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Project Synopsis 

 

Title of Project:  

To Improve the Application Process for the HSE Home Birth Service 
 

AIM of project: All applications for the HSE Home Birth Service would be received by the HSE 

within ten working days of signing, by September 2015. 

Q1: What was the inspiration for / intention of the project? 

Background 

The HSE National Home Birth Service is for low risk women who wish to have their babies at home 

and is provided by Self-employed Community Midwives (SECM) on behalf of the HSE. SECM sign an 

agreement annually with the HSE. 

If a woman wishes to have her baby at home, she consults with an SECM who carries out a risk 

assessment. The SECM and the woman must sign an application/consent form, applying for home 

birth services. This form is submitted to the local HSE Designated Midwifery Officer (DMO) for 

approval. 

A review of application/consent forms by a DMO identified a delay in submission of applications. 

Timeliness of the application process is very important as clinical indemnity for the SECM is not 

provided without submission of completed applications/consent form.  

An efficient application process is essential for the provision of a safe and quality service. Early 

booking for antenatal care reflects best practice. 

 

Q2: How did you approach the project? 

Used Driver Diagrams, Plan, Do, Study, Act cycle, Intervention, measuring improvement, outcome 

measures, sustainability and spread 

• Collaboration with sponsors/stakeholders 

• Motivate yourself and others 

• Leadership Education and Development 

• Being decisive 

• Ask for feedback 

 

Q3: What would you consider the specific challenges and how did you address these? 

• Change brings challenges 

• Listen to different perspectives 

• Respect opinions  

• Being creative 

• Asking for help 

• Workload 

• Maintaining effectiveness 

We looked for opportunities to collaborate with the stakeholders. We met with the Community 

Midwives Association (CMA) representative, discussed our project and sought their opinions and 
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support. We communicated with our Designated Midwifery Officer (DMO) colleagues at 

meetings and emails, informing them of the project and requesting their support in the project. 

Support from the CMA and DMO’s was crucial for the success of the project.  

Being decisive- sometimes it hard to make decisions. It was important we had as much 

information as possible before we made our decisions. Leaders who are impatient may make 

rash decisions. 

Ask for feedback and do something with the feedback. 

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

• Achieved the target in 98% of cases 

• Modest organisational change 

• Culture of collaboration  

• Culture of support for change 

Communication is the most important skill that we have but can never stop developing and 

improving. We need constant reminding that a safe quality service is not possible without open 

communication with stakeholders and for stakeholders and colleagues to be open to 

communicating. 

• Woman centered  

• Develop New skills 

• Be Open minded 

• Recognise that change is not static 

• Measureable 

• Unexpected findings 

• Ask for help 
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Project Synopsis 

 

Title of Project:  

Improving Quality of Nutrition Care in HSE Community Houses for 

Adults with Intellectual Disabilities in counties Westmeath, Longford 

& Laois.  

 
Q1: What was the inspiration for / intention of the project?  

In 2015, funding was allocated for a community dietician (CD) to work with staff in HSE run 

community houses for adults with intellectual disabilities (ID) in counties Westmeath, Longford & 

Laois to improve nutrition standards (HIQA recommendation).  

 

Aims:  

1. To train all staff to screen using 'MUST' & additional screeners for constipation & healthy 

lifestyle.  

2. To train all staff to give 'first line' dietary advice in malnutrition, constipation & healthy 

eating.  

3. To screen all service users.  

4. To collect & analyse anonymised screening information from service users.  

5. To use results of above as evidence of actual nutritional status & needs of service users and 

to use to guide most pertinent next steps in project.  

6. To gather background information regarding weighing & measuring equipment available in 

each house and use this to make recommendations regarding needs in this area.  

7. To put together practical menu planning resource for each house with a focus on healthy 

eating and modified consistency diets.  

8. To run a joint training session with SLT/CD to improve staff knowledge regarding menu 

planning/healthy eating/portion sizes/modified consistency diets/communication with non 

verbal service users/joint staff/service user involvement in decision making around eating & 

drinking.  

 

Q2: How did you approach the project?  

Nutrition screening training was developed and rolled out to all 24 houses by the CD. This included 

the use of a validated screening tool called ‘Malnutrition Universal Screening Tool’ (‘MUST’), a 

constipation screen and a healthy lifestyle screen and staff were trained how to give ‘first line’ 

dietary advice for malnutrition, constipation & healthy eating. A clear referral pathway to the CD 

was developed.  

1. Stakeholder engagement to ascertain stakeholder requirements/expectations.  

1. 2. Literature search re most prevalent nutrition related issues in this service user group and 

work already done in the area.  

2. Development of detailed project plan including timeframes for work to be done.  

3. Development of specific ‘MUST’ tool & ‘Intellectual Disabilities Nutrition Checklist’ 2 page 

documentation form for insertion into service user’s care plans.  

4. Development of data collection tools i.e. Excel demographics database & ‘Intellectual 

Disabilities Nutrition Checklist’ results database.  

5. Liaised with HSE Ethics committee regarding necessity to apply for ethical approval for this 

project.  
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6. Meeting with key stakeholders to finalise above and agree link person within intellectual 

disability service to organise training dates for each of the 24 houses and link person for 

administration related to the roll out of this project.  

7. Development of PowerPoint presentation for staff & practical training session.  

8. Development of pre- and post-knowledge questionnaire, staff satisfaction evaluation 

questionnaire, attendance sheet, quality assurance tool.  

9. Collation of all resources necessary to run training.  

10. Training piloted in 1 house; edits were made based on feedback from this and training was 

then rolled out to the 23 remaining houses.  

11. Meeting with all key stakeholders at one point during training period to outline progress and 

any issues.  

12. Data analysed when all training completed. Report compiled and this was circulated to all 

key stakeholders. Also, results were presented at management meeting for intellectual 

disabilities service.  

13. Nutrition Screening Policy for ID developed with Nursing & Midwifery Practice Development 

Unit (NMPDU) & CD and signed off by management in both areas.  

14. On the basis of above work, further funding was agreed to work on menu planning.  

15. Telephone survey was devised and completed over specified time period with each of the 

community houses to ascertain how menus were drawn up, up to that point and to attain 

insight into the types of menus provided in each house.  

16. A multidisciplinary ‘Menu Planning Working Group’ was formulated to decide on training 

needs in this area. This consisted of a CD, Speech & Language Therapist (SLT) and a care 

assistant and nurse from each of the 3 HSE run disability services in the area.  

17. A joint CD/SLT PowerPoint and interactive training session was devised and a comprehensive 

‘Menu Planning Resource’ was developed.  

18. Link person for setting training dates, venue for training, administration and training 

registration agreed with ID service regional manager.  

19. Training resources developed/gathered e.g. attendance list, satisfaction evaluation 

questionnaire, food pyramid mat, food packaging, real foods for portion size 

demonstrations, chair based exercise resource, crockery.  

20. Final report written including summary of key finding/outcomes and recommendations for 

the future.  

 

Q3: What would you consider the specific challenges and how did you address these?  

Most pertinent challenge = funding was not maintained for a dietician to sustain and develop the 

above structure. Therefore, it has not been maintained on the ground.  

Addressed this prior to commencing secondment, during secondment & at end of secondment, by 

highlighting the necessity for ongoing funding to sustain & build on work completed to: General 

Manager, Regional Disabilities Manager, Regional Disabilities Director of Nursing.  Also highlighted 

this to HIQA inspector when questions asked by her at inspection in one of the community houses 

earlier this year regarding the evidence base for the modified consistencies dietary advice in place.  

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice?  

Link with National Dietetic Advisor to HSE regarding pushing model at national level so that is does 

not become just a tick box exercise for HIQA.  
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Project Synopsis 

Title of Project:  

HSE Paediatric Physiotherapists –GAA for All Camp 

 

Q1: What were the inspiration for / intention of the project? 

The current epidemic of obesity associated impart with inactivity is a concern for all children 

including those with disabilities especially as they are more likely to be sedentary in nature due to a 

number of factors/barriers, placing them at a higher risk of obesity and associated health conditions 

(Murphy and Carbone, 2008; Fragela-Pinkham et al, 2005; Bandini et al, 2005). 

HSE Community Physiotherapy Staff from Louth Disability Services collaborated with Staff from 

Louth GAA Coaching and Games Development Department, in order to address the aforementioned 

and to provide the ‘GAA for all’ programmes. These programmes were delivered in a group setting 

which was efficient and effective and the clients were motivated to participate and enjoy the social 

element of the programme whilst addressing therapeutic goals. 

70 children from the Louth region participate in three day camps which occur periodically 

throughout the school term time breaks and summer holidays with many experiencing Gaelic Games 

for the first time.  

 

Q2: How did you approach the project? 

-A need was highlighted by parents within Physiotherapy goal setting appointments in regards to 

their children accessing local sports clubs which cater for their children’ ability levels. 

• Liaison with the County Louth Coaching and Games development department in regards to 

capacity of staff, facilities and dates to implement such a group. 

• Team meetings within the Physiotherapy staff to identify;  

1. Appropriate clients who would benefit from this intervention 

2. Dates selected to ensure good attendance and for this reason, a mid-term break was selected 

3. Availability of Physiotherapy Staff to carry out programme given current demand on 

Physiotherapy services within the HSE 

4. Venue selected to meet needs of client group 

• Administration segment was completed by the involved Physiotherapy staff—letters, telephone 

confirmation of attendance, preparation work for groups, contact with HSE communications sector, 

etc 

• Meeting with the Physiotherapy staff and Louth Coaching & Games Development staff to agreed 

goals and schedule of activity programme, health and safety parameters 

• Completion of programme on selected dates. 

• Consent forms completed by Parents/Guardians in relation to public relations—i.e.: local papers 

attendance, social media  

• Feedback from parents indicated the success of this initiative 
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• Adaption of outcome measures such as the visual analogue scale were used with children who 

attended the programme on a random selection to further evaluate the programme and modify 

and improve the structure of the camp programme. 

Q3: What would you consider the specific challenges and how did you address these? 

Allocation of staff to provide this service---Clinical proposal highlighting its effectiveness as well as 

being in line with the HSE/Government strategy for a Healthy Active Ireland  with Clinical line 

manager-Jessica O’Malley 

Inclusive venues that are accessible to all clients of all abilities-Liaise closely with the Louth Coaching 

and Games Development manager for possible sites. 

Consent or public media—linking closely with the HSE communications sector 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Liaise with local sports organisations games and Development managers for assistance in regards to 

running such events and accessing to specialise staff and equipment. 

This is a project that we have since replicated and run similar camps with the FAI –Dundalk Football 

Soccer Club and with Leinster Rugby –Dundalk Rugby Football Club. 

HSE Paediatric Physiotherapists –GAA for All Camp  

HSE Community Physiotherapy Staff from the Louth Disability Services have been in collaboration 

with Staff from Louth GAA Coaching and Games in order to provide specific ‘GAA for all’ camps for 

children from the Louth County. These camps where to address therapeutic Physiotherapy goals 

through Fundamental movement skills over the various midterm/School breaks over 2015/2016 in 

various accessible facilities such as the DKIT Sports Arena, in Dundalk and Louth GAA, Centre of 

Excellence, Darver. To add to the occasion at one of the camps, the Leinster GAA road show made an 

appearance which went down a treat with all the children and parents. The Louth 

Senior/Intermediate men’s football and hurling county championship cups and the Ladies All-Ireland 

Junior cup was also taken to one of camps to add to the events for the children and their families.  

As many of the Louth HSE Paediatric Physiotherapists are involved and trained within various 

Sporting activities which are regularly used within daily clinical practise, it was an apt opportunity to 

link in with Louth GAA Coaching and Games inclusion initiative operating across Louth and initiative 

specific camps to meet all of the children’ therapeutic needs in various sporting and fun 

environments. The Physiotherapists provided information/advice on injury prevention for various 

sports activities, the importance of hydration and suitable footwear and clothing when par-taking in 

sports. Over 70 children from the Louth region have been regularly participating in each of the 

midterm/Summer camps organised and run by the Louth HSE Paediatric Physiotherapists, with many 
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of these Children experiencing different Gaelic Games for the first time. The Children who 

participated were aged between 5 and 18, all with varying abilities and limitations who currently 

access the Paediatric Physiotherapy services from both the Disability and Primary Care services 

within the County. 

 This is one of many initiatives that the Louth HSE Senior Paediatric Physiotherapy Staff (Edel 

McMahon, Aine O’Farrell, Grace Lynch and Maria Heatley) based in Mounthamilton House, Dundalk 

have undertaken in order to promote participation within sport/physical activity, as well as 

promoting health and wellness in line with the Get Ireland Active project which is a current key 

government policy. This initiative has been an alternative complementary approach in meeting the 

children’ Physiotherapy therapeutic needs. It was also an opportunity for HSE Paediatric 

Physiotherapists to highlight the important benefits that sporting activities bring, such as improved 

cardiovascular fitness, muscle strength and flexibility. In Addition, significant psychological benefits 

were gained from the positive peer and parental interaction through these fun and social camps for 

children and their families.  

 

Many of the parents who attended with their children indicated the positive impact it had on their 

child and consequently on the whole family. One parent highlighted “that it was really lovely seeing 

my child be able to play sports with the other children within the community setting, and I didn’t 

realise that the games could so be easily adapted to meet my Childs physical needs.” The children 

and parents also indicated that they were keen to participate in similar future events offering 

opportunities to try different sports with the Paediatric Physiotherapy staff, GAA and other sporting 

bodies. 

Parents, children and Mounthamilton House staff would like to thank Francie McMullen-Louth GAA 

Games Development Manager and his coaching staff who provided the first class coaching sessions 

of the various GAA codes at these camps. Due to success of these camps, Louth HSE Paediatric 

Physiotherapists hope that to continue to run and further develop these specific accessible camps 

into the future as to maximise the development of children accessing the Physiotherapy service 

within their physical abilities and social, personal and mental potentials within these new 

environments with their peers and families. 
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Project Synopsis 

Title of Project:  

Midland Area Parenting Partnership Triple P Population Approach 

(TPPA) 

 

Q1: What was the inspiration for / intention of the project? 

Midland Area Parenting Partnership (MAPP) delivered Triple P Positive Parenting Programmes using 

a population approach (TPPA) free to parents of children 0-7 (later early teens) in Longford 

Westmeath, expanding to Laois Offaly in 2013. Triple P is a multi-level evidence based parenting 

programme.  

• TPPA is the first population intervention in Ireland to show a significant impact on the risk 

and protective factors that shape family life.   

• TPPA allowed for universal access which fostered social inclusion and targets inequality. 

TPPA works lasts and spreads.  MAPP outcomes for children and parents support the case to 

intervene early to prevent the cost of mental health problems burdening individuals, families and 

society, e.g. population outcomes include 

• For children with higher levels of need, reduction in social emotional and behavioural 

problems was 37.5%  

• 30% decrease in reports of mild and higher levels of both parental distress and stress 

 

Q2: How did you approach the project? 

• Reoriented  HSE/Tusla staff to form a Core Team (service delivery unit)  

• Structured staff support and mentoring 

• Developed communication and destigmatising strategies 

• Promoted acceptability - over 14,000 training places to date 

• Measured outcomes  informed  policy and facilitates data driven decision making  

• Developed implementation guide and mentoring support team for expansion and scaling up.  

 

Q3: What would you consider the specific challenges and how did you address these? 

- Project Sustainability is always a challenge 

o But it worked, it lasted and it spread throughout the community.  This is the first 

time a parenting programme has been implemented and evaluated on a population 

basis in Ireland, and is the third such evaluation in the world 

- Importance of a Core Team 

o The Partnership model and Core Team structure significantly impacted on the reach, 

acceptability and sustainability of the programme 

o Need to support staff through the implementation process given limited resources 

and ambitious targets, placing an added importance on coaching, mentoring and 

ongoing support and development.  

- Ongoing recruitment and destigmatising 

o This work is never completed it is always ongoing and you have to commit ongoing 

resources to continue this work. You also have to develop innovative ways of 

communicating with parents and keep up with social media developments 
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Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

- To link with other projects and learn from what has worked well for them and learn from 

what they tried in the process 

- To document all processes as the project grows and expands 

- To keep a focus on the outcomes and impact of the project on the target recipients 

- To keep feedback loops supported at many different levels 

- To constantly promote and recruit for the project 

- To share the successes and learning from the project 

- To learn and adapt as the project evolves 

- To link in with larger networks of organisations who carry out similar work 
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Project Synopsis 

Title of Project:   

‘Tooth Led Teens’ (TLT) Oral Health Promotion Programme 

 

Q1: What was the inspiration for / intention of the project?  

The aim of the programme is to create an awareness of oral health of teenagers attending post 

primary schools in the Cavan/Monaghan, Meath / Louth areas through the SPHE curriculum. 

Dental caries (tooth decay) is one of the most prevalent diseases in the world but also one that’s 

preventable. It affects all age groups but adolescence is a period in which the risk of tooth decay 

remains especially high. The North South Children’s Oral Health in Ireland 2002 survey revealed that 

70% of 15 years have experienced decay. The  HSE ‘Building a high quality health service for a 

healthier Ireland 2015-2017’ aims to support people to help them  adopt healthier lifestyle choices  

by encouraging healthy eating, reducing smoking and alcohol consumption and empowering people 

to develop a positive sense of well being. The Tooth Led Teens programme covers lifestyle factors 

relevant to teenagers e.g. frequency and reduction of sugar intake, smoking, alcohol and oral 

piercing.  It creates an awareness of the importance of oral health and how it is integral to general 

health, leading to a change in attitude and promoting self esteem and confidence.  

The school is an ideal setting for promoting oral health. SPHE is a compulsory subject in all schools; 

however, there was no specific resource for oral health in the SPHE curriculum in Post-Primary 

schools.  Developing this programme allowed for the integration of oral health into the SPHE 

curriculum. Previously, oral health was a topic not often covered in Post Primary schools as it is the 

teacher’s discretion to cover various topics within the SPHE curriculum. 

Studies have shown that the peer to peer teaching method is effective in promoting healthy 

behaviours, however, peer educators must be properly trained to ensure that they have adequate 

knowledge and skills to support other students and activities. (OHP: An Essential Element of a 

Health-Promoting School). The transition year peer leaders receive a theoretical and practical oral 

health training session from the Health Education Officers (Oral Health) in order for them to feel 

confident in delivering the programme. 
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Q2: How did you approach the project? 

A proposal was drafted and it was decided to pilot the programme in three schools, one school to be 

chosen from each region i.e. Cavan, Louth and Meath. A meeting was then set up within each school 

consisting of Principal, Transition Year (TY) and SPHE coordinators and School Liaison Officer to brief 

them on the programme. On agreement from the school to participate in the programme, transition 

year students carried out a situation analysis within their school using a questionnaire to 1
st

 year 

students which provided base line information for evaluation and also identified the resources 

necessary to carry out the training. The TLT manual, containing evidence based oral health 

information relevant to teenagers was developed and produced along with training resources.  

Transition year students were trained as peer leaders to deliver the programme to 1
st

 year students. 

They disseminated the programme to 1
st

 year students.  

Evaluation is also important.  Peer leaders completed questionnaires on the training session and 

drafted report on completion of the programme. As a result of process evaluation small changes 

have been made e.g. putting in schools term preference for taking part in the programme, 

powerpoint presentation developed, and extra exercises to use during training and delivery of the 

programme to 1
st

 years. Focus groups were also used to evaluate the programme. 

Q3: What would you consider the specific challenges and how did you address these? 

Timeframe was a major challenge both for the completion of the programme and also for the 

timetable of the TY and SPHE programmes. Positive Youth Education Company was involved initially 

as they had a drug peer led programme in the schools and three of these schools were chosen for 

the Tooth Led Teens pilot. However, as the same peer leaders were delivering both programmes 

there was a time pressure to complete both programmes and in some cases some 1
st

 year students 

never received the TLT programme.   The schools requested that students who were not involved in 

the Drugs peer led programme but who were interested in taking part in the TLT programme receive 

training in Oral Health in order to deliver the TLT programme. A flyer was developed and attached to 

the application form, outlining the importance of having the TLT programmed into the TY and SPHE 

programmes. This is fundamental to the success of the programme.  The application form was 

amended to allow schools choose which term they would like to partake in the programme.  As the 

number of schools participating in the programme year on year continued to grow, availability of 

resources for loan was a problem. More manuals were printed and more resources purchased.  
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Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Planning is important because it helps direct resources to where they will have most impact. The use 

of a planning model e.g.  Ewles & Simnett (1999) planning model is very practical and flexible and a 

useful guide.  Carrying out a needs assessment with your target group and allowing them to identify 

their needs is also important. Good communication skills and the importance of a link person are 

crucial to the programme and this person needs to take responsibility for the students work to 

ensure the success of the programme. It is important to have the programme scheduled into the 

planning stages of the SPHE/TY   timetable to allow for the completion of the programme within the 

timeframe agreed.  Ongoing evaluation is also important as it is always incomplete.  As result 

efficiency, effectiveness can be measured and it also informs future plans.  
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Project Synopsis 

Title of Project:  

The establishment of a Nurse-Led Lymphoedema Clinic for patients 

with lower limb, non-cancer related, lymphoedemas in a community 

setting. 

