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To provide the C.R.E.D. Committee of the Eastern Health Board and the 

School of Nursing and Midwifery, University College Dublin with 

information to demonstrate that the Phoenix Unit continues to strive 

towards developing excellence in nursing care. This will be demonstrated 

by providing evidence of the: 

Achievement of the criteria for accreditation as defined by the Eastern 

Health Board and the School of Nursing Studies and Midwifery, 

University College Dublin. 

The criteria will be stated and evidence will be provided to demonstrate 

achievement of aspects of the criteria. 



The Phoenix Unit is a defined clinical area of 18 beds which delivers 

extended care to older residents. All 18 beds continue to be involved in 

the development. 

A Resident profile is included as Appendix (1) 

Sr. Mary Hayes continues as the clearly defined clinical leader. Ms. Mary 

Glynn and Ms. Josephine Madden are the named persons to lead the team 

in her absence. 

Since the previous accreditation, Ms. Hayes has addressed the issue of 

personal and professional development to enhance her leadership skills. 

She has attended a three day workshop on how to use a Multi-disciplinary . 
i 

Audit Tool (Evaluation of Quality Using Audit of Treatment Experience) I 

for care of the older person. She has also attended a three day assessor 

training workshop on National Vocational Qualifications(N.V.Q.) in 

Whitehall Senior College. She is involved with Age Action Ireland in 

setting up a European project on Advocacy and the older person, this 

project is E.U. funded. These workshops were found to be very helpful by 

Ms. Hayes and facilitated interaction and networking withother clinical 

leaders at varying stages of development. 



Ms. Hayes continues to strive towards managing with a democratic style. 

This is evidenced by her continued encouragement of the developing 

autonomy and decision making by the Primary Nurses on the Unit. 

There is open discussion of all aspects of care and management on the 

Unit. No care plan is changed by the ward sister except in times of 

emergencies relating to patients health. Ms Hayes acknowledges that 

autonomy and decision making capacity are enhanced by knowledge. 

Structures are in place to ensure all staff share in opportunities for 

educational advancement. 

Her encouragement of the development of resource nurses for specific 

areas of practice demonstrates a commitment to allow staff to build their 

knowledge and therefore empower them to have a real say in clinical and 

unit decisions. Staff have developed standards through individual and 

team work. This bottom up approach is respected by Ms. Hayes. 

Evidence of this is available by the adaptation of standards which have 

been developed collaboratively by the staff. 



A place where staff accept change as a way of life and take a proactive, 

dynamic, challenging and planned approach to the management of change. 

N.D.U. nurses experiment constantly to improve practice and develop 

themselves. 

Staff have continued their involvement in carrying out projects to examine 

practice and change if their deliberations demonstrates a need. This year 

two projects were undertaken by the ward staff. 

The first project was on grief and a protocol on care of the bereaved. This 

was in response to a need which was highlighted on the unit. 

A daughter of one of the residents had difficulties coping with the stages of 

her mother's illness. The Resident had a syringe driver in situ for pain 

relief. Her daughter asked staff repeatedly to give her mother an 

"overdose" of medication to bring about a peaceful death. She also 

enquired about medicines that she could buy herself to give her mother. 

She said that if we co-operated with her wishes , she would turn a blind 

eye. This was a very difficult and stressful time for the staff on the Unit. 

Following discussion with staff members it was decided that we revisit a 

project on grief which was already available in the Unit. This project 

explored bereavement experts perceptions of parameters of normal grief. 

The process of grief, the phases of grief and the final phase of adaptation. 

We also looked at some cultural aspects of mourning and what to tell 

young children. 



The holistic model presented in this project gives considerable assistance 

and help to recognise the enormous complex and individual nature of grief 

and to respond to it in a caring and humane way. 

Our next step was to produce a handbook for bereaved relatives. We did 

the research and found that there was a handbook on adult and child 

bereavement already in existence. This booklet was produced by the 

Health Promotion Unit, Medical Social Work Department, Beaumont 

Hospital, Dublin. A review of this book was undertaken (Appendix 2). A 

copy of this booklet is readily available on the Unit. 

As a result of all of this work, the staff felt that we needed guidelines, so a 

protocol on Care of the Bereaved was formulated. This has been 

enthusiastically adopted by all staff members and is available for all staff 

in St. Mary's Hospital (copy included) 

At last years accreditation we were in the process of devising a pain 

assessment chart suitable for older people. In this regard we contacted our 

colleagues in Paediatrics, Mental handicap and Palliative Care units. Trials 

so far have been disappointing, but work is still in progress. (Appendix 3) 

The difficulties experienced were in getting the older person to grade their 

pain. Different tools have been devised but thus far an effective pain 

assessment tool has yet to be devised. Research is still ongoing to fmd the 

most suitable tool for assessing pain in the older person. In the absence of 

developing a tool, we use the residents' own description of their pain. 



The Safety, Health and Welfare at Work ~ c t  (1 989) puts an obligation on 

management to produce a programme of action called a Safety Statement, 

which identifies hazards and assesses risks and ensures that these are 

rninimised or eliminated where possible. Implicit in thiaobjective is the 

protection from injury of employees and patients(where patients are being 

handled). 

In direct response to this Act and in accordance with the Regulations, 

"Safety, Health and Welfare at Work (General Application) 1993", staff 

on the unit identified an area where improvement was required. As a 

result a Protocol on Manual Handling was formulated. (copy included) 

This protocol was enthusiastically adopted by all staff members before 

being implemented throughout the Unit. This protocol was then explained 

to all residents and families and a clear and concise booklet was also given 

to each resident. (copy included) 

This year three new staff members joined the Phoenix Unit Team, one in 

April, one in May and one in June. This change was accommodated by 

ensuring that the new staff members were fully orientated. The new team 

has continued to welcome change by their involvement in such activities as 

reassessing their primary residents, writing personalised care plans and 

evaluating care. They are also involved in auditing quality of care. 



Staffing levels on the Unit have changed since the previous accreditation. 

The shortage of nurses in the Eastern Health Board has had a spin off 

effect in the N.D.U. Two staff members were promoted to the status of 

Ward Sisters within St. Mary's Hospital. Two other staff members left for 

further training. One part time staff member retired. 

1 Permanent StafYNurses 
I I I 

6 3 - 3 11 
I I I 

Attendants 2 2 0 1 .  
I I I 

Temporary Staff Nurses I 1.5 2.5 +1 



A system of Internal Rotation to day duty, night duty and annual leave 

operates in the Phoenix Unit. There are always two registered nurses on 

duty each morning and evening. Afternoon overlap usually consists of 

three staff members, where as last year we had five or six. Night staff 

consists of one registered nurse and 0.5 attendant staff (this person rotates 

between Units F1 and the Phoenix Unit). A diploma student nurse and 

two attendants are assigned to the ward. The remaining complement of 

staff is comprised of registered nurses. The traditional student has not 

been replaced. At present our complement is made up with agency nurses, 

so it is difficult at times to have continuity of care and to maintain 

standards. This is evident in the Audit results as shown in 

(Appendix 14b). 

On the other hand one of the positive aspects of having agency relief 

nurses on the unit is that it provides us with an ideal medium to 

disseminate knowledge to nurses working in other areas. Many nurses 

have expressed interest in the innovative, personalised model of care being 

practised on the Unit. 

The staff have coped well with the changes that have taken place in the 

Unit, however, some new staff members and agency nurses are 

experiencing difficulty with residents directing their own care. Because of 

this new partnership and citizen advocacy, the residents have a new sense 

of empowerment and self esteem which can be threatening to new staff 

members. 



One staff member remarked that everything is geared towards the resident 

I and the nurse is never mentioned. This we feel has implications for future 

I staff development and support. This issue will be addressed in the coming 

weeks. 

I A philosophy of care is developed collectively and is underpinned by a 

shared vision of high quality nursing practice and espouses the values of 

I equity and equality in care; 

I I As already stated, this year we had a large turn-over of staff. We felt that 1 
I 

I 

because of this we had to revisit our ward philosophy to ensure we all 

knew where we were coming from. This resulted in renewed commitment I 

I by the staff to the ideals of the philosophy and it also allowed the new 

I members of staff to commit to thk philosophical ideals of the Phoenix Unit. 

It was not considered necessary at this time to alter the existing document. 



We also took the opportunity to use this as a team building exercise. As 

already stated, it is impossible at present to release staff off the unit for 

team building purposes. 

As previously, a written philosophy of care is available on the ward and 

freely available to all residents. In an effort that all residents have the 

opportunity to read; understand and challenge the ward philosophy, they 

have been provided with booklets written in "Helvetica Font" in bold print 

on a white background. As previously stated in our last submission, based 

on the evidence of research, this format has proven to be more legible to 

older people. 



The staff use an approach that increases the involvement of residents in 

decision making regarding their own care, if the resident so wishes. 

The ward continues to use individualised care plans. Residents have 

choices in relation to : 

Meals: 

Choices are available each day for breakfast, dinner and tea. Each 

resident is asked what they would like to eat for each meal. 

The menu is worked out over a five week period. (Appendix 4) 

Where Thev Sit: 

As previously stated residents may choose the sitting area or the 

main body of the ward. When weather permits residents may go out 

to the garden. An adequate number of wheelchairs are available to 

facilitate mobility. 

Diversional Activity: 

Personnel from the Community Employment Project come to St. 

Mary's from Monday to Friday. We have one worker on the 

Phoenix unit from l.OOp.m to 5.00p.m, Monday to Friday. She 

works closely with the Diversional Therapist and together they 

organise outings for residents, shopping trips, picnics, concerts and 

barbecues. (Appendix 5) 



They also take residents to daily mass. The increased motivation among 

the residents is evident by their enthusiasm to partake in activities. 

Residents are also integrating better. On Sundays and special days they 

have a few drinks and a happy hour before dinner. 

As part of Reminiscence Therapy "Life Stories" in the form of large books 

containing life histories and photographs were compiled for some of the 

residents on the Unit. Other residents chose not to participate in this 

activity. 

In our Reminiscence Therapy, we use the multi-disciplinary approach. 

One of the residents life story was compiled by the attendant who 

assisted in her care. In recent weeks, Diploma Student Nurses assigned to 

the Unit are also involved in compiling Life Stories as part of their care of 

the older person project. 

Choice of Personal Clothing 

Residents are involved in choosing the clothes they wear. Their 

clothing may be laundered at the hospital or at home ifthe resident 

so desires. Residents have a choice to go out with relatives and 

friends and to stay overnight if they so desire and if their medical 

condition permits. 



Relicrious Practice: 

All residents are Roman Catholic, but in the past the religious 

beliefs of other religions have been facilitated. The residents can 

choose to attend daily mass if they so wish. 

Residents go to bed at whatever time they choose. These times vary 

from 3.00p.m. to 10.30p.m., depending on the physical condition of 

the resident. 

Rising Time: 

Rising time is also an individual choice ranging from 8.00a.m to 

11.30a.m. Breakfast may be sewed in or out of bed. Other meals 

are taken by the bedside if desired ,or, as is more usual, in the 

patient sitting area. 

Care plans are evaluated with the resident. Their opinions are considered 

and acted on. A selection of care plans are included to demonstrate the 

concept of choice and resident input into the evaluation process which is' 

inherent in care planning (Appendix 6) 



Every opportunity is taken to involve family members and significant 

others, making decisions in pattnership with the residents and primary 

nurse, where appropriate and in response to requests from the resident. 

This has proved particularly successful. The family of one resident have 

now become very involved in her total nursing care, at her request. 

(Appendix 7) 

We have a detailed complaints procedure within the Unit and hospital. 

Each resident has been informed of this procedure and it has also been 

printed in the hospital booklet, which has been given to each resident. 

(Appendix 8) 



The staff on the Unit, in conjunction with Age Action Ireland have offered 

the Phoenix Unit as a site where Citizen Advocacy can take place. This 

initiative is a pilot study and is also an E.U. funded project. Citizen 

Advocacy refers to the persuasive and supportive activities of trained 

volunteers and staff working on a one to one basis on behalf of those that 

are vulnerable and disempowered and not in a good position to exercise or 

defend their rights as citizens. 

Advocacy occurs when an individual enters into a relationship with and 

represents the interests of an older person who needs assistance to 

improve his or her quality of life. The advocate maintains complete loyalty 

to the partner and represents his or her wishes, needs and preferences as if 

they were their own. This project has achieved success as demonstrated 

by one resident receiving a manual propelled wheelchair, another resident 

receiving a portable TV and a third resident's needs being met by the 

introduction of Pet Therapy on the Unit. The overall result being that the 

staff have noticed greater empowerment among the residents and an 

increase in morale and self-esteem (Appendix 9) 



I Staff have continued their involvement in professional and personal 

development. 

I A staff profile is included as evidence (Appendix 10) 

I One of the attendants has completed the Care Assistants Course which is 

1 part of the on-going In-Service Education Programme here in St. Mary's 

Hospital. She found this course invaluable because it explained the 

I rationale behind the care she was delivering to the Residents. 



Nursing care is delivered through a system of Primary Nursing, ensuring 

individual practitioner autonomy, as one essential aspect of primary 

nursing is the facilitation of the development of accountable and 

responsible practitioners. 

As part of the overall development process the staff on the Phoenix Unit 

are involved in continuos education. Following study days, lectures, 

seminars, the staff relay information in the Unit and use every opportunity 

to disseminate this knowledge to other staff members. At present, 

constraints within the Unit does not permit structured study periods, 

therefore informal learning takes place. We have a comprehensive in- 

sewice education programme (Appendix 11). 

In addition to this staff are encouraged to identify and pursue their own 

learning needs and objectives. As a result of the ward staff identifying 

learning needs, the following protocols have been established over the 

year; 

+ Manual Handling Protocol 

+ Bereavement Protocol 

All staff are motivated to continue the educational process, however 

current staff shortages within the Health Board similarly reflected in our 

Unit, necessitates the curtailment of the desired educational programme. 

Staff are also encouraged to attend conferences, seminars and study days 

outside the hospital. 



We have eight resource persons on the Unit for the following: (Appendix 

12) 

+ PrimaryNursing 

+ Pain Control 

+ Bereavement 

+ Manual Handling 

+ Wound Care 

+ Diabetes 

+ Student Nurse Education 

+ Quality Assurance 

The staff on the Unit have worked diligently to prepare a teaching package 

for the student nurse. This is in response to the change in the status of 

student nurses following the commencement of the diploma programme. 

This package identifies available learning opporhmities as distinct from 

objectives. Staff believe that this is congruent with the concepts of 

students designing their objectives based on what staff see as learning 

opportunities. This is consistent with the notion that adult learners are self 

directed, but may need support in certain circumstances. 

(Appendix 13) 

Since last years accreditation several staff members have become 

increasingly computer literate and they have attended study days organised 

by the Eastern Health Board. Evidence of this can be seen in the staff 

profile. 
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As part of overall development the staff on the Unit know that nursing 

development should be a continuous and dynamic process. They know 

that the practices as well as being researched based, should also be 

evaluated to facilitate further improvement on an on-going basis. Standard 

setting activities are in progress using the Dynamic Standard Setting 

System as stated in last years submission. We have set one standard for 

continence promotion this year. This standard was set and audited locally. 

(Appendix 14) 

We also set an audit tool for the Manual Handling Protocol (Appendix 

14a). This demonstrates a practitioner approach to quality improvements. 

As part of this ongoing improvement the staff on the unit have written 

protocols as already stated. 

I The staff on the Phoenix Unit have used reflective practice successfully on 

a number of occasions in the past year. On one such occasion a reflective 

I diary was kept to help a student nurse who was experiencing difficulty 

. adapting to the care of the older person. The diary was used to reflect on 

f her perception of the older person as an individual. 



The outcome was that the student initially became upset when she realised 

that she had many negative attitudes to older people. 

The ward staff helped her whilst she was on the Unit and when leaving she 

was able to realise changing her attitude to older people would be a long 

process. Her Mor was contacted with her permission to monitor her 

ongoing efforts to overcome her perceptions. 
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Share knowledge of new ways of practice at both local and national level 

and provide a demonstration site for other nurses through visits, seminars 

and workshops. 

Visiting by nurses from diverse areas of practice has continued in the 

Phoenix Unit. During their visits, Ms. Hayes and other staff members 

have been generous in sharing infonnation and discussing aspects of care 

and care delivery. (Appendix 15) 

Mr. Mark Pierce has had an article titled "Organising Care: Care 

Planning" published in the journal "European Nurse". Ms Fleming also 

published an article which appeared in the "Q.A.N.A. Update", titled 

'Wursing Development Unit and Quality Improvement". Lorraine 

Anderson published a report in "The World of Irish Nursing" on how 

Ireland's Flagship units aim to achieve improved resident care by 

promoting excellence in nursing. 



Staff members continue their work in promoting the Nursing Development 

Network throughout Southern Ireland. 

