. This

project wishes to implement guidelines and standards for children in hospital its in its first phase. The

objectives of the first phase of the project have been met. A tool has now been devised that can assess

the performance of healthcare organisations in relation to the EACH charter. It is a tool that can be

incorporated into the Accreditation Assessment Tool presently being used by the Irish Health Services

Accreditation agency.

7.10 MHB Guidelines on Obtaining Patient’s Consent

Participants

 Multi-disciplinary Working Group including Hospital Manager, Consultants and Nursing representatives

(Midland Regional Hospital, Portlaoise), Emer McEvoy (Clinical Audit Facilitator), Majella Robinson

(Clinical Audit Officer).

Objective

• That these guidelines will provide clear guidance based on best evidence and legal opinion for all

staff in the area of Obtaining Patient’s Consent.

Methodology

A multi-disciplinary working group was established in 2003 to develop guidelines on Obtaining Patient’s

Consent.  Draft guidelines from other sources e.g. The Dublin Risk Management Forum and the Royal

College of Anaesthetists, UK and other literature were circulated to the working group. Their opinions,

experience of current practice and professional legal opinion were obtained and these recommendations

incorporated into the guideline.  A baseline audit of current practice was conducted in the Theatre of

the Midland Regional Hospital at Portlaoise.

These draft guidelines are at the final stage of consultation and will be ready to implement early in

2004.  As a result of these draft guidelines a revised MHB Consent Form will also be introduced. It is

planned to pilot this consent form.  Following this the draft guidelines and consent form will be

introduced regionally.  Each hospital will adopt these guidelines as hospital policy and the clinical audit

team will ensure that copies are circulated to all hospital consultants, non-consultant hospital doctors,

all heads of departments and a copy available in all hospital departments.  A database of all written pre-

operative information currently available was also set up. Current information gaps are being

addressed.

7.11 Process Mapping of the Current Meal Ordering System

Participants

Elizabeth Grogan (Dietician), Margaret Dunne (Catering Manager), Brenda O Connell (Assistant Catering Manager),
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Breda Guilfoyle (Catering Department),Mary Roche (CNM 11 Medical), Liz Gallagher (Divisional Nurse Manager),

Grainne Molloy (Staff Nurse Medical),Geraldine Graham (Divisional Nurse Manger), Majella Robinson

(Clinical Audit Officer) Emer McEvoy (Clinical Audit facilitator).

Background

It is current practice at the Midland Regional Hospital at Portlaoise to use appropriate colour coding i.e.

purple is used for patients with diabetes. This colour code is indicated on the chart over the diabetic

patient’s bed, the patient’s daily diet sheet and on the Ward Census Board. This system allows the

catering staff to identify diabetic patients readily at meal times and thereby distribute the appropriate

meal.

The purple dot coding system is very important to indicate Diabetic patients to the catering staff who

deliver the meal trays. If the purple dot is not present diabetic patients can receive the inappropriate

meals and snacks which can result in altered blood sugar levels.

The project group identified problems with the current procedure and invited the Clinical Audit

Department to review current practices with the intention of improving practice.

Objective

• To improve the catering system to cater for all patient’s dietary needs at ward level.

Methodology

The Clinical Audit Team carried out a process mapping exercise of the current meal ordering system to

highlight constraints in the process.  The process mapping showed that the most frequent constraints

happened at the completion of the diet sheet by nursing staff on the medical and surgical wards.

A clear written protocol on how, when and who is responsible for completing the diet sheet was placed

at each of the nurse’s stations on the medical and surgical wards.  A policy on daily meal planning was

written. The catering department changed the diet sheet/books to include a space for the nurse’s

signature. The catering department also carried out an audit to assess adherence with the protocol and

policy on daily meal planning.

Results

The results were very positive showing an improvement in practice following introduction of the

protocol. It is hoped that when the protocol is introduced fully to all wards and staff awareness is

created there will be even more positive results.

Conclusion

Improved practice in the current meal ordering system for diabetic patients has allowed for the

introduction of other special diets. The new diets will be phased in gradually to allow time for review of

menu ordering problems.

7.12 Audit of the management of peripheral IV cannulae – Medical Department,

Midland Regional Hospital at Mullingar.

Participants

Medical Staff of the Medical Department, Nursing Staff of the Medical Department, Clinical Audit

Facilitator and the Medical Divisional Nurse Manager.
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Objectives

• To survey the incidence of complications with iv cannulas in the Medical Department.

• To reduce the occurrence of complications in patients with iv cannulas.

• To improve the quality of service delivered to patients.

• To reduce unnecessary additional days in hospital.

Methodology

The audit of the management of peripheral venous cannulae in the Medical Department was a multi-

professional prospective audit.

It was initially proposed that the audit would take place over a period of three weeks in order to allow

the collection of 30 samples. The audit was extended to a fifth week as not enough samples were

obtained after three weeks. After this extended period 21 were obtained. The criteria for inclusion in

the audit was any patient who had an iv cannula sited on the Medical ward during the duration of the

audit.

An audit of the management of peripheral iv cannula was carried out two years ago in the Midland

Health Board in Tullamore. The questionnaires used for that audit were re-used and some changes

were made to the questions. The questionnaires were filled out by both the medical and nursing staff in

the three medical wards at the Midland Regional Hospital at Mullingar.  A copy of the current nursing

policy on management of the iv cannula and giving sets was left on each ward for staff to read.