 

Q1: What was the inspiration for / intention of the project? 

Inspired by evidence of a population of patients who suffer with a life-long condition that has 

traditionally been under –diagnosed and poorly resourced for specialist treatment.  

Q2: How did you approach the project? 

I initially approached this project from an academic view and completed a systematic review of all 

available evidence on this population and the gold standards of care that should be available to 

assist the patient with this condition. I then applied for financial assistance to become certified in 

Manual Lymphatic Drainage, a cornerstone of evidence based care, in lymphoedema management. 

Equipped with the knowledge and ability to provide this care I then developed a plan with my 

management team to start the clinic with the knowledge that I could only treat a limited amount of 

clients as a lone practitioner. The clinic commenced in January 2015 and is run over 3 mornings per 

week. 

Q3: What would you consider the specific challenges and how did you address these?  

Challenges include increasing awareness of this condition among GP’s and other health 

professionals. This is being addressed on an ongoing basis through meeting with GP’s, running 

educational sessions both locally and through academia. 

Time – The demand for treatment exceeds by far the available hours that I have to give the clients. 

My hope is to use my clinic as a research basis by which to prove the benefits of the treatment 

program provided. Presently I am conducting a mixed methods research study to explore the 

experiences of these patients through treatment and maintenance of their condition. This study is 

ongoing as a 3 year PhD Research study through RCSI. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice?  

Every patient who is suffering with a chronic condition deserves a service that will provide evidence 

based practice. The outcomes of the patients that have made their way through our clinic have been 

considerable and the quality of life of these clients has been greatly improved. For those who may 

be interested to follow this model of care, firstly equip yourself with the required knowledge and 

skills.  
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Project Synopsis 

Title of Project:  

A Change Initiative: Piloting a Child Health Team approach in 

Mullingar Town  

 

Q1: What was the inspiration for / intention of the project? 

 It is the policy of the PHN service in Longford /Westmeath to 

Provide equitable, evidence based clinical care to all clients in the 

active caseloads of the integrated public health nursing teams. The traditional approach of 

geographical areas was not providing equitable care. The aim was to provide a seamless delivery of 

service which adhered to national and local guidelines.  

Q2: How did you approach the project? 

  

A corporate caseload means shared responsibility for a defined case load whilst retaining individual 

accountability for each client and their families; the successes and failures belong to the team, not to 

the 

individual. Each PHN must ensure that she is familiar with An Bord 

Altranais Code of Practice (2000). All files were amalgamated as per date of birth not address. A 

team leader role was developed. Regular team meetings. Improved communication tools. 

Q3: What would you consider the specific challenges and how did you address these? 

Team buy in. Complex cases evenly divided. Weekly team meeting scheduled to facilitate the team 

members. The Asst DPHN attends this meeting regularly. The role of the team leads is to co ordinate 

the activities of all the team members. They ensure the smooth running of the team and have over 

all caseload management responsibility. The team lead is not responsible for staff management. All 

queries re staff management and staff performance must be referred to line manager/ADPHN 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Yes. We have had many queries from PHN managers around the country and have dates set up for 

visits. The role of ADPHN (all nursing staff have a direct reporting relationship to the ADPHN) must 

be clear. The ADPHN has total responsibility for staff management and staff performance of all team 

members. The ADPHN is responsible for reporting any relevant clinical issues to the DPHN including 

commencement of waiting list for services. A communication diary is vital to the team staff for 

recording messages, phone calls and keeping staff up to date of leave, training etc. The team leader 

or designate is ultimately responsible for entering information and updating information onto the 

ECP. 

 References:  An Bord Altranais (2002) Recording Clinical Practice Guidance to 

Nurses and Midwives, An Bord Altranais: Dublin 
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Project Synopsis 

 

Title of Project: 

 'Welcome to Treatment – Your Information Pack' 

 

Q1: What was the inspiration for / intention of the project? 

The purpose was to present information: 

(i) to the service users in relation to the services offered and roles of clinical and non-clinical 

disciplines in their treatment ;  

(ii)  regarding section 39 Agencies in the catchment area;  

(iii)  in a manner which is clearly understood by those with literacy difficulties; and 

(iv)  In consultation with Community and Voluntary services, service users (SUs) attending Drug 

Treatment Centres (DTCs) and their representatives.  

 

Q2: How did you approach the project? 

Information was collated by two staff members and presented to a small team which included SU. A 

draft was produced and emailed to staff. Printed copy was made available to staff who did not have 

access to emails. Suggestions for improvement were taken on board and concerns regarding 

discipline specific roles were addressed in an inclusive way. The overall approach was strength & 

asset based. 

 

Q3: What would you consider the specific challenges and how did you address these? 

The challenges were to involve staff across CHO 9, Addiction services (comprising of seven DTCs and 

13 Satellite Clinics). Further consultation and collaboration was required from Consultant  

Psychiatrists, Addiction Doctors, Pharmacists, Counsellors, Rehabilitation services, Nurses, General 

Assistants, Outreach Workers, Hep C nurses, Midwife and CWO.  Emails followed by telephone 

conversations and attending discipline specific meetings for discussions helped in overcoming 

challenges. 

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

For any participation process to be successful it is important to understand expectations and 

perspectives of different stakeholders. Participation process does have its drawbacks that it can be 

enormously time consuming.  For Participative process/change to be successful, one must ensure 

that all participants are equally informed. 
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Project Synopsis 

Title of Project:  

“LIFE AFTER STROKE” - STROKE SURVIVORS AND FAMILY SUPPORT 

GROUP 

 

Q1: What was the inspiration for / intention of the project? 

The group was set up in June 2015, by members of the Isolda Stroke Rehabilitation Team in St. 

Mary’s Hospital to provide support to patients, their families and carers, following their discharge 

home from hospital. 

The aim of the support group is to provide continuity of care after discharge, with an emphasis on 

offering ongoing support and education to stroke survivors and their loved ones. 

This group is open not just to stroke survivors, but also to their significant others and carers. The 

multidisciplinary team recognise that stroke affects not just the patient but can also profoundly 

affect their relationship with significant others as well as their overall quality of life. 

The goal of this stroke support group is to meet HSE values, by providing continuity of care post 

discharge to stroke survivors in a compassionate and supportive setting .These meetings provide 

peer support, and facilitate a safe forum for stroke survivors to discuss any issues and concerns 

affecting them and their loved one post discharge. It also promotes a healthy and active lifestyle to 

support integration into the community after stroke. 

The meetings are held once every two months and are facilitated by multidisciplinary team (MDT) 

members.  A member of the team or an invited guest speaker from an outside agency presents a 

topic for approximately 45 minutes, with a 10-15 minute question and answer session afterwards. 

This is followed by a stroke survivor addressing the group regarding their own individual experience 

and recovery. 

In order to ensure that the support group was effectively meeting the needs of attendees, a short 

questionnaire was devised by the MDT 

Q2: How did you approach the project? 

A questionnaire was given to attendees after the 4
th

 group meeting.  The target group consisted of a 

total of 19 participants which was further broken down into 12 Stroke survivors and 7 carers/family 

members.  The questionnaire was completed on site on the day with a 100% return.  

Questions included asking respondents what they most enjoyed about the group, asking them to 

identify any topics of interest, which can be discussed at future group meetings, suitability of 

location etc. 
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Q3: What would you consider the specific challenges and how did you address these? 

We didn’t face any specific challenges when carrying out this piece of research.  We found that all 

participants were happy to participate in the survey, and complied on the day with our request to 

return the completed questionnaires.  The results provided us with a pathway for future group 

meetings, which was directed by the individual participants, and upheld the HSE ethos of client 

centred care. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

We would be happy to share our experience with anyone interested in pursuing this type of practice, 

through email, phone support or face to face meetings.  

However, our overall advice to others is; if they see a gap which a service like this can fulfil, then just 

do it! The advantages of such a group setting can only act to enhance any service provision to clients 

and their loved ones, and through participation in such a group, the advantages also extend to staff 

through a feeling of satisfaction and an achievement of holistic, client cantered service provision. 
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Project Synopsis 

Title of Project:  

Establishment of nurse led collaborative diabetic foot screening clinic 

in North Dublin Primary care setting. 

 

Q1: What was the inspiration for / intention of the project? 

 The project was developed in response to the ‘Model of care for the diabetic foot’ which states all 

diabetics should receive a yearly foot screen. In our community care area we identified a lack of 

services in the area of diabetic foot care and foot screening. The intention of the project was to 

identify those who were not receiving their screening and to provide a screening service to them. In 

the PHN service we were spending a significant amount of time attending to clients with foot ulcers.  

These wounds were very difficult to heal and severely impacted the quality of life for these patients.  

We hoped that providing a screening and referral service we would reduce the burden of foot ulcers 

on patients, impacting their health and quality of life. 

Q2: How did you approach the project? 

Staff in the PHN service were invited to participate in the project by the DPHN. Our community 

Diabetes CNS worked with the podiatry department in Beaumont hospital to develop education 

programme for staff that would be running the clinic. Funding for equipment was sought and 

approved by primary care. One monthly clinic run by two nurses was initially established. Due to 

demand the clinic now runs in 5 different locations monthly. Each of the nurses doing the clinics 

received training and ongoing support from the projects leads. The completed assessments are sent 

to the clients GP and care pathways as directed by the model of care are followed where required. 

Patients are given evidence based advice to help them to protect their feet, give them the tools for 

early identification of problems, and give them the support to promote self care and management of 

their condition 

 

Q3: What would you consider the specific challenges and how did you address these?  

The main challenge was advertising the clinic. This was overcome by coming up with ways as a team 

to get the message out there. For example: Primary care developed and printed posters that were 

displayed in health centres, GP surgery waiting rooms and local community areas. Nurses from the 

clinic also spoke with GP's and other members of the primary care team to explain what the clinic 

was about and to encourage referrals.  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice?  

Become familiar with the model of care for the diabetic foot. Speak with local podiatry services in 

the hospitals and get them involved in the project. This will create an important support structure 

and referral link with the diabetes multidisciplinary team. Collaboration between primary and acute 

care is critical to the success of this project.  Developing links, maintaining relationships, celebrating 

wins all contribute to the success of a programme like this one.  Seeking feedback from patients in 

order to ensure the service meets their needs is also essential.  Feeding back to staff the positive 

outcomes of the service also increases staff morale and engagement with the project.  
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Project Synopsis 

Title of Project:  

Community Reablement Homecare Service- HSE Dublin North City 

 

Q1: What was the inspiration for / intention of the project?  

Services that promote older people to remain living in their own home for as long as possible are 

preferred by older people, their families, healthcare professionals and policy makers. Increasing 

pressure on acute services combined with unsustainable demands for long-term care demonstrate 

the need for a more integrated approach to supporting older people at home. Reablement is a 

model of service that has been developed to improve outcomes for older.  There is a growing 

international research evidence to support the effectiveness of this approach.  This project was 

established in Dublin North City to see if it translated into an Irish context.  

 

Reablement is intensive short-term support at home with the focus on restoring independence. It is 

a 6 week intervention; coordinated by an Occupational Therapist, Physiotherapist, Public Health 

Nurse and skilled home care staff (reablers).  

 

Traditional approaches to homecare often require homecare staff to complete tasks for people and 

is associated with increasing dependency. Reablement is different in that it promotes independence 

by providing integrated care to encourage participants to do as many tasks for themselves as 

possible.  Community Reablement has demonstrated improved outcomes for participants in Dublin 

North City and shown the feasibility of delivering this programme within Ireland. 

 

Main goals and aims of the Project 

 

• To improve and maintain independence for older people living in Dublin North Central, 

through the provision of an integrated multidisciplinary reablement team.   

• To establish and work towards the goals of each individual service user  

• To facilitate the early discharge from hospital and prevent hospital admission. 

• To provide a seamless transfer from hospital to home through an integrated approach 

(acute care, primary care and social care) 

• To reduce the need for ongoing home support in both the long and short term  

To make the homecare system more cost effective and sustainable into the future, though better 

use of resources 

Q2: How did you approach the project? 

In order to establish the project an integrated management steering group was established involving 

community and acute service representation.  This steering group continued to meet throughout the 

operation of the pilot project. The project commenced in July 2013. 

 

 

In order to establish this service it was necessary to reconfigure an existing community rehabilitation 

team.  Three members of staff within the Community Rehabilitation Team were reassigned to 

coordinate the Community Reablement service and to be the trusted assessors. The Reablers (skilled 

home care staff) were recruited from a private homecare company through a public/private 

partnership.  It was necessary to identify appropriate care staff and to invest in appropriate training. 

Policies and Standard Operating Procedures were also developed. 
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A validated outcome measurement assessment tool called FACE (Functional Assessment of Care 

Environment) was used to assess participants’ pre and post reablement. All staff received the same 

training in the use of the FACE assessment tool to ensure consistency. Changes in scores between 

the initial and final assessment were recorded. Home care hours referral pre and post reablement 

were also recorded. The paper assessment form has now been replaced by an electronic version of 

the form which is entered via an encrypted tablet device. 

 

After 12 months, an in-depth evaluation of the pilot programme was completed based on outcomes 

measured and questionnaires completed by key stakeholders. In August 2014, Reablement was 

mainstreamed in Dublin North City though reconfiguration of staff.  

 

Measurement and Results 

Outcome targets were set for the project based broadly on outcomes identified in the UK 

Longitudinal Study (DOH 2010). These were; 50% will require no HCP after the 6 week intervention, 

16% will require a decreased package, 8% will require an increased package and 16% will require the 

same size package.  The targets also allowed for non completers at 10%. 

 

105 participants were recruited to the reablement programme between July 2013 and July 2015. Of 

these 12 did not start and 8 did not complete. Reasons for withdrawal included hospitalization, 

admission to long-term care, declining the service and death. The outcomes for service users were 

19% required no HCP after the intervention, 50% required a decreased HCP, 4% required an 

increased HCP and 8% required the same size HCP. Non-completers accounted for 19% of those 

recruited to the service. Average reduction in ongoing care hours was 39%. 

 

While the programme did not reach the targets set this was somewhat explained by the higher age 

profile of participants with over 70% of the participants in the over 80 to 99 years age range.  This 

group is most likely to be within the clinical category of “frail elderly”.  Additionally, the advanced 

age profile and the lack of familiarity with the programme indicates the higher 19% non-completion 

rate (a number had a subsequent adverse event requiring hospital admission etc.). 

 

The FACE assessment measured a wide range of domains including health, activities of daily living, 

social participation and the home environment pre and post reablement. In the analysis, non-

parametric tests indicated a statistically significant (p=<.05) decrease in FACE scores recorded post 

reablement for multiple variables including self-care, day-to-day activities, mobility, safety and risk, 

emotional well-being and planning and decision making. The preliminary results indicate that 

reablement has the potential to improve outcomes for older people by improving measures 

associated with maintaining independent living. Follow-up data for all participants is currently being 

reviewed at 3 months, 6 months and 12 months to determine if decreases in home care needs can 

be sustained. 

 

Unique Features 

The reablement programme is the first of its kind for older adults in Ireland that offers a 

fundamental shift in service provision, towards functional improvement and cost savings. 

While reablement shares features with other interventions, it is distinguished by a re-orientation of 

home care away from treating disease and creating dependency to maximising independence; it 

achieves this by offering intensive (i.e. multiple visits) and time-limited (typically 6- 12 weeks 

duration), multidisciplinary, person-centred, and goal-directed home-care services. 
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Q3: What would you consider the specific challenges and how did you address these? 

The most significant challenge was the reconfiguration of services.  Discussions took place with 

unions and local staff until the reconfiguration was agreed to.   

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

As this is a multidisciplinary service it does require the engagement of heads of services in the 

community.  Reablement is a simple service concept but getting it right is in the detail.  It is essential 

to understand the research in this area in order to maximise the outcomes from the service.  We 

also took the opportunity to deploy technology and have a mobile app that supports the assessment 

process.   

Finally, it is critical to have a good homecare provider who fully supports the concept of reablement, 

as their staff are the most significant input in this service model.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



28 | P a g e  

 

 

Project Synopsis 

Title of Project:  

Kickstarting Recovery (KSR) Football Programme 

 

Q1: What was the inspiration for / intention of the project? 

In 2012, the occupational therapist (OT) on the Blanchardstown Mental Health Rehab/Outreach 

Team observed that clients frequently indicated that they would like to be involved with a sport, but 

did not have the confidence to join a community based sports team.  Many of the clients were also 

overweight and unfit, and had poor social skills.  Football was the sport of choice as the majority of 

the clients had previously played football, and expressed interest in playing again in a more 

supportive setting. 

The Kickstarting Recovery Football Programme is a community-based football training initiative that 

emanated from this need, and was developed jointly by the Occupational Therapy Department of 

the HSE Dublin North City Mental Health Service, the Football Association of Ireland (FAI) and Fingal 

County/Dublin City Council.   

Q2: How did you approach the project? 

In 2012, when this need was identified, we approached Fingal County Council for some funding 

and/or ideas.  Marion Brown who works in the Sports Office put us in contact with the Sharon Boyle 

(FAI Officer working in Dublin 15) who was willing and eager to take on the project.   

Sharon met with the OT from the team to discuss what the programme should entail.  A four-week 

pilot programme was initiated in September 2012 in Blanchardstown to explore interest levels, 

numbers and current levels of fitness of the clients.  The programme was a success and in early 2013 

Oisin Jordan (FAI Football for All National Coordinator) took over coordinating the programme 

opening it up to the whole of the Dublin North City Mental Health Services. Other mental health 

services across Ireland began to set up similar programmes. Blitz days have been organised with the 

Ashbourne Kickstarting Recovery team and with the DIT football club with great success and 

enthusiasm.  There have been over 100 clients involved so far in the original Kickstarting Recovery 

group in Dublin North City Mental Health Service and it is still growing. 

The programme was advertised with posters and flyers.  Each mental health team in the 

Blanchardstown area was informed and encouraged to bring the information to their clients.  The 

Consultant Psychiatrists of the relevant teams were informed in writing.  The point of contact for 

each mental health team was the OT on that team.  Each OT was responsible for ensuring that the 
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clients from their team had medical clearance and informing the Kickstarting Recovery OT (the OT 

running the programme) of who was going to attend.  After each session, feedback and outcome 

measures are provided by the Kickstarting Recovery OT to the relevant community mental health 

team members. 

 

Each session starts with a warm-up, continues with different drills and skill tests and finishes with a 

short match.  Each session is followed by tea/coffee and in-depth analysis of the game in the café.   

Clients are asked for their feedback throughout and after each session to help plan for the upcoming 

one.   

Q3: What would you consider the specific challenges and how did you address these? 

1) Trying to coordinate a service-wide programme across 13 community mental health teams, 

day hospitals and inpatient units.  We ensured that there was a key-worker on each team 

(generally the OT) willing to coordinate with the Kickstarting Recovery OT and provide 

feedback to the wider team on the client’s participation.  Also that they would be 

responsible to ensure that the client got their medical clearance letters before attending.  

With anxious clients, this often meant that the key contact would have to attend the first 

session with the client. 

2) Trying to tailor the sessions to cover all levels and abilities.  This takes a lot of 

communication between the coaches, the Kickstarting Recovery OT and the OTs from the 

mental health teams.     

3) At the beginning it was hard to recruit new players so we encouraged people to come along 

to watch with no pressure to join in.  Generally, everyone who comes to watch ends up 

playing for a few minutes. 

4) Trying to organise a time that suited the majority of clients.  Discussions with the National 

Learning Network (NLN) and Eastern Vocational Enterprises (EVE) training centres ended 

with support being given to clients who wanted to play in the programme and time-off being 

protected for this.   

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

- Link up with your local FAI community development officer- if you don’t know who this is 

you can contact Oisin Jordan (FAI Football for All National Coordinator) directly.   

- Get as much support as possible and encourage staff to get involved. 