In response to No. 10 criteria, page 6,  Accreditation 17th April 1997, 

(FUTURE DIRECTION) we have experienced some difficulty in the 

area of sharing knowledge within St. Mary's Hospital. St. Mary's staff 

prefer to access information from outside agencies, even as far away as 

Boston, USA. This demonstrates Professor Wright's theory of the "Tall 

Poppy Syndrome". This issue has been addressed by the Director of 

Nursing, Mrs. Vera Manning- Barrett. All new Ward Sisters appointed to 

St. Mary's spend one study day in N.D.U. with Ms. Hayes. They are 

aware of the material that is available. (Appendix 17) 

The Phoenix Unit promotes research awareness among the staff. Evidence 

of this is to be seen in care planning, protocols, policy documents, teaching 

pack for students and standards. 
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DEPENDENCY LEVELS: 

Residents dependency levels are assessed on Phoenix Unit using the 

Cheltenham Study. Using this method, levels of dependency are 

assessed by the nursing staff under eight categories. 

1.  Psychological Needs. 
2. Mobility. 
3. Hygiene. 
4. Pressure Area Care. 
5. Nutrition and Hydration. 
6. Dressing Ability. 
7. Continence. 
8. Social Needs. 

Points are awarded to each resident for each category. These points 

range from 1 to 4 where 1 indicates that the patient requires 

minimum nursing assistance and 4 indicates a need for maximum 

nursing assistance, reflecting total dependency on nursing staff for 

their care and needs e.g. 1998 (17 Residents at time of assessing 

profile) 



RESIDENT DEPENDENCY LEVELS 

1. From another hospital. 

2. Through the Day Hospital. 

3. The Admission Unit through the hospital: 

4. The Rehabilitation Unit w i t h  the hospital. 

Phoenix Unit 

AGE PROFILE 

* The Care Groups and Age Profde are pencilled in and 

updated as required. 

All residents in Phoenix Unit are admitted /transferred for extended 

care. The sources of admission / transfer are: 

0 0 1 16 



ADAPTED FOLSTEIN MINI-MENTAL 
STATE EXAMINATION 

MERCERS INSTITUTE FOR RESEARCH IN AGEING 

COGNITIVE IMPAIRMENT 

Two residents were unable to be assessed due to communication 
difficulties. 

This cognitive assessment was undertaken by the Occupational 

Therapist and covers the areas of orientation, concentration ability, 

registration, short term memory and language & parietal skills. 
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Mental test score (MTS) is used for those residents who cannot see 

or whose hand function is poor as this test does not have any 

reading or writing subtests. 
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A d a p l c c i  -- Fols le i r l  Mirli - fvlerltal S ta te  Ex,1111irlnlio> 
M ~ r c c r ~  l r i $ l i [ u t ~  f o r  R c s c a r c h  in  Aqc lc lq  

I. ORIENTATION ( Maximum Score 10 ) 

~ s k  'Wlial is loday's dale?' 
Then ask specifically for par18 ornilled: 
e.g. ' Can you also lell me whal 
day of llie week fl is ?' 
'What day does SI. Palrick's Day lall on ?'  
' Canyou lell me lhe n a m e d  Illis hoq%tal ? 
'What floor are we on .? 
'Whal [own (or city) arc we in ?' 
'Who is !he Taoiseacli ?' 
' Who is llie Presidenl of Ireland 

II. REGISTRATION (Maximum Score 3 ) 

I. Dale 
2. Day 
3. Monl l~ 
4 .  Year 
5.  St. Palrick's Day 
G. Hospflal 
7 .  Floor 
U. TownICity 
9. ~ y o i s c a c l ~  
10. Presidenl 

Ask [he subjecl if you may lesl hiflier memory. Say the words 'ball', 'Flag- 1 1 .  h l l ~  

'lrec' clearly and slowly, a b u t  one second lor eacli. After you have 
said all itire; words, a;k [he s h j e d  lo repeal them. The lirsl rcpelilion 
determines [he score (0.3). bul keep s y i n g  ltiem (up l o  six trials) until 
Ihe sub jn l  can repeal all lhree words. If (s)lie docs not eventually learn 
all three, recall cannot be meaningfully-tested. 

Ill. ATTENTION AND CALCULATION (Maximum Score 5) 

Ask the subjecl to begin a1 100. and serially subtract by 7. 
Stop after 5 subtradions. Score one p i n l  for each correct 
number 

If the subject cannot or will not perform lhis task, as$ himher lo 
spell lheword 'WORLD' backwards. The score is one p i n l  for each 
correclly placed-letter egrDLROW. = 5.4LORW = 3. Record how the 
subjecl spelled ths work backwar* .................................... 

IV RECALL (maximum Score 3) 

Ask the subject the three words you previously asked him 1 Iier 
lo remember. 

12. 'Flag' 
13. 'tree' 

No. of I@IS 

14. '93' 
15. '86' 
16. '79' 
17. '72' 
18. '65' 

19. ' DLROW' 

20. 'ball' 
21. 'Ilag' 
22.  'tree' 



O c c u Z ~ o t . i o n n l  Therapy  I l t pa r tmr ln t ,  
S t .  H a ! - y ' s  W o s p i t n l ,  
P h o e n i x  Par-k. 

N a m c  nnd a d d r c s a  f o r  5 minu t en  
r e c a l l  t o  he r . epca t ed  by p n t i c n t  t o  
be n u r c  h c n r i n q  i s  n d e q u n t e .  

H r .  P a t r i c k  Murphy,  0 / 1 / 2  
113, West S t r e e t ,  0 /1 /2  
C n b r a .  0/1/2 

T imc  ( t o  nen r -@s t  h o u r )  

T ime o f  day 

Day o f  weck 

D a t e  ( c o r r e c t  i iny o f  mon th )  

Y e a r  

P l a c e  Type C.Q.  I i o s p i t a l  
Namc o f  H o s p i t n l  
Name o f  h'ard 
Nomc o f  Town 

R e c o g n i t i o n  o f  two p e r s o n a  
( d o c t o r ,  e t c . )  

D a t e  o f  b i r t h  ( d a t e  nnd  month sufficient) 0/1 

P l a c c  o f  b i r t h  ( t o w n )  o/ 1 

S c h o o l  a t t e n d e d  0/ 1 

F o r m e r  p c c u p a t i o n  o/ 1 

N a m e  o f  w i f e ,  s i b  o r  n e x t  o f  k i n  o/ 1 

D o t e  o f  World War 1 ( y e a r  m u f f i c i e n t )  o/ 1 

nnte o f  World War 11 ( y e a r  s u f f i c i e n t )  o/ 1 

Nnme o f  P r e s i d e n t  o/ 1 

N a m e  o f  T a o i a e a c h  o/ 1 

M o n t h s  o f  t h e  y e a r  backwards  

C o u n t  1 20 

C o u n t  - 1 

TOFU 3 1  

Maximum 11 

Normal 2 ) t  

C h a n g e  o f  5 i s  m c n n i n n f u l l .  

Ca3leNTS 
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"When Someone Close Dies" 
A handbook on adult and child bereavement 

This booklet presents clear and concise information, thoughtfully written, 

never losing sight of the sensitive issue with which it is dealing. It's aim is 

to help the reader understand their grief and cope with the resulting issues 

which must be faced. 

It applies to an area where, without doubt, not enough attention has been 

paid in the past either because of the delicate nature of the topic, or 

perhaps because of our own feelings of unease when dealing with those 

left behind following the death of a loved one. 

It is aimed not only at those directly affected by bereavement, but it is also 

of practical use to carers. It sewes not only to remind us of the various 

stages of the grieving process, but also highhghts practical matters 

regarding entitlements and allowances which can be of such importance to 

those left behind to cope after a death. 

The body of this handbook begins by explaining the grieving process, 

again in simple, sympathetic manner. It offers practical suggestions on 

how to deal with grief. A major advantage of this book is the fact that it 

also includes advice and education for specific age groups, from children 

to adolescents. 



Some of the stress related to financial and legal problems experienced 

following a death are also addressed, e.g. wills, house and lands, 

registering a death, etc. However, in it's favour, the booklet does 

acknowledge it's limitations by recommending that legal advice be sought 

particular to a situation. 

Finally, a list of organisations which can offer further support and advice is 

included. These will without doubt prove beneficial, and even though most 

of these addresses are in the greater Dublin area there are also numbers 

included which range from Cork, Keny, and Clare to Donegal. 



STATEMENT OF BELIEFS 

Agnes Whitaker. AN In The End Is Harvest; 
an antholo@ for those who grieve. Cruse 1986. 

- ,  - -- . - 
Staff Nurse Mary Glyon, Phoenix Unit, Nursing Development unit: 

31. 



Involve the family in the physical care of the 
patient. 

Relatives may wish to help with turning or 
feeding their loved one. 

Family members will be kept informed of 
the patients deteriorating condition so that 
they can decide if they wish to visit the unit. 
Defer physical care when death is imminent. 
Make space so that family members can . 
remain comfortably at the bed side. 
Encourage family members to sit close to 
the dying person. Explain the dying process 
to the family members present. 

These strategies may reduce the 
potential for future regret in family 
members and may help in the grieving 
process. 

Lesley F. Degner et a1 
Cancer Nursing 246-253,1991. 

- .  .- - . - 
Staff Nurse Mary Glynn, Phoenix Unit, Nursing Development unit..: 

32. 



Family members are welcome to stay 
overnight and sleeping accommodation is 
provided when there are vacant beds within 
the hospital complex. 

Tea and coffee are available on the ward 
and meals are available in the canteen. 
10.30 a.m. - 2.30 p.m. 

The nurses on the unit will have a 
knowledge of the grieving process. This will 
enable them to react with empathy in an non 
judgmental manner to the grieving people. 

Denial 

The grieving person may complain of 
Feeling numb, unable to take in the loss. 

Some people will feel angry, allow the 
person to express his / her feelings. 

Bereavement research findings have 
shown a link between perceived lack of 
support following bereavement and 
significantly higher rates of morbidity 
and mortality in survivors. 

B Raphael. f i e  Anatomy of 
Bereavement. Basic Books Inc. New 
York, 1993. 

Research carried out in the seventies and 
eighties has identified four stages to the 
grieving process. 

Denial, Reality of Death, Grieving and 
Rebuilding of life again. 

J Worden, 1984. 

Staff Nurse Mary Glynn, Phoenix Unit, Nursing Development Unit.% -- - .. - 33. 



Reality of Death 

As the person realises what has happened 
there may be a need to "search" for the 
loved one. This may mean that the person 
thinks they see their loved one , hear their 
voice, or just feel their presence. 

This is a very painful time for the sulvivors 
as they realise that the person is gone. 

Colin Murray Parkes emphasises the 
importance of giving permission to 
grieve and giving permission to stop 
grieving. 

C. M. Parkes. Bereavement 
Counselling: does it work ?. 
B.M. J. Vol. 281, July 1980, P3-6, 

Grieving 

This stage is the longest. There may be a 
feeling of depression and loss of interest in 
life generally. 
Sometimes the person feels angry and looks 
for someone to blame. The hospital, friends 
or family or even the dead person. Some 
people complain of feeling guilty because of 
what they forgot to say or do, or something 
they left unfinished. 

Rebuildine Life Again 

After a time the person will start to have 
some better days and longer gaps between 
despair. As the months go by, such periods 
3ecome more frequent and the person starts 
:o enjoy life again. 

Staff Nurse Mary Glynn, Phoenix Unit, Nursing Development Units 
. . - 

34. 
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PATIENTS M E N U  

Week Commencing: Wcek 1 

Cauhflower, Mashed 

Boiled Bacon Swiss Roll 
Cabbage, Mashed Potato Milk Pudillng 
Peach Flan & Cream Cold Meat 

LZoast Lamb 
Peas, Creamed Potato 
Steamed Jam P u d h n g  & 
Custard 

1 ( Mushroom Soup I S a u s a ~ e  & Chips 1 

~ c r a m k l e d  Egg 
Yoghurts, Fresh Frui t  
Bananas and Cold 
Meat 

Brown Stew scrambled ~~g 
Carrots, Mashed Potatoes Yoghurt & Fresh Frui t  
Chocolate Eclairs Bananas 

Corned Beef & Parsley Sc. 
Swedes, Mashed Potato 
Rhubarb Crumble & 
Custards 

Oxtail Soup Cottage Pie 
Roast Beef Gravy Scrambled Egg 
Cabbage, Mashed Potato Cold Meat 

Mrlk Pudding 
Cold Meat 
Yoghurts/Bananas 

Baked Fish & Cheese Sauce 
Mixed Vegetable 
Mashed Potato 
Lemon Jelly, Sponge & 
Cream 

Pureed Peaches & Ice-cream Yoghurts & Fresh .- .- . ..>, Fruit  in Unsweetened Juice Fruit  : 

Scrambled Egg 
Cold Meat 
Banana Muffins 
Yoghurt & Fresh Frui t  
Bananas 

MENU SUBJECT TO CHANGE 37. 



PATIENTS MENIJ 

I LUNCll 
SUNDAY 

I Country Vegetable Soup 

I Stewed Prunes 
TUESDAY 

MONDAY 

Baked Ham 
Cabbage, Creamed Potato 
Maderia Gateaux 
Fruit in  Unsweetened Juice 

Oxtail Soup 
Roast Chicken 
Sprouts. Mashed Potato 
Bakewell Tart & Custard, 

- 

Boiled Bacon 
Cabbage & Mashed Potato 
Apple Tart & Custard 

- 

Celery,Soup 
Brown Stew 
Carrots. Mashed Potato 
Baked Rice Pudding 

WEDNESDAY 

. . I Lemon Meringue Pie & Cream 
THURSDAY 

Stewed Apple 

Potato Soup 

- 

Leek Soup 
lrish Stew 
Swede & Mashed Potato 
Mandarin Sponge & Custard 

( Unsweetened Milk Pudding 
FRIDAY - 

1 Mushroom Soup 
Fried Fish & white Sauce 
Carrots and Parsnips 
Mashed Potato 
Strawberry Mousse 

( Stewed Apple - 
SATURDAY 

I Minestrone Soup 
Roast Lamb 
Cabbage 
Mashed Potatoes 
Lemon Jelly Sponge & Cream 
Fruit in Unsweetened Juice 

Wcrk 2 
TEA 

Sausage & Chips 
Dundee Cake 
Scrambled Egg 
Cold Meat 
Bananas/Yoghurt 

Assorted Sandwiches 
Milk Pudding 
Cold Meat 
Chocolate Swiss Roll 
BananasIYoghurt 

Fried Egg & Mixed 
Pudding 
Milk Pudding 
Cold Meat 
BananadYoghurt 

Chicken & Vegetable Pie 
Scrambled Egg 
Cold Meats 
BananasIYoghurt 

Fish Cakes and Beans 
Cold Meat 
Scrambled Egg 
BananadYoghurt 

Sausage Rolls & Saute 
Potato 
Milk Pudding 
Cold Meat 
Scrambled Egg 
BananasIYoghurt 

Rasher & Tomato 
Scrambled Egg 
Cold Meat 
BananasIYoghurt 

MENU SUBJECT TO CHANGE ... . . .-. - . .' -- .. 