Results

Data collected during the audit were analysed using Microsoft Excel.  In 53% of cases (8/15) the iv

cannula dislodged and in 47% of cases (7/15) the iv tissued.  The results showed that when doctors

inserted a cannula, only 21% (4/19) of cannulae were labelled with a date and 16% (3/19) of cannulae

were labelled with a time.  In  68% of cases (13/19) doctors washed their hands before inserting an iv

cannula.  In 42% of cases (8/19) the cannula was flushed with 0.9% saline.  In regard to the nursing

management of the giving sets 64% of the giving sets (7/11) were labelled with a date and 25% of the

giving sets (2/8) were labelled with a time. The results show that in 33% of cases (4/12) the line was

flushed after administration of drugs.

Conclusion

A number of areas were highlighted as a result of the audit. A group consisting of medical staff and

nursing staff is going to be established and this group will implement change in relation to the

management of iv cannula and giving sets.

7.13 Clinical Audit of Maternity nursing Documentation at the Midland Regional

Hospital at Mullingar.

Participants

Clinical Audit Facilitator, Clinical Placement Co-Ordinator and the Divisional Nurse Manager, Maternity

and Paediatric nursing staff.

Objectives

• To assess the current procedures utilised by midwives when documenting mothers vital signs

(observations), post natal checks and baby’s progress.
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• To identify level of duplication of the above entries in the patient’s medical chart, nursing kardex

and observation charts.

Methodology

The audit of maternity documentation was a unidisiplinary (nursing only) retrospective audit. It was

decided that the audit would identify current procedures utilised by midwifes when documenting

mothers vital signs, post natal checks and baby’s progress.  The Clinical Audit facilitator and the Clinical

Placement Co- Ordinator carried out the audit of nursing documentation.  The questionnaire was

designed by the Clinical Placement Co Ordinator.  The criteria for inclusion was every patient who was

discharged the afternoon the audit was carried out. The audit took place on the maternity ward, one

afternoon and 19 maternity charts were audited.

Results

The results of the maternity nursing documentation audit showed that there was duplication of patient

observations in the patient’s medical chart, nursing kardex and observation chart.  The results of the

audit showed that 78% of patients (14/18) had their observations documented in more than one chart.

Sixty nine percent (11/16) of patients had their postnatal checks documented in two charts. The results

show that 82% of the baby’s (14/17) had their progress recorded in more than one chart.

Conclusion

It is difficult for midwives to evaluate patient care if their observations and progress are documented in

more than one chart.  It also makes it difficult to facilitate good communication between midwives and

other members of the healthcare team.  A working group of midwives who are interested in improving

the documentation on the maternity ward will be formed in 2004.   They will link with the Regional

Hospital Group that are being established in 2004 to review all nursing documentation.

7.14 Time in Motion study of delays in theatre, Midland Regional Hospital at

Mullingar.

Participants

Nursing Staff from the surgical wards, theatre and the day ward, Clinical Audit Facilitator, Clinical Audit

Officer, Surgical Divisional Nurse Manager and a Consultant Surgeon.

Objectives

• To measure the frequency of delays in operation and to pinpoint the source of the most frequent

delays.

Methods

A Data collection sheet was designed by clinical audit and research with the input of the participants.

The data collection sheet was filled out on any patient under going elective surgery under general

anaesthetic. The audit took place over five weeks and a total of 61 data collection sheets were

completed.

Results

The overall results were positive but the study did show that there were delays at different points in the

system.  The study identified that it took 11% of patients over 31 minutes to arrive in theatre after

theatre had called the ward to inform them that were ready for the patient.  There were delays in the
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times the nurse was called to collect the patient from the recovery room.  It took 6% of nurses over 31

minutes to collect the patient from theatre.  It took 10% of the patients over 31 minutes to return to

the ward after theatre called the nurses on the ward to collect the patient from recovery.  There were

delays in the times the patient arrived in theatre check-in and the time the patient arrived in the

operating theatre. In 9% of cases the patient waited over 21 minutes.

Conclusion

The reasons for the delays are unknown and therefore would need further exploration. The plan for the

coming year is to conduct an audit based on the areas where delays are most evident, to quantify the

root causes of the delays and hence put in place actions for improvements.

7.15 Health Promoting Hospitals/social personal health education support service,

hospital/school links pilot project.

Participants

School Principal, HPH Co- Ordinator, Paediatric Consultant, Clinical Audit Facilitator and a representative

from the SPHE regional team.

Objectives

• To promote closer links between a post primary school and the general hospital in the catchment

area.

• To develop a support structure that engages the Midland Regional Hospital Mullingar, Loreto

College Mullingar and a regional team from the SPHE support service.

Methodology

The implementation has been broken into the following phases. Phase 1: Baseline questionnaire.

Phase 2: Links to be maintained between the consultative group. Phase 3: To develop and promote a

teen friendly holistic health service at the Midland Regional Hospital Mullingar.

Results

Phase 1: The baseline questionnaire has been completed by the HPH co-ordinator,

the school principal and the SPHE regional team. The questionnaire measured current levels of

satisfaction with contact between the school, hospital and SPHE team within the Midland Health Board.

Phase 2: Several meetings have taken place between the consultative group. As a result there is a

greater understanding of the needs of young people.

Phase 3: A literature review and research in relation to best practice in teenage sexual health has been

conducted. An education programme has been delivered in a school setting by the consultant

paediatrician and the programme was evaluated. At the moment a new teen clinic is being held once a

month by consultant paediatrician.

Conclusion

A teen health services project proposal has been submitted to the Department of Health.  The proposal

seeks to obtain funding for a teen clinic which will operate three hours a week and will be staffed by a

consultant paediatrician and a liaison nurse.  This service will be based on self referral and general

practitioner referral.
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7.16 Quality Improvement of Records Management in the Midland Health Board.

Record management emerged as a corporate priority of the Midland Health Board in the service

planning process in the latter half of 2002.  This was endorsed by the CEO and was in the 2003 service

plan.  Other internal and external issues influencing this drive for quality in records management were

implementation of quality systems such as Hospital Accreditation, Risk Management, Clinical Audit.