- Get involved in the football even if you are rubbish! It helps build rapport and a great team 

spirit.   
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- Advertise as much as possible between mental health teams. 

- Have at least two coordinators- it can be a lot for one person to take on, and it ensure 

adequate time and support is given to each client attending. 

- Figure out how you want to report the information gathered during the sessions (i.e. 

outcome measures) and to whom this information is being passed. 

- Get the local community mental health services involved (e.g. NLN, EVE) 
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Project Synopsis 

Title of Project:   

A Physiotherapy Service Quality Improvement Initiative through the 

use of clinical audit. 

 

Q1: What was the inspiration for / intention of the project? 

Auditing is recommended by the HSE to ensure a high quality of care is being provided to clients. In 

the Primary Care Setting physiotherapists are often working within multi disciplinary settings, and 

are therefore not benefiting as regularly from opportunities to learn from their physiotherapy 

colleagues as would happen when physiotherapists are based within a larger department. 

There was also no formal process in place for regularly reviewing charts so it was decided to initiate 

an audit to ensure that physiotherapy treatment, and recording of same, was in keeping with 

European Core Standards of Physiotherapy Practice, and the HSE National Standards for Better Safer 

Health Care; and to give physiotherapists an opportunity to discuss and get feedback in relation to 

their management of clients.  

Q2: How did you approach the project? 

Initially a simple twelve question administrative audit was designed based on the European Core 

standards of Physiotherapy Practice. This audit was carried out twice at three monthly intervals. 

After conducting these audits a number of changes were introduced to help improve the standard of 

client record keeping. These changes included updating assessment forms to ensure all necessary 

information was captured, ensuring all staff were aware of accepted HSE abbreviations, improving 

compliance with the DNA policy.  

As primary care administrative staff are involved with the management of physiotherapy notes, 

meetings were held with administrative management and pathways were developed to ensure 

standardisation of the management of physiotherapy records.  

Feedback was given and sought from all staff on the auditing process and the audit was progressed 

with input from staff. The clinical audit was started in 2013, and the clinical audit was used to assist 

with the implementation of policies and procedures such as the provision of equipment, and use of 

dry needling. 

Q3: What would you consider the specific challenges and how did you address these? 

There was some initial apprehension around the audit both due to the time involved in carrying out 

the audit and the high standard of record keeping expected. 

To ensure good compliance with the audit, and to ensure it was used as a learning opportunity, it 

was decided that physiotherapy staff could choose their own small groups to conduct the audit 

within. All results were sent to and analysed by a small audit committee which was set up. Feedback 

was given to the whole department. Common areas that people were not passing were discussed 
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within the department to explore ways for improvement in results. Only if a person failed two audits 

would the manager become involved with reviewing the staff members client notes.  

Conducting the audit involves a time commitment. After conducting the audit, staff were 

encouraged to use reflective practice sheets top record their learning, and the time used is then 

counted for informal CPD points.  

The progressing of the clinical audit has been done slowly. The audit is not progressed until there 

has been a good pass rate on the current audit questions and then a new section is introduced. 

There has also been an education piece done when introducing new aspects to the audit. Currently 

we are preparing to start auditing on the respiratory management of clients with neuromuscular 

weakness, and in-services have been run to ensure that staff are aware of best practice guidelines in 

this area. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Introduce an audit slowly, and work closely with the team for progressing the audit to ensure good 

buy in from all staff.  

Implementation of new policies and procedures related to clients care can be monitored through the 

use of the audit.  

Need to work closely with administrative staff to improve auditing process. 
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Project Synopsis 

Title of Project: 

Forever Autumn Falls Prevention Programme 

 

Q1: What was the inspiration for / intention of the project? 

Globally falls are on the increase with an ageing population across all care settings. An audit of falls 

in St Mary’s Campus confirmed this fact despite many good measures and interventions in place to 

reduce the risk of falls to older adults in our care. The Forever Autumn Falls Prevention Programme 

was developed and implemented to increase awareness of falls and reduce risk of falls and falls 

related injuries among older adults.  Since its implementation in 2012 there has been an annual 

reduction in falls by over 30% and a growing interest in the implementation of the programme by 

other care settings nationally with similar results.  

 

Q2: How did you approach the project? 

A project team was formed of staff from clinical and non clinical backgrounds and was project led by 

Daragh Rodger ANP.  Working with the Falls prevention and management committee key elements 

were identified and developed through the project team. Engagement with an educational 

technologist to develop the online elements ensured continued access by all staff and service users 

about the programme. 

Q3: What would you consider the specific challenges and how did you address these?  

As the programme was service wide the biggest challenge was to get the buy in from all 

departments. By inviting representation from each department to be part of the project team and 

encourage them to inform the development of the programme it worked to our advantage and the 

programme was implemented well. Keeping all stakeholders informed of its progress also instilled 

ownership across the organisation  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The best advice I would give would be to work in partnership with all staff groups that will be 

engaging with a proposed programme and involving them from inception to roll out. Replicated 

success of the programme in practice in other settings outside the developing site is a motivating 

factor to others to follow a similar model of practice.  
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Project Synopsis 

Title of Project:  

Development, Implementation and Evaluation of a Positive 

Behavioural Support Policy 

 

 Q1: What was the inspiration for / intention of the project?  

The intention of the Project was to develop an organisation wide policy that would have the impact 

of completely re-framing the manner by which service-users with challenging behaviour are thought 

about by staff and families and are supported by others. Using aspects of Person-Centered Planning, 

Applied Behavioural Analysis and Social Role Valorisation Theory, the SMH Positive Behavioural 

Support Policy reflects best practice in a modern community based Intellectual Disability Service. 

This initiative represents the first large scale PBS Policy (a claim based on an extensive literature 

review), with the ambition of trans-organisational implementation.  

Q2: How did you approach the project? 

Using principals of inclusivity, equity, and an emphasis on strengthening the Rights of our Service 

Users, a number of staff and family consultation groups were developed to support the Policy 

development. In addition qualitative information regarding the views and experiences of service 

users regarding challenging behaviour was gathered. Following formal approval, the Policy was 

launched with a series of briefing sessions. Its implementation was governed by a dissemination, 

training and implementation plan. The Policy is supported by a series of Appendices that provide a 

rich source of staff, family and service user information.  Furthermore a bespoke QQI level 5 training 

in Positive Behaviour Support was developed to strengthen implementation and this has formed 

part of the core training for all staff.  Finally an external Evaluation study of the Policy development 

and implementation was developed with the Centre for Disability Studies, UCD. A peer reviewed 

research publication and accessible version of the study findings are nearing completion. 

Q3: What would you consider the specific challenges and how did you address these? 

Challenges to the implementation of this policy were highlighted by the evaluation study and can be 

divided into both internal and external challenges.  Internal challenges included the size of the 

organisation and the variety of different types of models of service; achieving consistency buy-in 

from staff across the organisation; consistency in implementation and staff training.  External 

challenges included budget cuts and a moratorium on recruitment; the introduction of HIQA 

standards and subsequent inspections. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Other services need to be aware of the complexity of such a task and the multiple factors at 

different levels of the organisation that influence successful implementation of policies such as 

these.  The evaluation also points to the importance of having sufficient time, resources, staff 

training, collaboration, and management support for any large scale policy implementation. 
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Project Synopsis 

 

Title of Project:  

“An exploration of the patient and family/carer experience of 

implementing the pressure ulcers prevention care bundle (known as 

SSKIN) within a regional quality improvement collaborative”  

 

Q1: What was the inspiration for / intention of the project?  

Pressure Ulcers (PUs) are common, costly and impact negatively on patients’ quality of life (Gorecki 

et al. 2009). Bearing this in mind a regional quality improvement collaborative was established 

within the HSE entitled ‘Pressure Ulcers to Zero’ (HSE2014) utilising the SSKIN care Bundle (Gibbons 

et. al 2006). The primary aim of this collaborative was to reduce the incidence of avoidable PUs 

within the former Dublin North East (DNE) region and to increase the capacity and capability of 

frontline clinical teams to improve the care they deliver. A goal was set to reduce the incidence of 

avoidable PUS in the participating settings by 50% over six months with an ultimate goal of reaching 

0%. Results from this collaborative showed an overall reduction of 73%. As the involvement of 

patient and family/carer is a central component of health care delivery and was indeed identified as 

a central driver in this collaborative approach, this study set out to explore the patient and 

family/carer experiences and involvement within the collaborative (HSE 2014), including use of the 

SSKIN care Bundle (Gibbons et al. 2006) in PU Prevention. This subject topic has not previously been 

explored. Subsequently this provided the stimulus for an exploratory qualitative research study to be 

undertaken. The unique findings of this research study are viewed as a starting point in contributing 

to knowledge on this topic.  

 

Q2: How did you approach the project?  

To conduct this research study, a qualitative descriptive approach was adopted. This approach was 

deemed suitable to present the voice of the particular study population. Since there were three 

main healthcare settings involved in the collaborative (acute/specialist, residential and primary 

care), one unit from each of these settings was purposively selected to participate. Following ethic 

approval and written informed consent, data were collected over a 6 week period using semi-

structured one to one interviews with patients and focus group interviews with family members/ 

carers. Twenty five persons agreed to participate; 16 patients, with varying levels of dependency and 

9 family members/carers. Data were analysed using Collaizzi’s Framework (Collazzi1978), 5 main 

themes with corresponding subthemes emerged from the analysis: awareness, patient and 

family/carer involvement, ‘prevention is better than cure’, ‘communication is key’ and resources in 

prevention.  

Q3: What would you consider the specific challenges and how did you address these?  

One of the main challenges was the time restraints in conducting this study. Primarily, this was 

caused as a result in the time delay in receiving ethical approval from the research ethics committee. 

Owing to a number of contributing factors, approval was not granted until late in December 2014, 

despite the original application submission in August 2014. Consequently, recruitment and data 

collection did not commence until January 2015. As a result this shortened the time span available 

for data collection.  

 

As there were 3 sites involved in this study, the researcher found it challenging to alternate between 

each site. Scheduling preliminary meetings proved difficult as appointment times had to suit the 

potential participants as well as the gatekeeper or senior staff member providing the introduction. 
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Some preliminary meetings were cancelled at the last minute owing to participant’s unavailability to 

attend due to care needs. This transcended into the interview meeting times also. Therefore 

appointments required re-scheduling, some more than once. Additionally, as part of the recruitment 

phase, another 11 preliminary meetings took place across the sites with patients and carers. Arising 

from this, 5 individuals declined to take part in the study. The other 6 were unable to follow through 

to the interview phase due to their or their family members discharge home or transfer to another 

unit or to theatre. This necessitated further recruitment for the study. All of the aforementioned 

added to an already restricted timeframe.  

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice?  

I thoroughly enjoyed the research experience. If undertaking a research study, make sure that it is 

on a subject topic that you have an interest in and that it is relevant to your area of practice. 
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Project Synopsis 

Title of Project:  

ISCHA: Implementing & Supporting Holistic Continence Awareness – 

creating a new culture of continence care 
 

Q1: What was the inspiration for / intention of the project? 

Urinary incontinence affects up to 70% of residents in extended care settings but it is not a normal 

part of ageing. Evidence shows a lack of knowledge and awareness among healthcare workers 

regarding the management of incontinence and a deficit in documentation in relation to the proper 

assessment and management of incontinence. Participation of our hospital in an international 

research project improved practices and person centred care approaches to continence care, 

however a gap in education in relation to promotion of continence and improving the culture of care 

was identified. In acknowledgement of this, a proactive approach was taken through an innovative 

development of an e-learning education resource to support all healthcare staff in relation to the 

correct assessment, management and treatment of urinary incontinence in the older adult to 

improve practice. This will in turn enhance the quality of life of the patients in our care and create a 

new culture of continence care that will support practitioners across all older person settings. 

Q2: How did you approach the project? 

An action research design methodology was employed. A multidisciplinary approach was adopted 

and an audit of continence documentation as well as a training needs analysis was completed. The 

domain name ISHCA.net was purchased and a series of educational modules were designed and peer 

reviewed. Assistance was obtained from an education technologist and the modules were developed 

using an e-authoring tool (Articulate Presenter). Each module has an assessed component integrated 

within it. 

Q3: What would you consider the specific challenges and how did you address these? 

The major challenge was a technology issue with many staff having difficulty accessing the internet 

site in the workplace. This was overcome by staff agreement to access the programme at home as 

continuous professional development is a requirement of all nurses.  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

This programme of education has been watched by people from all over the world and has had great 

success and received very positive feedback.  Blended learning is an integral part of many accredited 

college courses whereby students take responsibility for their own learning and at a time convenient 

to themselves.  To anyone interested in developing an e-learning programme, it should be noted 

that it is a time consuming process, it requires a team of highly committed staff enthusiastic about 

the subject involved, and it requires adequate financial supports as well as internal management 

support in order to be successful. However the results of this programme have proved that all the 

efforts were rewarded. This comprehensive education training resource has had a positive impact on 
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the quality of life of the residents in our care and the wider community as well as providing a 

resource for nurses to engage in continuous professional development. 
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Project Synopsis 

Title of Project:   

Pressure Ulcer To Zero – Sustaining and Spreading 

 

Q1: What was the inspiration for / intention of the project? 

To reduce the number of preventable pressure ulcers within our service. 

Q2: How did you approach the project? 

St Mary’s Hospital was one of the participating sites in the Dublin North East region in the Pressure 

Ulcer to Zero quality improvement collaborative which focused on reducing the number of 

preventable pressure ulcers. This ran from February 2014 to September 2014 and the staff in the 

initial participating unit continues to maintain the high standard of quality of care in pressure ulcer 

prevention. 

Sustaining quality improvements can be difficult as staff can lose enthusiasm when a project is 

completed so it is imperative to ensure staff remain highly motivated to ensure quality evidenced 

based care continues. Sustaining can be difficult but spreading the initiative and rolling it out to all 

areas can be challenging. The initiative was extended to all units within the campus in May 2015 and 

education sessions were given to coincide with the spread. On-going education and support is given 

to all members of staff, residents and relatives. Sustaining and spreading the initiative is on-going 

but it is being achieved by dedicated and motivated staff, working collaboratively with all team 

members to ensure the service user receives the highest standard of quality care.  

Q3: What would you consider the specific challenges and how did you address these? 

Time 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The importance of working as a team and collaborating with all team members. 

On-going education and support to ensure the project is sustained. 

If things go wrong, learn from them and keep going. 

Don’t get disillusioned, it is hard to keep the momentum going but when staff see the results of the 

project it empowers and motivates them. 

Never give up. 
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Project Synopsis 

Title of Project:   

HSE Community Services, Local Health Office Dublin North Central, 

Occupational Therapy Service - Falls and Injury Prevention Program 

 

1: What was the inspiration for / intention of the project? 

This programme was introduced into by the Primary Care Occupational Therapy Service in Dublin 

North Central (DNC) to promote and support best practice in falls and fracture prevention.  It is 

aimed to reduce or prevent falls in clients aged 65 and over.  It sets out to screen clients for falls 

during the initial Occupational Therapy assessment.  If a client fails the screen, appropriate 

assessment and interventions are carried out by the Occupational Therapist to prevent or reduce the 

risk of further falls. 

This program was developed in accordance with The Strategy to Prevent Falls and Fractures in 

Irelands Ageing Population (HSE, 2008).  This recommended that Occupational Therapy should 

consider the following areas as part of a multi-factorial approach to falls. 

1. Home Hazards 

2. Cognition 

3. Vision and perception 

4. Perceived function and fear of falling 

This program has potential for improved outcomes for the HSE in terms of savings, and also to the 

client in terms of quality of life. Research dictates that 1/3 of people over 65 years will fall every year 

and 2/3 will fall again within 6 months (NICE Guidelines (2004). In Dublin North Central, we have an 

elderly population of 15,916 (2006 census), this suggests that 5,304 will fall and 3,534 will fall again.  

The consequences for the older person falling are varied but in some cases it can lead to serious 

injury, disability, psychological issues, and even death. 

Q2: How did you approach the project? 

• Occupational Therapy is part of long running steering group set up to prevent falls and 

fractures within DNC. 

• Examination of current research in area of Falls And Fractures including Nice Guidelines 2004 

and The Strategy to Prevent Falls and Fractures in Irelands Ageing Population (HSE, 2008), 

• Development of falls screen in collaboration with DNC working group. 

• Working group of OT’s set up to develop guidelines for OT based on current research and 

guidelines, and to examine current working practices in relation to falls. 

• Program piloted over 9 month period, and adapted and refined based on outcomes of pilot. 

• Guidelines drafted and training supplied by working group of OT’s to rest of OT Department. 

• Fully implemented by OT service in DNC. 

• Program audited as part of documentation audit each year. 
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Q3: What would you consider the specific challenges and how did you address these? 

The most obvious challenge was the time expense of examining the research, producing the 

guidelines, and carrying out the pilot and audit.  This was with limited admin support, and busy 

clinical caseloads.  We addressed this challenge by working with the OT Manager for protected time, 

and setting reasonable deadlines for completion of each stage of the process.   

Another challenge was that the research did not specify how to complete the programme; we had to 

pilot recommended assessments and see what worked out best for our department.  We managed 

this through the pilot programme and subsequent audit.  We then had to integrate the guidelines 

into existing practice.  Although the process was lengthy, we ended up with a tailored made 

programme for Primary Care Occupational Therapy Falls and Injury Prevention. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

This programme is ready for implementation in other Primary Care Occupational Therapy 

departments.  It could also be adapted for other Occupational Therapy settings. 

It operates at no extra cost and is an example of using current resources to improve a service. 

Some useful advice would be to set up a working group within a service, lead by a dedicated co-

ordinator. Also to link with other disciplines to integrate the Occupational Therapy Program into an 

overall Multidisciplinary Falls and Fracture Prevention Program for Older People.   
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Project Synopsis 

Title of Project:  

Development of Primary Care Paediatric Physiotherapy 

 

Q1: What was the inspiration for / intention of the project?  

The development of Primary Care Paediatric Physiotherapy in the area with limited resources – 

finding innovative ways of providing services as quickly as possible with limited staffing resources 

and non ideal clinic bases.  Making physiotherapy programmes to target functional and meaningful 

goals for children and families.  

Q2: How did you approach the project? 

I surveyed children’s goals particular to physical function by parental questionnaire.  Problem solving 

ideas regarding location by liaising with local GAA club and setting up sessions in local parks.  By 

introducing the idea of group sessions to staff for various conditions – DCD, torticollis and 

plagiocephaly, learning to cycle groups, asking parents to take part in groups.  Training of staff to 

introduce gait clinics to review the need for orthotics or advise on normal variants.  Used patient 

satisfaction questionnaires to assess various clinics and groups.  

Q3: What would you consider the specific challenges and how did you address these? 

Space allocation for physiotherapy groups – liaison with local GAA clubs and introducing groups 

sessions in local parks for cycle practice.  Lengthy waiting lists and limited staff resources – 

introducing advice clinic for children on the waiting list – ability to provide exercise programmes and 

advice for children while waiting for initial assessment. Introducing gait clinic allowed children to be 

seen quicker for screening assessments.  Group’s session meant that more children could be seen at 

the same time for a block of physiotherapy. Parents attending the groups and getting involved in 

supporting their child to take part in an exercise programme meant that they had more confidence 

to help their child at home with exercises.  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Introduce standardised assessment forms for groups and screening clinics,  

Setting up policies for wait list management so it can be followed by all staff.  Introduce good 

database systems for waiting list plan and group planning.  Take a day quarterly to plan groups – 

dates, times, locations etc. and suitability of children to particular groups. Introduce standardised 

exercise programmes and advice sheets for various conditions.   
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Project Synopsis 

Title of Project:  

HSE Community Services, Local Health Office North Dublin, Dublin 

North Central, North West Dublin Community Occupational Therapy 

service and Mater Hospital Occupational Therapy Department - 

Equipment Essential for Discharge Project  

 

Q1: What was the inspiration for / intention of the project? 

 

Q2: How did you approach the project? 

 

Q3: What would you consider the specific challenges and how did you address these? 

There were no major challenges in relation to the implementation of this project. We had some 

minor challenges in relation to the SOP but these were easily clarified and amended as appropriate. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

This project is easy to implement and is easily transferable to other Acute Hospitals and Primary 

Care Occupational Therapy Services across the country. The model and SOP have all been 

implemented, reviewed and revised. This project operates at a small cost of €60,000 per year but 

has huge benefits for our clients our Primary Care Service and our Acute Hospital Service. 