Week Comme 

SUNDAY 

MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

PATIENTS MENU 

m: Week 3 
LUNCH 

Beef & Vegetable Soup 
Roast Chicken & Stuffing 
Peas, Mashed Potato 
Peach Flan & Cream 
Fruit in Unsweetened Juice 

TEA 

Assorted Meat Salad, 
Beetroot 
Tea Brack 
BananaslYoghurt 

Chicken &Vegetable Soup 
Roast '~eg Lamb & Parsley 
Sauce 
Mashed Turnip 
Mashed Potato 
Rhurbarb Crumble & Custard 
Stewed Prunes & Custard 

1 

Sausages & Chips 
Scrambled Egg 
Cold Meat 
BananasNoghurt 

Celery Soup 
Brown Stew 
Onions, Carrots 
Mashed Potato 
Stewed Apple & Custard 
Milk Pudding 

Cheese & Onion Flan 
Scrambled Egg 
Cold Meat 
BananasNoghurt 

Potato & Leek Soup 
Baked Ham 
Cabbage, Mashed Potato 
Sherry Trifle 
Stewed Apple 

Mushroom Soup 
Roast Beef 
Mashed Potato, Cauliflower 
Lemon Meringue Pie 
Fruit in Unsweetened Juice 

Mixed Pudding 
Milk Pudding 
Cold Meat 
BananasNoghurt 

Beefburger in Onion 
Gravy, Saute Pototoes 
Scrambled Egg 
Cold Meat 
BananasNoghurt 

Celery Soup 
Fried Fish, Garden Peas 
Mashed Potato 
Milk Jelly & Cream 
Milk Pudding 

MENU SUBJECT TO CHANGE 

Assorted Sandwiches 
Iced Maderia 
Scrambled Egg 
Cold Meat 
BananasNoghurt 

Oxtail Soup 
Irish Stew 
Carrots, Boiled Potato 
Coconut Sponge & Custard 
Stewed Fruit 

sausage ROIL& Beans 
Milk Pudding 
Cold Meat 
BananasNoghurt 



MONDAY 

TUESDAY 

SATURDAY I= 

I'ATIENTS M ENII 

g Week 4 

LUNCH ( TEA 
I 

Minestrone Soup 
Roast Stuffed Turkey 
Carrots, Mashed Potatoes 
Apple Tart & Custard 
Diabetic Fruit 

Cheese Salad 
Scrambled Egg 
Yoghurt & Fresh Fruit 
CoHMeats 
Iced Maderia 

- 

Beef & Vegetable Soup 
Boiled Bacon 
Cabbage, Mashed Potatoes 
Pear Corde 
Pineapple Crush 

Celcry Soup 
Roast Beef 
Sprouts/Mashed Potatoes 
Sherry Trifle 
Stewed Apple 

Assorted Sandwiches 
Queen Cakes 
Semolina Pudding 
Banana & Fresh Fruit 
Cold Meats 

Fish Cakes & Baked Beans 
Scrambled Egg 
Yoghurt Fresh Fruit 
Cold Meats 

Oxtail Soup 
Roast Chicken 
Carrots. Mashed i'otatoes 
Apricot Tan (G Cream 
Stewed Prunes 

Rasher & Tomato 
Milk Pudding 
Yoghurt Rr Fresh Fruit 
Cold Meats 

Chicken Soup 
lorned Beef 
Zabbage, Mashed Potatoes 
?rushed Pineapple Pavlova 
iice Pudding (Diabetics) 

Assorted Sandwiches 
Jam Sponge 
Scrambled Egg 
Yoghurt & Fresh Fruit 
Cold Meats 

3eef & Vegetable Soup 
;ried Fish 
vlixed Vegetables 
dashed Potatoes 
-hocolate Eclairs 
Jnsweetened Fruit 

MENU SUBJECT TO CHANGE 

.... .; 40, 
- 

Cottage Pie 
Cold Meats 
Baked Rice Pudding 
Yoghurt & Fresh Fruit 
BananasIYoghurt 

'otato & Leek Soup 
3rown Stew 
Iarrots & Mashed Potato 
3read & Butter Pudding 
iemolina -. Pudding (Diabetics) 

Sausage Rolls & Beans 
Scrambled Egg 
Cold Meats 
Bananas & Yoghurts 



SUNDAY 

. RIDAY 

PATIENTS MENU 

!%- --- - Week 5 
LUNCH TEA 

Beef & Vegetable Soup Sausages & Chips 
Roast Beef Scrambled Egg 
Peas, Mashed Potato Cold Meat 
Milk Jelly & Cream Jam & Cream Sponge 
Fruit in Unsweetened Juice Yoghurts & Fresh Fruit 

Chicken & Vegetable Soup Fish Fingers & Chips 
Roast Chicken Milk Pudding 
Mashed Turnip Cold Meat 
Mashed Potato Yoghurt 
Steamed Jan1 Pudding & Fresh Fruit 
Custard 
Stewed Prunes & Custard 

Celery Soup 
Brown Stew, 
Onions, Carrots 
Mashed Potato 
Strewed Apple & Custard 
Fruit in  Unsweetened Juice 

Assorted Sandwiches 
Queen Cakes 
Scrambled Egg 
Cold Meat 
Yoghurts & Fresh Fn~it  

Potato & Leek Soup 
Boiled Bacon 
Sprouts, Mashed Potato 
Rhubarb Tart & Custard 
Stewed Fruit 

Mushroom Soup 
Roast Beef 
Cauliflower 
Fruit Crumble 
Fruit in  Unsweetened Juice 

Chicken Pie 
Milk Pudding 
Cold Meat 
Yoghurt 
Fresh Fruit 

Sausages & Chips 
Scrambled Egg 
Cold Meat 
Yoghurts & Fresh Fruit 

Celery Soup 
Fried Fish 
Garden Peas, Mashed Potato 
Sherry Trifle 
Stewed Fruit 

MENU SUBJECT TO CHANGE 
41. 

Assorted Sandwiches 
Swiss Roll 
Scrambled Egg 
Cold Meat 
Yoghurt & Fresh Fruit 

Oxtail Soup 
Corned Beef 
Cabbage, Boiled Potato 
Stewed Prunes & Custard 

Fried Egg & Saute Potato 
Milk Pudding 
Yoghurt & Fresh Fru:q 

>- k . 
.:- ... :. 



DAILY REQUISITION FOR FOOD FROM KITCHEN 

Ward: 

Number of Patients: 

Date: 

Food Requirements 

BREAKFAST: Porridge 

LUNCH: 

Gravy 

Portions 

White Sauce 

MAIN COURSE: Meat 

Food Requirements 

EVENING MEAL: Fat Free (cold meat) 

Scrambled Eggs 

Sandwiches 

Cooked Supper 

Yogurts 

Mince 

Chicken 

I I I I Whole Potatoes 

Portions 

Bananas 

m: Brown 

Steamed Fish 

Fried Fish 

Fried Eggs 

Mashed Potatoes 

Vegetables 

DESSERTS: Sweet of the day 

Milk Pudding 

White 

SPECIAL REOUESTS: 

Prune Juice 

Diet Yogurt 

Plain Yogurt 

I Jelly 

Reducing 8 Diabetic Fruit 

1. 
I 

Ice Cream - portion 

Fresh Fruit 

I I 

Signalure : ... ....... ........ ... ................ 
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Activity Undertaken: Pilgrim to Knock 

Residents Name: Nora 0' Reilly 

ResidentsIReiatives Comments: 

I enjoyed it very much. It was a fine day. I 
travelled by coach, with the Irish Wheelchair 
Association and found the journey very 
comfortable. 



Activity Undertaken: Concert - 
Sonny Knowles, 
St. Mary's Hospital, 
Lecture Hall. 

Residents Name: Ena Mc Entaggart 

ResidentsIRelatives Comments: 

Terrific. Loved the songs. She would go to 
see him again. "I love Sonny Knowles. He 
shook my hand and gave me a kiss. I will 
never wash my hand again". 



Activity Undertaken: "Grease" the 
Concert in the 
Point Theatre. 

Residents Name: Nora 0' Reilly 

ResidentslRelatives Comments: 

"Terrific". Nora enjoyed it immensely. She 
was not allowed to smoke during the concert, 
(this she found annoying) but at intervals she 
went out side for her cigarette. 



Activity Undertaken: Visit Home to her 
Daughter 

Residents Name: Ena Mc Entaggart 

ResidentsIRelatives Comments: 

Ena found that the black taxi she travelled in 
was not very comfortable. She found that 
whilst in her wheelchair her head was hitting 
the roof, but otherwise she had a lovely day, 
and was very nervous on her return journey. 



Activitv Undertaken: Pilgrim to Knock 

Residents Name: Mary Eustace 

ResidentsIRelatives Comments: 

Mary found Knock to be a very beautiful place. 
She travelled by bus, and found the food was 
delicious.. Nurses gave her two bottles of 
Guinness for her journey, for which she 
thought they should have given her more. 



Activity Undertaken: Art Exhibition at 
Irish Museum of 
Modern Art. 

Residents Name: Jane Walker-Bryce 

ResidentsIRelatives Comments: 

Jane felt very cross as she was not given a 
choice of refreshments. She was given a glass 
of orange, when she would have liked a 'nice 
cup of tea'. Jane was only given the 
opportunity to see one room at the exhibition 
but she knew that there was much more to 
see (Jane has a speech difficulty following a 
stroke). An evaluation of this trip showed that 
a member of the ward staff will accompany 
Jane on future trips. 
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NUTRITIONAL ADVISORY D E P A R T M E m  
SERVrCES FOR THE ELDERLY, E.H.B. 

....................... -3;. ..... ..i. . . .  
_: . . . .  .."> . . . . . . . .  . . . .  . . . . . . . .  :;;: .< ... -::'.'? .: . . . .  . . - ~  

rnA .?.D&: ... ... / - 9 - qp 
u . . " .  ...: ::, . ~ . . . :  

2 ', 

: ,' r:., , ..:. . . .  : . ., 
. . .. . . .  Hospital:, L I ;-unik. 

"LITTLE AND OFTEN' 

Take small portions at meal-times, do not skip meals. 

Take glasses of milk with all meals. 

Take milky-based deserts eg. milk puddings, yogurts, etc. 

Leave desert for 1-2 hours after .dinner if full after main meal 

Take nourishing drinks between meals: 
0 Ensure Plus/Fortisip Coffee made on milk 

Complan Cocoa 
Build-Up Soup Drinking Chocolate 

and/or small snacks between meals: 
Cheese and crackers Small sandwich 
Y s t  Ambrosia milk pudding 
Milk and biscuits 

Use cream/skimmed milk powder/maxijoule in porridge, 
soups, deserts, etc. 

Likes: .F GG< , S w - ~ b s  Dislikes: Po t c  t -n G , 

C H  E E s E  G ~ J  

(Telephone St. Mary's Hospital, Phoenix Park, Dublin 20 at (01) 6778132/ 6711849) 



ST. MARY'S HOSPITAL 



EVALUATION 
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My Mother Mary Lyons 

As Mary Lyons daughter I would like to put pen lo paper and say a few words 
about my mother having a stroke. 

On October 16, 1996 Mary had a massive stroke leaving her paralysed on the 
right hand side. She was admitted to hospital and in the first few weeks everything 
was most acceptable until one evening a patient who was a young girl and very 
fond of mum came over to me and said " Your mum is being moved to the 
Geriatric Unit to-morrow ", that was the first I knew about it, and there was no one 
to give me any information. 

When I arrived with Helen, my cousin, mum was in the Geriatric Unit, and we had 
to bring all her things with us, when we saw mum we certainly got a shock. There 
was nobody to meet us and eventually a person came and told us to get rid of the 
flowers and cards, teddy bears etc, that well wishers, and neighbours had brought 
in to Mum when visiting. What a shock! 

After six weeks the Doctor told us mum was going to St. Mary's Hospital 

My cousin Helen to whom I owe so much, went there on November 21sl with my 
Brother who came home from Greece, and my husband Eddie without who I could 
not do do without went with mum in the ambulance. 

Mum remained in E.I. Unit for 6 weeks, and Sister Freddie was very helpful, mum 
was unable to eat solid foods, or drink solid drinks. I will never forget thick and 
easy. 

She then went to C.3. for two weeks but because of the absence of a proper hoist 
we were told she had to be moved. On the day before her departure from C. 3. 
Eddie my husband and Helen my cousin met Sister Mary Hayes The Sister in 
Charge of the Phoenix Unit, and they were greatly impressed. They both told me 
on the telephone as I was at work that she was an exlremely nice woman, in fact 
the nicest person we had encountered so far. 



That evening my husband Eddie and I went to see mum's new bed, and we were 
met my Staff Nurse Fleming who told us all about the Phoenix Unit. I had rightly or 
wrongly, some degree of apprehension regarding my mother being transferred yet 
again after only two weeks in Unit C.3. I found not a little degree of difficulty in 
coming to terms with the fact that mum's stay in hospital was going to be of a long- 
term nature, as we had lived together is such harmony for all those years and we 
had never been parted, she was my best friend. 

Afler a short period of time however I gradually became reconciled with this fact. I 
can say with conviction that this reconciliation was greatly helped when I became 
aware of the extent and, more importantly, the quality of the care being provided to 
my mum and the other patients in the Phoenix Unit. 

POSIT ENT CARE 
As time went by it came to my notice as well that while there were set procedures 
and structures in place, as there of course ought to be, the care being afforded to 
the patients in that Unit was not confined within the parameters of those 
procedures and structures, but that the Staff of the Unit in general were willing to 
see to the particular needs and requirements of each individual patient when 
required no matter how small or apparently unreasonable - such requirements 
might seem from time to time. 

This of course arose from the unstinting commitment of members of Staff of the 
Unit, and due, in no small measure to the direction and practical example set by 
the Sister in Charge of the Unit- Sister Mary Hayes in particular, and other Senior 
Staff downwards. 

On a particular and personal note i.e., my mother's care, and in this regard 
particular note would have lo be made regarding the care and attention being 
afforded to her by her Primary Nurses firstly by Staff Nurse Mary Hunt, and 
subsequently and currently the UNIQUENVONDERFUUCARING Staff Nurse 
Mary Glynn. 



One positive aspect about patient care in the Phoenix Unit is the degree of 
flexibility that exists. This extends to permitting a large degree of family 
involvement in the care of individual patients. That this was so became apparent 
on the first day my mother came to the Phoenix Unit through an introductory 
conversation I had with Staff Nurse Mary Glynn who is at present her Primary 
Nurse. 

She pointed out to me that I could if I wished become involved in doing my 
mother's laundry, bring my own Hairdresser as I requested to do this, and she 
assured me that mum could have her hair dyed as my mother had a wish to 
remain blonde. Mary also told me that the hold-up stockings that cause an 
occasional cheer could be used. This involvement is shared by three family 
members, myself, my husband Eddie and mum's niece Helen. These shared 
tasks include feeding mum at meal times, and I personally am allowed to be 
present when I am to assist with the commode. 

Also included are reading items from newspapers and other magazines and, in 
particular, items from her local paper the Longford Leader about items of interest 
concerning the general locality where she was brought up as a child from the early 
years of her life. 

This family contact I believe helps to maintain for mum a link with her past and in a 
sense I believe helps to contribute towards an atmosphere of "homeliness" for her. 

In this regard it should be mentioned that mum while being very much a home 
oriented person enjoyed family company in situations outside the immediate home 
environment. 

I believe also that members of a close family by virtue of that closeness have a 
subjective insight into the personality of each other. As regards mum this 
manifests itself in interpreting the utterances not always coherent as applies to a 
stroke victim for those persons outside the immediate family circle, who, with the 
best will in the world, would not be capable of giving meaning to such utterances in 
all situations, and, of course, this is something which only arises from close family 
contact, over many years. 



The excellent care occurring in a day to day basis in the Unitincludes choice of 
clothes, jewellery make-up and hair done to make the patient look their best, in 
particular this was something of great significance to my mother not to speak of 
the very positive effect it has on those people visiting her from time to time. 

Just to mention in conclusion my mother was a very outgoing person, and it was 
her policy in life always to help and embrace people who fell on hard times 
through illness or whatever other reason and those, who as she saw it may have 
been less fortunate than herself. 

Although her own path through life was not without its ups and downs her life's 
philosophy was to be positive about things and events, and always believed in 
having a good laugh. 

MADELEINE O'CONNOR. 
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- -  - - -  
I Appeals 1 

If you have been refused a service 
o r  part  of a service you have a right 
of appeal. You should make an 
appeal within three weeks of receipt 
of the decision. 

0 To make an appeal, write 
to the Director of Customer Services 
and Appeals. Outline the reasons 
why you wish to make the appeal 
and give details of any exceptional 
circumstances, medical o r  otherwise, 
which might support  your appeal. 

Your appeal will be acknowledged, 
treated confidentially and 
investigated thoroughly. You may 
be invited to a meeting to discuss 
your case. You should receive a 
decision within three weeks. 
Sometimes cases take longer to 
investigate but you will be kept 
informed of' progress. 

- - - 

If you are  not satisfied with our  final 
response regarding complaints o r  
appeals, you can contact the - 

Office of the Ombudsman 
18'Lower Leeson Street, Dublin 2. 

Telephone (01) 678 5222. 
The Ombudsman is independent of the 
Health Boards. 

Your local 
c o m p l a i n t s  M a n a g e r  is: 

The Director of  
Customer Services ant1 Appe;tls is: 

COMPLAINTS 
AND 

APPEALS 
SERVICE 

Ensuring that 
.+.complaints and :ippeals arc . . 

:,a. .:.,;:<+$:zir 
..A .$ ..*. %.+ .... *<. i s  

, rc .T.*!+.*. - managed 
I' . ,;'i"tg&~i .-w:,;::.:qrn:a confideritial! 

! .  

responsive ; ~ n d  user 
friendly manner, 



1 m--- 
I 
- -- 

Introduction / 
- -- - - 

The Eastern Health Board 
provides a wide variety of 
health and personal social 
services to the people of 
Dublin, Kildare and 
Wicklow. We have many 

.; centres throughout the 
region including hospitals, 
health centres, hostels and 
homes. 

Our staff make every effort 
to assist you by providing a 
high quality and professional 
service at all times. However, 
sometimes things do go 
wrong. If you have a 
problem or are unhappy 
with any aspect of our 
service, we want to know 
about it so that we can try to 
resolve it. 

You can contact any of our 
staff who will do their best to 
sort out any problems or 
dijjiculties you might have. 