Current legislation also is an impetus for change such as the Freedom of Information Act 1997, the

Lindsay Tribunal, the Mental Health Act 2001 and the Child Care Act 1991.

Objective

• To improve the standard of record management throughout all the boards services.

Methodology

1.  A SWOT analysis of the current record management systems in the board was carried out in late

2002.  This identified areas of high standards that could be developed and shared throughout the

region as well as gaps in the provision of a quality records management system ranging from poor

documentation, poor filing/ retrieval systems, poor storage facilities and non-adherence to the

Records Retention Policy set out by the CEO’s of the health boards, in response to the FOI Act.

2.   Based on this a Business plan was drawn up and submitted to senior management prior to the

service plan submission for 2003.  Funding was sought for the action areas identified in the business

plan.

3. A meeting of key stakeholders was called in mid February 2003 to draw up an action plan for the

implementation of the Business plan.  Those who attended this meeting decided that in order to

move forward, the board firstly needed a policy on record management throughout the board.  A

small working group chaired by the Clinical Audit Officer was tasked with writing the policy.  The

first draft was completed in April of 2003 and after consultation the Senior Management Team

signed off the policy in October 2003.  In 2004 this will be distributed to all MHB service managers

and its implementation monitored in a planned series of random audits.

4. A cross-site group of Midland Regional Hospital consultants, medical secretaries, nursing staff, risk

management, Allied Health Professionals, Manpower Manager, clinical audit and general

management was established.  The first meeting was held in July 2003 and clear terms of reference

were agreed, namely that this group would decide on one patient chart format for the three

hospital sites.  Charts from within the board, Kilkenny, Sligo and St. James’ hospital were reviewed

and each of these were trialled by members of the group.  Based on the feedback from these trials,

a chart based on the St. James’ model was agreed and this was prepared in draft format.  This was

then circulated in October 2003 to the hospital consultants and relevant personnel.  Feedback was

received and acted upon and the final meeting in January 2004 saw agreement reached on the

chart layout.

Changes to chart

1. Chart cover will continue to be buff in colour but with a higher quality more durable cardboard.  All

temporary chart covers will now be a standardised colour – yellow was agreed.

2. A plastic sheet on the inside from cover will hold the admission sheet only.
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3. Dividers will mark out separate sections of the chart for filing of the relevant material.  These are:

(i) Correspondence, (ii) Clinical notes which will be filed in chronological order. (iii) Laboratory/

Radiology reports section (The laboratory reports will now be filed on specially colour coded mount

sheets e.g. haematology, biochemistry, in date order with the most recent on top), (iv) Operation

notes, (v) Functional Investigations, (vi) Allied Health Professionals, (vii) Nursing notes (Mullingar only).

4. A pocket on the inside back cover will remain for the nursing notes on Portlaoise and Tullamore.

The group are presently working with Materials Management to make the changes and order the new

charts.  Staff will be informed of the change-over date and induction sessions will be provided to

relevant staff.  The new chart will be reviewed and monitored by the Medical Chart Review group over

the coming six months of 2004 and changes made accordingly.

Further action instigated by the group

1. All medical boards were written to advise them that all doctors must sign and date laboratory report

before they are filed back in the chart.

2. The medical records department in Mullingar were allocated €54,000 under health and safety and

due to the influence of this group to improve facilities for staff and charts.  This will also be

monitored in terms of quality improvements to their record management systems.

3. It was agreed that all members of staff would sign a confidentiality agreement on induction to the

board.  The Director of HR has agreed this will be included in staff induction packs.  Present staff

should also be reminded of their duty of confidentiality.

4. The group has written to all Directors of Nursing, Hospital Management and Allied Health

Professional Managers to recommend that documentation within the chart be standardised within

the Midland Regional Hospital.

Further recommendation to Management from the Medical Chart Review Group.

Standardising the patient chart is only the first step in a process to improve patient record keeping.

Ultimately the group would strongly advocate the move towards electronic patient record keeping

systems that integrate with a fully computerised laboratory system.  There should be a unique patient

identifier for the three hospitals. Future hospital IT systems should link with those procured under the

Integrated Care One Network (ICON) project.

7.17 Implementation of a quality improvement initiative in the OPD at the Midland

Regional Hospital at Tullamore.

Objective

• To increase public awareness of the problems associated with patients not attending for outpatient

appointments and not informing the department.

Methodology

A clinical audit was carried out in the outpatient department of the Midland Regional Hospital at

Tullamore. The main aims of this audit were to investigate the rates and reasons why people did not

attend for their appointments. The results from the audit showed that 10,451 patients did not attend

for scheduled appointments in 2001. The audit also showed the general publics’ lack of awareness of

the consequences of missing appointments, ie; waste of resources - doctors, nurses, clerical and
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specialist staff (phlebotomist, technicians etc), adding to waiting lists, difficulty in securing another

appointment and patients are putting their own health at risk. One of the recommendations of this audit

was to highlight public awareness of these problems.

Results

A sub group decided upon a poster campaign in order to reach the general public. Time was spent

looking at material produced by different organisations and lengthy discussion about the message that

we wanted to get out to the general public.  A print design company was enlisted to assist in the design

of the poster.  We decided to target the public by displaying the posters in the GP surgeries.  Once the

sub-group and Health Board Managers agreed the poster, we then approached the primary care

manager for his help in distributing the posters to the GP surgeries.

Conclusions

“IF YOU CANNOT ATTEND, PLEASE LET US KNOW”

The posters have been distributed through the primary care manager to the GP surgeries. The feedback

from them has been very positive, one GP commented that they themselves were unaware that so

many appointments had been lost due to DNA’s.