It is an example of stream lining a service within existing resources. 
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Project Synopsis 

Title of Project:   

The ‘Back on Track’ Programme 

 

An interagency community based group programme for adults with persistent non-specific back pain 

to improve activity levels and self management of their pain. 

Q1: What was the inspiration for / intention of the project? 

Local physiotherapy team reflection on service delivery/needs analysis, identified need to: 

• Reduce reliance on physiotherapy services for service users with back pain and multiple co-

morbidities. (10-15% re-referred with similar presentations 6 months+ after treatment)  

• Improve engagement in services and adherence to advice (High DNA rates for some service 

users) 

• Empower service users to improve long term adherence to physical activity and self 

management skills. 

• Reduce potential therapist ‘burn out’. 

Q2: How did you approach the project? 

1. Team brainstorming, SWOT, review research and guidelines, volunteer agreed to trial group 

project.  

2. Client discussions about their needs and preferences 

3. Evaluation of  6 week pilot programme  

4. Feasibility talks with Managers of HSE Physiotherapy Services, Dublin City Council Sports and 

Leisure Centre and relevant members of the local HSE Primary Care Team. 

5. Training for physiotherapists to facilitate self management groups. 

6. Development of HSE documentation and evaluation processes  

Q3: What would you consider the specific challenges and how did you address these? 

Time pressures: No protected time for interagency networking and communication, evaluation, 

report writing etc. This was addressed as much as possible by supportive physiotherapy 

management and clinicians (peer support) and positive client feedback. Links also established with 

university researchers and ethical approval is currently been sought to conduct research.  

Confidentially and sharing of information between agencies: Had to duplicate medical information 

by participants signing up for a temporary DCC membership with DCC medical screening processes 

as well as having HSE physiotherapy documentation. 

Accommodating clients needs: Programme structure changed to a ‘rolling nature’ to allow 

participants to join any of the 6 sessions, and give them the opportunity to reschedule. While 

challenging for the therapist to implement, patient satisfaction was improved and long term uptake 

was greater. 
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Training needs for staff: Greater links had to be established with PCT and other services to support 

the self management component. Physiotherapists had to up skill in pain management strategies, 

onward referral pathways and internet/social media options.   

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

1. Agree a shared interagency vision to make it a ‘win win’ for all partners to facilitate sharing 

of facilities, knowledge and manpower.   

2. Establish open, easy and two way lines of communication e.g. texting.  

3. Engage service users in all parts of the programme and implement their suggested changes 

as appropriate. 

4. Be flexible and don’t be afraid to experiment with new ideas and new ways to implement 

these ideas.  

5. Start small, build slowly and review regularly. 

6. Look at long term health picture and how your service can support the client on his/her 

health journey.  

7. Never underestimate the power of positive peer support. 

8. Offer as many choices as practical. You probably won’t suit needs, preferences and 

affordability of all service users, but try. This includes health literacy needs.  

9. Look for ways to easily signpost participants onto other services.   

10. Strive for consistent leadership and avoid power struggles/vested interests.  

11. Keep up to date with social media, websites, apps etc to network as much as possible and 

pick the best bits from what others are doing.  
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Project Synopsis 

Title of Project:  

The Recovery Hub - Dublin North City Adult Mental Health Services  

 

Q1: What were the inspiration for / intention of the project? 

1. The goal was for the Recovery Hub to provide Recovery focused Programmes for Service 

Users of Dublin North City Mental Health Services. The Recovery Hub aims to support each 

individual to reach his /her Potential for community citizenship/re-integration and 

engagement in activities of meaning to them. Each service user is an active member of his 

/her team who in turn plays a key role in advancing their own recovery. The Recovery Hub 

aims to develop active links with other community based services and non- mental health 

service funded groups/facilities. 

Q2: How did you approach the project? 

We decided to develop a three strand model for our Hub.  

Core programme: this provides individualised programmes for service users who have an enduring 

mental illness and are not involved in any daytime activities.  The Hub team (OT and Nursing) work 

with the service user and his/her Community Mental Health Team to develop an individualised plan 

to support the person to develop his/her potential in relation to community integration.  Sessions 

take place at the Hub or in the community, whichever is more appropriate to the needs of the client. 

Psycho-Educational Programme: This programme is open to all adult service users currently 

attending a Community Mental Health Team within Dublin North City Mental Health Service.  

Posters regarding the content of each group have been distributed throughout the service.  Areas 

covered to date include: Education regarding Recovery; Community Citizenship; Physical healthcare; 

Positive Mental healthcare. The programme is reviewed and amended every 3 months. 

Social Drop Ins: These social groups take place once weekly in each former day centre areas. There 

are currently three drop-in afternoons taking place throughout Dublin north City as part of the 

Recovery Hub Programme (230 NCR, 140 St. Lawrence’s Road and Ballymun library). 

Q3: What would you consider the specific challenges and how did you address these? 

Implementing change can be initially challenging. It was particularly important to educate people on 

our new service to ensure that there was clarity of what we were trying to achieve in the Recovery 

Hub.  

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice?       

Persevere with implementing recovery focused changes. Motivation for change must be generated 

before change can occur. It’s essential to look at your service and re-evaluate if it is working with 

recovery principles in mind. We have found that involving service users in service development is 

extremely beneficial and rewarding.  
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Project Synopsis 

Title of Project:   

HeartRight - a community based cardiac rehabilitation programme in 

North West Dublin 

 

Q1: What was the inspiration for / intention of the project? 

Physical inactivity is a risk factor for heart disease among both men and women.   Increasing physical 

activity reduces this risk and it has been shown that exercise training among patients with known 

ischaemic heart disease reduces the mortality from heart disease. 

 

Currently the majority of acute general hospitals provide a comprehensive 3 phase cardiac 

rehabilitation programme.  However international evidence suggests that patient compliance with 

unsupervised exercise training following cardiac rehabilitation is low – 1 trial reports that only about 

50% were more physically active after 1 year than they were before rehabilitation and this dropped 

to 13% after 3 years. There is little follow up or information on whether  individuals continue to 

maintain optimum levels of exercise / activity and maintain healthy lifestyle guidelines after finishing 

phase 3 cardiac rehabilitation programmes. Phase 4 involves the long term maintenance of physical 

activity and lifestyle changes. Available evidence suggests that both must be sustained for cardiac 

benefits to continue.  

 

HeartRight is a phase 4 community-based cardiac rehabilitation maintenance programme, which has 

become an integral part of the gym schedule in the National Aquatic Centre. 

The programme aims to facilitate the transition from an intensely monitored hospital based 

intervention to a more independent and self monitored community based programme that will be 

maintained in the long term. While cardiac rehabilitation has been shown to improve mortality and 

morbidity in individuals with coronary heart disease the evidence suggests that for the benefits to 

occur these patients must sustain healthier behaviours and lifestyle changes over the long term. 

The HeartRight programme aims to: 

• Provide regular supervised cardiovascular training sessions 

• Establish individualised exercise prescription for additional independent physical activity 

• Review on a regular basis participants’ progress (or regression) and to alter the prescription 

accordingly; or – in the case of new symptoms or deterioration in functional capacity – refer 

back to the primary care team / GP 

• Encourage independence, self-help and self-motivation 

The programme aims to provide a bio-psychosocial & community based programme that promotes 

long term participant engagement. 

Q2: How did you approach the project? 

 A comprehensive 3 phase cardiac rehabilitation programme is well established in Connolly Hospital, 

Blanchardstown.  

A needs assessment (self administered questionnaire and focus group within a hospital phase 3 

cardiac rehabilitation programme in Connolly Hospital) suggested that a phase 4 programme would 
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be of interest and benefit to the individuals who were finishing the hospital based rehabilitation 

programme. 

 A business case was submitted by the Primary Care Physiotherapy Manager to the HSE to secure 

funds to develop a phase 4 community based cardiac rehabilitation programme in the area to 

complement the existing hospital based phase 3 programme.  Funds were secured to trial the 

programme for a year and the gyms in the area were approached to assess their interest in getting 

involved in this venture. The gym in the National Aquatic Centre (NAC) was selected as a suitable 

venue and they agreed to fund one of their fitness instructors to undergo training with the British 

Association of Cardiovascular Prevention and Rehabilitation (BACPR) 

The HeartSmart phase 4 cardiac rehabilitation programme in Dublin City University (DCU) was 

identified as a suitable model and Dr Noel McCaffrey medical director of that programme agreed to 

support the development of the HeartRight programme in the NAC. 

The support of the Cardiology Department and the Cardiac Rehabilitation Department in Connolly 

Hospital was crucial to the development of the HeartRight programme. This support is ongoing and 

is essential for the smooth running and delivery of the programme. 

Q3: What would you consider the specific challenges and how did you address these? 

Challenges encountered when setting up this project: 

• Getting the support of medical colleagues to set up an exercise intervention in a gym 

environment with cardiac patients.  

• Getting buy in from the gyms to bring an ‘apparent at risk group’ to exercise in their 

establishment 

• Despite the initial enthusiasm from the cardiac patients who were seen in the hospital based 

rehabilitation programmes it was difficult to get them make that first step up to the gym 

programme 

The fact that we were proposing a tried and tested BACPR model ( DCU and programmes throughout 

the UK) and due to the support from Dr Noel McCaffrey for the development of the programme the 

Cardiology team in Connolly agreed that their patients could be referred to HeartRight. This was 

conditional on screening, which was done by the Connolly Hospital cardiac rehabilitation 

professionals. Clear referral pathways were used and the initial cohort of participants came from the 

phase 3 programme in Connolly Hospital. 

Having been presented with the evidence from the DCU and UK programmes, the NAC agreed get 

involved and to fund training for an instructor who would be involved in the delivery of the 

programme. 

The fact that the physiotherapist who was setting up the HeartRight programme was part of the 

hospital based cardiac rehabilitation team helped in the recruitment of individuals to take part in the 

programme. 

The programme is a partnership venture between the HSE and the NAC. The delivery of the 

programme has benefitted from the collaboration of the clinical skills (physiotherapy) and the skills 

of the exercise professionals 
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Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Do your homework and have a good evidence base for your project. 

Take time in preparation and groundwork for the project. 

Don’t be afraid to start with small numbers. 

Go for it ….. 
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Project Synopsis 

Title of Project:  

Interactive Garden: St. Josephs IDS 
 

Q1: What was the inspiration for / intention of the project? 

Team members Bernie Pigott (relative), Gerry Clail (service user) and Brendan Dee (manager) were 

invited to join a module hosted by Dublin City University called “Improving Service with Cooperative 

Learning”. This course aims to bring together teams of three people to work on a service 

improvement or change project. Our team engaged in service comparison and group brainstorming 

to devise a project in Knockamann, St. Josephs IDS. A need for a high quality and easily accessible 

recreational space for two residential units was identified. 

Q2: How did you approach the project? 

Clients were invited to participate in the planning process via a questionnaire, observing the fact 

that people with intellectual disability are often predisposed to having fewer opportunities to 

express their needs and make independent life choices. An interactive garden was then constructed 

with the involvement of service users. This included the merging of two gardens and installing 

various sensory and leisure components that could be utilized in all weather conditions. As a result 

service users were further enabled to engage in therapeutic activities and have greater opportunities 

to socially interact with their peers. Service users have enjoyed the many benefits of this project by 

engaging in all of its processes. 

Q3: What would you consider the specific challenges and how did you address these? 

The team was faced by numerous challenges that required careful consideration and strategic 

planning. Firstly the process of initiating change was at times difficult. We were aware of the cultural 

barriers that exist within healthcare services and anticipated that staff would be apprehensive about 

the projects ambitions. To overcome this, the team met with all the key stakeholders in the area and 

explained our intentions in detail. As a result everyone was able to better identify their role in the 

project and voice their opinions. This led to a greater sense of team participation and promoted 

unified involvement. In addition, the issue of obtaining funding was at first difficult. However 

through developing detailed business plans and adjusting the scale of our plans we were finally able 

to gain the necessary financial support for the project. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The core piece of advice that I would give to anyone considering a service improvement initiative 

would be to prioritize service user needs at every step of the process. It is imperative that person 

centred care is the driving force behind every action we take and improving quality of care is the 

primary goal of our engagement. Service user participation is also key. Giving weight to the term 

inclusion was a central piece in this project whereby we had service users involved in every facet of 

the change process from idea-sharing, planning and construction. Active involvement by service 
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users made the project all the more interesting for them as it helped them achieve a new sense of 

ownership and pride. 
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Project Synopsis 

Title of Project:  

ADULT INTEGRATED AUDIOLOGY SERVICE: IMPROVING THE CARE 

PATHWAY FOR ADULTS REQUIRING HEARING AID MANAGEMENT 
 

Q1: What was the inspiration for / intention of the project?  

Audiology in acute and community settings are completely different departments. Acute audiology 

provide support for ENT clinics doing diagnostic assessment while community audiology provide 

hearing aids to patients with long term hearing loss. In the past patients would see ENT and have 

hearing tested and if they needed hearing aids join the end of the community audiology waiting list.  

We decided it was unfair for patients to wait on 2 lengthy waiting lists. 

Q2: How did you approach the project? 

We looked at how we could make a seamless care pathway between both services. A hearing test 

carried out in acute setting could be used as the information required to fit a hearing aid in the 

community setting. We up-skilled acute audiologists to take ear mould impressions for hearing ad 

fittings. When a patient attended ENT who was a hearing aid candidate the acute audiologist took an 

impression and posted it with a copy of the hearing test to community Audiology for fast tracking of 

a hearing aid fitting appointment. This reduced their waiting time from 10-12 months to 6 weeks. 

Q3: What would you consider the specific challenges and how did you address these? 

There were concerns that the patient would receive a disjointed care where by an acute audiologist 

with limited experience in hearing aids was discussing the best hearing aid options with the patient 

initially and when the patient arrived for their community audiology appointment they would be 

informed of different options.  This was managed by up-skilling the acute audiologists and by 

producing a guidance document with up-to-date hearing aid information for them.  We also met 

resistance from acute management as their staff was doing extra work; we won them over by 

explaining the significantly better service their patients would be getting and the fact that their staff 

were up-skilling. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

We have developed a policy that can be used in other similar departments to set up the service. I 

would recommend that you manage the change with staff and management; we found the best way 

of doing this was to make everyone aware of the huge benefit to the patient and to keep that as 

everyone’s main focus. Listen to people’s concerns and then put in place systems to safeguard 

against any risks/incidences occurring. Prepare well and have everyone well informed. 
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Project Synopsis 

Title of Project:  

Work Place Choir. 

 

Q1: What was the inspiration for / intention of the project?  

Singers in the Hospital decided to enter the Work Place Choir Competition, 

Last September. I, Aine Duffy took on the position of Director as I have been singing with The Cavan 

Singers for many years. We had to hire an accompanist.  We went to The Classic Theatre and 

competed. Although we did not get placed, choir was very well received. 

Q2: How did you approach the project? 

Rehearsals took place lunchtimes twice weekly. Singers from almost every Department took  part. 

We called ourselves “The Happy Notes Choir” 

The choir performed the competition pieces to all of the Hospital in the foyer and also handed over 

Christmas Boxes which we collected for the Homeless in Dublin. We were approached by Irish TV to 

perform. This can be seen on Irish TV Cavan Matters 72. 

Q3: What would you consider the specific challenges and how did you address these? 

Our biggest challenge was trying to get everybody together at same time!! 

Very hard in Hospital circumstances. Everybody with different shifts etc. 

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The choir promoted good will and we used the choir to raise money for charity. On the Wards at 

Christmas we performed and also the choir made an appearance at a charity concert for CF. We 

hope to keep “The Happy Notes Choir” going!!!! 
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Project Synopsis 

Title of Project:  

Improving patient safety by early recognition and intervention for 

urinary retention in the Rotunda Hospital 

 

Q1: What was the inspiration for / intention of the project? 

The key findings of a clinical audit carried out in 2012 highlighted that there was inconsistency in the 

diagnosis and management of urinary retention. Urinary retention can occur in pregnancy and in the 

post natal period and if left unrecognised and untreated, may lead to permanent bladder damage, 

urinary tract infections and voiding dysfunctions. There are two types, Overt and Covert retention. 

Overt retention is the inability to void urine and Covert retention is the inability to void fully leading 

to high residual volumes.  The intention of the project was to improve patient safety by the early 

recognition and intervention for patients with urinary retention. The aims were:  

• To engage staff in multidisciplinary education session, disseminate changes to clinical practice 

through grand rounds and audit presentation 

• To educate patients to recognise bladder problems at an early stage and empower them to use 

good bladder and bowel habits 

• To improve compliance with the Rotunda bladder care guidelines and re audit. 

• To reduce the short and long term complications arising from urinary retention. 

 

Q2: How did you approach the project? 

In March 2013, as part of a quality improvement plan, a multidisciplinary workshop on the 

'Management of urinary retention' was held. The programme included education sessions: 

• To introduce essential and current evidence-based practice on the assessment and management 

of female urinary retention.   

•  To provide practical experience of the application of techniques used in the treatment of 

urinary retention, such as bladder palpation and self catheter insertion for women. 

• To discuss the current bladder care guideline and offer staff an opportunity for engagement and 

feedback. 

Following the workshop and a further literature search, the Bladder care guideline was updated in 

June 2013 and changes in clinical practice were introduced. The most significant of these was the 

introduction of measuring the first two voids post delivery. To assess compliance a second audit was 

commenced in January 2014.  

As part of the Plan, Do, Study, Act (PDSA) cycle, further staff education sessions were completed to 

increase the awareness of early recognition of the two types of urinary retention and to improve 

compliance in measuring the first 2 post delivery voids.  

The audit was completed in July 2014. Results showed that recognition and management had 

significantly improved, including the management of pain control and constipation. 
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Q3: What would you consider the specific challenges and how did you address these? 

The most significant challenge was the measuring of the first two voids post partum.  

The first challenge was with the plastic jugs we were using regarding storage, cleaning and 

availability. The bed pan washers were not sufficient to clean the volume of jugs required and so 

CSSD took over the cleaning. However the volume of jugs proved unsustainable and eventually a 

mulcher was provided on the wards. This has significantly improved the challenges of measuring the 

first 2 voids 

The second challenge was to achieve the buy-in of the medical team and compliance of all staff with 

the guideline. As this information was the basis of clinical management, it was felt necessary to 

introduce further staff education sessions in order to improve compliance.  

In May 2014, further workshops were held with the aim of: 

Improving recognition and awareness of covert and overt urinary retention. 

To improve compliance with measuring the first two voids post partum. 

To provide an opportunity for feedback from staff regarding the difficulties experienced from the 

clinical changes introduced and to look at ways of problem solving.  

Following the clinical education sessions, the following changes were introduced:  

• A bladder care information pack was introduced onto all wards. 

• A patient frequency and volume chart was introduced to increase patient involvement in their 

care and to empower responsibility for good bladder and bowel care. 

• There was a change in timing of catheter removal so that it was only to be removed between 6 

am and 6 pm to improve patient monitoring of bladder input and output. 

• Patients returning for a trial without catheter were to be reviewed on the relevant wards so that 

a bed could be reserved for them rather than trying to find one on the day. 

• A pathway for patients requiring follow up in OPD was developed to ensure patients were given 

an appointment with a named team.  

• Patients suffering from constipation and perineal pain was noted to be risk factors for 

developing urinary retention. To further improve the management of these conditions, the 

pharmacist and anaesthetist were consulted. Now the Pharmacist attends the pain rounds and 

collaborates with the anaesthetics regarding appropriate prescription of pain medication. 

• Further education sessions held at ward level to address specific cases. 

The re audit of urinary retention was completed in July 2014. A total of 26 patients were audited and 

the results show that recognition and management have significantly improved, including improved 

management of pain control and constipation. 

Further challenges remain regarding teaching of self-intermittent catheterisation (SIC) to women 

who have high residual volumes. The challenges are the lack of a dedicated bladder care nurse and 

the time required on the wards to successfully teach a women SIC. This issue is currently being 

addressed with the development of a business case for a designated bladder care nurse post. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

This project required close collaboration between the Physiotherapy department and Practice 

development. The project was planned and monitored using the PDSA cycle since 2012. To ensure 
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successful implementation of a change, our advice would be to provide ongoing clinical education 

and individual staff interaction so that the changes can be embedded and continue long term. 

Learning was a key component to this project and both formal and informal education was evident 

throughout the project. All changes in clinical care management were based on the best available 

evidence. 

This project was only possible by good team work. When processes needed to be changed, these 

were addressed collaboratively involving all members of the clinical staff from Consultants to 

community midwives and nursing staff, physiotherapy, pharmacy, clinical audit department and 

infection control team. 