Complaints 
and 

Appeals 

To make a complaint you can - 

0 Contact your local 
Complaints  manager. 

. Complete the complaint 
form, write a letter o r  make 
a phone call. 
The name of your local 
Complaints Manager is listed 
at  the back of this leaflet and 
is also available a t  your local 
health centre o r  hospital. 

Your complaint will be 
acknowledged, treated 
confidentially and 
investigated thoroughly. 
You should receive a decision 
within four weeks. 
Sometimes cases take longer 
to resolve hut you will be 
advised of progress. 

WE HAVE A COMPLAINTS 
AND APPEALS PROCEDURE, 
WHICH WILL ASSIST YOU IF 

- YOU WISH TO MAKE A 
COMPLAINT OR A N  APPEAL 
ABOUT ANY ASPECT OF OUR 
SERVICES. 

If you are  not satisfied with the 
decision of the local Conlplaints 
Manager, you can contact or 
write to the Director of' 
Customer Services and Appeals. 

You should give details of the 
reasons why you are dissatisfied 
with the decision or response. 
Again, your complaint wi l l  be 
acknowledged and investigated 
thoroughly. You should receive 
a decision within three weeks 
where possible o r  you will be 
advised of progress. 

0 The Director of' Customer 
Services and Appeals will? if' 
necessary, form a panel with 
independent professional o r  lay 
people to investigate your 
complaint. You may also be 
invited to a meeting to discuss 
your case. 

63. 



APPENDIX 9 





St Mary's Hospital Advocacy Project 

Progress Report 

August 1998 

I 30.31 Lower Camden Streel. Dublin 2. TeI: +353 1 4756989/4785060/4756M)I/2/31416 Fax: +353 1 475601 114756008 64. E-mail: ageact@indigo& W~s&:_h~p:/lindigo.iel-ageact 



Contents 

1.0 Report 

2.0 Advocacy 

3.0 Planning and Preparation 

4.0 Volunteer Recruitment 

5.0 Advocates Training Programme ~... 

6.0 Volunteer Advocates 

7.0 Future Action 

APPENDICES 

Appendix A Advocacy Project Leaflet 

Appendix B St Mary's Hospital Advocacy Policy Document 

Appendix C Advocates - Role and Responsibility 



St Mary's Hospital Advocacy Project 
1.0 Report 

1 .1  This report documents the progress to date of the Advocacy Project based in St 
Mary's Hospital in Phoenix Park, Dublin. The pilot phase is limited to the 
Phoenix Unit - a ward which provides extended care to eighteen female residents. 

1' 

1.2 Project 
St Mary's Hospital in co-operation with Age Action Ireland agreed in Autumn 
1996 to pilot an advocacy project within the Phoenix Ward, which would provide 
an independent advocacy service. The advocates, on request, provide friendship, 
support, information and representation for residents on a one to one basis. 

1.3 Age Action Ireland is a national non-governmental organisation working as a 
network of organisations and people providing services for older people and their 
carers in Ireland and as a development agency promoting better policies and 
services for them. 

1.4 Phoenix Ward-St Mary's Hospital, Dublin 
The Phoenix Ward - (previously called Unit F2) is an accredited Nursing 
Development Unit. The unit aims to promote excellence in nursing care for the 
patients. 

The Wards Mission Statement is as follows:- 

"We the care team of Unit F2 provide holistic patient centred quality care which 
is research based". As a means of achieving this the staff of the ward engage in 
projects and research activities that provide them with indicators and mechanisms 
which can be used to improve the care they provide. 

2.0 Advocacy 

2.1 Advocacy is a process of empowerment and is concerned with helping people to 
make informed choices. 

Advocacy literally means "pleading the cause of', "acting on behalf of', 
"speaking up for", and is all about an independent person speaking up for the 
rights of another person. 
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Some older people living in a hospital, residential or nursing home may through 
frailty, physical or mental disability or lack of knowledge, confidence or skills 
find it difficult to express their wishes and find themselves in a position where 
their ability to exercise their right to be consulted or involved in their care 
arrangements is limited. Advocacy plays a vital role in the process of 
empowering older people who find it difficult to articulate their wishes. 

3.0 Planning and preparation 

3 .  Many meetings have taken place with groups of staff in the hospital including 
Administrators, Consultant Geriatricians, Director of Nursing, Nursing Staff, - 
Physiotherapists, Occupational Therapist apd the Social work Department. 
Continual liaison with the members of staff by the co-ordinator has been an 
important part of the planning process and the running of the project; the 
openness of the staff has to be commended. 

3.2 An advocacy steering group was established in November 1996 and this group 
continues to provide key support and guidance. This group also includes 
representatives from St Mary's Hospital. 

3 A number of study visits also took place in the planning period. These involved 
advocacy pilot projects based in Northern Ireland and provided useful practical 
experiences in the setting up and running of advocacy services. (Citizen 
Advocacy Service, Byron House; Help the AgecWoluntary Service, Belfast - 
Advocacy in care project; Age Concern Northern Ireland) 

3.4 The following books and materials were used to gain guidance and insight as to 
the most effective model both in terms of the structure and co-ordination of the 
project and in the recruitment and training of volunteers. 

Bateman, Neil Advocacy Skills Arena, 1995 
I 

Bernard, M and Glendenning, F Advocacy, Consumerism and the Older t 

Person Beth Johnson Foundation, 1990 .I , 
Dunning, A 

Eaton, Lynn 

Ivers, Vera 

Citizen Advocacy with Older People- 
A code of good practice CPA 1995 

Pleading the case for Advocates 
Search 18 Winter 199311994 

Citizen Advocacy in Action Beth Johnson 
Foundation, 1994. 
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Jones. C 

Killeen, Jan 

Wertheimer, Alison 

Age Concern England 

Alzheimers Disease Society 

Nursing Times 

Nursing Times 

Philip, Angela 

The Empowerment of Older People 
Examples of good practice from European 
Countries 

Advocacy and Dementia, Alzheimer's 
Society of Scotland, 1996 

Speaking out - citizen advocacy and older 
people CPA, 1993 

Guidelines for Setting Up Advocacy Schemes 
1989 

Gwent Befriending and Advocacy Project 
' Annual Report 1996 

"Speaking up for others (Patients Rights)" 
March 29, Vol. 91, No 13. 1995 

"Advocates of Independence "(Advocacy and 
Older People) March 2, Vol. 90, No 9, 1994. 

"Doctor, Meet My Advocate" Sunday 
Observer 141419 1 

4.0 Volunteer recruitment 

4.1 One of the greatest challenges has been the actual recruitment of volunteers. 
There were many publicising meetings, leaflets were produced along with a 
project policy document, and a large database compiled of organisations and 
individuals who were contacted and advised about the project. 

4.2 Eight people were recruited to undertake the Advocates Training Programme 
which took place in February 1998. 

From this course three volunteer advocates put themselves forward for selection. 
This involved completing application forms, references and interviews. 

4.3 A second recruitment drive has recently taken place and a number of trainees 
have been identified to undertake the next haining programme which is scheduled 
to take place in Autumn 1998. 
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5.0 Advocates Training Programme 

5.1 This pilot programme consisted of seven sessions, each lasting two and half hours 
(as follows) 

5.2 
Session I: "What is Advocacy?" 

"What can I offer the Project?" 
- To consider the meaning of advocacy 
- Identify skills, knowledge and values of advocacy 

Session 2: 

Session 3: 

Session 4: 

Session 5: 

Session 6: 

Session 7: 

Knowing where to get help 
- Sources of help and support for advocates 

Communication 
- Effective communication skills 

Medicine for Older People 
- Physical and Mental limitations experienced with ageing 

A Hospital setting 
- Familiarisation with ward, staff and surroundings 

Responsibilities 
- Advocates responsibilities 
- Project supervision mechanisms 

Project Procedures and Course Review 
- Referral procedures 
- Recording praitices 
- Further training needs 

(This course has since been evaluated) 

6.0 Volunteer Advocates 

6.1 Currently there are two advocates working within the Phoenix Ward. 

6.2 They have been continually supervised by the co-ordinator through group and 
individual meetings. Each advocate, is required to complete a case record when 
dealing with residents, this record will remain confidential within the project, 
namely the advocate, the resident and the co-ordinator; this record identifies 
issues and describes action taken on behalf of residents. 

6.3 Further training - The volunteer advocates are consulted regularly about training 
needs arising from the project. They have expressed an interest in conflict 
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resolution training. This will be included in the next training programme to which 
current advocates will be invited. 

7.0 Future Action 

7.1 The next stage is to train more volunteers to act as  advocates within the hospital - 
the next training programme is planned for Autumn 1998. 

7.2 Further meetings shall take place with current and new staff within the ward to 
ensure that all involved with the ward know of the project and have an 
understanding of the project objectives. 

7.3 It is hoped that this pilot will lay the founditions for an advocacy service which 
might be extended to all the older people within St Mary's Hospital. 
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I IRELAND / 

WHAT IS 
AGE ACTION IRELAND? 

Age Action Ireland is a national 
non-governmental organisation 
working as a network of organisa- 
tions and people providing services 
for older people and their carers in 
Ireland and as a development 
agency promoting better policies 
and services for them 

If you would like to become a 
volunteer advocate, or are 
interested in learning more 

about the project please 
contact: 

Anne Marie Maher 
Project Worker 

Age Action Ireland Ltrl 

30-31 Lower Canden Street 
Dublin 2 

TeVFax: 01 4 756989 

I 
IRELAND i 1 

ADVOCACY PROJECT 

in 

St Mary's Hospital 

Phoenix Park 

Would you like to 
become an advocate? 



Role of an Advocate 
What is Advocacy? " 

Advocacy is a process of empowerment 
and is concerned with helping people to 
make informed choices. 

Advocacy literally means "pleading the 
case of ' ,  "acting on behalf of, "speaking Advocacy plays a vital role in the 
up for" and is all about an independent process of empowering older people 
person 'peaking for the rights of who find it difficult to their 
another person. 

Some older people living in a hospital, 
residential home or a nursing home may 
through frailty, physical or mental 
disability or lack of knowledge, 
confidence or skills find it difficult to 
express their wishes and find themselves 
in a position where their ability to 
exercise their right to be consulted or 
involved in their care arrangements is 
limited. 

would you like to be a volunteer 
advocate for older people in 

St Mary's Hospital; 
Phoenix Park? 

If so, please contact 
Age Action Ireland Ltd 

@ 

=1 An advocate will provide 
friendship, support, information 
and representation for a client. 

=. All volunteer advocates will 
undergo training before being 
matched with an older person. 

All volunteer advocates will have 
access to continuing training, 
support, help and advice from the 
project coordinator. 

Aune Marie Mnl~er 
Project Worker 

Age Actiorr Irelnrtrl Ltd 



Appendix B 

St. Mary's Hospital Advocacy Project Policy Document: 

1. Introduction: 
1.1 This policy document aims to set out the organisational framework of the project 

and is intended to be flexible and will be regularly reviewed as the project 
develops. 

1.2 Where the policy/procedure is unclear the matter should, at first instance, be 
referred to the project co-ordinator, then to the Steering Group. 

1.3 The Co-ordinator and other associated staff are accountable to the Steering 
Group. .!: 

2. Purpose of the Project 
2.1 To support the development of user initiatives in the hospital and to promote 

means by which users have direct input into health policy and planning. 

2.2 To offer individual residents the opportunity to express their views and needs to 
an independent person. 

2.3 To assist patients to participate actively in decisions about their care. 

2.4 To offer advice and support to people who wish to be self advocates. 

2.5 To raise awareness of the project both amongst professionals, users, carers and the 
general public. 

2.6 To provide a service that does not discriminate against any potential resident on 
the grounds of race, colour, gender, age, sexuality, health or ability. 

3. Scope of the project. 
3.1 While the project will be restricted initially to the Phoenix Ward in St. Mary's 

Hospital, it will consider requests for advocates from sources in other parts of the 
hospital. 

3.2 The project will seek to deal with issues that arise in the most informal way 
possible consistent with the residents wishes. 

3.3 The advocacy co-ordinator will offer a service completely independent from 
hospital and statutory staff to ensure that the service is perceived by residents as 
independent, the advocacy co-ordinator should avoid being identified with the 
hospital administration or professional staff. 

3.4 Staff, informal carers, family members and others can contact the advocacy 
service suggesting that a particular resident may require advocacy support. An 



advocate can then approach the patient to determine whether such support is 
desired. 

3.5 The advocate will take each issue raised by a resident seriously. They must 
always let themselves be led by what the resident perceives as hisher own interests 
and not by what the advocate or any professional perceives to be the residents 
interests. The advocate should refrain as far as possible from offering their own 
opinion but can inform the resident about what options are open to them and 
expected outcomes. 

3.6 Advocates will assist residents to act on their own behalf where an advocate and 
resident work out an action plan - the resident goes away and carries out ihe plan in 
the knowledge that if things don't work out s h e  can come back to re-evaluate. 

3.7 Only at the residents request should the adv&ate attend any meetings that the 
resident has with the hospital staff or other professionals concerned with the 
residents care or in a position to affect the residents interests. 

3.8 Advocates may be required to represent a residents interests by writing letters to 
professionals or making phone calls on the residents behalf. Advocates should 
ensure in such cases that the resident has full control of this process (e.g. by 
dictating or checking the contents of a letter) and is kept fully informed of 
responses at all stages. 

4.0 Confidentiality. 
(to be attached) 

5.0 Grievances and Complaints about the Service. 
(to be attached) 

6.0 Access to Information 
6.1 Access to case notes and personal information on people using the service will be 

negotiated with users and will be subject to their approval and consent. 

7. Boundaries 
7.1 When the nature of a task falls within the duties of a statutory professional the 

resident should be referred if possible to the appropriate person. The advocacy 
project needs to be wary of duplicating existing services. Advocates should not 
take on work where there is not an identified advocacy need. 

8. Responsibility - Supervision and Support 
8.1 The advocacy co-ordinator will be responsible for the supervision and support of 

volunteer advocates. 

9. Record Keeping. 



9.1 All contact with residents and professionals on behalf of the residents should be 
recorded in the correct place with a note of the nature of the contact, action taken 
and outcome, this will be used for the purposes of reviewing the service. 

9.2 All information will be kept securely 

9.3 Records should be kept in such a way that another worker can take over the case if 
necessary and be fdly informed. 



Grievance and Complaints Procedure 

Age Action Ireland tries to provide a quality advocacy service. If you are not happy 
about something we have done you have the right to complain. 

We hope you feel able to discuss any problems with the advocacy projects co- 
ordinator at any time, but if you feel you c k n o t  do this, or if you have a serious 
complaint, you should use the complaints procedure. 

At each stage your complaint will be listened to carefully. 

Who Can Use the Complaints Procedure? 
Anyone can. The procedure is especially for paraners, advocates, carers and service 
providers and users. 

What Can You Complain About? 
You can complain about anything the advocacy project is responsible for. We 
encourage and support people involved in advocacy partnerships. We are responsible 
for the work of the project co-ordinator, introducing advocates to people who need 
them and supporting and supervising advocacy partnerships. 

How Do You Complain? 
You can complain by letter, by phone or by asking to see someone. You are welcome 
to have someone represent your views and help you with your complaint. The person 
could be a friend, relative, advocate, solicitor or personal representative. 

Who Do You Complain To? 
You should initially complain to the project co-ordinator, who will try to resolve your 
problem immediately. If you feel your problem has not been resolved to your 
satisfaction within 10 days then the complaint will be written down. 

What Happens to your Written Complaint? 
You will receive a written acknowledgement that the Advocacy Steering Group has 
received your complaint within 7 days. Any person or persons named in the 
complaint will be told that a complaint has been made about them. The complaint 
will be considered by the Chair of the group, another member and the co-ordinator. 
They will be responsible for asking questions and for making any decisions about 
how things might be put right. You will be told of their decision in writing within 28 
days of making your complaint. 



Confidentiality 

It is proposed that the project adheres to a confidentiality policy. 
Advocates may have to handle information about individuals which is 
personal, sensitive and often given in confidence. 

Residents: 
The relationship between advocate and partner will be based on an 
understanding of confidentiality. Confidentiality will be maintained 
within the project management and information will not be disclosed 
beyond this. 

Written Records: 
Any records or information made in the execution of a case will be kept 
in a locked drawer. This will also apply to any p e r s o ~ e l  and supervision 
records made between advocates and project co-ordinator. It is important 
that staff should feel free'to express their feelings about their work or 
experiences, consequently supervision session, formal or informal will 
remain confidential. Informed consent must be gained before any 
information is passed on to other agencies. 

Exceptional circumstances where confidentiality may have to be 
breached. There may be exceptional circumstances where 
confidentiality has to be breached. These may be broadly defined as 
situations where serious offences have been committed by or against the 
partner when both the advocate and the project worker may need to break 
confidentiality and take further action. The partner will be made aware of 
these limitations to confidentiality. 