We have achieved:

• A more effective/efficient service Reduced DNA’s

• Improved patient service More motivated staff

• Reduced waiting lists

Other initiatives introduced into the Out-patient Department

• Re-design of the appointment letter Improvements in public transport

• Telephone calls pre appointment to new patients Staff Awareness

• Consultant management of DNA’s Introduction of a reminder letter

• Collating and reporting of DNA statistics Re-audit

7.18 Clinical Audit of Pressure relieving mattresses Midland Regional Hospital.

Objectives

• To determine if patients are being risk assessed correctly and are receiving the correct pressure-

relieving mattress in relation to their risk assessment score.

• To evaluate the usage and effectiveness of the new risk assessment form.

• To update protocols and guidelines.

Methodology

Following the commencement of a new contract with a company to provide pressure relieving mattress

to the Midland Health Board, the clinical audit department were asked to conduct an audit of the

pressure relieving mattress and the new risk assessment form.

There are 3 acute hospital sites within the Midland Health Board and a sample was taken from each site

over a 3-day period. The sample selected was every patient on a pressure relieving mattress and every

second patient on a standard foam mattress. The total sample size was 227. The clinical audit team and

the divisional nurse managers or ward CNM, collected the data in the form of a tick box questionnaire.
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Data was also collected using qualitative methods in the form of focus groups, to establish staffs’

opinions in relation to pre-set questions. The area for discussion were,

Education and Training, Staff Support, the Mattresses and Nursing Documentation.

Results

The New Waterlow risk assessment sheet was being used in 45% of cases. Twenty-seven patients

(12%) overall had no scoring sheet of any kind in place.  Of the 200 patients who had a scoring sheet,

65% (131) of them had the patient’s name recorded.  Fifty-eight percent (117) patients had the name

of their ward filled in.

The risk assessment score for each of the patients was recorded and examined on the day of the audit.

The objective was to assess if the patients were scored appropriately.  Seventy–percent (159) of

patients were scored appropriately on the day of the audit.

Each of the participants were examined to see which mattress they were on.  Sixty-percent (137) were

on a standard foam mattress.  Only two patients were on a Zac 2000 indicating that this is the least

likely mattress from the range of pressure relieving mattress to be chosen.  Thirty-seven percent (84

patients) were on a Pro 2000 mattress (high to very high-risk category).

The mattress the patient was on was compared with what they should have been on according to their

score.  Due to either missing forms or incomplete documentation we can only base this on 173 patients.

Of this number 80% (138) patients were on the correct mattress according to their score.

The qualitative results revealed a lot of valuable information in relation to the whole area of pressure

area care, the main points highlighted were,

• A multi-faceted approach to be taken in providing education and training to staff.

• Up to date guidelines and standards developed in accordance with best practice.

• Support form line managers and practice development unit

• Review of the current contract with the mattress company

• Evaluation of the current risk assessment form.

Conclusions

The recommendations from this audit were:

• Review of supporting documentation, both the Waterlow scoring sheet and the nursing care plan in

relation to documentation of pressure area management.

• Review with the company of all the technical faults/ issues that have emerged since the start of the

contract.

• Development and implementation of guidelines for the use of the mattresses and the supporting

documentation.

• Availability of specialist support to advise on the use of mattresses and tissue viability.

• On-going education and training for current and new staff members.

Following on from this a Regional Working Group has now been set up to address the issues arising

from the audit.
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7.19 Clinical Audit of drug prescription charts, Midland Regional Hospital at

Tullamore.

Objectives

A new drug chart was introduced in the Midland Regional Hospital at Tullamore, in June 2002.  The

chart was introduced after an extensive consultation process and piloting of the chart in Mullingar. As

the chart was in place approximately one year it was felt that it would be useful to audit the chart.

Examining the use of the charts would indicate areas for further improvement and this process could

also identify any redundant components on the chart.

Methodology

A tick box questionnaire designed by the clinical audit department was used to obtain the information.

Prescription charts were reviewed at the patient’s bedside on the wards in MRHT over a 2 week period.

A total of 160 charts were examined.  The data was entered into SPSS version 11.5 for analysis.

Further investigation was made in the case of every 5th chart (32 charts in total) to ascertain which

codes had been entered for cases of non-administration of the drugs.

Results

Overall, the results of the audit were good.  It included a number of positive points. The following is a

summary of some the results and further results are available from the clinical audit and research

department.

Documentation on the front of the drug chart

Details Percent
Hospital name 11.3%
Patient’s name 100%
Patients’ address 36.9%
Date of birth 91.9%
Hospital number 17.5%
Patient’s weight 5%
Patient’s height 0.6%
Patient’s allergies or sensitivities 61.9%
Consultant name 73.1%
Admission date 86.9%
Identity alert 0%

 Prescribing (regular medications)
Details Percent
Drug name recorded 100%
Drug dose recorded 97%
Frequency of administration 99%
Route of administration 98%
Start date 98%
Review date 1%
Prescribers signature 99%

Conclusions

Overall, the pharmacy department was happy with the results of this audit.  We concluded that a

number of issues would require further investigation.  These could be separated into pharmacy

 Administration and record keeping
Detail Percent

Drug administered 97%
Time for last entry 96%
Initial for last entry 91%
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department issues, prescribing issues and nursing issues.  All groups are being consulted with a view to

resolving these matters.

Nursing issues are to be resolved by disseminating the results of this audit and of further studies

through partnership with nurse management.  More specifically by working closely with CNM II’s to

ensure that the understanding is there of the importance of correct drug administration documentation.

• The fact that two non-national pharmacy students felt that 92% of entries in drug charts were

legible was heartening.

• The procedure surrounding the production and attachment of patients “addressograph” labels

needs to be encouraged.  Such labels include much of the information required on the front page of

the drug chart.