 

The focus throughout was on the patient and improving patient safety outcomes. Patient 

engagement was vital for success and our patients were empowered to be actively involved in good 

bladder care and ongoing management of urinary retention. Compassion is vital to all patient groups 

and the post natal mothers are no exception. Pain and anxiety are common in post partum women 

and our approach was to reduce anxiety and provide ongoing reassurance to the patient as well as 

manage the pain medication. As a result, there was an increase in patient satisfaction with the 

management of urinary retention. 

Using patient data from the first audit was the cornerstone for monitoring improvement. By using 

this data we had a baseline of the incidence and management of urinary retention in this cohort of 

women. Ongoing data collection from the second audit enabled us to monitor the procedural 

changes to determine if improvement in compliance was taking place and being sustained. Overall 

there was an improvement in compliance and a reduction in short and long term complications 

arising from urinary retention. 

Cinny Cusack, Physiotherapy Manager / Mary O'Reilly, Practice development 
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Project Synopsis 

Title of Project:   

Heart Failure Nursing Care in Cavan Monaghan Hospital 

 

Q1: What was the inspiration for / intention of the project? 

To educate patients and their families/cares on their chronic illness, therefore empowering them to 

manage and monitor their condition. 

To improve patients quality of life. 

Improve management of patients at inpatient and out- patient level by ensuring evidence based 

treatment modalities are optimised. 

Reduce risk of readmission by providing intensive follow up post discharge which includes regular 

clinic review and regular telephone contact. 

 

Q2: How did you approach the project? 

Daily review of inpatients by the Clinical Nurse specialist 

Daily nurse led clinic reviews  

Once weekly consultant lead clinic  

Inpatient review by clinical lead in heart failure 

Communication with all members of the multidisciplinary team 

Weekly phone calls to patients for 3 months post discharge 

Same day response for patients reporting symptom deterioration or weight gain. 

 

Q3: What would you consider the specific challenges and how did you address these? 

Heart Failure is one of the major chronic diseases in Ireland and a Model of Care was published in 

2012. As a result of this a second clinical nurse specialist was employed in Cavan Hospital.  

Medical manpower is an ongoing challenge for the Monaghan site. It is very difficult to get patients 

seen by the Clinical lead in a timely fashion due to his current patient workload. 

Also secretarial support is limited but resources don’t allow expansion of this service. 

Demand for ECHO ‘s is high but by communicating with the technicians we have secured a weekly 

slot to allow for repeat ECHO’s on patients in the service. 

There is no psychology input in our service and we are in the process of formulating a business case 

for this valuable service. 

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Engage all members of the multidisciplinary team. 

Ensure you have adequate resources are available e.g. clinical space to assess patients, Consultant 

cardiologist/Physician, and secretarial support. 

By being accessible and providing this service for patients referred to our programme the care and 

management of this growing chronic illness can be greatly enhanced. 

 It is a predominantly nurse led service. 
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Project Synopsis 

Title of Project:   

Tree of Hope 

 

Q1: What was the inspiration for / intention of the project? 

The inspiration for this project was to empower Connolly Hospital Staff to raise funds for our End of 

Life Services in a way which allowed us to engage with the public and staff members about end of 

life care in our hospital. This was an opportunity for staff and members of the public to symbolically 

remember loved ones who had died or were unwell.  

Q2: How did you approach the project? 

The Project was discussed at our End of Life Committee Meeting and suggestions were made as to 

how to recruit participants to collect for the Tree of Hope.  A Christmas Tree is erected each year in 

the main reception area of the hospital. Staff in the hospital volunteer to raise awareness of the 

project. The volunteers set up a table beside the tree for two hours over a two week period and sell 

cards to hang as decorations from the tree. The buyer of these cards is encouraged to write the 

name of a loved one they would like to remember. The loved one’s name is also entered in a hard 

backed book which is left in the oratory on Christmas Eve to remain over the Christmas period. The 

names in this book are prayed over and remembered in prayer during a Christmas mass service.  

Q3: What would you consider the specific challenges and how did you address these? 

The main challenge was the availability of volunteers. A rota is made each year and staff work as a 

team to cover during this fundraising remembrance period. A sign is situated on the desk outside the 

designated collection times to ensure people who want to contribute know how and where to do so. 

We also erected signage beside the tree detailing what the project was about and the rationale 

behind it. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

I would advise people to engage as many volunteers as possible. To encourage participation based 

on the rationale that this project will directly assist in the day to day care of individuals and families 

in their final days. It provides a valuable insight into the staff and members of the public's experience 

of end of life care. All volunteers are part of the End of Life Committee and this feedback gives a 

broader insight into personal experiences of people who remember a loved one. I would also 

encourage the organisers to complete this project somewhere very visible to encourage as much 

response as possible from members of the public and staff. This project has proved to be very 

rewarding for both staff and members of the public. It allows for an opportunity for staff who are 

enthusiastic in achieving quality end of life care to link in with the public and staff and be a listening 

ear for people to share their heart about the person they remember on the Tree of Hope.  
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Project Synopsis 

Title of Project:  

“Hand Hygiene – Promoting safer better Healthcare” 

 

Q1: What was the inspiration for / intention of the project? 

This quality improvement initiative was aligned to ongoing work that sought to improve hand 

hygiene in relation to the WHO 5 moments of hand hygiene. Despite great efforts consistent 

compliance with Hand Hygiene practice within the hospital was not achieved.  When overall audit 

results dipped to 70% it was decided that a fresh way of improving compliance was required. In May 

2015 a Hand Hygiene Taskforce was established. This multidisciplinary team sought to demonstrate 

leadership in promoting consistent hand hygiene practice and work together to understand why 

compliance was not routinely adhered too. The main objective was to achieve an overall compliance 

of 90% with the five moments of Hand Hygiene by end of quarter 4 2015. 

 

Q2: How did you approach the project? 

The following steps were taken to promote Hand Hygiene in a positive way; 

• Establishment of Interdisciplinary Hand Hygiene task force 

• Hand Hygiene Champions were identified in Wards/Departments 

• Weekly Hand Hygiene Leadership Walks took place in each ward/Department allowing 

discussions about what we wanted to achieve as an organisation in relation to Hand 

Hygiene. This allowed focused time to recognise & promote good practice within each 

ward/department.  

• An area of the main hospital was refurbished and assigned as locker rooms to NCHD’s.  This 

facilitated NCHD’s with a location to store their personal belongings and prevent them from 

having to carry belongings from ward to ward which prevented them from adhering to 

required hand hygiene standards and also allowed compliance with our hospitals bare below 

the elbow policy 

• A Hand Hygiene Awareness Day was hosted that included representation from all clinical 

areas demonstrating creative ways of promoting Hand Hygiene 

• Hand Hygiene Audits were conducted across all clinical areas 

• Presentation of audit results at as many forums as possible i.e. town hall meetings, 

Directorate Meetings, Nursing meetings, Hygiene Meeting etc. 

 

Q3: What would you consider the specific challenges and how did you address these? 

Getting widespread buy in from all stakeholders was challenging. Persistence and ongoing 

communication is proving successful.  

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

• Ensure key stakeholders are engaged with and involved from early on in the project 

• Be clear about what you want to achieve & the commitment involved 
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• Empowering staff at all levels to comfortably challenge poor practice and promote local 

champions of good practice 

• Communicate, Communicate, Communicate!!! 

• Celebrate success and don’t be afraid if you do not succeed on first attempts!! 

• Remember that sustaining good practice requires ongoing intervention. 
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Project Synopsis 

Title of Project:  

Venous Thromboembolism Risk Management in patients with lower 

limb immobilisation in the North East. 

 

Q1: What was the inspiration for / intention of the project? 

The aim of the project was to identify patients with lower limb casts who were at increased risk of a 

blood clot and ensure they were offered the most appropriate prophylaxis. 

Q2: How did you approach the project? 

The project was undertaken as part of a Diploma in Quality Improvement which helped us to 

understand how to create meaningful and sustainable change within the healthcare system. 

Q3: What would you consider the specific challenges and how did you address these? 

Effecting changes in a complex system like the provision of health services is extremely challenging. 

Identifying the personnel who can support and effect changes and creating a sense of urgency and 

purpose in this group was key to overcoming the challenges. Involving the patient in the process was 

a particularly rewarding aspect of the project. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Follow the quality improvement model; learn to create a sense of urgency and purpose and use 

examples of good practice from other centres as a template of change. 
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Project Synopsis 

Title of Project  

Using Quality Improvement methods to improve Malnutrition 

screening rates on a Frail Elderly Ward in Beaumont Hospital, Dublin 

 

Q1: What was the inspiration for / intention of the project? 

We were approached by the HSE Quality Improvement Division in 2015 to pilot the use of Quality 

Improvement methodologies when trying to introduce nutritional screening on an acute ward in 

Beaumont Hospital.  The aim of the project was to determine if these quality improvement 

methodologies could increase the completion rates of malnutrition screening (using 'MUST') on 

admission to a frail elderly ward from a baseline of 20% to 80% over an eight week period 

 

Malnutrition is associated with complications such as falls and pressure ulcers, increased lengths of 

stay and poorer outcomes amongst patients admitted to acute hospitals. Results from the BAPEN 

Nutrition Screening Week survey in 2011 showed that in Beaumont Hospital 28.2% of all patients 

admitted were considered to be at risk of malnutrition.  81% of these were considered to be at high 

risk of malnutrition (higher than the national average of 75%). 

A key recommendation of current national guidelines for preventing under-nutrition in acute 

hospitals is the use of the Malnutrition Universal Screening Tool (‘MUST’) 5 steps screening tool. The 

‘MUST’ is a method of identifying the patient at nutritional risk and assignment of a risk score which 

leads to a subsequent plan of care. 

 

Q2: How did you approach the project? 

We put together a multidisciplinary team that were primarily based on the ward.  We secured senior 

management support for the project also.   

The Project Team used the ‘Model for Improvement’ (MFI) as the basis for improving rates of 

malnutrition screening using the 'MUST' tool on the acute frail ward. Combined with the Plan, Do, 

Study, Act (PDSA) cycle this model is a simple, yet powerful tool for accelerating improvement. At 

the start of the project, the team carried out a process mapping exercise to help understand how 

the system worked and to help identify areas for improvement.  Following this exercise the team 

created a driver diagram to help outline the team’s theories and ideas of improved outcomes that 

were then tested and enhanced with PDSA cycles.  Over an eight week period, a number a PDSA's 

were introduced by the project team including: 

1. A ward based focused education for nurses 

2. Introduction of an admission check-list  

3. Availability of anthropometric equipment such as ulna length rulers and hoist scales.   

Sampling methods were used to collect a small amount of data weekly during the project which was 

then plotted on a time series run chart.  A number of ‘Patient Observation’ exercises were carried 

out at mealtimes based on Patient and Family Centred Care (PFCC) Methodology.  These provided a 

great insight into the patient experience and provided the team members with information to 

develop the ideal experience for this patient group.  Weekly meetings were held to keep the team 

members updated and motivated to continue to implement the change.  In addition the team 

presented about the progress of the project to a number of hospital groups which helped inform the 

wider hospital staff groups about the project and its development.    
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Q3: What would you consider the specific challenges and how did you address these? 

• Ward move during process – due to construction work ongoing in the hospital, the project 

ward had to move physical location for a number of weeks during the project.  We 

maintained a presence on the ward with ongoing weekly meetings and audits.  We also 

ensured the necessary equipment was transferred prior to the ward move. 

• Obtaining ‘buy-in’ from key stakeholders – we devised a communication plan and kept all 

relevant stakeholders informed at all stages.  We also made use of the weekly lunchtime QI 

sessions in the hospital (‘Lunch & Learn) to help spread the word and keep the external 

focus on the project 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

- MDT involvement is essential 

- Weekly meeting to keep focus and aid learning 

- Regular audits and keeping the results visible on the ward / project area 

- Walk in the shoes of the patient – ‘What matters to me?’ 

-  Utilising newly developed HSE QI document: Malnutrition Screening using ‘MUST’ A brief 

guide for improving (this national document was developed as a result of this project) 

- Benefits of using the MFI and PDSA methods 
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Project Synopsis 

Title of Project:  

Development of a Quality Improvement Team in the Physiotherapy 

Department of Connolly Hospital 

 

Q1: What was the inspiration for / intention of the project? 

This initiative drew on the previous experience of the ED Senior Physiotherapist involved in the ED 

Quality Improvement (QI) team following implementation under the Emergency Medicine 

programme. This group received a commendation from the Minister of Health in the 2014 HMI 

Quality Improvement awards. 

Following a brief education session regarding the QI concept, all interested staff members were 

invited to join the QI team. The inaugural meeting of the Physiotherapy Department QI Team was 

held in April 2015. The group comprises of nine staff representing all disciplines within the 

Physiotherapy Department including healthcare assistants, clerical staff and both senior and basic 

grade therapists. 

The QI team utilise a scientific approach to implementing and sustaining changes in the working 

environment. The QI team meet for one hour each week. Various roles such as Leader & Facilitator 

are rotated each week. This gives each staff member an opportunity to develop their leadership and 

effective meeting skills while working on a project to enhance the service offered to patients.    

Based on the concept of a patient centred approach, the project intended to improve both the 

patient experience of our service and the workplace environment for the staff members inspired by 

suggestions from within the department. 

Q2: How did you approach the project? 

- Discussion with manager re-QI development within department 

- Approval from manager to release staff from clinical work 1 hour a week to partake in QI 

- Invitation issued to all staff members regarding project 

- Inaugural meeting 

- Team education on QI concept 

- Meeting schedule devised on a weekly basis 

- Project ideas suggestion box placed in department 

- Use of PDSA via Microsystems template from Dartmouth University 

- Decision on project idea 

- Initial project planning 

- Initial audit 

- Quality improvement change 

- Re-audit 

- Project conclusion including dissemination of results via departmental in-service, poster 

presentation, conference inclusion, award application as appropriate 

- Next project idea decision 
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Q3: What would you consider the specific challenges and how did you address these? 

- Communication: A direct channel of communication is maintained with the department 

manager at all times. Electronic minutes were utilised to record all meetings with 

documentation of meeting action points and agendas to ensure continuity between all 

meetings and team members. 

- Idea suggestion: Our Physiotherapy department has a large number of staff with a number 

of sub-specialities; to ensure the generation of project ideas that represented the 

department as a whole, a suggestion box open to all staff within the department was 

utilised.  

- Area of influence: The main ethos of the quality improvement team is to provide cost 

neutral modification to improve efficient service provision within our department. A number 

of project ideas were deemed to be outside the department’s area of influence and 

therefore not within the team’s scope of practice. This judgement is crucial to ensure project 

ideas that will be appropriate for the team are targeted and therefore result in a beneficial 

modification of the Physiotherapy service is achieved. 

- QI team efficiency: With a team encompassing different disciplines and grades of staff with 

the department, absenteeism at meetings is an inevitable issue. Efficiency was therefore 

maintained at team meetings by continuing regardless of a team member being absent or 

not, thus ensuring the continuation of all projects and no reliance on any one member of the 

team.  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

• Efficient method of fostering a QI ethos throughout the department 

• Inclusion of all grades and disciplines is crucial 

• Effective communication between QI team & Dept. Manager is essential 

• QI team must operate within their area of influence 

• Focus on a patient-centred approach to implementing change 
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Project Synopsis 

Title of Project: 

TEENAGE PREGNANCY SERVICE, NEW INITIATIVES IN OUR LADY OF 

LOURDES MATERNITY UNIT: 

 

Q1: What was the inspiration for / intention of the project? 

The intention of the Project was to improve Maternity Services for the Teenage Population attending 

the unit. 

The inspiration comes from working with the vulnerable pregnant Teenagers aged 14/16 under child 

protection, and the 17/19 age group. Research has shown that Teenage pregnancy remains a major 

public health concern worldwide. Studies have found increased risk of preterm labour, pre 

eclampsia, urinary tract infections, anaemia, STDs, low birth weight babies, growth restriction, and 

an increased risk of sudden infant death syndrome.  

Cross sectional studies have shown that a father’s positive involvement in their children’s early life is 

associated with a range of good outcomes for babies and children. Reported benefits of paternal 

involvement include improved cognitive development, mental health, education, and behaviour at 

school, and peer relationships.  

These studies inspire you to do something in your own hospital to improve birth outcomes for 

Teenage pregnancy.  

I took part in a published study in 2014 which also inspired us to improve maternity services. With 

the help of the Director of Midwifery, Managers, Obstetricians, social workers, and all the 

multidisciplinary team behind you it inspires you to take on the role of new initiatives. 

Evaluating and auditing the initiatives, with the help of maternity information system, shows that 

clinical intervention works. 

Q2: How did you approach the project? 

Firstly I reflected on what needed to be done to improve the maternity service within the Teenage 

Pregnancy unit. I then went for approval from all the managers and with their support I began the 

changes and new initiatives. 

Improving antenatal care for pregnant teenagers and young fathers was the first initiative in 

2010/2011. 

Improving the breastfeeding initiation rate among teenagers was the second initiative in 2012/2013 

Increasing the reduction of smoking, among the pregnant teenagers was the next initiative and has 

proved a huge success in 2014/2015. 

The poster enclosed shows how this was achieved and how I approached each step. 
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 Q3: What would you consider the specific challenges and how did you address these? 

Research has shown that there are a lot of complications in Teenage Pregnancy.  Teenagers are poor 

attendees at the antenatal clinic and antenatal classes, are poor breast feeders, some come from 

lower socio economic backgrounds, and some have poor education, lack of support, and smoking 

can be huge factor. It was very challenging breaking all these boundaries but it has proved that 

clinical intervention has worked in a local audit. I addressed the challenges by asking for support 

from my manager and the Director of Midwifery. This has been the key to the success of these 

projects, and addressing these challenges. 

Being able to reach out to this young vulnerable society, and to be able to connect to them in their 

language, through social media, via texting, face book, and one to one simple consultations with the 

Clinical Midwife Specialist in Teenage Pregnancy, in a language they can understand has been 

addressed and has proved very successful, as seen in the poster enclosed. The challenges have been 

addressed and research has shown good antenatal care gives good outcomes. Addressing each step 

is shown clearly in the poster. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

1. Educate yourself first in the area of expertise, gain knowledge in that area. 

2. Gain experience from those who are expert practitioners in the area. 

3. Gather statistics in that area from your hospital. 

4. Study the Birth outcomes of Teenage pregnancy and recent published articles. 

5. Study the attendances at the clinics, Antenatal education classes, the breast feeding rate, 

the amount who smoke, Sexually transmitted diseases, contraception, substance misuse, 

post natal care, interpreters needed, Teenage pregnancy supports available. 

6. Look closely at the outcomes of the births, scans, blood tests, and complications. 

7. See what area you need to focus on, and how to improve services in your hospital  

8. Discuss with the director of Midwifery and managers. 

9. Include involvement of social worker if needed. 

10. Gain knowledge what is available for support in the community regarding Teenage 

Pregnancy in post natal care. 

11. Plan and prepare before you start the project.  

McCarthy Fergus P, O’Brien Una, Kenny Louise C. The management of teenage pregnancy.  

BMJ 2014; 349: g5887 
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Project Synopsis 

Title of Project: 

HEAR (Health Evidence Awareness Report) Making Evidence 

Evident. 

  

 

Q1: What was the inspiration for / intention of the project? 

The Health Science Libraries Group is a section of the Professional Library Association of Ireland. The 

HSLG operate a discussion list where the idea for HEAR was first put forward by Anne Madden, 

Librarian at St. Vincent's University Hospital in Dublin. HEAR is a report which is aimed at a dual 

audience:  patients and health care professionals.  It is made up of patient orientated information 

(Health Awareness, Support Groups) and information for healthcare professionals in charge of 

patient care (Rapid Rounds, Irish Research, Systematic Reviews).  Librarians from the HSE, other 

hospitals and health organisations volunteered to assist with the compilation and dissemination of 

HEAR. One Librarian takes editorial control for each issue. To date, 8 issues have been published.  

HEAR began in 2015 and the report is circulated to health care professionals, health libraries and 

cascaded via online discussion lists on a bimonthly basis to a variety of audiences based both in 

hospitals and community settings. The purpose of HEAR is to provide specialized information to 

health professionals and patients about health topics.  A health theme is associated with each HEAR 

report. The theme aligns to national campaigns around key health topics that are being promoted 

during that time e.g. Ovarian Cancer month or Prostate Cancer month etc. 