Appendix C 

ADVOCATES - ROLE AND RESPONSIBILITY 

Advocacy refers to the process of pleading the cause and acting on behalf 
of another person to secure services they require and rights to which they 
are entitled. 

Advocates owe those they represent a duty of loyalty, confidentiality and 
a commitment to be diligent in the promotion of their cause. Citizen 
advocacy refers to the persuasive and supportive activities of trained 
volunteers of staff working on a one to one basis on behalf on those who 
are vulnerable and disempowered and no{ in a good position to exercise 
or defend their rights as citizens. Advocacy occurs when an individual 
enters into a relationship with and represents the interests of an older 
person who needs assistance to improve his or her quality of life. The 
advocate maintains complete loyalty to the partners and represents his or 
her wishes, needs and preferences as if they were their own. 

Duties and Responsibilities: 
To receive referrals from the advocacy project. 
To establish a relationship with a partner so as to determine how they 
wish to have their views and wishes articulated to the service provider. 
To establish a working relationship with the service provider 
concerned. 
Outlining the aims of the advocacy service role, whilst recognising the 
possible sensitivities of the position of the professional or informal 
carer. 
To seek out information on behalf of the partner with the support of 
Age Action Ireland Library and Information Service, to enable the 
partner to make better informed choices. 
Maintain written records as required. 
Undertake a preliminary training programme. 
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The staff from The Phoenix Unit demonstrate their commitment to on- 

going education by their attendance at the following educational sessions 

from 1996 to the present time. 

Certificate in Wound Care Oct 1996 

Diabetic Study Day Oct 1996 

Introduction to Quality Improvement Nov 1996 

Standard Setting and Research Methods Dec 1996 

Moving to Audit Dec 1996 

Reflective Practice Mar 1997 

Team Building x 3 March / Dec 1997 

Manual Handling Practice Oct 1997 

Palliative Study Day at St. Vincent's Hospital Nov 1997 

Preceptorship Course Oct 1997 

Pharmacology in the Elderly Dec 1997 

Attitudes to the Elderly Mar 1998 

Care of the Patient with Cancer Apr 1998 

Parkinson's Disease Apr 1998 

Post-Graduate Diploma Course in Clinical Practice 
Trinity College Dublin Sept 1998 - June 1999 



Team Building x 3 March / Dec 1997 

Preceptorship Training Dec 1997 

Reflective Practice Jan 1998 

Manual Handling Practice Oct 1997 

Pharmacology in the Elderly Dec 1997 

Hypertension and Falls Jan 1998 

Health Promotion in General and in the Elderly Feb 1998 

Attitudes to the Elderly Mar 1998 

Two Day Basic Skills Training (Computers) Mar 1998 

Parkinson's Disease Apr 1998 

Wound Care Management July 1998 

One Day Medline Access July 1998 

Excellence in Nursing Course - E.H.B. March/ Oct 1998 



Developments in Nursing Nov 1995 

The Power of Caring Nov 1995 

Alternative Therapies Mar 1996 

Reminiscence Workshop Aug 1996 

Manual Handling, Instructors Refresher Course Sept 1996 

Wound Care Management Nov 1996 

Preceptorship C o m e  Nov 1997 

Team Building x 3 Mar/Dec 1997 

C.P.R., Ambulance Training Centre Apr 1998 

Wound Care July 1998 

Computer Training 1998 



Reminiscence Workshop Aug 1996 

Wound Care Management Conference Sept 1996 

Diabetic Study Day Oct 1996 

Standard Setting and Research Methods Dec 1996 

Moving to Audit Dec 1996 

Conference on a Decade of Nursing Developments April 1997 

Manual Handling Practice Day Oct 1997 

I.V. Drug Admirustration Study Day Nov 1997 

Reflective Practice Nov 1997 

Preceptorship Training Dec 1997 

Team Building x 3 March / Dec 1997 

Hypertension and Falls Jan 1998 

Updates in Advanced Nursing Practice - E.H.B. 

Mar 1997 - March 1998 



Staff Nurse Development 

I.V. Drug Administration 

Mentorship Course 

Diploma in Higher Education, Midwifery 

Goal - Angola 

Training of Traditional Birth Attendants 

Vaccination 

Health Promotion 

Primary Health Care 

HIVJAids Update 

Wound Care 

Family Planning 

Team Building 

SANC 

1991 

1991 

1992 

Mar 1 993- Sept 1994 

May 1995- Dec 1996 

May 1995- Dec 1996 

May 1995- Dec 1996 

May 1995- Dec 1996 

May 1995- Dec 1996 

Nov 1997 

Feb 1998 

Feb 1998 

June 1998 

June - July 1998 

( . . . . - . . . . . . . , . . . , . . . . . . . , , , . \ . _ . . , . . . 

.7.;-," s ., . - , Staff Nurse Maui-een Sanimon :.: 
. . .  . , .  . : . . .:. I . . . , 

.:I_ . ..... 

a) Back to Nursing Course / 

James Connolly Memorial Hospital Sept - Oct 1997 

b) Team Building June 1998 

c) SANC June - July 1998 

d) Manual Handling Day Sept 1998 



Spirituality in Caring for Older People 

Overcoming Communication Difficulties 

Stress Management 

Infection Control - Preventing Hospital Infection 

Assertiveness 

Diversional Activity for Older People 

Confidentiality 

At Home In Your Own Clothes 

Oct 1997 

Nov 1997 

Dec 1997 

Jan 1998 

Feb 1998 

Mar 1998 

Apr 1998 

May 1998 

In addition to completing the above in-service programme, Attendant 

Teresa Hamilton completed the Care Assistants Course in April 1998. 
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4 October 1997: 
- Spirituality in Caring for Older People 

Mary Lawlor 
+ November 1997: 

- Overcoming Communication Difficulties 
Mary Kirwan 

4 December 1997: 
- Stress Management 

Mary Lawlor 

4 January 1998: 
- Infection Control - Preventing Hospital 

Infection 
Jane Murphy 

4 February 1998: 
- Assertiveness 

Breda Hayes 

4 March 1998: 
- Diversional Activity for Older People 

Mary Nally 

+ April 1998: 
- Confidentiality 

Mary Kirwan 

+ Mav 1998: 
- At Home In Your Own Clothes 

Mary Kirwan 





ST. MARY'S HOSPITAL 
PHOENIX PARK, 

DUBLIN 20. 

3rd February 1998 
x 10 weeks to 

7th April 1998 
Total: 30 hours 

Tuesdays 1.30p.m. - 4.30p.m. 

Fee: £100.00 
TOPICS COVERED 

Nutrition 
Safety / Security 

Health, Hygiene and Infection Control 
Mobility 

Lifting and Handling 
Pressure Area Care 

Comfort, Rest and Sleep 
Communication 

Personal Grooming and Dressing 
Care of the Dying 
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Primary Nursing : Mary Hayes 

Mary Glynn 

Josephine Madden 

Pain Control : I Mary Glynn 

Bereavement: Mary Glym 

Manual Handling : Mary Kehoe 

Diabetes : Mary Hunt 

Student Nurse Education : Mary Hayes 

Mary Glynn 

Josephine Madden 

Mary Kehoe 

Mary Hunt 

Mary Sammon 

Quality Assurance : Mary Hayes 

Mary G l w  

Josephine Madden 

Mary Kehoe 

Mary Hunt 

Wound Care: Josephine Madden 

Mary Hunt 

Mary Hayes 

Mary G l w  

New staff members needs are being addressed at present. 
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CONTENTS 

Information on Unit 

Learning outcomes for week one 

Learning outcomes for week two and three 

Students learning contracts 

TOPICS FOR STUDY USING LEARNING CONTRACTS: 

Activities, the role of activities in nursing the older person 

Advocacy 

Ageism and attitudes towards the elderly 

Alzheimer's disease 

Bowel management in the older person 

Care of the dying 

Care of the patient post C.V.A. 

Continence promotion in the older person 

Communication with the older person 

Diabetes 

Drug therapy in the older person 

Elder Abuse 

Health promotion in the older person 

Leg Ulcers. 



Mobility in the Older person 

Nursing development units 

Nutritional needs of the older person 

Palliative care 

Parkinson's Disease 

Pressure Sores 

Primary Nursing 

Sexuality in the older person 



Learning outcomes for - Phoenix unit 
Week one 

Following the first week on The Phoenix Unit the students shall be able to: 

Know the lay-out of the ward and the location of the fire alarms and fire exits. 

Give a summary of the Unit philosophy. 

Understand the role of the nursing team and the multi-disciplinsary team i.e. the 
role of:- 

The ward sister 
the primary nurse 
the associate nurse 
the nursing attendants 
the consultant Geriatrician, Registar and house officer 
Physiotherapist 
Occupational therapist 
Dietitian 
Social Worker 
Diversional therapist 
Dentist 
Optician 
Chiropodist 

* Acknowledge the role of the family in the residents care and be familiar with 
the residents relatives. 

Identify hisher preceptor and understand the role of the preceptor. 

Define the role of the Nursing Development unit with regard to caring for the 
older person. 

Be aware of the current information and reference material available on the unit. 

Discuss the value of maintaining good nutrition and hydration in the elderly and 
identify supplements available. 



Learning outcomes 

Weeks Two and Three 

Following Weeks two and three on the unit the student will be able to: 

Have a basic understanding of the relevance of research,based practice as a 
means of establishing excellent practice in the care of the older person. 

Locate the policy book and be aware of the current policies. 

Communication 

Show an understanding of the importance of maintaining effective 
communication with the elderly and the various methods of facilitating 
communication with patients who have difficulty in expressing themselves 

Discuss the importance of keeping relatives informed of the patients progress. 

Show an ability to maintain good interpersonal skills when dealing with 
patients, their relatives and co-workers. 

recognise the importance of social interaction between patients. 

Promofinp Independence 

Value the importance of promoting and maintaining mobility. 

Understand the importance of promoting self-care in the older person. 

Maintain the privacy and dignity of the resident while assisting them with their 
activities of daily living. 



APPENDIX 14 





I work on an Eighteen Bedded Extended Care Unit for Female Residents. 

The unit is name the Phoenix Unit and is in St. Mary's Hospital located in 

the Phoenix Park. 

The Phoenix Unit is a Nursing Development Unit in which nursing staff 

aim to promote excellence in the nursing care given to residents. 

This means that we the staff are constantly looking for ways to deliver the 

highest possible standards of care for our residents. As a means of 

achieving this, staff on the unit engage in projects and research activities 

that will provide us with indicators that we can use to improve our care. 



Incontinence is not an inevitable part of the ageing process although the 

incidence does increase as people age. To establish why the older person 

has continence problems a full assessment must be undertaken. Individual 

assessment is a vital first step toward identifying the problem Norton, 

(1991). It is one of the most distressing forms of disablement resulting in 

low self esteem, depression, a loss of dignity and often a cessation of 

social activities. 

As nurses, we are busy people and can feel hard-pressed. I was very keen 

to set up a standard on incontinence management and the function of 

continence in the unit. I felt that there were gaps in knowledge about 

incontinence upon which nursing practice was based. Fangier, (1988) 

argued that nurses need to become aware of the psychological impact of 

their own feelings on residents suffering from urinary incontinence, nurses 

disapproval perpetudes or exacerbates incontinence. 

As a nurse working with the older person, I found that incontinence takes 

up a lot of working time. On examining care plans, incontinence was 

regularly identified as a problem when actually it is not, but is the result of 

a problem 



The idea of setting a standard was looked at as a positive, non-threatening 

and productive exercise. On the Phoenix Unit eleven of our residents have 

urine incontinence. A positive attitude and the ability to encourage 

continence promoting practices are important Webb (1 990). 

To establish the standard we started with an approach with commitment 

from the top to ensure success. The staff on the unit are very committed to 

change with excellent communication skills and a responsibility for the 

development and success of change. With the support of the multi- 

disciplinary team we have adopted a positive attitude to continence 

management. All residents presenting with incontinence have a full 

medical history taken and a physical examination as an assessment. An 

M.S.U. (midstream specimen of urine) is sent to the laboratory for cultural 

sensitivity to rule out a urinary tract infection which may be the cause of 

the problem A frequency urine chart is commenced for three days to 

establish the residents bladder capacity and voiding pattern. The staff 

have the support of the Continence Promotion Unit should any problems 

arise. 

We came together as a group and gathered our ideas and began to examine 

what we needed to provide and needed to do in order to achieve a 

standard. We consulted the relevant literature and textbooks for 

guidelines. Our standard was based on evidence from our own work and 

observations on the Phoenix Unit. 





Two sources were used as the theoretical basis for writing standards of 

care. The two sources were the works of Donabedian (1966) and Wilson 

(1987). Donabedian described the measurement of effective medical care 

in terms of structure, processes, outcomes. 

Donabedian I Wilson 

Process i.e. what has to be done in 

I order to achieve a standard 

I 

Structure i.e. what must be provided 

I in order to achieve a 

I standard 

I 

Outcome i.e. what you expect to 
achieve by your standard 

Inputs people e.g. staff nurses 
environment skill mix 
equipment knowledge 

organisation 

Methods of 
Procedures 

Outcome 

e.g. The nurse does, 
The nurse 
assesses, 
The nurse 
records. 

productivity The patient states 
quality observable 
client - behaviours 
satisfaction The patient is 

Synthesis of ~ o h b e d i a n  & Wilson 

THE FRAMEWORK: 

A M e w o r k  was established that was used by all healthcare professionals 

involved in producing standards of care. 



I The standards began with a clear and concise defGtion of the level of 

I 
excellence to be achieved for a patient with a specific problem 1 need by 

the specific member of the multi-disciplinary team. This was a statement 

I of intent 'The Standard Statement' Kitson (1989) incorporated key aspects 

of practice that were to be achieved in the care of a patient with this 

1 defined problem or need. 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



Our experience of standard setting at unit level has increased our professional 

confidence and self-worth for all team members. We were all very active in 

developing our own standards and are now more likely to implement change. The 

importance of articulating the professional responsibility and the professional 

expertise required in the planning and delivery of care of the highest quality has 

never been more evident. 

The next step is producing evidence. Developing the auditing tools to accompany a 

standard that would examine the expected outcomes of care in more detail using 

three sources for evidence - the patient, the profession, the documentation. 

DEFINITION OF AN AUDIT 

(DEPARTMENT OF HEALTH U.K. 1989) 

Is the systematic, criticised analysis of the quality of clinical care, including, the 

processes used for diagnosis and treatment, the use of resources and the resulting 

outcome and quality of life for the client. 



PHOENIX UNIT 

Topic: tndividualised Care A~praisal  Date: I 0 1 4 (%g 

Sub Topic: Elimination Review Date: 1 1 "/Gq 

Tarqet Client I Group: Residents on the Phoenix Unit Manaqer Siqns: 

Standard Statement: The Nursing Care of patients who are incontinent is directed towards promoting continence wherever 
possible by thorough assessment and individualised care and all staff will have adequate knowledge 
about incontinence 

Structure 

continence management 

Each resident is assessed by a $-- medical doctor on admission. 

Process 
On commencement on the Phoenix l------ Unit all staff nurses will have a short 
lecture on continence promotion 
&om the continence resource person 
on the unit. This person w h  have 
completed the continence 
management course. 

The medical doctor fills in the 
continence assessment sheet. 

Outcome 
Each new nurse to the unit will state that 
they have been informed on current 
practices in continence promotion. 

The residents continence status is assessed 
and causes of incontinence are diagnosed. 

Nursing SWK Phoenix Unll, Nursing Ucveloprnenl, SI. Mary'? Huspilal. 



PHOENIX UNIT 

Topic: Individualised Care Appraisal Date: lo[%[ cis 

Sub Topic: Elimination Review Date: ! I l o  [ 9g 

Tarqet Client I Group: Residents on the Phoenix Unit Manaqer Siqns: 

Standard Statement: The Nursing Care of patients who are incontinent is directed towards promoting continence wherever 
possible by thorough assessment and individualised care and all staff will have adequate knowledge 
about incontinence. 

Structure 
Incontinent residents are assessed by 
using a frequency volume chart for 
three days and if at any stage there is 
a change in their nonnal voiding 
pattern. 
The resident will have an up to date 
personalised elmmation plan in their 
care plan. 

Process 
Each incontinent resident's voiding 
pattern is assessed. Appropriate aids 
selected with cost and effective 
needs considered. 

The nurse - 
a) assesses 

b) plans 
c) implements and 
d) evaluates the residents care 
according to the individual needs of 
the resident 

nurse to manage incontinence. 

Outcome - 
Appropriate action is taken by resident and 

7 

! 

a) all residents have an up to date care plan 
b) the problem can be evaluated on a 
monthly basis. 