• While height is only of importance in a small number of drugs mostly, it is important that weight on

admission be recorded.  Consultation is to take place with nursing staff to ensure that all patients

are weighed as soon as possible after admission.

• Some sections of the drug chart, such as the section for “Medications on Hold” are being

questioned with a view to removal, which would leave more space for other sections to be

increased in size.

• It must be clarified whose responsibility it is to enter patient details on the top of each page.

• In general alterations were not carried out in a clear and responsible manner.

• It was noted that there was no “identity alert” recorded.  This may have been co-incidental in that

no patients had similar surnames.

• Allergies were noted in only 61.9% of cases.  This is potentially serious as NKA should have been

entered in cases where there was no known allergy.

• Only black pens should be used on drug charts/medical records and stores are to be asked to

supply only black pens to clinical areas.

• The study shows a significant increase in the average number of medicines prescribed per patient.

This may be reflective of the advances and changes in trend in the treatments of diseases with drug

therapy.

• The audit showed that the new chart had brought clarity to the prescribing process.

• It also identified the need for further examination and discussion of issues identified in the study.



 8. CLINICAL AUDIT TRAINEES CLINICAL AUDIT / QUALITY

IMPROVEMENT INITIATIVES.

8.1 Clinical Audit of the Nursing Management of Peripheral IV Cannulae

and Giving Sets on the Medical and Surgical Wards at the Midland Regional

Hospital Portlaoise.

Participants:   Grainne Molloy (Staff Nurse, Medical), Sharon Dunne (Staff Nurse, Surgical),

Emer McEvoy (Clinical Audit Facilitator), Majella Robinson (Clinical Audit Officer).

Objectives

• To identify and record the current rates of infection associated with IV cannulae

• To reduce the occurrence of complications in patients with IV cannulae

• To reduce unnecessary pain/discomfort experienced by patients due to IV Cannulae

• To reduce unnecessary additional hospital stay for patients due to complications with IV

cannulae.

Methodology

The current policy on the management of IV cannulae and giving sets was made available

and all staff had to sign a form stating they had read this policy (As per Document Routing

Policy, MHB).

A data collection questionnaire on the nursing management of IV cannulae was developed.

When all staff had read the current policy on the management of IV cannulae and giving sets

the clinical audit facilitator and project leader set a date to carry out the audit. The criteria for

selection was every patient who had an IV cannula sited on the day the audit was carried

out.

Results

The results of the audits were very positive. On the day of the audit there were no noted

cases of infection or inflammation.  All IV cannulae that were inserted were required.  All

nursing staff had adhered to the guideline in terms of documenting fluids in the patients fluid

balance chart and the length of time the cannula should remain inserted. A number of areas

for improvement were highlighted as a result of these audits.

• Nursing documentation

• Labelling of cannulae, dressings and giving sets

Conclusion

• Communication with all nursing staff using a written policy is an effective way of

improving awareness and practice.

• Clinical Audit Project leaders have lead staff awareness in the two areas - Nursing

documentation and labelling of cannulae, dressings and giving sets
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• Staff continue to capture rates of infection on their wards to determine whether there has

been a decrease in occurrence.

8.2 MHB Physiotherapy Multiple Sclerosis Quality Improvement project.

Objectives

• To investigate the number of people in Laois with MS

• To conduct a needs assessment and offer a pilot programme of regular detailed

physiotherapy assessment.

Methodology

Recent research has recommended that MS clients be reviewed at least annually to monitor

the progress of their condition.  The physiotherapy service was concerned at the lack of

ongoing follow up and care to the MS population when in remission, i.e. people only tended

to access physiotherapy during acute exacerbation of their MS.  The publication of the NICE

Guidelines in the Management of MS in November 2003 also facilitated the evaluation of

current service usage and the systems in place for MS clients accessing physiotherapy.  It

further highlighted the need for regular monitoring and advice.  It provides the ideal

opportunity to improve the level of service, create a database of MS clients, evaluate effective

practice, monitor progress and establish trends.  As there is currently no neurologist based in

the MHB, it is proposed that the pilot is limited to a comprehensive physiotherapy

assessment. The long-term goal would be to offer regular multidisciplinary team assessment

and advice.  It is hoped in the future to incorporate all members of the multidisciplinary team

and facilitate closer working relationships, to become a prime example of the MHB Integrated

Care One Network [ICON] initiatives.

Two Senior Physiotherapists with a special interest in MS met regularly to discuss MS

management, different approaches and needs within the MHB and in particular Laois.  A list

of MS clients in Laois was obtained via the disability database, the MS society and MS clients

known to the Physiotherapy departments throughout the county.  A questionnaire was

developed, piloted and distributed to the MS population in Laois (late February 2003).  The

physiotherapists also developed procedures and guidelines for a regular assessment to

monitor clients’ symptoms and the progress of the condition.

Results

Only 40% were  satisfied with the current level of services for people with MS.  They felt they

required more follow-up, information on services, improved support networks and social

outings and more regular/intensive physiotherapy input.  Seventy percent of people had

previous contact with a physiotherapist, with 85.7% reporting that it was a positive/helpful

experience.  All respondents felt the proposed pilot service would be helpful/positive and all

were interested in participating.
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Conclusions

It was proposed to conduct/offer regular assessment and advice (commencing March 2004).

It is current best international practice to regularly monitor the progression of symptoms of

clients with MS.  Ideally a multidisciplinary team assessment involving all team members is

preferred.  An initial physiotherapy based assessment was proposed for trial.  This process is

to be based on the MHB ICON principles and clients can access the service via any member

of the health care team, MS society or self-referral.  It is hoped that in the future this would

become a team based process involving a neurologist, an OT, a MS/betaferon specialist

nursing etc.  If the MS client is currently attending physiotherapy or accessing physiotherapy

community services this will provide an opportunity to assess the progress to the patient and

review goals.  It also would provide the opportunity to discuss treatment / management

options between the treating and reviewing physiotherapist i.e. to share thoughts and ideas.