HEAR is typically made up of 6 pages. The sections include Health Awareness, Useful Websites, 

Health Bytes, Mental Health, Bibliotherapy, Support Groups, Rapid Rounds, Irish Research, 

Systematic Reviews, Guidelines, Patient Education, Upcoming Events. The content is verified by 

librarians. The content is unique as it contains information aimed both at the patient (Health 

Awareness, Support Groups) and at healthcare professionals in charge of patient care (Rapid 

Rounds, Irish Research, and Systematic Reviews). The information is concise and includes an easy-

read section for people with disabilities. The content brings together the collective expertise of 

librarians who are active in the Irish healthcare system. 

The expertise of librarians lies in their ability to sift through voluminous information and rapidly 

select trustworthy, evidence based sources and resources. Information is then collated and 

presented in an inclusive way. 

Q2: How did you approach the project? 

A call was put out on the Health Science Libraries Group discussion list looking for volunteers to 

collaborate on HEAR.  A number of librarians came forward.  Once the theme was decided one 

librarian took editorial control of the content.  All users contributed using email or Trello.  Once 

complete the document was disseminated using Twitter #HEAR bulletin.  The documents are all 

catalogued and preserved for future use in Lenus (lenus.ie) the HSE’s Irish Health Repository. 
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Q3: What would you consider the specific challenges and how did you address these? 

There were 2 challenges: technology and consistency.  Various platforms were tried and tested. The 

solution was email and an open source platform called Trello.  Consistency was maintained through 

regular communication, attention to detail and quality checks. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Our advice is that collaboration works very well amongst like minded people.  If professionals have a 

shared value, in our case facilitating access to quality health information to improve patient care and 

willingness to work together to achieve this common goal then success is possible.  It takes 

leadership and work to make it happen.  It is important to listen to patients and healthcare 

professionals and ask them for feedback.  Once feedback is received, take it on board and 

incorporate it into practice.  This is essential in achieving a patient centred health service. 
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Project Synopsis 

Title of Project:  

Delivering care to oncology patients in the community: an innovated 

integrated approach in Ireland  

 

Q1: What was the inspiration for / intention of the project? 

Traditionally oncology patients receive most of their care in the acute setting.  The introduction of 

this community oncology education programme has further enhanced community nurses ability to 

deliver aspects of cancer care to these patients in their homes. This has resulted in improved quality 

of care for patients undergoing treatment for cancer.  Greater communication and understanding of 

professional roles between hospital and community teams was also apparent.  

Q2: How did you approach the project? 

A pilot programme was introduced in Co Donegal. The main steps involved were formation of local 

and national governance structures, clear communication structures, defining curriculum content, 

development and delivery of an educational programme, securing nursing board accreditation and 

involvement of all key stakeholders. 

Q3: What would you consider the specific challenges and how did you address these? 

As the programme is a complex initiative across health care system boundaries involving multiple 

personnel; patients, hospital and community health professionals it required; 

Clear governance and communication structures  

Identification and management of risks associated with delivery of care in patient homes, 

ensuring patient safety was kept to the forefront 

Consensus by all stakeholders of the requirement for evaluation which was challenging in 

the absence of electronic data  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Clarify governance from the outset 

Engage with all appropriate stakeholders locally and nationally  

Be patient and persistent   

Regular forums for discussion and review by implementation group  

Evaluate and acknowledge peoples contribution to the process 
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Project Synopsis 

Title of Project:  

Enhancing Teamwork Initiative in the Mental Health Directorate in 

the HSE: – An initiative that provides a platform to build progressive 

services on a cot production model with service users, family 

members and carers:   

 

Background: 

The HSE National Mental Health Directorate has made a commitment to the completion of 

multidisciplinary mental health service management teams, the expansion of community mental 

health teams to ensure the full range of multidisciplinary representation, and the preparation of a 

detailed plan for the implementation of agreed clinical care programmes.    

Effective team working will be a critical success factor in ensuring best service user outcomes from 

this investment.  Particularly where teams are being reconfigured or considerably changed due to 

the influx of new members or where the work of the team is likely to undergo significant change 

through the introduction of the new clinical programmes, a focus on the development and 

implementation of agreed robust team processes is critical in optimising service user outcomes and 

experience.   

Team working support programme: 

A team working support programme was developed jointly by the Office of the National Director for 

Mental Health, the Office of Organisation Design and Development and is currently being rolled out.  

There are approximately 200 teams who can avail of this training. To date, there are 72 mental 

health teams in the Enhanced Teamwork process. There is a waiting list of a further 18 teams who 

wish to avail of the initiative.  Facilitators work with individual teams to help them achieve the 

following objectives:- 

• Team members function more cohesively as a team in providing a service  

• Service users, family members and carers have a defined role as part of the team  

• Better systems/processes in place  

• Teams are more closely networked with the wider environment, e.g. acute services, primary 

care, community and voluntary services.  

 

There are currently 60 facilitators delivering the service.  Facilitators are drawn from persons 

currently working within mental health services and across the wider health system who have the 

required skill set and who will be allowed some protected work time to deliver Enhancing Teamwork 

Initiative  
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Project Synopsis 

Title of Project:  

STORIES FROM THE FRONT 

 

Stories from the Front take us on a journey of discovery through the crisis and challenge of 

mental health to a place of real discovery and peace. It is a journey we all take in one form or 

another, but for some, that journey is an intense voyage of discovery.  

 

‘Stories from the Front’ is a performance that tells a powerful story of the day to day struggle of 

living with a mental health condition and working with our mental health services. Based within the 

“Oral History” tradition and written and directed by Pat Kenny (HSE National eLearning Manager); 

Stories from the Front tells of the past so that a new future might be imagined. It is the result of an 

intense collaboration between health professionals, service users, family members and carers.  

 

The project commenced in January 2013 with a group of service users, family members and carers 

and mental health professionals.   Through the recounting of personal life stories, shared by all; a 

series of themes emerged upon which Stories from the Front is now based. In a powerful 

performance, the cast shares their experience of the journey toward recovery and self discovery. It is 

a journey from which we might all learn, as the challenges they face are common to all people. 

  

The theatre production of ‘Stories from the Front’ has already been presented to a general audience 

to great acclaim and to full houses in Castleblaney, Smock Alley Theatre in Dublin and Liberty Hall 

Theatre in Dublin. Now we are delighted to announce that it will be staged at the Royal Theatre 

Castlebar and the Set Theatre Kilkenny. 

 

For further information, please contact john.mccusker@hse.ie   

 

 

 

 

 

 

 

 

 

 

 

 



75 | P a g e  

 

 

Project Synopsis 

Title of Project:   

HSE Coaching Service  
 

The delivery of high quality healthcare is dependent on the quality of all staff who work in the health 

services. Improving quality and patient safety is supported by the HR function through the Coaching 

service. 

Q1: What was the inspiration for / intention of the project? 

 The International Coach Federation (ICF) defines coaching as: ‘Partnering with clients in a thought-

provoking and creative process that inspires them to maximize their personal and professional 

potentials.’   

Coaching is future orientated and aims to help people when they feel stuck and want to bring about 

personal change in their lives and work, to shift their perspective, reflect on their choices and realise 

their individual potential. 

This project is about tapping into the untapped talent of people working within our services and 

helping them to maximise their potential.   

Q2: How did you approach the project? 

In 2011 following successful funding from EU INTERREG IV a Coach Training Programme was 

developed and delivered via CAWT (Co-operation And Working Together)  

72 Coaches across the 6 CAWT partner organisations completed this Professional Coach Training 

Programme which was accredited by the International Coaching Federation.    

36 staff from HSE Dublin North East and HSE West joined 36 staff from Southern Health and Social 

Care Trust plus Western Health and Social Care Trust on this Coach Training Programme 

commencing in 2011.  

Attendees on this multi-disciplinary cross border collaborative training included    Directors of Care, 

Team Leaders, Forensic Manager, Heads of Departments, Organisational Development Facilitators 

and a Consultant Psychiatrist.  All participants worked together to continuously improve and develop 

their coaching skills and competencies. 

Immense value has been placed on this approach and the group have gone on to share their 

experiences outside of the Coach Training helping each other out on different projects ,in both 

jurisdictions, in order to improve the experience of all service users within the Health system.  

When training ended the Network Lead in each area set up Coaching Networks and as a result of this 

training programme 4 Coaching Networks were established:- 

• HSE Dublin North East Coaching Network 

• HSE West Coaching Network 
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• Southern Health and Social Care Trust  

• Western Health and Social Care Trust 

The Network Lead person per organisation provides on-going support, co-ordination and promotion 

of the service. 

All Coach’s in the former HSE Dublin North East Coaching Network have an assigned Supervisor.  In 

addition 3 Coach’s within the Network expressed an interest, to their line manager’s, in becoming 

Coaching Supervisors.  They received funding as part of their Performance Management Process 

with their line managers and successfully completed their accredited Coaching Supervision training 

in 2015.  

The Coaching service is linked to and integrated with leadership development programmes.  We got 

support and buy-in from all levels within the organisation. We could not have achieved as must as 

we did in such a short space of time without the support of our immediate Line Managers and the 

Management Teams within our organisations.  

Coaching is seen as an innovative approach to supporting and developing staff. There has been 

immense cross-organisational and cross-border benefits arising out of this programme both for 

Coaching and also for many different projects not connected to Coaching.  

The project continues to be sustainable and successful.  More than 300 people availed of Coaching in 

the former HSE Dublin North East Region (RSCI Hospital Group, CHO Area 8 and 9) in 2015.   

The Network holds three Continuous Professional Sessions per year where the Coach’s are asked to 

present on a particular topic of interest.  Feedback and discussions take place after each topic.  

External speakers from the private sector are invited to attend and present also giving the Coach’s a 

360 degree view of private and public sector coaching to enhance their learning and develop their 

coaching practice. 

Q3: What would you consider the specific challenges and how did you address these? 

Coaching was a new concept in the Health Service Executive in 2011 and there was a degree of 

caution from all stakeholders towards it.  Many times the Network was asked “What’s this about?”  

We addressed this through our communications toolkit.  Information was disseminated through the 

system via the intranet, emails and management meetings in all community and hospital areas.  Our 

National Director of Human Resources was pivotal in the success of the project by dissemination 

information top down starting first with the HSE management team and cascading down through all 

the service areas  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Never give up where you feel there is even the smallest benefit for the patient/service user.   

Be courageous and look at what we are doing and how we can do it better.  
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Project Synopsis 

Title of Project:   

HSE National Web Based Medical Device Alert System 

 

Q1: What was the inspiration for / intention of the project? 

The HSE is responsible for ensuring that a Medical Device Safety Notice and Hazard Alert notification 

process is operational. On receipt of Health Products Regulatory Authority (HPRA) medical device  

notifications it is the responsibility of the HSE to ascertain if the safety notice or alert pertains to any 

of the locations within the HSE or HSE funded voluntary services. It was recognised that a set of 

standard processes and a supporting ICT application is required in the HSE to manage the Medical 

Device Safety Notices. It was also recognised that a suite of reports are required to assist measuring 

the activity and management of Medical Device Safety Notices. 

The primary intention of the project was to provide: 

 

- a national ICT system to manage Medical Device Safety Notices and Hazard Alerts 

pertaining to any of the locations within the HSE or HSE funded voluntary services. 

 

- Provide an easy and efficient method of monitoring the status of responses to safety 

notices and alerts facilitating adherence to critical timelines via electronic reminders and 

alerts. 

 

- Provide a central data repository from which statistical and management reports can be 

extracted. 

 

Q2: How did you approach the project? 

The National Medical Device Equipment Management Committee in conjunction with the Quality & 

Patient Safety division were requested to progress development of national standard processes 

together with the supporting ICT application to provide corporate assurance in the management of 

medical device alerts as distributed by the competent authority in Ireland, the Health Products 

Regulatory Authority (HPRA).  A project group was established within the Dublin North East Medical 

Device Committee together with national ICT. 

Q3: What would you consider the specific challenges and how did you address these? 

The project delivers a set of shared values that are utilised across the health service that contribute 

to a safe effective service for both patients and health professionals. The system provides a resource 

that is utilised within both the Acute Hospital Groups and the Community Healthcare Organisations.  

The primary challenge was to design a system that was efficient to use and satisfied the local, area 

and group hospital needs together with providing HSE corporate assurance both in the Acute and 

Community Healthcare Organisations for the management of medical device alerts as distributed by 

the HPRA and others. The challenges were primarily addressed by engagement with all the key 

stakeholders across the organisation together with engagement with external organisations such as 

the regulatory authority the HPRA and medical device providers. 
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Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The work of this project group has culminated in the development of a web enabled national ICT 

Medical Device alert system.  Input from the HPRA was acquired so as to maintain consistency with 

their medical device vigilance system in the dissemination of medical device safety information.  To 

develop a National system that meets the need of the respective service providers is significantly 

challenging and will entail elements of change management across the organisation to conform with 

a single standardised process. The planning of the project together with the identification of the key 

stakeholders to secure buy in are important elements to deliver success.  A good communication 

strategy is essential particularly within the context of an organisation wide change. 
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Project Synopsis 

Title of Project:  

My Mind Centre for Mental Wellbeing 

 

Q1: What was the inspiration for / intention of the project? 

My Mind Centre for Mental Wellbeing was founded in 2006 as a not-for-profit community based 

provider of accessible mental health care. 

Q2: How did you approach the project? 

In order to fulfil this mission of providing easily accessible and affordable early intervention mental 

health services we developed a business model that allowed us to offer discounted services to 

clients who were not in full time employment. We also built a large team of multidisciplinary, 

multilingual mental health professionals so that we could offer first time clients an appointment 

within 72 hours of them contacting the office.  

Q3: What would you consider the specific challenges and how did you address these? 

Although our business model is structured to work towards self-sustainability, we have yet to grow 

to cover 100% of our costs though revenue generated by service provision. We have had to find a 

number of other revenue streams through philanthropic and governmental sources in order to 

bridge this gap.   

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

We would advise anyone looking to make mental health services more accessible to focus on 

removing barriers that prevent clients from self-referring to services. Demand for our services has 

grown due to our lack of waiting list, affordable prices and multilingual team.  
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Project Synopsis 

Title of Project:  

Bringing Methadone Treatment to Homeless Persons 

 

 

 

 

 

 

 

 

 

 

 

 

 

Q1: What was the inspiration for / intention of the project? 

In 2007 two GPs and two nurses
1,2

 were providing a GP service for homeless persons in hostels and 

noted that most of the work lay in treating preventable complications of drug addiction- e.g. 

infections and  DVTs . Hostel staff complained about the difficulty in working with service users to 

help them exit homelessness while they were living in the chaos of heroin addiction. Many service 

users could not access methadone due to long waiting lists and negative perceptions about drug 

treatment services. By the time service users reached the top of the waiting list for methadone 

treatment they had often lost their bed in the hostel.  The observation by the hostel medical team 

that most medical morbidity was related to untreated drug use sparked the idea to bring drug 

treatment to the service user within the hostel setting. At this time the established view was that 

                                                           

 

1
 The 2 GPs did this work part time in collaboration with the HSE Addiction Services and the nurses were 

employees of the NGO providing the hostel accommodation (the Salvation Army and the Dublin Simon 

Community. GPs and nurses were also Safety net members.  
2
The Safety net Primary Care Network for Homeless Health Services (Safety net) was established in May 2007. 

Safety net is a networking organisation for nurses, doctors and voluntary agencies providing primary health 

care to homeless people in Dublin, Cork and Galway. 

The Safety net Methadone Project seeks to offer treatment in their own environment to 

homeless people who are addicted to heroin, thus removing many of the barriers that result 

in their exclusion from treatment. It provides a novel alternative to the centralised clinic 

approach which was the only option for homeless people prior the project’s establishment.  

The HSE funded Safetynet2 Methadone Programme commenced in 2007 and is provided by 

GPs, Community Pharmacists, Nurses and Voluntary Agencies working in the homeless sector. 

It is currently based on either side of the Liffey (Salvation Army Granby Hostel and the 

Merchant’s Quay Homeless Project).  

The project has been reviewed three times and is undergoing a fourth review. Latest results 

see 496 admissions to the programme, 30% of which were repeat admissions. Of the 286 

individuals admitted, successful outcomes were achieved for 79% which compares favourably 

to methadone services for less complex groups. Furthermore, service users’ were able to 

move into more stable accommodation as a consequence of the programme.  

This unique Irish programme has increased access to treatment through designing services to 

fit the particular needs of homeless service users rather than requiring them to fit into the 

established system. 



82 | P a g e  

 

 

only tertiary services were appropriate to provide drug treatment to homeless drug users because of 

the chaotic and complex nature of addiction among this cohort.   

Q2: How did you approach the project?  

Under the auspices of Safetynet
2
 the GPs and nurses proposed a model of outreach drug treatment 

for homeless people that was approved on a pilot basis by the HSE.  The model was adapted from 

the National Methadone Treatment Protocol and applied to the homeless accommodation setting. It 

saw GPs and nurses consulting service users in hostel settings and prescribing necessary methadone 

which was then dispensed at local community pharmacies. This removed barriers for services users 

trying to access centralised services and normalised receipt of methadone for services users at the 

local chemist. Strong relationships with hostel staff and key workers were crucial to the projects 

development. Eventually a limited number of sites for consultation and dispensing were established 

in the larger hostels.  

Q3: What would you consider the specific challenges and how did you address these? 

There were significant challenges in gaining approval from the addiction establishment to doing 

things differently than the already established system. The responsible authorities had to be shown 

that a drug treatment programme based in primary care could be safely and effectively delivered to 

homeless drug users. The evidence from other European countries had to be collected and 

presented. Extensive monitoring and evaluation had to be conducted during the pilot phase to 

provide evidence that the programme provided at least as good results as the established 

alternative.  Our service was limited to a 10 patient capacity with very close oversight until the 

evidence was produced (this took 2 years. Patient numbers have subsequently expanded to a 72 at 

any one time.   Another challenge was to minimise any risks of inappropriate behaviour of service 

users in community pharmacies.  Patients were assessed with regard to any risk they might pose and 

excluded if a significant risk was identified- e.g. pervious history of violence or aggression or problem 

alcohol use. This was closely monitored and reviewed and was found to be successful in ensuring 

safety for both patients and pharmacy staff. A high level of satisfaction was expressed by involved 

community pharmacists.  

Question 4: Based on your project experience to date what advice would you give to assist others 

who may be interested in following a similar model of practice? 

� If you have an idea that is new to Ireland- search for the successful application of the idea in 

other countries. 

� The HSE is a complex organisation and often support is required from a number of 

departments- try to find that support! 

� Respect others concerns regarding change and search for mechanisms to minimise risk 

during initial period. 

� Take a rights based approach and never give up. Just because it’s not being done does not 

mean that there is a good reason that it’s not! 
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Project Synopsis 

Title of Project: 

 National Surgical Instrument and Endoscope Track and Trace 

Information Systems 

 

Q1: What was the inspiration for / intention of the project? 

There is well documented evidence highlighting the importance of effective decontamination 

processes to greatly reduce the incidence of Surgical Site Infections (SSIs) as SSIs  can have an impact 

on both patient safety and hospital costs (e.g. additional treatment for the patient).  Numerous 

international and regulatory bodies recognise this.   

 

The Medical Devices Directive (93/42/EEC) specifies the minimum standards in relation to 

decontamination and device identification of medical devices including endoscopes.  Hospital 

acquired infections are a concern for all hospitals.  The importance of a robust track-and-trace 

system that complies with national, regional and international best practices for medical 

instruments is recognised as an integral part of all Central and Endoscope Decontamination Units 

(CDUs) ensuring all instrument sets or endoscopes are tracked through each stage of the 

decontamination process and linked to the patient on whom the device has been used thus enabling 

effective, timely recall in the event of a look back.  In addition, under the current economic 

pressures that face most health services in European member states, including Ireland, there is often 

a need to share important hospital resources such as medical devices between hospitals.    

 

Sharing Reusable Medical Instrument Sets has obvious benefits, but can challenge proprietary track 

and trace systems.  Having multiple proprietary systems can result in the chain of traceability 

breaking when an item leaves a hospital because there is no guarantee that the identification of that 

item is unique. Through this project, the HSE has implemented a solution, using recognised 

standards, to uniquely identify each surgical instrument set and endoscope in the hospitals where 

the system is in use  

 

The primary aim of the project is to ensure that patient safety measures within Central 

Decontamination Units across all HSE and HSE funded hospitals are optimised and objectively 

verifiable through nationwide interoperable traceability systems.   