Nursing SlafT, Phoenix Unit, Nursing D:veloprnen~, SL. Mary's .iospital 



- 
SPO 
No. - 

S 1 
0 1  

PHOENIX UNIT 
ELIMINATION AUDIT 

Outcome Criteria 
(in Question Form) 

Has the new nurse 
knowledge of the 
concept of continence 
promotion. 

Is a resource person 
on continence 
promotion and 
management named 
on the unit. 

Has the resident been 
assessed by a medical 
doctor on admission 
to the unit. 

Are all incontinent 
residents assessed 
using a ftequency 
volume chart 

Are the results of the 
hequency volume 
:hart documented in 
:he residents care plan 

Has appropriate 
iction been identified 
tnd taken. 

las each resident an 
tp to date care plan. 

- -  
I Measured 1 W' 

By 

Ask the 
nurse. I b 

As the nurses 

14; 

Check the 
residents 
medical I+; 
notes 

Check 
residents 
care plan /$I 

Check 
residents 
care plan 

I@ 

Ask the 
nurse and the 142 
resident 

Check the 
care plan 

L 
)esired compliance rate: 100% 

Comments 

roo "/, 



I have thoroughly enjoyed writing this standard for the unit. I feel that I had gained 

I the 111 co-operation from staff who are already burdened with day-to-day heavy 

I workloads. When I come back to present my project to the group next year, I will 

be able to show measumble results from the audit which will be carried out this year 

I on the unit. 
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Authorisation for Adoption of 
Manual Handling Protocol 

....................................................................... Signed.. 

....................................................................... Signed.. 

Protocol to be reviewed when deemed necessary 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 

105. 



- 

All provisions of the Safety, Health & Welfare at work Act of 1989 were brought 

1 into force by order of the Minister of Labour on the 1 st of November 1989. The Act 

I brings the entire work-force under its protection, with new obligations and 

responsibilities for employers and employees. 

I 
The Act puts an obligation on Management to produce a programme of action, 

I called a Safety Statement, which identifies hazards and assesses'risks and ensures 

that these are minirnised or eliminated where possible. A poorly drafted, or poorly 

I implemented Safety Statement can be used in a compensation claim to indicate 

I neghgence by an employer. 

I The 1989 Act makes it absolutely clear that individuals can, and will, be prosecuted 

for failure to commit themselves to a programme of improved safety and health at 

I work. Each individual therefore must take responsibility for their safety and health, 

I and that of their co-workers at work. The Law does not require that accidents and ill 

health be eliminated. It does require that organisations comply with recognised 

I safety standards. There must be continuous monitoring to have effective safety 

I 
management. 

The Safety, Health & Welfare at Work Act 1989, transferred the enforcement of all 

Safety at Work laws from the Dept. of Labour to the Health a d  Safety Authority. 

I 
REFERENCES: 

The Safety, Health & Welfare Act 1989 

I A Guide. 

a , Raymond Byrne 

I Barrister and Lecturer in Law at DCU. 

1 .  Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit, 



Safety, Health and Welfare at Work Act, 1989 

and 

Safety, Health and Welfare at Work 
(General Application) Regulations, 1993 

Manual Handling a load includes lifting, putting down, pushing, pulling, carrying or 
moving any load (load includes both inanimate objects and animate ones e.g. 
hospital patients) which involve a risk of injury. Employers are required to either 
eliminate the need for the manual handling of loads: 

through better organisation of the work 

by mechanical means 

where manual handling of loads cannot be avoided training in safe manual 
handling is obligatory so as to prevent accidents which result in back injury. 

The legal obligations are set out in: 

Section 6(2)(e) of the Safety, Health and Welfare at Work Act 1989. 

Regulation 13 and the Eight and Ninth Schedules to the Health and Welfare 
at Work (General Applications) Regulations, 1993. 

Regulation 8 of the General Application Regulations requires employers to 
designate a competent employee or engage a competent person to assist them 
in safety and health protection. This includes training. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 



REFERENCE FACTORS FOR THE 
MANUAL HANDLING OF LOADS. 

Characteristics of the load 

The manual handling of a load may present a risk particularly of back injury 
if it is: 

* too heavy or too large 
* unwieldy or difficult to grasp 
* unstable or has contents likely to shift 
* positioned in a manner requiring it to be held or manipulated at a 

distance from the trunk, or with a bending or twisting of the tnmk, or 
likely, because of its contours or consistency (or both), to result in 
injuries to employees, particularly in the event of a collision 

Phvsical effort reauired 

A physical effort may present a risk particularly of back injury if it is: 

* too strenuous 
* only achieved by twisting movement of the tnmk 
* likely to result in a sudden movement of the load 
* made with the body in an unstable posture. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 
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Characteristics of the workinp environment 

The characteristics of the working environment may increase a risk 
particularly of back injury if 

* there is not enough room, in particular vertically, to carry out the 
activity 

* the floor is uneven, thus presenting tripping hazards, or is slippery in 
relation to the employee's footwear 

* the place of work, or the working environment prevents the handling 
of loads at a safe height or with good posture by he employee 

* there are variations in the level of the floor or the working surface, 
requiring the load to be manipulated on different levels 

* the floor or foot rest is unstable 
* the temperature, humidity or ventilation is unstable. 

Reauirements of the activitv 

The activity may present a risk particularly of back injury if it entails one or 
more of the following requirements: 

* over-frequent or over-prolonged physical effort involving, in 
particular the spine 

* an i n ~ ~ c i e n t  bodily rest or recovery period 
* excessive lifting, lowering or carrying distances 
* a rate of work imposed by a process which cannot be altered by the 

employee. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development 



MANUAL HANDLING OF LOADS - 
INDIVIDUAL RISK FACTORS 

The employee may be at risk if he 1 she 

* is physically unsuited to carry out the task in question 

* is wearing unsuitable clothing, footwear or other personal effects 

* does not have adequate or appropriate knowledge or training. 

REFERENCE: 

Safety, Health & Welfare at work (General Application) Regulations, 1993. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 



ASSESS -LOAD 
- AREA 

BEND KNEES 

BROAD STABLE BASE 

BACK STRAIGHT - THOUGH NOT NECESSARILY ERECT 

FIRM PALMER GRIP 

ARMS CLOSE TO TRUNK 

WEIGHT CLOSE TO CENTRE OF GRAVITY 

POINT / PIVOT FEET IN DIRECTION OF MOVEMENT 

"LIFT WITH LEGS" 

* AVOID manual handling if possible 

* ASSESS the handling situation in advance 

* Get ASSISTANCE if required 

* Lift on COMMAND when two or more are lifting 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 

11 1 



The identification of hazards and assessment of the risks to safety and 
health, and the adoption of an action programme. 

Safe lifting and handling has a role to play in the maintenance of tissue 
integrity, and is subject to Safety, Health and Welfare at Work Regulations, 
1993. 

To improve nursing standards and quality of patient care. 

REFERENCES: 

a) Safety, Health & Welfare at Work Act, 1989. 

b) Safety, Health & Welfare at Work (General Application) Regulations, 1993. 

c) Nursing T i e s ,  April 10, VoL 92 No15,1996. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 
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1. Explain policy to Patient, Family, & 
all members of staff. 

2. Assessment Chart filled out on 
Admission and Displayed in Care Plan. 

3. Care Plan to be completed and 
displayed inside wardrobe door. 

4. Physio and O.T. assessments 
completed and incorporated into Care 
Plan. 

5. Reassess Patients capabilities and 
alter Care Plan accordingly. 

The Patient and Family will understand 
procedure and benefit to patient. 

This chart is vital in assisting proper 
Care Planning. 

The Patients Security and safety is of 
paramount importance, Plan must be 
kept up to date. 

These Assessments will assist in the 
proper Planning of Care and help 
identify Hazards. 

It is important that Assessment be 
brought up to date at every change in the 
Patient's Treatment. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 



NAME: 
WEIGHT: 
DIAGNOSIS: 

WARD: 
DATE OF ASSESSMENT: 
PHYSIO ASSESS: 
O.T. ASSESS: 

Patients level of understanding: - 
Full 
Some 
None 
Unable to Assess 

Does patient have a history offalls? 
Yes 
No 
Don't know 

Can patient respond to instruction? 
Yes 
No 
Sometimes 

Yes No Unable to Assess 
IV lines/monitors/pumps 
Hearing problems 
Sight Problems 
Unpredictable behaviour 
Able to bear weight on both legs 
Pain 
Skin damage 
Patient knows own limitations 

Independent Supervised One Nurse Two Hoist Other 
Nurses 

Getting on bed 
Getting off bed 
Transferring 
SitIStand ! 
Bathing 
Repositioning I 

In Bed I 

Equipment normally used by Patient: 

Signed: ......................................................... Grade: ........................................................... 
......................................................... Date: ............................................................. Review: 



Patients Name: .. 

Transfers to/ form Bed/ Toiletingl Movement in Bed 

What the patient is expected to do ......................................... 

................................................................................................ 

Method andl or equipment to be used ................................... 

Number of nurses1 attendants required.. ............................... 

Specific reminders ................................................................. 
................................................................................................ 
................................................................................................ 

Staff Nurse, Mary Kehoe, Phoenix U d ,  Nursing Development Unit. 
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OBJECTIVES: 

REFERENCE: 

1. The Guide to the Manual Handling of Patients 3rd Edition, p 21, Stubbs 
1983 Study. 

N.B.P.A. 

2. Nursing Times. 
February 10, Vo1.89 N0.6, 1993. 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 



Mary Glynn & Mary Hayes 
Manual Handling Evaluations: 

10th August 1998 
Date: 

SPO Outcome Criteria Measured by: Weight: Yes No N/ A 
No : (in question form) 
1. Has safe handling policy been explained to patient, family Ask patient, family 20% J 

8~ staff? I3 staff. 
2. Has initial Handhg Assessment been completed & placed Check Care Plan. 10% J 

in Care Plan ? - - - - - . .- - . 

3. Has patient been weighed & recorded in Care Plan ? Check Care Plan. 10% J c,, L? , , i X  

L,.<~'+.L'4 L ~ . C G U . & <  

4. Is Care Plan updated & displayed inside wardrobe door ? Check wardrobe. 10% 11 6 c jTb.'.,.u:l ,t,.L&~,wj 

5. Are hoists & b g  checked for wear & tear, & Check slings & 10% J - - 
documented ? diary. 

6. Are ~atients left unattended while on hoist? Ohservatinn 1 no/, J ~~~~~~ ~ ~ . - -- . - - . . - - - - - . - - - - - - . A"," 

7. Is there a maintenance record on hoist ? Check hoist. 10% u- mua,,';hui 
,ku, . I + , C { i  

8. Is staff training record updated ? Check in-service 10% J 
record. 

9. Is there a record of accidentshear accidents in patients Check nursing 10% J 
nursing charts? notes. 

Desired Compliance Rate = 100% Actual Compliance Rate = 94% 
Evaluators Comments (eg. Sample size 17.. Possible reasons for results & for N/A response ....) 

Staff Nurse, Mary Kehoe, Phoenix Unit, Nursing Development Unit. 



REFERENCES : 

Safety, Health & Welfare at Work Act, 1989, A Guide. 
Raymond Byrne, Bamster and Lecturer in Law, D.C.U. 

Safety, Health & Welfare at Work (General Application) 
Regulations, 1993. 

The Guide to the Manual Handling of Patients, 3rd Edition. 
The National Back Pain Assoc., London. 

Nursing Times, April 10, Vol. 92 No. 15, 1996. 

Nursing Standard, July 24, Vol. 10 No.44, 1996. 
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PHOENIX UNIT 
TOPIC: Individualised Care Appraisal Date: b 1 /  2 ( 9'7 
Sub Topic: P h a r y  Nursing Review Date: 1 . 3  + / 7 l ~ ~ k /  %5' 
Target Client \Group411 new nurses appointed to work in the Phoenix Unit Manaver Sign:& ,&&/ .- . F  

Standard Statement: All nurses newly appointed to the Phoenix Unit will be assessed for knowledge of the role of the 
d 

primary nurse in co-ordinating care delivered by the multi-disciplinary team 

S1 - On appointment to work in the P1 - The ward sister co-ordinator 01 - The assessment will be completed 

Phoenix Unit all new nurses will will ask the nurses about their and the findings will be 
be assessed for their knowledge knowledge of the role of the documented in the audit tool 
of the concept of primary nursing Primary Nurse in co-ordinating 

2)  The role of the Associate Nurse 
3 )  The role of the Ward Sister 



PHOENLX UNIT 

Primary Nursing 
it i++ 

OUTCOME CRITERIA MEASURED 
(IN QUESTION FORM) BY 

Has ihe new nurse knowledge Ask the nurse 

0 1 of the concept of primary nursing 

S2 Is an orientation book available on the Check Nurse 
u ~ t  education material 

I I I S3 I Is a resource person on Primary nursing ( Ask the nurse 

I named on the unit 

YES 

- 
J 
- 



Phoenix Unit 
TOPIC: Individualised Care Appraisal Date: 1'31 5 1'3 7 
Sub Topic: Primary Nursing ReviewDate: 7 14/77 1~>/2/5-j 

Target Client \Group:All residents of the Phoenix Unit Manager sign:&& -AIv.J& 
Standard Statement: All residents on Phoenix Unit will be nursed using Primary Nursing delivery care system 

STRUCTURE 

S1 - All nursing staff to have a knowledge of 
Primaw nursing and the Nursing Process 

S2 - Each patient will be assigned to a Primary 
Nurse and an Associate Nurse on admission/ 

S3 - The primary1Associate Nurse will complete 
an initial assessment and an immediate 
care plan within 12 hrs of admission 

S4 - The Primary Nurse will assess and plan full 
patient care within one month of admission/ 
transfer 

PROCESS I OUTCOME 

P3 - The primary nurse:- I. 0 3  - All patients have an up to 
a) assesses date care plan 
b) plans I :  

c) implements and 
d)evaluates the oatients care olan 1 1 

P4 - The patient and family are informed 0 4  - The patient will be able to 
of this process verbally explain their plan 

of care 



Phoenix Unit 
TOPIC: Individualised Care 
Sub Topic: Primary Nursing 
Target Client \Group:All residents of the Phoenix Unit 

Appraisal Date: .\%I 3177 
Review Date: 7 j 4 j  Y-7 ic/d51 
Manager Sign: 6 

-- 

Standard Statement: All residents on Phoenix Unit will be nursed using Primary Nursing delivery care system 
" 

STRUCTURE I PROCESS 

S5 - The Doctor. Phvsiothera~ist. occu~ational I P5 - a) The Doctor will review the , , ' ,  

I theranist and dietician will be involved in oatients medical condition and 
planning and assessing patient care drugs and document prescribed 

care 
b) The Physiotherapist and 
Occupational Therapist will review 
the patients and document prescribed 
care 
c) The Dietician will review the patient 
re. diet and document prescribed care 

S6 - A nurses learning pack is available on the 
Unit containing infortnation on the role of 
the Primary Nurse in co-ordinating care 
delivered by the multi disciplinary team 

OUTCOME 
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Pain Assessmat Audit I 

PH00u7IX UNIT 

ENALUATORS: 

OUTCOME CRTTERI-4 

p & m s  care plan 

literature i n c l d d  C h d  the education 

.4& z3e nurses 
rmanagernazt mmed on the 

,+Fire the re- of pain assesnent 

I h u t  their l e d  of pain e v 5 -  4 hrs 



PHOENIX UNIT 

Pain Assessment ~ u d i t  - ,  

OUTCOME CRITERIA I (IN QUESTION FORM) NO: I BY 

0 1 Are relief or exacerbating Check patients 
factors identfied care plan 

0 2  Has each patient had their pain Ask the patient 
controlled w i t h  30-40 minutes 
of taking analgesia 

DESIRED COMPLLANCE RATE: [ b 0 /b 

YES NO 4 

ACTUAL COMPLWVCE RATE: b 0 

- 





Pressure Sore Audit 

EVALUATORS: 

SPO OUTCOME CRITERIA 
NO: (IN QUESTION FORM) 

Have all nurses knowledge and skills 
to use the Waterflow Assessment Tool 

S2 - 1s a copy of the Waterflow assessment 
tool incorporated in patients chart 

S3 - Is the listed assessment and treatment 
equipment in stock 

S4 - Did the dietician assess and document 

P4 - prescribed care 

S5 - Is every patient on the unit nursed on 
a spenco mattress 

S6 - Are the safety procedures for lifting & 

P6 - repositioning patients being adhered to 

S7 - Is  a nurse learning pack & protocol on 

S8 - wound management available on the unit 

MEASURED 

Ask nurses 

Check patients 
chart 

Check stocks 

Check patlents 

chart 

Observe 

Ask nurses & 

observe 

Check nurse 

educarion material 

DATE: - -  

YES NO 



Pressure Sore Audit 



PHOENIX UNIT 

TOPIC: INDIVIIDUALISED CARE 

STANDARD STATEMENT: Each resident d have a Primary 1 Associate nurse on each shilt 
to assist each resident with personal hygiene. 