It would be hoped to become a productive learning tool and an opportunity for goal setting

and shared learning to facilitate best practice.  The collected information should provide an

excellent resource to monitor disease progression and to evaluate the effectiveness of current

treatments and management strategies. Thereby improving the knowledge and skills of staff

and provide the best level of care and function possible for the client in an efficient effective

manner.

8.3 Midland Health Board Physiotherapy Protocols, Clinical Procedures

and audit in the Management of Spinal Conditions.

Objective

• To conduct an audit based on the recent physiotherapy draft Clinical Procedures and

Guidelines in the Management of Spinal Conditions.

Methodology

The MHB over the past twelve months have encouraged all departments to develop and

implement policies, procedures and guidelines for clinical practice.  The physiotherapists

throughout the board were all grouped together into subgroups, (dependent on clinical

speciality/expertise) to facilitate development of the clinical guidelines.  A draft of the

Guidelines for spinal conditions was distributed in 2003.  The guideline made

recommendations, based on best clinical practice as to the minimum requirements for

recording subjective, objective assessments and treatments of spinal conditions.  An audit

tool was devised based on the standards set in the spinal guideline.  An audit was carried out

to assess the compliance of current practice to the guidelines.  The newly established Primary

Care physiotherapy service in Graiguecullen was chosen as the site for the initial audit.

Patients identified with a spinal condition, or who underwent physiotherapy with a spinal

emphasis were included in the audit.  Patients excluded either did not attend initial

physiotherapy appointment or only attended for one session.  A total of 46 patients were
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identified from commencement of the service in late 2002 to the release of the guideline in

2003.

Results

Audit Questions Standards Met -Yes Standard Met - No Not Applicable
Subjective Examination
– 5 standards or criteria
Physical Examination
– 7 standards/criteria
Treatment
– 5 standards/criteria
Discharge
– 1 Standard/criteria

75.8%

44.6%

26.8%

98%

24.2%

16.7%

73.2%

2%

…..

38.7%

-----

Conclusions

The audit illustrated that for the most part the standards set in the guidelines are realistic

and achievable.  Currently there are numerous individual standards that are being met at a

satisfactory level, even prior to the implementation of the clinical guidelines.  The

physiotherapist consulted with the physiotherapy manager as to reasons why other

components of the standards were not currently being met.  The physiotherapist named

some impediments to meeting the standards.  Since January 2004 and the following

strategies have been implemented;

• the patient assessment forms from the Spinal Guidelines have been adopted and used,

which prompts the recording of the information as stated in the guidelines

• valid and reliable outcome measure questionnaires have been adopted and provided from

the Guidelines

• an increase in consultation times from 15 minutes to 30 minutes, which enables time for

record keeping.

The initial pre–guideline audit illustrated positive signs in meeting the set standards.  It is

proposed that the implementations be facilitated over the first six months in 2004.  A re –

audit will then take place, which involves a prospective audit of the next 46 spinal patients

discharged from the Graiguecullen service.  This should provide a re assessment of the

adherence to the standards set in the MHB physiotherapy clinical procedures, protocols in the

management of spinal conditions.

The audit tool developed for this study is to be distributed to the spinal special interest group

of the Board.  Once approved, it can be included in the Clinical Guidelines.  It may then be

used at local levels to determine adherence to the guidelines, thereby encouraging best

practice, quality care and ensuring that the guideline is an active, relevant resource.
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8.4 MHB Physiotherapy European Core Standards Audit Project

Background

The Irish Society for Chartered Physiotherapists [ISCP] and the MHB have recently adopted

the European Core Standards of Physiotherapy Practice.  These standards are not minimum

standards or standards of excellence but they are considered achievable.  They are presented

as standards that physiotherapists should aspire to as part of their professional responsibility.

They provide the physiotherapist with a useful tool enabling them to ensure they set,

evaluate and maintain high standards of practice.  In-service training on medico-legal issues

further highlighted the need to set, evaluate and maintain high standards of practice.  In

order to improve the consistency and monitor standards of record keeping it was decided to

develop an audit tool in consultation with all the physiotherapists.

Objective

• To apply the core standards in a relevant, clinical context to improve the quality and

consistency of record keeping, improving practice and clinical outcomes in all settings

(inpatient, outpatient and community).

Methodology

A questionnaire was sent to all the physiotherapists in Laois and as a first step in the

implementation of these standards.  The questionnaire was devised by three Senior

Physiotherapists who sent them to the 17 physiotherapists working in Laois and the staff

were assured that the questionnaire would be confidential and anonymous.  The

questionnaires were returned to the Clinical Audit and Research Service for analysis.

A total of 10 out of 17 questionnaires were returned and the results were analysed.

Results

The questionnaire highlighted areas for improvement within the physiotherapy services as a

whole and particularly within Laois and was not designed to judge individuals performance.

Since the standards are neither minimum nor standards of excellence, the specific standards

need to be determined and implemented by the physiotherapists in Laois.  The questionnaire

allowed physiotherapists to contribute to standard setting and was based on the audit tool

associated with the European Core Standards.

Following feedback the audit tool was modified.  The main changes were a simplification of

the audit tool form, with a focus on the key areas identified in the audit questionnaire

feedback.  A pilot of the revised audit tool is currently being performed by the three Senior

Physiotherapists on a sample of their own notes, to identify any problems.