Key benefits which have been observed include: 

 

1. create assurances that an effective decontamination process has occurred 

2. guarantee correct and globally unique identification of patient, instrument tray,   

location etc. e.g. in the event of a patient recall it is possible to identify what instrument 

/ endoscope was used on the patient and where and when the device was used.  

3. support sharing of equipment within and between hospitals.  

4. reduce manual labour 

5. increase efficiency  

 

Q2: How did you approach the project? 

Following project initiation in 2010, Local and National Governance structures were set up and 

membership included Hospital Managers; staff working in IT infrastructure and operations; 

Managers in the Sterile Supplies; Endoscope Decontamination Units and the suppliers of the 

software systems.  These groups worked together under the guidance of the Quality Improvement 

Division (QID) and the Office of the Chief Information Officer (OCIO) to purchase the most suitable 
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information systems; plan systems implementation; train staff and provide post go-live support.  

Following go-live and evaluation in a pilot site, the systems are being rolled out across a number of 

hospitals as agreed with the local project teams.  

 

A post go-review takes place a number of weeks after the systems go live and staff using the new 

system participate in the review.    

 

Q3: What would you consider the specific challenges and how did you address these? 

Implementation of complex system across a number of units in each hospital was a particular 

challenge. This was overcome by phasing the implementation particularly in the larger hospitals and 

working closely with the local project team.  Implementing the system in a pilot site and a formal 

review of the implementation and training processes were completed and communicated to other 

local project teams.  This review informed preparations in the remaining sites.   

 

Time – Decontamination Units are very busy places and implementation success depends mainly on 

the commitment of the managers in the Central and Endoscope Decontamination Units to manage 

the changeover in processes. Mapping of all instruments sets and single instruments is time 

consuming and challenging but the benefits of completing this major task are well understood and 

accepted by staff.  

 

Staff / Stakeholder engagement and buy-in. Stakeholder engagement was a priority from very early 

in the project and staff were encourage to take ownership of the project in their hospital.  Key 

drivers and objectives for the project were agreed at National level and communicated to all staff in 

Central and Endoscope Decontamination Units. Some resistance to using the electronic track and 

trace system was encountered but with the right leadership and support this has now been largely 

accepted because users can very quickly see the benefits of using the system.    

 

Loan sets and getting buy in from the loan set providers – one of the key challenges for traceability 

of the instrument sets is when they are loaned between hospitals.  A number of Central and 

Endoscope Decontamination Units also have arrangements in place with commercial loan set 

companies. In order to support traceability of all instruments sets, the HSE has recently been 

working with the loan set providers to get them to sign up to the same coding standards required by 

hospital HSSUs. 

 

System integration – The challenge here is to provide a high level of interoperability between a 

number of systems in order to provide full traceability e.g. Track and Trace Information system; GS1; 

MS1; Independent Monitoring System on Washers and Autoclaves and Hospital’s Patient 

Administration System (PAS).  

 

Value for Money – The system is being rolled out on a phased basis and funding is approved on an 

annual basis.  Benefits of the system must be realised in the hospitals where the system is live 

before funding is approved for the next phase of the project. 

 

Quality: The Track and Trace system is being installed in a large number of hospitals.  The challenge 

was and is to maintain a high level of support to Local Project Teams during implementation and 

training of the system. Technical and Application support post go live is also challenging considering 

and structures are being developed to provide ongoing support and training to staff in Central and 

Endoscope Decontamination Units. 
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Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Flexibility: In addition to software enhancements and details of the support to be provided by the 

vendor to personnel using the systems, the contact also requires the vendor to modify the software 

to comply with changes in legislation and / or standards and recommended practice. 

Sustainability: Following systems procurement, the project team has developed a strategic 

partnership with the systems’ vendor and have placed a strong emphasis on developing and 

installing a solution which is sustainable i.e. the system has become an integral part of the 

decontamination process in CDU and ERU not an addition to it.  

Proof of Concept (POC):  The purpose of the proof of concept was to demonstrate that concepts 

regarding the interoperability of systems had the potential for real-world application.  The POC in St. 

James’s successfully provided a prototype for the design of the proposed solution and confirmed 

feasibility of the solution.  

Continuous Quality Improvement: Analyse the data to support and inform service development 

needs to maximise activity and minimise the risk of infection transmission.  
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Project Synopsis 

Title of Project:  

The National Electronic General GP Referral Project 

Health link Messaging with the National Screening Services 

Q1: What was the inspiration for / intention of the project? 

The Hayes Report in March 2010 into “unopened” or “unprocessed” GP referrals in Tallaght Hospital, 

and the subsequent HIQA report on patient referral from GPs to outpatient services highlighted a 

number of problems which needed to be addressed, including: 

• Failures in communication 

• Lack of visibility and traceability of referrals 

• Significant variation and lack of protocols for the management of referrals between sites 

Q2: How did you approach the project? 

The National Electronic General GP Referral Project Team and National Advisory Group (see below) 

included stakeholders from each facet of the care pathway and those who were involved in 

developing previous electronic referral systems. They were tasked with assessing the current 

outpatient’s referral pathway and developing a standardised end-to-end process which would safely 

enable the introduction of electronic general referral. 

In order to decrease the variability inherent within the existing processes the project team focused 

on the following elements: 

• Using the general referral form developed by HIQA in association with ICGP 

• Integration of this form into four accredited GP Practice Management Systems (Socrates, 

Helix, Health One and Complete GP). 

• Development of a Health link on-line electronic general referral form. 

• The introduction of mandatory fields in the referral to strengthen the quality of information 

received by hospitals. 

• Delivery of electronic general GP referrals to hospitals using Health link, the national 

messaging system. 

• Development of a standard end-to-end process within hospitals to manage electronic 

referrals in a consistent, traceable, timely and efficient manner with a clear governance 

structure put in place. 

• Development of associated feedback mechanisms and performance metrics to monitor the 

system. 

Ensuring project buy-in by stakeholders was a priority of the project as significant process change 

was required from the hospitals and GPs alike. A communications and engagement strategy was 

developed to ensure that GPs, patients, hospital staff, unions and others were involved in 

developing the solution collaboratively 
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Q3: What would you consider the specific challenges and how did you address these? 

Challenges: 

1. Agreeing the standard for the General Referral 

2. Working with all the stakeholders 

3. The scope of the project 

4. Staying focused and on track 

5. Getting buy in from the users 

6. Lack of full time staff dedicated to the project 

Addressing these challenges: 

All of the challenges were channelled through the Project Group and the Advisory Group.  The 

project was broken down into manageable achievable phases. Issues raised were resolved within the 

scope. Benefits had to be demonstrated. Regular communication between the groups and regular 

meetings were key to the success.  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

While keeping an eye on the big picture, try to keep the scope tight and in manageable achievable 

phases. Agree the plan and what will be delivered at the outset. Have a contingency be it budget or 

resources or both for the unexpected. Communication is key and including the stakeholders also. 
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Project Synopsis 

Title of Project:  

HSE Healthy Ireland- Healthy Promoting Schools Breakfast Club 

Project  

 

Q1: What was the inspiration for / intention of the project? 

HSE Healthy Ireland- Healthy Promoting Schools Breakfast Club Project  

This project involved setting up a Breakfast Club in St Joseph’s NS, Dundalk. It was set up with the 

HSE Health Promotion Officer, HSE dietician, HSE Oral Health Promotion Officer, Senior Management 

in the school and the school's Health Promoting School's Breakfast Club Coordinator. Recent 

research indicated that one in every five children in Ireland were going to school without breakfast 

and were not able to access the curriculum (IPPN President Gerry Murphy).  Also, research indicates 

that breakfast clubs improves concentration, behaviour and learning in school.  It also improves 

attendance and punctuality, as well as social skills and healthy eating.  It was set up in 2014 following 

“the tea and toast” model as recommended in “A Good Practice Guide for Breakfast Clubs”.  Since, 

the project was set up, it has won many awards as listed below including been awarded the first 

Healthy Ireland - Health Promoting School's Flag and Certificate in Co. Louth. It has gone from 

strength to strength and become a highly successful project worth entering into the HSE Excellence 

Awards 2016. 

Q2: How did you approach the project? 

Steps of the Health Promoting School Process 

 

Step 1: Expression of interest School expressed an interest in becoming involved in the Health 

Promoting Schools process by contacting the local HSE Health Promotion Department. 

 

Step 2: Meeting with the principal, local Health Promotion Officer and school's Health Promoting 

School's Coordinator 

 

Step 3: Whole staff presentation 

 

Step 4: School agreement 

 

Step 5: Health Promoting School team is established including pupils, staff and parents. 

  

Step 6: Raising awareness and consultation about the Breakfast Club 

 

Step 7: Setting priorities and developing an action plan for the Breakfast Club 

 

Step 8: Implementing action plan of setting up a successful whole school Breakfast Club 

 

Step 9: Application for HPS recognition 

 

Step 10: Recognition and celebration - the HSE formally recognised the school as the first Healthy 

Ireland - HPS in Co Louth in June 2015 and the school celebrated its achievements. 
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This HSE Health Promoting Schools Project is already an "Award Winning Breakfast Club". The 

Tánaiste Joan Burton who launched the pilot programme of breakfast clubs wrote to the school 

congratulating it on the club’s success.  It is the first in Co. Louth to be awarded the HSE Healthy 

Ireland - Health Promoting School's Flag and Certificate by the HSE. It was awarded a HSE Healthy 

Eating Certificate. It won a Kellogg's Start Up award.  It was integrated with the Oral Health 

Promotion "Mighty Mouth" Programme, the Bord Bia "Food Dudes" Programme and Cherrio's 

Childline Breakfast project.  

 

Q3: What would you consider the specific challenges and how did you address these? 

The breakfast club could not accommodate for the number interested in attending it. So, a new 

room specifically for the club was opened up this school year. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

To take part in the Healthy Ireland – Health Promoting Schools Project and to work along with the 

Health Promotion Officer following the steps of the Health Promoting Schools Plan in order to 

implement the project. 
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Project Synopsis 

Title of Project:  

Control of HIV outbreak in infections in people who inject drugs in 

Dublin in 2015 

 

Q1: What was the inspiration for / intention of the project? 

Need for urgent action to stem the sudden rise of new HIV infections in people who inject drugs 

especially the most vulnerable - homeless, women and those with history of extremely chaotic use 

of intravenous drugs. 

 

Q2: How did you approach the project? 

Collaborative approach with HSE and national bodies including (HPSC, NVRL, Trinity Court) and local 

(community organisations GPs and NGOs) 

We worked across many health services in hospitals and community and with nongovernmental 

organisations as well as with homeless and drug using population. 

 

Q3: What would you consider the specific challenges and how did you address these? 

Many of those affected poorly engaged with health services, living on streets, no routine use of GP/ 

methadone services/ Trinity Court.  

We tried to support patients through hostels and frontline methadone/ needle exchange. 

   

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Convene action group as soon as possible to manage outbreak response  

Gather the evidence and undertake Epidemiological study   

Mobilise resources at community, hospital and specialist agency level and with relevant Health staff  

Communicate effectively and publicise issue in target populations 
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Project Synopsis 

Title of Project:  

Train the trainer - from Ireland to Moldova 

 

Q1: What was the inspiration for / intention of the project? 

A team of doctors from Moldova, supported by Dr Philip Davies from the European Cervical Cancer 

Association (ECCA), were interested in establishing a cervical screening programme in Moldova.  

They studied Cervical Check – The National Cervical Screening Programme and having visited the 

Cervical Check offices decided to model their cervical screening programme on the Irish model. 

The Screening Training Unit of Cervical Check - the National Cervical Screening Programme were 

invited to Moldova to provide a training programme to the key people in medical and nursing 

education who will lead the rollout of the Moldovan national cervical screening programme 

The main goal and aim of the project was to support the establishment of a training programme in 

cervical screening for Primary Health Care Providers in Moldova, based on the Irish model. 

 

Q2: How did you approach the project? 

1. Met with the Moldovan Cervical Screening Team in 2013 to share the knowledge gained in 

Cervical Check and experience of the development and delivery of education programmes in cervical 

screening and identify their training needs 

2. An invitation was issued by the Cervical Screening Team in Moldova for Cervical Check to provide 

a Train the Trainer Programme within an academic framework in Moldova 

3. Training materials were tailored to be suitable and relevant for the Moldovan setting   

 

Q3: What would you consider the specific challenges and how did you address these? 

All presentations and meetings with key people were conducted through a translator (both into 

Romanian and Russian languages).  There were cultural differences in how the health system was set 

up.  It was post-Soviet mentality which was very prescriptive and not patient focussed.   Many 

Eastern European countries have low uptake because it is not woman focussed.  We promoted the 

idea of a woman focussed programme.  

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Ensure a project plan is in place and that the training needs of the target group are clearly 

established. 

Have a good understanding of how the Health Service works in the country you are visiting. 
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Project Synopsis 

Title of Project:           

PEOPLE AGEING WITH INTELLECTUAL DISABILITIES IN RESIDENTIAL 

CARE: THE PHARMACIST AND ACCESSIBLE MEDICATION 

INFORMATION AND HEALTH INFORMATION 

Bernadette Flood PhD MPSI, Pharmacist, St Joseph’s Centre, Daughters of Charity Disability 

Support Services, Clonsilla, Dublin 15. 

Q1: What was the inspiration for / intention of the project? 

 

People with intellectual disabilities must be included as active partners in their healthcare. 

Medication use is the main therapeutic intervention in this population group. The provision of 

medicine information is among the fundamental professional responsibilities of pharmacists in all 

health systems. 

Over time the onsite pharmacist identified and assessed many health needs and medication related 

issues in this population group living with intellectual disabilities in residential care. The onsite 

pharmacist identified a need for health promotion group sessions and individual person centred 

medication information sessions for people ageing with intellectual disabilities. 

Q2: How did you approach the project? 

I identified a need for  

1.Health Promotion Group sessions:  

These sessions are facilitated by the activity manager and Clinical Nurse Specialist in An Chroi, an 

activity centre.  The pharmacist prepares a power point presentation lasting 45-60 minutes, on a 

topic chosen by the group of people with mild, moderate and severe ID. Topics have included: 

Mental Health, Falls, Medicines Use, Heart Health, Epilepsy, Bone Health. The audience numbers 

range from 25-35 persons with ID. The sessions are highly interactive and allow for peer learning. 

The slides have pictures of places and objects familiar to the audience.  



 

 

2. Medicines Information sessions

The pharmacist provides person centred medicines information sessions that are facilitated by the 

Clinical Nurse Manager 2, Sonas. Consent is obtained from t

before each session that focuses on some aspect of medication prescription and administration and 

/or  medicines use. The person provides their signature, thumb print or mark.  These sessions foster 

an open exchange of information and a sense of “partnership” between the pharmacist and the 

person with an intellectual disability.  They optimize the chance that the person is more 

knowledgeable about their treatment and supports them to make informed decisions about 

medicines and ultimately, to meet therapeutic goals. The person’s key worker attends with their 

consent.  

Q3: What would you consider the specific challenges and how did you address these?

 

Pharmacist commitment and involvement was esse

service development designed to improve the quality of pharmaceutical care provided. It also 

required  

• ‘on site’ pharmacist involvement in ‘real life’ in the centre

• Pharmacist consistent commitment to con

• Physical visibility of pharmacist

• Time to be actively involved in the development processes

• Nursing staff / key workers to embrace the need/value for the service development

• need to engage and involve stakeholders i.e. n

understanding that the investment of resources.

Specific stakeholders (e.g., pharmacist/ Clinical Nurse Specialist, An Chroi / Clinical Nurse Manager, 

Sonas /nurses / key workers) had to be involved and had to support t

the champions and problem-solvers within centre for the service development to succeed. 

Implementing this service development required substantial changes in the pharmacist’s work 

schedule and the input of a significant amoun

of front-line staff i.e. nurses and key workers, for facilitating the service development was needed.

The medicine information sessions required adaptation to the needs of each person with an 

intellectual disability, and each living environment, based on experience, training, and culture.

The service development improved relationships and communication across care areas

Medicines Information sessions:          

The pharmacist provides person centred medicines information sessions that are facilitated by the 

Clinical Nurse Manager 2, Sonas. Consent is obtained from the person with an intellectual disability 

before each session that focuses on some aspect of medication prescription and administration and 

/or  medicines use. The person provides their signature, thumb print or mark.  These sessions foster 

e of information and a sense of “partnership” between the pharmacist and the 

person with an intellectual disability.  They optimize the chance that the person is more 

knowledgeable about their treatment and supports them to make informed decisions about 

dicines and ultimately, to meet therapeutic goals. The person’s key worker attends with their 

Q3: What would you consider the specific challenges and how did you address these?

Pharmacist commitment and involvement was essential for the successful implementation of this 

service development designed to improve the quality of pharmaceutical care provided. It also 

‘on site’ pharmacist involvement in ‘real life’ in the centre 

Pharmacist consistent commitment to continuous quality improvement 

Physical visibility of pharmacist 

Time to be actively involved in the development processes 

Nursing staff / key workers to embrace the need/value for the service development

need to engage and involve stakeholders i.e. nursing and care staff and gain their 

understanding that the investment of resources. 

Specific stakeholders (e.g., pharmacist/ Clinical Nurse Specialist, An Chroi / Clinical Nurse Manager, 

Sonas /nurses / key workers) had to be involved and had to support the service development, to be 

solvers within centre for the service development to succeed. 

Implementing this service development required substantial changes in the pharmacist’s work 

schedule and the input of a significant amount of time. Consideration of the attitude and willingness 

line staff i.e. nurses and key workers, for facilitating the service development was needed.

The medicine information sessions required adaptation to the needs of each person with an 

ctual disability, and each living environment, based on experience, training, and culture.

The service development improved relationships and communication across care areas
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The pharmacist provides person centred medicines information sessions that are facilitated by the 

he person with an intellectual disability 

before each session that focuses on some aspect of medication prescription and administration and 

/or  medicines use. The person provides their signature, thumb print or mark.  These sessions foster 

e of information and a sense of “partnership” between the pharmacist and the 

person with an intellectual disability.  They optimize the chance that the person is more 

knowledgeable about their treatment and supports them to make informed decisions about 

dicines and ultimately, to meet therapeutic goals. The person’s key worker attends with their 

Q3: What would you consider the specific challenges and how did you address these?                      

ntial for the successful implementation of this 

service development designed to improve the quality of pharmaceutical care provided. It also 

 

Nursing staff / key workers to embrace the need/value for the service development 

ursing and care staff and gain their 

Specific stakeholders (e.g., pharmacist/ Clinical Nurse Specialist, An Chroi / Clinical Nurse Manager, 

he service development, to be 

solvers within centre for the service development to succeed.  

Implementing this service development required substantial changes in the pharmacist’s work 

t of time. Consideration of the attitude and willingness 

line staff i.e. nurses and key workers, for facilitating the service development was needed. 

The medicine information sessions required adaptation to the needs of each person with an 

ctual disability, and each living environment, based on experience, training, and culture. 

The service development improved relationships and communication across care areas 
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Stakeholders were proactive, working together to understand the current situation in relation to 

health promotion activities and medicines use processes. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

One strategy to improve the chances of transferability is to standardize processes. 

 

However due to the unique characteristics of the people with intellectual disabilities living in this 

centre, the centre itself  and the need for pharmacists providing information to be familiar to the 

person with an intellectual disability it will be difficult to standardise processes, thus making  

transferability difficult.  

A similar service development will require a ‘pharmacist champion’ and facilitation by nursing staff 

and management. 

Issues determining transferability- 

• Lack of time and resources i.e. require pharmacists familiar with this vulnerable population 

to implement the service development well. 

• Some pharmacists and others may not accept this development or have confidence in its 

value 

• Clear expectations difficult to define 

• Service management needs to be adequately engaged. 

• There must be sufficient emphasis on importance and use of the pharmacist and 

pharmaceutical care 

• The time required for pharmacists to prepare for the information sessions etc. may be 

underestimated. Each session is unique. 

• The extent to which differences in level of intellectual disability would account for difference 

in value for the patient, difficult to evaluate. 

 

 

 

 

 



97 | P a g e  

 

 

 

 

 

 

CHO 2 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



98 | P a g e  

 

 

Project Synopsis 

Title of Project:  

Mayo Recovery College 

 

Q1: What was the inspiration for / intention of the project? 

The aim of the college is to combine lived experience and clinical expertise in a community facing 

educational setting to deliver adult education and learning so as to advance mental health 

promotion, protection and recovery oriented practices within statutory services and the community 

at large. 