S T R U C T U R ~  I PROCESS I OUTCOME I 
Sach resident has an up to date 
)ersonalised hygiene plan in their 
:are plan. 

rhe Primary Nurse will: 

:a) Assess 
:b) Plan 
:c) Implement 
:d) Evaluate 

her residents hygiene needs; 
1) on a monthly basis for all 

residents whose hygiene 
needs are constant. 

2) on a daily basis for those 
whose hygiene needs are 
variable. 

a c h  resident will have a documented 
:valuation performed on a: 

:a) Monthly basis 

:b) Daily basis. 



I'HVLNIX U l Y l  1 

TOPIC: INDIVIIDUALlSED CARE APPRAISA& DATE: " l 2  147 

SUB - TOPIC: PERSONAL HYGIENE. REVIEW DATE: 27 /3 Ict7 I J 7 1 ~ ~  ? I  ~ 1 %  

TAIhGET CLIENT GROUP: ALL RESIDENTS ON THE PHOEN~X W I T  iMANA6SER SIGN: &a /h;-/, 

STAMBARD STATEMENT: Each resident \y11l have a Primary / Associate nurse on each s h f i  
to assist each resident with personal hygiene. 

I STRUCTURE I PROCESS I OUTCOME 7 
k h  resident will have their own 
wash basin, towel, soap and 
toiletries. 

The Primarv 1 Associate nurse 
will be available on each shift to 
assist each resident with personal 
hygiene. 

Each resident will have screening - 

facilities to ensure privacy. 

- 
Residents will express satisfaction 
with opportunities for daily 
bathing. 

Residents will bathe every day 
with the required level of 
assistance. 



PHOENIX C'NIT 

OUTCOME CRITERIA 1 MEASURED B Y  1 WEIGHT 1 YES 1 NO 1 3 I A 1 
(W QUESTION FORM) 

Has each resident got their own wash I Observing. 1 1 1 - - 
basin towel, soap and toiletries. 

I I I 

Has each resident got scrree~llng 
facilities to ensure privacy. 

! 

Was there a p n m q - /  Associate nurse 
available on each shlf  to assist with 
personal hygene 

C DESIRED COMPLIANCE RATE = 1 8 c, /: ACTUAL COMPLIANCE RATE = i 0 o ,$. 

Check allocation book 
and ward off duty. 

I-- I V 

EVALUATORS' COMMENTS: eg (Sample Size 7 Possible reasons for results and for N/A responses ? ) 
5 ci/ , 

I 1 

2 s  7 3  

Has each resident got an up to date 
personalised hygiene care plan. 

Check the care plan. 1 i r ~  , 
v" 



APPENDIX 15 





Unit managers and staff from the following areas visited the Phoenix Unit since last 

years accreditation: 

Mater Psychiatric Sewices. 

Our Lady's Hospice, Harold's Cross. 

I.C.U. University College Galway. 

Sligo General Hospital. 

Cum Rbs, Navan Road. 

Sir Patrick Dun's Hospital. 

St. Brigid's Home, Crooksling. 

Bru Chaounhin, Cork Street, Dublin 8. 

Community Care of Older People, South Circular Road. 

Community Care, Dun Laoghaire. 

Nurse Tutors, Beaumont Hospital. 

James Connolly Memorial Hospital, Blanchardstown. 

Cheny Orchard Hospital. 

St. Mary's Orthopaedic Hospital, Cappagh, Co. Dublin. 
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Mark Pierce 

Care plans arc often a source 01 frustration and anxiety for nurses. They are none lhe 
less indispensable documents both from a legal poinl o f  view and i n  terms of their useful- 
ness to nurses. A brief summary of the basic types 01 care plans and their components 
is augmented b y  a description o f  the specific additional documents in use i n  the nursing 
de\,elopmenl unit  i n  St Mary's Hospital, Dublin. This is a 345-bedded hospital, largely 
dedicated to the carc o f  elderly people. Stress is laid upon the importance of education 
and support o f  the staff before, dur ing and after the introduction o f  carc planning to any 
clinical area, 

Introduction 
Few topics in nursing care are as contentious as that of nursing care plans. 
Despite having been with us since the 1960s when they were introduced in 
the USA as a means of helping student nurses think about their care, nurses' 
feelings about care plans are often ambivalent at best. Maria Manthey wrote 
that they ' . . .  have been the cause of much confusion, guilt and misspent 
energy'.' She echoed the feelings of more than a few nurses and patients (and 
lawyers) when she also wrote: 'No other piece of paper in a hospital system 
is as devoid of information as that entitled nursing care plan.' McCrae's article2 
resonated with many nurses when he wrote of 'widespread disillusionment' 
with the concept as practised; and when he cited Brinder, who spoke of 
'rehashes of basic nursing principles with little focus on the special problems 
a patient presents'.' 

Frequently voiced objections include: 

that care planning is an academic exercise suitable for students, but which 
is of little relevance to clinical reality -something extra to be done i f  possible 
rather than an integral part of 'the work' 
that care planning is impossible to implement properly on wards where the 
skill mix is poor, staff few, and patient numbers overwhelnling 
that i t  is a tiresome chore, necessary only to keep litiginous patients and/or  
overzealous ward managers or nurse teachers 'off our backs' 

Address for correspondence: Mark Pierce, Acting Clinical Tutor. St Mary's Hospital, Phoenix 
Park. Dublin 20. Republic of Ireland. 
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I t  is essential to acknowledge that these ncgalive feelings are held not only 
b y  older staff bu t  also by  sonic q ~ l i t e  recently qual i f ied nurses. From m y  o w n  
experience and observations h i s  situation is not altogether surprising. The 
teaching and practice of care planning varies enormously f rom school to school 
(and f rom ward  to ward) both in the methods taught and the standards 
expected. Several writers support m y  o w n  knowledge o f  nurses being 
expected to introduce carc plans 1 not even care planning, just 'care plans' - 
w i t h  l i t t le or n o  educational p r e p  rat ion 01- support.  I n  sonic places, harassed 
o r  i l l - informed ward managers have terrorized staff for years n o w  o n  the basis 
o f  thcir o w n  part ial grasp o f  the nurs ing process which has led to ill-conceived 
yet dogmatic diktnts such as ' A n  admission s h o ~ ~ l d n ' t  take you  more than ten 
minutes!' o r  'You can't go nf f  i ~n t i l   you'\^ wr i t ten up that admission!'. I n  many 
cases, the standards of carc p lanning reflect poor in i t ia l  grasp of the functions 
and principles o f  care planning, and pressured, i f  well-meaning, qual i f ied staff 
pass these on, to students. 'f11er.c arc many places where this is not the case, I 
know; yet more where much room for improvement exists. 

I t  is important to estal~l ish the l imitat ions o f  nursing-care plans before look- 
ing at their benefits. I-laving L w ~ ~ t i f u l l y  written, creative and apt care plans 
does not guarantee good nursing carc (a l tho~ tgh  i t  is often regarded as an 
indication o f  high-quali ty nursing practice). I f  the care plan is ignored, then 
care may suffer. I n  order 10 bc useful, nursing-care plans must be accurately 
and appropriately written. and they must be maintained and updated r c g w  
lady.  This takcs ccinsidcr,~L~le efiort. The implementation and evaluation o i  the 
care plan will be wail in^ for- ~ O L I  when you  p ~ ~ t  your  pen down.  A n y  tool 
designed tv help ,l.;se.;s. anti p lan intel-ventions for, plt ients'  p rob len~s \\.ill 
finally depend upon  the dssessnlenl and c o m m ~ ~ n i c a t i o n  skills and the nursing 
knowledge of the assessor. It also dcpcnds o n  the patients' abi l i ty and wi l l ing-  
ness to talk. Good assessment is the foundation upon  which each care plan is 
based. Fi l l ing OLI t t l ie boxes docs not constitute good assessment. The headings 
for assessment suggested by  whatever model ( i f  any) informs nursing practice 
on  a given ward or unit, ,Ire on ly  broad prompts which the skil led assessor 
w i l l  use to guide l i is / l ier  attention. 

The benefits o f  writ ten care plans are several. In most European countries, 
nurses arc n o w  required b y  law  to maintain records o f  care delivered to 
patients. These documents may be used in l i t igation procedures as evidence. 
Appropriate, well-maintained care plans a l low us to fu l f i l  our legal require- 
ments in this rcg;lrd without having to record every instance of routine care 
we  give. A l th t rug l~  a lot o f  w r i t i ng  is done init ial ly, in the long term less is 
needed and t ime is not wasted repeatedly wr i t i ng  descriptions o f  basic care 
given, as was often the case w i t h  the o ld  nursing Kardex system. 

Related to this issue is that o f  accountability. State law and professional 
ethics now place vigorous ( though not entirely novel) emphasis o n  each nurse 
being accountable for his o r  her o w n  practice. M a n y  nurses fear wr i t ten care 
plans for this reason - imagining their every w o r d  being scrutinised b y  poss- 
ib ly  hostile o r  unsympathetic non-nurses. I t  is often not sufficiently emphas- 
ized that a care plan, ii i t  is o i  good quality, is a tool enabling nurses to practise 
accountability. I-lere we can asscss prohlelns, p lan care, set goals, record intcr- 
ventions and their rationale, and cv;iluatc ou r  work.  W e  demonstrate that our  
work  is not haphazard but rationally planned and carefully carried out, and 
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evaluated in response to the patient's changing condition. The material in a 
good care plan can d o  much to dispel myths of nursing as a subservient, 
doctor-led profession which lacks a body of professional research-based 
knowledge. Care plans are 'show-cases' and records of our  professionalism. 
As such they are powerful tool - perhaps the most powerful tool - should we 
need to defend or justify our  actions. If for no other reason than those given 
dbove, nursrs must makc every effort to acquire and maintain the skills needed 
to write good-quality care plans. 

I t  would be an  injustice to the power of the nursing process and to the 
inlelligence of the nurses who use i t  if care plans were seen as only useful 
and necessary in so far as they 'covered our backs' in h e  event of litigation 
and promoted our  image as professionals. They can be so  much more than 
that. No matter what system of care delivery is in operation, care plans provide 
a vital means of information storage and comn~unication about the patient's 
condition, and related probl,ems, amenable to nursing intcrvention. The fact 
that it is written means that the information is available 24 hours a day. These 
care plans are essential in facilitating continuity of care and are a big improve- 
ment on thc Kardex system, whereby in order to get an overall picture of the 
patient's progress i t  was necessary to wade through reams o f  oftcn repetitive, 
poorly expressed and sometimes barely relevant information. The large num- 
bers of temporary, part-time and agency nursing staff working on busy wards 
makes thc importance of a tool to enable continuity of care plain. The increas- 
ing tendency for patients to spend only short periods in hospital before 
returning to comn~uni ty  care also highlights the great need for a means of 
passing on patient information and prescriptions for carc. Vcrbal handovers, 
even i f  well s t r~~c tu r ed  and unhurried (as often they arc not), are an unreliable 
means of communication. A well-written care plan means that a clear and 
accessible record of progress is on hand. Whitfield4 and Cilley' described 
wards where the verbal handover has been abandoned in favour of set periods 
at the beginning of each shift for nurses coming on duty to read the care plans. 
[t is when wards are most busy that things tend to be forgotten or put on 
hold. Written care plans provide a checklist for care to be given and offer the 
nurse ready-made priorities for the care needed by each person New staff can 
readily cue into the abilities and needs of their patients, and so  essential care 
is given. 

Nurses who work in critical care settings or on very busy wards often say 
that, useful as care plans might be, there just isn't the time to write them. 
Sometimes this leads to conflict with managers and to feelings of guilt, frus- 
tration and despair. I t  must be acknowledged that care plans can be flexible 
and modified to the setting in which they are used. There are obvious situ- 
ations in which the nursing process is mentally carried out in an instant and 
immediately acted upon. Unrealistic expectations of the type of assessment 
and planning possible in acutely busy wards will only lead to stress and poor 
care planning. In some cases only a brief assessment is necessary and a more 
in-depth one can be conducted at some other time. Similarly, not all patient 
problems, actual o r  potential, must be planned for the time of admission - 
oftcn this can safely be done over a period of several hours o r  even days. The 
care plan is a tool to help us, not a rigid bureaucratic requirement divorced 
from clinical reality. Each ward must decide what standards of care planning 
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are acceptable and useful. In our  llospital for the care of elderly people we  
stipLllate that each patient admit ted must have their assessment completed 
a11d their two  most pressing problems identi f ied and plans made to deal w i th  
then1 wi th in  24 hours of admission. I t  is also interesting to note that ThomasG 
suggests that 'good quali ty care plans can be wr i t ten by  an experienced nurse 
in 6-15 minutes. 'More t ime . . .', she writes, 'does not appear to mean better 
q l td i ty .  In fact, the quali ty deteriorates. T o  produce a care plan o f  70% quali ty 
the nursc must have at least six minutes available to her'. 

Nurs ing care plans are essential tools for the implementation of the nursing 
process. O f  course nurses use the nurs ing process sometimes illst in their head, 
b i r t  there can be no  d o ~ l b t  that a l l  aspects o f  patient care f rom assessment to 
evaluation are enl~anced by  the oppor tun i ty  (necessity) for clarity o f  thought 
wl ien one commits oneself to paper. A good care plan reflects the f lowing 
dynamism of the process. I t  enables a good assessment to serve as the bedrock 
o f  engagement w i th  the patient and  the ever-changing indiv idual  experience 
o i  whatever the patient's health problem is. Goals can be agreed, plans set 
out, care noted and an evaluation o i  ~ m ~ g r e s s  recorded in the continuous spiral 
o i  caring ~ t s i n g  this conceptual tool. 

Designed original ly for this p ~ ~ r p o s e ,  care plans arc inva1~1,iblc tools for stud- 
ent nurses. I t  al lows them to acq~t i re  the skil ls involved in using the nursing 
process. Reading t l i r o~ tg l l  patient care plans under the guidance of a qualif ied 
nurse car1 help the st~ldcr i t  acquire basic knowledge about tlic nursing prob- 
lems associated w i th  many conditions. Many  students tind this more meaning- 
fu l  than the lists o f  signs and symptoms w i th  generalized prescriptions for 
care tliat appear in textbcioks. 

Tl lc very act o l ' co~nple t ing a in~lrs ing carc plan means t l ia t  nurses have the 
t ipportunity and thc inccntivc to th ink th ro~ tgh  and practise indiv id~tal ized,  
Iwlistic, patient-centred care. It is, o f  course, perfectly possible that a flawless 
care plan may not be tratislated in to  effective nursing care. I t  is l ikely, how-  
ever, that having to wr i te a care p lan w i l l  help nurses to think clearly and 
1ogic;lllv about the indiv idual  and  to engage i n  a search io r  interventions 
appropriate t o  that patient's s i t~tat ion.  M u c h  depends o n  each nurse having a 
sound grasp o f  the rnodel o f  nursing used as a basis for constructing the care 
plan. Some nurses see the large number o f  assessment categories used in some 
models as a hindrance to relevant assessment. Too often this attitude is the 
result o f  an over-reliance on p ~ t r e l y  medical models of care whereby attention 
is ~ O C L I S C ~  on  particular body systems, rather than on the unique indiv idual  
whose whole being is affected b y  illness. Care plans based on  nursing models 
usually force the nursc at least to consider the possibil ity of illness as an expcri- 
ence of the whole person, not just the body part.  

Other benefits o f  having wr i t ten care plans include the fact that they provide 
useful evidence o f  there being logical reasons behind orders for certain 
resources - always useful when bargaining at budget time! 

Writ ten records make i t  easier to compare differeht patients and could help 
spot key factors which led to their progress. This w i l l  be vital i f  you want to 
ccin~luct research. 

Carc plans exist in a wide r<ltigc o f  proforma. There are. Ilowevcr, two  main 
types of carc plans. l t ~ ~ l i v i ~ i u a l ~  care plans al low the nursc to assess each 
patient's problenls under va r io~ ts  headings, such as the Activities o f  Daily 
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Living (ADLs) format. This has the advantage of  e~mcoumging the nurse to 
create a docun~ent  which fully acknowledges the uniqueness of the individual, 
and to devise a care plan appropriate to this person. 