It is planned to conduct a full audit of the documentation of records in all areas of practice of

physiotherapy in Laois over the coming months.  The audit should compare current practice

to the standards adopted by the physiotherapists in the questionnaire.  It should also provide

feedback and identify areas of practice that can be improved.
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8.5 Report on audit of Health Centres in Longford/Westmeath re: creating

‘Breastfeeding Friendly’ Health Centres.

• 

Objectives

• To audit all health centres in Longford/Westmeath

• To ensure all health centres were in compliance with the actions outlined in the MHB

Breastfeeding Policy and Action plan 2002-2005.

Standards

1. Breastfeeding posters produced by the Health Board should be on display in all health

centres.

2. All Health Board Centres will have information available on regional supports available to

women.  No commercial information will be used.

Methodology

A simple A4 checklist devised.

Forms sent by post to each PHN with a cover letter and an SAE.

Audit carried out between the months of March and May 2003

All 22 health centres in Longford/Westmeath were audited.

All audit forms returned completed.

In the Mullingar sector the audit was carried out by an external PHN (audit by peers). In

Athlone and Longford sector the health centre PHN completed the audit.

Results

Overall the majority of the health centres were in compliance and had removed commercial

literature and ensured there was appropriate posters and leaflets available.

The results show that there is still some work to be done by individual health centres in order

to comply with MHB standard.  (Full results available on request)

Actions:

• Asst Director of PHN (auditor) will provide a copy of audit report for all participating

health centres, line managers and implementation and steering committee of the

breastfeeding policy group.

• Staff will be advised where to source appropriate posters and leaflets.

• Health promotion department have the leaflets available, individual health centres can

order as required.

• Staff to be advised to remove any remaining commercial literature, posters and other

commercial ‘freebies’.

• Funding to be sourced to supply remaining health centres with La Léche questions and

answers book.

• As a result of the audit all parents will have the opportunity to receive accurate, evidence

based information in the form of MHB health promotion literature.
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8.6 Reject Analysis, X-Ray Department, MRH at Portlaoise

Participants

All radiology staff.

Objectives

• To quantify the amount of waste film as a percentage of the total film used in the

department.

• To establish the baseline for a QA programme and therefore monitor the effectiveness of

that programme.

• To provide a means of early detection of changes in reject rates and possible

identification of causes.

• To analyse the reasons films are rejected by Radiographers and Radiologists.

• To minimise the amount of “wasted” films and hence to limit the cost of films being used

in the X-ray department.

• To endeavour to see that the same high quality and standard of films is maintained in the

X-ray department.

• To minimise radiation dose to both patients and staff.

Standards

The acceptable standard rate for Reject Analysis is

 8% - average

10% - high

12% - unacceptable

20% - common (Ref: St. Vincent’s Hospital, Dublin 4, 2003)

Methodology

The Radiology Team [facilitated by the Clinical Audit team] agreed at their meeting on

8/04/03 to continue to carry out Reject Analysis in their department and to bring this a step

further.  It was decided a log would be placed on the wall in the dark room that would be

ticked every time a box of film was opened. All radiographers and darkroom technicians have

responsibility for ticking this. The aim of this is to allow an accurate count of all films used in

the department and to allow a total reject analysis rate. All radiographers were reminded to

continue adding a code to their reject films to show why they were rejected. The aim of this

is to allow monitoring of any underlying trends that may be causing rejects and allow quality

improvements to be put in place.

Data Collection:

The clinical audit project leader for the x-ray department has been carrying out reject

analysis in the department for a number of years. This data plus the record of film boxes

opened from the beginning of April to the end of June was then analysed using Microsoft

Excel ’97.
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Results:

The total number of films used for these three months were 8800 (includes 10% addition to

cover missed recordings). There were a total of 1525 films rejected. A breakdown of these

can be seen on the following table.

 Breakdown of Reject Films (April – June 2003)

Chest Skull Abdomen Spine Extremities Contrast
Studies

*Others Total

301
(19.7%)

131
(8.5%)

134
(8.7%)

200
(13.1%)

151
(9.9%)

41
(2.6%)

567
(37%)

1525
(100%)

*Others include fogged, copy, mammo and clear films

The total number of fogged films for the three months were 86(5.6%), the total copy films

were 259(16.9), clear films were 192(12.5%) and mammo films were 22(1.4%). The laser

films totalled 20(1.3%) and testers were 12(.78%)

The total reject rate for the months April to June 2003 was 17.3%

Conclusions:

This very high reject rate of 17.3% may be due to an incomplete record of film boxes

opened. All staff have been advised to keep a complete record of all boxes opened.

Otherwise this high rate may be a true recording requiring quality improvements to be put in

place. The high copy film rate of 235(15.4%) may have been due to inaccurate temperature

readings on the Kodak machine. This machine is due to be replaced in 2003.

8.7 Audit of the Current Ordering of Portable X-rays at Midland Regional

Hospital, Portlaoise.

The X-ray department staff felt there was an increasing number of inappropriate portable x-

rays requests within the Midland Regional Hospital at Portlaoise. Portable x-rays carry a

radiation safety risk to staff and other patients in the surrounding area.

Objectives

• To reduce the overall number of inappropriate portable x-ray requests.

• To reduce the radiation safety risk to patients/staff and surrounding areas.

• To reduce poor quality diagnostic x-rays.

Standard

In the A&E trauma patient, only a lateral C. spine, chest and pelvis should be carried out

portably in the A&E Department. The remainder should be carried out in the optimum

diagnostic facilities i.e. in the x-ray department.

Methodology

A concurrent audit was carried out over a five week period. A data collection tools was

designed and this was completed by the radiographer each time a portable x-ray was

requested.  The total sample was 49 episodes of unnecessary portable x-ray requests.
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Results

The following table is a breakdown of each department and whether the portable x-rays

ordered were deemed necessary or not by the radiographers. The results were very positive

for SCBU, CCU, ICU, medical and surgical, they had no unnecessary portable requests.