Q2: How did you approach the project? 

The project was initially funded by GENIO and is based on a collaborative relationship between GMIT 

Castlebar and mayo mental health services. The project’s success is predicated on building 

relationships with new agencies, service users’ family members and clinical staff. The college is co- 

located in a third level setting and all courses are available to the general public. 

Q3: What would you consider the specific challenges and how did you address these? 

The Mayo Recovery College is the first of its kind in Ireland and had no previous reference point. 

Ostensibly the aim of the collage is to promote positive mental health and to advance recovery 

oriented practice in services. The main challenges were associated with fostering organisational and 

culture change within services. We responded to resistance and misapprehension through 

workshops training and sample sessions. We framed our activities and interactions around 4 major 

themes 1) Social inclusion, 2) Organisational change, 3) Recovery promoting relationships and 4) The 

importance of narrative in recovery promoting and therapeutic relationships. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Recovery education is a new and emergent innovation in contemporary mental health care. The key 

learning has been to attend to organisational communication, relationship building and identity from 

the earliest stage. A Recovery College should augment mental health services but should maintain its 

educational identity and distinctiveness. Quality assurance and evaluation need to be considered 

from the outset and a deep investment in co production and preparation at the beginning stages is 

more effective and useful than delivering classes hastily or prematurely.  
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Project Synopsis 

Title of Project:  

The National Medical Card Unit Online Registration for the Under 

6/Over 70s GP Visit Card Schemes’ 
 

Q1: What was the inspiration for / intention of the project? 

In Budget 2014 the Government announced that all children under 6 years and adults over 70 years 

would be granted access to a GP service without fees. This represented the first phase in the 

provision of a universal GP service for the entire population, without fees at the point of service. 

The website www.GPVisitCard.ie was launched in June 2015 to assist our clients to register for these 

schemes. Our overarching aim was to ensure that the online application process would be clear, 

concise and as simplified as possible, thereby minimising any confusion for the client. We also aimed 

to facilitate a fully electronic workflow for General Practitioners (GPs) whereby they could accept 

clients onto their lists with a one click acceptance. 

Q2: How did you approach the project? 

Comprehensive multi-disciplinary team working, fulsome engagement with prospective clients via 

focus groups, and close linkages with the GPs ensured the development of the online registration 

system was therefore customer centric, efficient, value for money and designed with our customers 

in mind. Members of the project group included representatives from ICT, the processing teams, the 

customer relationship management team, HSE Communications Division and KICK Communications. 

Our contact centre in Waterford was comprehensively briefed ahead of the launch of the schemes 

with demonstrations provided to them of the registration process so that they could assist and guide 

clients through the registration process where required. 

In order to sell the vision from the outset, agreed goals were established through collaborative 

working between all the internal business units. Negotiation with the GPs with regard to the online 

acceptance of clients proved instrumental in making the project a success as it minimized the 

requirement for the client to visit the surgery in person if registering for their automatic entitlement 

online.  

Once commenced the vision was sustained through effective leadership at all levels within the unit, 

regular update meetings and scheduled ICT sprint activity. Once the online registration facility had 

been built to reflect the business requirements, it went through rigorous user acceptance testing in 

order to ensure its robustness. These actions ensured that the vision from the outset was agreed, 

universally endorsed and sustained through the entire process. 

Q3: What would you consider the specific challenges and how did you address these? 

1. A considerable risk to the project’s success was that it would not be fit-for-purpose, efficient 

use of resources and cost effective. In order to mitigate against this the following measures 

were taken to ensure comprehensive stakeholder involvement:  
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• A multi-disciplinary team was constructed who designed and developed a prototype online 

registration system taking into account all expertise and visions 

• This prototype was then used with a focus groups drawn from the target cohort of people who 

would be using the system, i.e. predominantly young mothers 

• The output from the focus groups assisted with branding options and terminology to ensure that 

the final registration web site would be as easy to use as possible 

• In parallel with the focus group work, completion of the development and testing efforts 

continued 

• Regular meetings were taking place to ensure that the wider project including the policy aspects, 

the ongoing discussions with GPs and the technical and operational implementation were 

aligned and delivering to a common schedule 

• As with any new online service, it was critical to ensure that the web site would be capable of 

handling the throughput of families wishing to register. A modal was developed to predict the 

likely throughput. Finally, the web site was tested to confirm that the projected throughput 

could safely be handled. 

• The resilience of the registration web site has been excellent with little or no unplanned 

downtime. The web site has been operating successfully 24*7 since the launch on 15 June 2015. 

 

2. Planning for the online registration commenced in early 2015 in response to Government policy 

development. The time line for planning, development and implementation was a significant 

barrier that was encountered given the scope of the project and all internal/external 

stakeholders whose input was invaluable 

 

In order to overcome this barrier, effective leadership from Senior Management within the 

National Medical Card Unit and ICT was required to drive the project from it’s infancy right 

through to testing and implementation. In addition, comprehensive multi-disciplinary 

collaboration was necessary to ensure cohesion across all departments including Operations, 

Customer Relation, patient advocacy, General Practitioners, HSE Communications, and ICT. 

Regular meetings kept all parties abreast of relevant developments and ensured that the vision 

of the project was sustained throughout the project roll out.  

 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The online registration for both schemes represented a new chapter in the business operations of 

the National Medical Card Unit, PCRS. We now have developed the functionality for potential clients 

to seamlessly and securely register fully online. We have also developed the ability for GPs to accept 

clients to their listing through a one click, online solution.  

Learnings from these developments will prove invaluable when we move towards as fully integrated 

online application for Medical Cards and towards Universal GP Care for Under 12s in 2016. 

Specific advice to others interested in following a similar model would be: 

• Involve all key stakeholders at the earliest opportunity 

• Ensure to agree a shared vision and shared objectives 
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• Small incremental successes keep the momentum going and encourage ongoing 

participation in the project 

• The value of the involvement and opinions of potential customers cannot be 

underestimated. Ensure to hold focus groups to test your product/service from the end user 

perspective. 

• Analyse your results to ensure value-add and to plan for any future projects modelled off the 

same platform.  
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Project Synopsis 

Title of Project:  

 

Musculoskeletal (MSK) Physiotherapy Initiative 

 

Q1: What was the inspiration for / intention of the project? 

As part of a joint initiative between the National Clinical Programme for Trauma and Orthopaedic 

Surgery (NCPTOS) and the National Clinical Programme for Rheumatology (NCPR), Clinical Specialist 

MSK Physiotherapists were employed nationally to aid clearance of lengthy OPD waiting lists and 

improve long term MSK referral management. 

Q2: How did you approach the project? 

A capacity demand analysis and a review of the waiting lists per hospital were carried out; In 

addition to this information other considerations were taken into account, underpinning decisions 

on locations of posts: 

1. Locate posts in hospitals where local systems will permit the greatest impact on the waiting 

list  

2. Locate posts in hospitals where there is an existing efficient OPD service with high turnover. 

3. Locate posts in hospitals where there is a major Orthopaedic and / or Rheumatology 

presence, ideally both. 

4. Locate posts in hospitals where there is excellent clinical leadership, and clear evidence that 

clinical governance is in place. 

5. Locate in centres which have had or are implementing successful pilots of this initiative. 

6. Geographical spread of posts to facilitate development of regional MSK Clinical Pathways, 

taking consultant availability into consideration.  

7. Future developments in orthopaedics and rheumatology e.g. future appointments across 

different services/locations. 

8. Orthopaedic surgery facilities and resources available to meet the demand from triaged 

referrals which require surgical intervention. 

Based on the above analysis, Clinical Specialist MSK Physiotherapists were appointed to different 

regions. This provided the additional capacity needed by these organisations to meet the demand on 

Rheumatology and Orthopaedic services. 

Once the recruitment process was completed, all sites were sent an implementation plan which 

listed all requirements deemed necessary for success. All sites had to complete and return to the 

programme manager. Subsequently, a meeting was held with all the key stakeholders from the 

allocated centres to discuss the implementation requirements for this initiative. 

Q3: What would you consider the specific challenges and how did you address these? 

Monitoring the impact and efficacy of the MSK initiative was challenging, this was addressed 

through the development of 4 KPIs which are monitored by the MSK steering group. Each site 

returns monthly data sheets which are analysed and collated, and returned to all sites in the form of 
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quarterly reports which allows them to both examine their own progress but also measure their 

performance against all other sites. 

An annual review day is also held which afford all the MSK specialist physiotherapists to liaise with 

their colleagues on the initiative and also network with those not on the MSK initiative but who are 

involved in physio triage.   

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The quantification of impact, and analysis of performance is extremely important in ensuring the 

maximum return on posts such as these, it allows the physiotherapists themselves and management 

to view their performance and also aids in the decision making process around service/workforce 

planning etc. 
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Project Synopsis 

Title of Project:  

The Productive Operating Theatre (TPOT) & South/South West 

Hospital Group (SSWHG) Experience Based Co Design of an Elective 

Surgical Patient Experience Measurement Tool 
 

Q1: What was the inspiration for / intention of the project? 

TPOT programme wanted to give patients a voice to provide feedback on their elective surgical 

experiences. This led to the development of a measurement tool that was implemented across 5 

TPOT sites in the SSWHG by July 2016. 

The aims underpinning the development of the tool were:  

� To measure what is important and really matters to elective patients about their 

perioperative journey 

� To measure current perioperative practice through the patient’s lens to identify, implement 

and sustain improvements that directly impact on the patient experience 

� To support healthcare workers to deliver quality care that matters to the patient 

� To enable surgical patients as customers of the perioperative service to actively contribute 

to process and system improvement through sharing their experiences 

� To provide tangible evidence of patient centred care and good practice  

� To develop a patient sensitive outcome measure that could potentially evidence the impact 

of TPOT quality improvement  (QI) initiatives on the patient experience 

The goal was that only <10% of elective surgical patients in participating SSWHG hospitals would not 

rate their experience as 5 (strongly agree) on a Likert scale by July 2016 to value statements co-

designed with patients.  

By June 2016, in excess of 3,000 patients shared their experiences across the SSWHG. Results to date 

also provide reason for optimism that the <10% goal for all value statements will be achieved in the 

very near future. 
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1. The Hospital atmosphere was friendly (Mean = 12%)
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1. Narrative: 

“Everybody at all times did their utmost for me” 

"Really friendly student nurse and housekeeping staff, went out of their way to make it friendly and 

comfortable" 

 

2. Narrative: 

“Any time procedure was done I was told what it was and why it was done” 

“Information sheet very helpful” 

“Definitely, simple plain English, I have Aspergers” 

 

3. Narrative: 

“Staff didn't talk over me despite being under 16” 

"After surgery I didn't know what way I was going to feel next" 

"The medical staff asked me several times If I had questions and answered perfectly If I had 

concerns” 
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2. Information was given to me in a way I could 

easily understand (Mean = 15%) 
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4. Narrative: 

“Letter from Admissions very vague” 

"Most of time, but sometimes emphasis is on assessing patients therefore information was repeated 

rather than what will happen next” 

"Gave a stage by stage account which was very helpful" 

 

5. Narrative: 

"The staff were frequently checking how I was & monitoring my health condition.  In Theatre I was 

nervous as one doctor was telling another doctor what to do" 

“I felt minded like a baby” 

“I had shown a reaction to a drug - or something not taken seriously until family spoke to team” 

“Very happy that nurses picked up at my discomfort straight away” 
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4. I always knew what to expect next (Mean = 25%)
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6. Narrative: 

“I was nervous about today but staff made me feel very at ease and comfortable” 

"Yes my keep and care were met, my nurses were extremely helpful, kind and patient and really 

cared for while I was there" 

"Above and beyond - aftercare explained so well. I had great nurse Frances. The tea lady was very 

pleasant. Very happy and well looked after" 

"Felt I annoyed staff by asking questions, especially senior staff and doctors, I felt my opinion and 

questions/concerns were dismissed" 

Q2: How did you approach the project? 

In Q3 2015, an experience based co- design (EBCD) approach and Plan, Do, Study, Act (PDSA) Quality 

Improvement methodology guided development of the measurement tool in two SSWHG hospitals. 

With consent, postoperative patients shared personal experiences and value systems with the TPOT 

team.  A teach back approach was used to confirm understanding. Measurement tool versions were 

developed tested and retested (to include literacy testing) until patients had no further suggestions 

or comments. Ward staff tested sampling and collection strategies, data analysis and data sharing 

training methods using PDSA methodology. 

Critical to the design process was the endorsement and support from a wide group of stakeholders, 

each of whom had a specific role in enabling the project (Table 1).  

Table one: Project stakeholders and responsibilities 

Role of Improvement Team 

Members 

Responsibilities  

SSWHG DONM 

 

Hospital Clinical Directors 

 

Hospital DON/ADON 

� Endorse and support co design project 

� Facilitate access to patients and ward areas 

� Provide resources as required to enable testing and 

implementation  

� Provide opportunities for staff to engage with training 

and education sessions as necessary 

� Review measures on a monthly basis  

� Attend meetings with local improvement team 

throughout course of testing  

� Respond to recommendations that emerge from 
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6. All of my expectations of care were met (Mean = 

14%)
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measurement process to include support of  Quality 

Improvement (QI)  initiatives 

Theatre Manager 

 

Consultant Anaesthetist/ 

Surgeon 

 

Surgical Day ward CNM II  

Surgical Ward CNM II 

� Endorse and support project  

� Facilitate access to perioperative staff for consultation  

� Attend action focused meetings/huddles with local 

improvement team throughout course of testing  

� Respond to recommendations that emerge from 

measurement to include support of  QI initiatives 

Data analyst (any member of staff 

that agrees to collate and analyse 

data) 

� Analyse and present monthly data 

Patients 

 

� Offer time and emic perspective of what matters most to 

a patient from admission to discharge to support 

development, implementation and sustaining of measure 

in practice 

Admissions Officer/Manager � Provide information to improvement team regarding 

patient admissions and location of patients to enable 

testing 

� Issue each surgical patient a patient experience tool on 

admission with details of how to complete and return the 

tool  

TPOT National Team � On site application of QI methodology to guide the co-

design process 

� Act as QI resource to staff and patients  

� Conduct readability testing of co-design documents in 

English 

� Maintain ethical principles to include consent, anonymity 

and confidentiality throughout project. 

 

Q3: What would you consider the specific challenges and how did you address these? 

Scheduled care and Unscheduled care 

At the outset the intent was to co-design a perioperative patient experience measurement tool for 

both emergency and elective patients. Early in the design process it became very apparent that 

these two cohorts of perioperative patients did not share similar experiences. Emergency patients’ 

experiences of the unscheduled pathway were very complex in so far as the key influential factors 

shaping their experiences were linked to the Emergency Department. Due to this complexity the 

TPOT national team focused on the scheduled care pathway only, with the intent to co-design a 

patient experience measurement tool with emergency pstients that experience the unscheduled 

care pathway commencing Q4 2016 / Q1–2017.   

Patient experience and patient satisfaction 

Many healthcare providers and patients consider patient experience and patient satisfaction as one 

and the same. Both have a fundamental role to play in understanding our healthcare service. Patient 

satisfaction ratings are widely measured in services and institutions across the country. Satisfaction, 

typically linked to positive outcomes and judgement criteria, implies that a basic standard or 

expectation of care was met. Patient experience centres on the engagement between the patient 

and healthcare staff and the patients interaction with the healthcare environment. Compassion, 
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understanding, and caring underpin experience. Patient experience is also more closely linked with 

QI. Careful communication to include these subtle differences was critical to the co design process 

and to encouraging healthcare services already engaged with patient satisfaction ratings to engage 

with the patient experience measurement process.   

Measure ,Act, Improve 

It is imperative that measures lead to action that lead to improvement. Each site is responsible for 

organisation led initiatives in response to their own patient experience measures. The SSWHG 

embraced the opportunity to use the data to identify areas for improvement and to initiate a group 

wide QI project supported by the TPOT team. The National TPOT team will guide two x SSWHG sites 

through a co design project to improve patients understanding of what to expect next in their 

elective perioperative journey. Ethical submissions are currently under development, and it is 

anticipated that the project will commence in Q4 2016. 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

The critical success factors of this project rested primarily on three elements that must underpin all 

co-design quality improvement projects. 

Executive Leadership endorsement:  

The National TPOT team, the SSWHG DONM, and the DONM, Clinical Directors, and senior 

leadership teams at each site envisaged the value of engaging patients in a meaningful way to 

understand how patients experienced their perioperative service and where patients identified 

areas of good practice and areas for improvement. This endorsement cascaded throughout the 

organisations engendering open receptive and facilitating environments in which this project could 

progress and be sustained. 

Patient & Staff Engagement with the co-design process:  

The openness of patients coupled with staff respect for this project enabled patients to share their 

value systems and experiences.  Creating a milieu of honesty and transparency with mutual respect 

and mutual interest between care giver and care receiver in acknowledging good practice and a 

desire to improve service delivery is fundamental to the co-design processes.   

Quality Improvement Methodology:  

The interplay of marrying QI methodology with the EBCD approach enabled staff and patients to 

capture what was really important in making the surgical patient experience a positive experience.  

� The PDSA iterative test and trial methodology facilitated saturation until patients (tool 

development) and staff (sampling and collection strategies) offered no new suggestions. This 

learning and action methodology allowed design, testing and implementation of the 

measurement system. 

� The EBCD approach encouraged a sharing culture between staff and patients to matter. This 

was a lived experience in the development of a patient sensitive experience measurement 

tool.  
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Project Synopsis 

Title of Project:  

Development of Electronic Cancer Referral Systems, the National 

Cancer Control Programme (NCCP) Experience Seven Years On 
 

Q1: What was the inspiration for / intention of the project? 

The project aim was to develop and implement electronic referrals for a range of cancer types. The 

referrals are available as: 

• an online referral form (Healthlink Online) from the GP directly to the cancer teams 

• an integrated referral form into ICGP accredited GP practice management systems which 

also goes directly to the cancer teams. 

 

Q2: How did you approach the project? 

The aim was to develop electronic referral systems based on evidence-based GP cancer referral 

guidelines. The National Cancer Strategy (2006) recommended that GPs should have comprehensive 

information available to them, to enable them assess a patient with suspicious symptoms and 

findings. The development of electronic referral systems aims to increase the number of patients 

diagnosed at an earlier stage and thereby maximise the potential for cure. 

This was a multi-agency project, and involved the NCCP, Healthlink, ICGP, ICT Directorate, HSE and 

GPIT. The electronic referral process takes place via The National Healthlink Project 

(www.healthlink.ie).   

Phase one:  Development site-specific cancer referral forms in Healthlink. Referral guidelines and 

paper referral forms (breast, prostate and lung) were developed by the NCCP. These referral forms 

were adapted for online use by Healthlink.  

Phase two: Development of breast, prostate and lung cancer electronic cancer referral via the four 

ICGP accredited GP practice management software systems (Complete GP, Helix Practice Manager, 

Health One, Socrates) 

Phase three: Development of an integrated web services browser using the NCCP Pigmented Lesion 

GP Referral Form, is the first specialist referral form to utilise Healthlink's Integrated Browser 

technology.  The Integrated Browser functionality is designed to reduce the amount of development 

required of GP software system vendors for each new referral type.  Any required changes would 

only have to be implemented by Healthlink and it would be instantly reflected within GP systems 

without any development changes.  This greatly reduces development costs and reduces timeframe 

for rollout of electronic referral services. 

 

 



113 | P a g e  

 

 

Q3: What would you consider the specific challenges and how did you address these? 

As this was a multiagency national project it was critical to engage with all stakeholders.  To ensure 

the success of the project, we broke the project down into three destine phases as have been 

outlined in previous section. 

The NCCP set up a project board with nominations from the following, which was a key success 

factor:  

a. National Cancer Control Programme (NCCP), Health Servie Executive (HSE) 

b. The National Healthlink Project, HSE 

c. E-health Ireland 

d. GPIT Group (Group made up of ICGP, HSE and Department of Health) 

Q4: Based on your project experience to date what advice would you give to assist others who 

may be interested in following a similar model of practice? 

Stakeholder engagement is essential for success as this project involves multiple agencies such as 

the Irish College of General Practitioner (ICGP) to ensure that all relevant stakeholders were 

consulted.  The project board meets on an ongoing basis and we provide regular updates at GP 

meetings, and within GP newsletters such as the (ICGP) Forum Publication. Please go to the 

following link to see examples of this: 

http://www.icgp.ie/go/in_the_practice/information_technology/electronic_referrals 

 