Casualty [A/E] had a poor result having ordered 9(60%) unnecessary portable x-rays and

6(40%) that were necessary. The paediatric department had 2 (40%) unnecessary chest x-

ray requests and 3 (60%) were necessary. This results in 2 unnecessary portables per week.

                  Current ordering of Portable X-rays over a six week period

Baseline Results

DEPARTMENT Was this
necessary?YES

Was this
necessary?NO

Total

Casualty 6 (40%) 9 (60%) 15 (100%)
Special Care Baby Unit 13 (100%) - 13 (100%)
CCU 4 (100%) - 4 (100%)
ICU 8 (100%) - 8 (100%)
Paediatric Ward 3 (60%) 2 (40%) 5 (100%)
Medical Ward 2 (100%) - 2 (100%)
Surgical Ward 2 (100%) - 2 (100%)
Total 38 (77.5%) 11 (22.4%) 49 (100%)

Actions:

• Report given to Consultant Radiologist.

• Report sent to A&E  Consultant to see if there is a written policy on the appropriate

ordering of A&E chest portables for medical staff.

• Report will be sent to surgical, medical and paediatric doctors, hospital manager and risk

managers when feedback is sought from A&E Consultant.

• Feedback findings to radiology staff

• Write and then introduce policy on ordering of portable x-rays.

• Re audit following introduction of policy
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8.8 Nursing standard for the monitoring of patients in R.O.U., following

administration of general/spinal anaesthetic or epidural.

Participants

Fiona Dunne (R.G.N), Geraldine Talty (C.N.M.2), Mary Maxwell (C.N.M.2)

Objectives

This quality improvement project was undertaken, following completion of an audit on

nursing documentation, in R.O.U.  This audit highlighted the absence of ward guidelines, on

the frequency of recordings of observations and vital signs, on post- operative patients. The

aim of this quality improvement project is to provide a researched based standard, for

monitoring of these patients.

Methodology

A literature review was undertaken, using available orthopaedic nursing text books in R.O.U.,

and available facilities in the library at the Midlands Regional Hospital, Tullamore.  Although

the primary focus of this quality improvement project was standardising the frequency of

observation recordings, the literature review was expanded for potential use as a learning

tool for student nurses, or recently registered R.G.N.’s.  For instance, qualitative standards

were determined for bradycardia and tachycardia, and the literature review also outlined

some possible causes of both. It was necessary to research abnormal vital sign values as the

proposed standard recommends that nurses use their clinical judgement when determining

the frequency of recordings.

The completed literature review and proposed nursing standard were presented to two ward

managers. Following discussions, the proposed standard was then submitted to a consultant

anaesthetist and consultant orthopaedic surgeon, for their professional opinion and advice.

They consultant anaesthetist’s requested the inclusion of patients who had received epidural

injection into the standard as previously only post-operative spinal or general anaesthetic

patients were identified. The consultant orthopaedic surgeon agreed with the standard.

Conclusions

The proposed nursing standard will be presented to the nursing staff in R.O.U. in a series of

briefings, before being introduced to the ward in 2004.  An audit will be performed a number

of weeks later to determine compliance and strengths or weaknesses of this quality

improvement project.

8.9 Review of resus area checks in the A&E Department, Midland Regional

Hospital, Portlaoise – A quality improvement initiative.

Background

The A&E staff expressed concern over the excessive checking of the Resus Trolley. At present

the policy recommends that the Resus Trolley is checked every day. This was not being
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adhered to.  The staff felt the reason this task was not being properly carried out was

because of the excessive frequency of the checks.

Quality Improvement Action Plan

• The Cardiac Nurse, MHB was contacted in connection with getting a sealed trolley for the

A&E Department. Update on this will be given in March 2004.

• An up to date checklist of items for the Resus trolley was introduced.

• The policy was reviewed – the Resus trolley is now checked twice per week – Monday

morning and Thursday night shift or when used (Top part of the trolley still checked

every day)

• Resus trauma equipment checked once a week – Sunday morning or when used.

Conclusion

The introduction of an achievable policy ensured staff were more likely to comply without

patient safety being compromised.
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9. PROJECT CONTACT NAMES

6.1-6.3:                                 Mary Brereton, Researcher for Children and Families.

6.4-6.10:                               Eileen Dunphy, Researcher for Primary Care.

6.11-6.16:                             Anna De Siún, Researcher for Older Persons.

6.17-6.21:                             Kathleen McLoughlin, Researcher for Mental Health.

7.1, 7.2, 7.4, 7.7, 7.9, 7.16:    Majella Robinson, Clinical Audit Officer.

7.3, 7.6, 7.10, 7.11:               Emer McEvoy, Clinical Audit Facilitator, Portlaoise.

7.5, 7.12, 7.13, 7.14, 7.15:     Sarah Gibbons, Clinical Audit Facilitator, Mullingar.

7.8, 7.17, 7.18, 7.19:             Rosemarie Hassett, Clinical Audit Facilitator, Tullamore.

8.1:                                     Grainne Molloy, Staff Nurse, Medical Ward, MRH at Portlaoise.

8.2-8.4:                                Clint Wilkie, Community Physiotherapist, CRU, and Portlaoise.

8.5:                                     Virginia Pye, Director of PHN, Longford Westmeath.

8.6-8.7:                                Annemarie Brody, Senior Radiographer, MRH at Portlaoise.

8.8:                                      Fiona Dunne, Staff Nurse, Regional Orthopaedic Unit, Tullamore.

8.9:                                      Tara Furlong, Staff Nurse, A&E Department, MRH at Portlaoise.
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