Many nurses, especially in acute settings, find they d o  not have the time to 
d o  this properly. Core care plans provide an answer to this problem. TImey 
are based upon a recognized nursing model a s  opposed to standard care plans 
which are  usually based upon a medical diagnosis and tend to see patients' 
needs in ternms of their medical conditions. People liave many differences but 
share many common characteristics, needs and responses. I t  is inevitable tlmat 
some patients with identical problems will benefit equally from s o n ~ e  identical 
e len~ents  of care. Obsession with individualized care plans can be too great a 
burden for some clinical areas. Core care plans deal with certain common 
patient problems for which nursing care is largely agreed. They act as proto- 
cols of care guiding staff. I t  is obviously vital that flexibility is retained for 
fine adjustments of dcta.il to individualize tlmat care as nmuclm as is necessary. 
Although 13owman and Thonmpson7 argue that core care plans gave '. . . the 
opportimity constantly to avoid assessment skills and reduce and f i t  patients' 
individual cliracteristics and needs into a conmmon, rigid, and predetermined 
framework', i t  is hard to disagree with the autliors of tlie Open University 
package 'A Systematic Guide to Nursing Care'5vlmen they write (11.  78) '. . . 
good quality care is not a matter of the degree of individuality of carc but of 
the care given being rnatclted to solving individual patients' problems'. 
Wright," while accepting tlmat care plans tnay stifle creativity, addressed the 
issue si~ccitmctly L V I I C I ~  lie wrote ,111 a11 ideal world i~mdividually pro~luced plans 
~ v o i ~ l d  be prcicr,ible, but in busy ~ C L I I C  units Illis is not acliievable giveti esist- 
ing staffing Icvcls and skill mixes. Until then, nurses need a fast and c4icctive 
records system'. I t  was also reported that no evidence of carc given irom core 
care plans beins less personal than previously had been produced 

Core carc plans arc very amenable tu computerization wliich is a big advan-  
tage in busy \vnrds - a frce form test facility allows for individualiz,ilion of 
plans.'" 

Care planning proiorma, tlmough varied in individual detail, cottt,iin tlie 
same basic cnmpotments. 

1) The assessment 

Space is prw,idcd l o r  the usual biographic.,l detail. pas1 medical history a n d  diagnusis. A 
franicwork ior rissessmcnt d the patient's pnhlcrns is provided based upon a n u r s i n ~  model. 
I t  is also useful lu h a w  space 10 record the p.ltiellt's usual Or pre-l~ospital state Cur CI\CI\ 
activily of da i ly  living. A n y  cause f o r  ihis ,dtcwd state of health should he included ii k n v w n  
.is this helps i n  goal-setting. Othcr i n f i w r n ~ t i < v  may be gathered here. In St Mary's. wt, ,~sscss 
the patient's risk ior ~lcveloping prcssurc sores using the Waterlow scorc. and  tht.ir dcpen- 
dency level using the Chcltenliani Ocpmidency Score. 

2 )  Statements of patient's problenis 
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pntient's problem, i t  should bc stated i n  terms that the patient understands. I n  fact, i t  is 
often helpful to use the patient's very words to describe the problem. This helps the patient 
and nurse to communicate when discussing problems. I t  also helps to formulate specific 
goals. 

3) Setting o f  goals 

This section gives space for the setting o f  goals; goals can be long-term o r  short-ternl. A 
series o f  short-term goals provide a precise pathway lowards the attainment o f  long-tern1 
goals. I t  is vital that goals arc simple, realistic and achievable. They must each specifically 
relate to a previously stated problen~. A goal should include objectively measurable criteria 
for evaluation. I t  is best expressed in turms o f  an  expected or desired change written as a 
description of the change o r  outcome i n  t e r m  specific to the patient. I t  should statem wlm 
w i l l  demonstrate the behaviour. the ncl~tnl bchauio~rr, the releunnl condiliom under which the 
bellaviour w i l l  be performed, the tneons rrsed lo c~nluolc lhr  ocl~icvctncr~l of l l r c ~ o n l  and a lime- 
f r o m  for its achievement, e.g. ' l k ~ n k  wi l l  change his own  colostomy bag unaided wi th in 10 
minutes every morning' (pp. 72-3). 

The goals must be listed i n  order o f  prior i ty. I t  is essential that as far as possible goals 
arc shared by the patient and nurse. Ideally. goals w i l l  be set by their working i n  partnership 
to decide appropriate and acceptable goals for this individual. Both parties should be aware 
o f  the nature of the problem, and the resources, t ime and motivation available before setting 
a goal. 

4 )  Prescriptions for nursing interventions 

These must be stated i n  clear, specific ternis. The document should state th~. date. It may 
specify a particular rnenibcr v f  staff such as the Stoma Therapist or an individual member 
o f  thc nursing team I t  sliould state specifically what the nurse wi l l  do, what the patient wt l l  
d o  ( i f  anything), what ccrnditions wi l l  prevail (e.g. equipment to be used) and within what 
timeframe thc intervention wi l l  take place. I t  must bc signed by the nursc prescribing the 
care, eg .  'Nurse Duggar w i l l  assist M r  Jocob to walk to thc front hall and back again twice 
dai ly before meals'. 

5) Evaluation 

A column for evaluation of goals must be p r o v i d d .  O n  setting goals, the nurse (and thc 
patient, i f  possible) should decide on a date on  which they w i l l  review progress. The whole 
process depends upon the nurse evaluating patient progress frequently and readjusting 
statements o i  problcms. goals and nursing interventions i n  the light o f  her findings. 

In St Mary's we have four extra parts to our  care plans. On  one sheet we record 
daily care given using the principle of charting by exclusion. This means that 
i f  care a s  outlined in the care plan was given with no unusual interventions 
we  write 'care given as per care plan'. This is dated and signed by a nurse. 
Any changes in the palient's condition or  unusual events are recorded briefly 
here and a new problem entered in the care plan if necessary. A second sheet 
is for monthly reviews of each patient's progress with regard to problems 
identified in the care plan. Referring to each problem by the number given in 
the care plan, a comment is made upon the current status of that problem 
using objective measurable o r  observable criteria for evaluation where poss- 
ible. A third sheet allows us to record the bath days and bowel habits of ea'ch 
patient. A fourth sheet, used only with patients in frequent pain, is used to 
record incidences of pain, interventions used and the patient's response to 
these interventions. We have found this an  effective method of promoting 
adequate pain control for our  patients. 
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Some would see this as a curnbcrsomc system. It evolved over time to 
becon~e what it is now and we  are again thinking of modifying i t  towards a 
leaner, more streamlined package. I t  would not suit everyone but i t  ha's served 
us well i n  our  clinical setting as we have developed our  care-planning skills. 

For those Chinking of introducing care plans to their clinical area, i t  is essen- 
tial to realize that unless there is an  extensive discussion with staff first i t  is 
doomed to fail. Discussion, education and training on all aspects of care plan- 
ning from the adoption of a model of nursing to the writing skills necessary 
is vital. Ongoing support and training is the only way to ensure that progress 
is permanenl. 
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b y  Mary Flernirig 
t. Mary's liospital, situated i n  the 
PlioCnix I'ark, has a coniplement of 
345 beds. The services provided 

includeassessment, rehabilitation and 
extended care for the elderly. We have a 
48-bedded unit  wliich caters for young 
disabled adults. There is a day liospital 
and a mobile day hospital which takes 
its services l o  the coliinlunity 3 days 
each week. 

Included in our services for the elderly 
we have a nursing developliwnt unit 
wl i ic l i  caters for 18 female residrnts 
i n  extended care. It providcs an environ- 
ment where nurses can experiment wi t l i  
their practice, try out new ideas and new 
approaches. 

It allows nurses to take an active rather 
than a passive role in: 

Redefining nursing boundaries. 
Generating new knowledge. 
Addressing thequality issue from the 
[Iatients' perspective. 
Unit F2 was accredited as ;I Nurs~l i j i  

UeveiolIlllent Unit 11)' the 1~el1;~rtment ot 
Nursing Studies i n  University College 

Dublin. An extensive portfolio was sub- 
mitted to provide evidence of the units 
adherence to the key characteristics o f a  
Nursing Development Unit as adapted 

from the Kings Fund. The unit was offi- 
cially opened and renamed the Pl~oenix 
Unit o n  1311iSeptember 1996 by Mr. 
Kieran Hickey, Cliief Executive Officer. 
Eastern Health Board. 

Primary nursing is the systeni of care 
used and this Is well established on  the 
unit. 'The staff are aware that nursing 
development should be a continuous 
and dynamic process.They know tliat 
practices as well as being research based 
should also be evaluated to facilitate fur- 
ther improvements o n  an on-going 
basis. This necessitated a nieansof evalu- 
ation and led t o  the introduction of 
quality iniprovcnient initiatives. 
Standards setting activities were undcr- 
taken Using the Dynamic Standanl 

Setting System (DySSSy). 
Quality circles facilitated the team to 

identify the problem areas and 
subsequent problem solving actiorl 

plans. So far we have set standards for: 
Personal hygiene 
Continence promotion 
Primary nursing 
Pain control 
I'ressure sore assessment. 

A series of worhhops and training ses- 
sions were oganised to enable nurses o n  
the unit to acquire the technical, com- 
municatiori and group skills needed 

Ms Breeda Plowley from tlie Dcpt o f  
Nursing Studies in UCD co-ordinated 
our training sessions. We acknowledge 
her supporl and encouragement. 

A quality assurancesystem must be 
organiseil ;ind inanaged through a struc- 
tured sys l rnT l ie  nursing quality assur- 
ance I K U C ~ ~ S  based 011 the 'botton-up' 
approacl~. Clinicill nun?, are involved i n  
every pliasc of the process, from clarifying 
values to dcvelol~ing ineasurement tools 
and planning action to improve tliequal- 
i tyofnursing practice. l'heco-ordination 
ofa qua1it)';lssurance system i s  theoverall 
respo~isibility o f  ~iianagement. 

l o p  manajiement needs to be conimit- 

ted so that resources are allocated to 
quality assurance initiatives and actions 
are followed througli. 

is important that all personnel are com- 
niitted to improvement and are will ing 
to accept and inlplcrnent change. 

People need to know what they are 
expected to do, so responsibilities for 
quality activities must be clearly defined. 

Ownership i s  a key word i n  standard 
setting, and it really i s  crucial. I t  is 
important that standards are not 
imposed on  a clinical setting. 

Staff motivation i s  enhanced i f  every 
riiem1)er co~l l r i lx~tes to the standard. 
Motivation to do soniething means that 
you are 1i;tli-wy to getting i t  finished. 
One of the slroligest nlotivators of all is 
lpersonal conimi t~ i~er i t .  YOU have to do i t  
for justifiable, ~Icrsonally acceptable rea. 
sons and not because i t  i s  a process 
wliich i s  llresently fasliio~iable. 

As w,e evaluate the audit results o f  our 
first standards we realise tliat this i s  just 
tl ie lbeginnillg of;! process that wi l l  assist 
wi th gcncralinji information which can 
he used i n  a variety o f  ways to achieve 
quality care. It will evolve wi t l i  the staff 
rvho use i t  and ;ld;~pt i t .  

"~~11,11i1~~ is IIclYv ,111 ,1<<;'/'~,11, ;1 is cll,,~i!ys 
t l c  rec~rll uf i r r l r l l i , ~ ~ ~ ~ f l  <,ffini,rf" Uolin Ruskin) 
Mary Flemlng I s  S t a f f  Nurse at S t .  Mary's 

Quality i s  influenced by everyone so i t  Horpltal, Phoenlx Park. 

QANA Committee Marie Neylon, Vlce Chairperson Dublin, Dublin 2. 

Members &Membership Secretary. Mater Readers al QANA Updotrare 

mureen Fallon, Conference Private Horpital. Dublin 7. invited to rend typewritten mate- 

secretary, ~ational ~atemity Yvonne O'Shea. Chairperson, St. rial for inclusion, on quality arrur- 

~~spital.  ~oller st, ~ubt in 2. lames's Hospital, Dublin 8. ance ~nitiative~ conference1 

wargaret F ~ ~ ~ ~ ~ ~ ,  conference Mary Shore. Treasurer, St. seminar repor& and notices of 

Secrelay, National Maternity hCenL'S Hospital. Dublin 4, fonhcaming evenu lo: 
HOII~S st, ~ " b l i ~  2. Margaret Treaty. Editor, QANA Dr Margaret ~ ~ e a c y .  ~ditor, 

Deirdre Fiwrimonr. Meetings Update. Dew. of Nursing QANA UWote, at the above 

Secretary. Depl. of Health. Studies. University College address. 

Reprerentalive. Dept. of Nursing I 
, ............................................................................................................ Studies. University College ' 

Dublin, Dublm 2. I mol)t%s I 
I ............................................................................................................. , 

Margaret McCrath, Committee ! 
Member. St. Frances Horpice, I 
Dublin 5. 

Kathleen MacLellan. Nehvork 
Secretary. St. lamer's Hospital. 
Dublin8. 

I 
L----------------------------------------, 



Powerhouses for change 
What is a Nursing Nursing development units play a vital role in 

encouraging change in healthcare delivery. 
Development Unit? Geraldine Murray and Lorraine Anderson report on 

Key characteristics of a nursing develop- 
ment unit as defined by The King's Fund: 
I The unit must be sited in a clearly defined 

clinical area. 
I It must have a clearly defined clinical 

leader. 
I The philosophy must be developed col- 

lectively and be underpinned by a shared 
vision. 
I Patienrrlclienn must be involved in deci- 

sion making about their care. 
I The staff must accept change as a way of 

life and experiment constantly. 
I Nursing staff are involved in the develop- 

ment of nursing practice. 
I Staff work t o  empower individual nurses. 
I There is a strong emphasis on rtaffdevel- 

opment. 
I The efficiency and effectiveness of care 

are evaluated. 
I New ways o f  working are locally and 

nationally disseminated. 

how Ireland's flagship units aim to achieve improved 
patient care by promoting excellence in nursing 

f l i c  Eun,pe:hn Nun ing  I)cvclop. 
nwnt Apcnc)' is curr tn l ly  working 
with IWIII t lw unit i n )  ~ ~ k ~ l l m w w  :tnd 
SI < :o l~1n ic i l l~3  l 1 u s I ~ i l ; ~ l ' i ~ ~  l.ooglv 
Iinslmwi w l~ i l s l  S t  ,M:lry's Ik~spital.  
I'lwcnix 1':trl; II:~ rcceiwd :accrcdi- 
1:tlion f n m  Ii(:I), All l l l rcc r.t:tl,- 

lishcd Nl>Ils :arc i l l  in 
dcvcloping nursing pctclicc within 
thc carc of the eldcrly. 

Ii(1rvcvur. l l lc l irsl inlensiae cxrr 

Nl)U i n  Ireland is on  l l l u  hrink #,I' 
rccciving :~ccrcdi~:#l ion. Tlic Inlcn- 
sive <:arc. I ln i l  a1 [hi\-crsily (:ollcgc 
l l ~ q I i l ; t l ,  Gdway is currcnlly : n ~ t i t .  

ing :Kcrcdi l ;~t i~m fmml tl lc I~lsI i tWc 
o i  Nun ing  :XI 111c tlnivcr3ily o f  
I.ccds. , 

I 1  I I : ~  I k c n  s ~ ~ g g c s ~ c t l  I~I:II N I I I  :\ 
:let 2s I'lagsltips for lltlrbing w ~ ~ ' r c  
cmpwcrmcnr  ofntlrscs is wt'l ;as :I 
.srx~cgy ibr ~ n ~ p ~ w c r i n g  p:ntic~r>. 



care in the Phoenix Unit 
S t Mary's Hospital is a 345 bed f&iliry 

dedicated mainly to the care o f  
elderly people from rlte northside o f  
Dublin. 

Fortycigl l l  beds are designated for 
the care of young, physically disabled 
adults. I t  offers in-hospital and rehabili- 
tation daycare as well as a dental servicc 

- I r g  IrbeJirSt lrirhucmdited nursing 
devcloprnent unil 

and extended care facililies. 
In  March 1996. Unit FZ in St Mary's 

Hospital was accredited as a nursing 
development unit by the Dcpanrncnt o l  
Nursing Studies at UCD. I t  WAS officially 
launched as the I'hoenix Unit i n  Sep- 
tember 1996. 

The unit is an 18 bed female facility. 
11 has been decorated and strucrunlly 
altered to provide an open-plan day 
room and a nurse's station close l o  chis 
arcd so chat residenu can be observed 
during meal tinirs and activilics. 

Thc unit's locus on  holistic individual 
care has enabled memhcrs to work 
wi th n ianlgemel~,  voluntary and slate 
agcncies to initiate a range o f  diverse 
activities including reminiscence ther- 
ap): realiryorlcntation and hand mas- 
s:tgc. 

Thc mental test scores ofmany of ~ h r  
residents has inlprovcd siuce these ther- 
apies have been implemented. 

Unit members havc also been 

111;11 v:,1ucs :1nd CIICOLIragCs ncw 
itleas. 

In ;tddition. m m l  studies havc 
rrvc:llrd NI)I!> tr, l,r c m l  cffccrive. 
I I I s  stutl!: c:~rricd 0111 lq 
Flinl :mtl Sjclrhir. shmvcd the cstalr- 
l is lmcnl  ~ , i ~ r ~ l i l ? .  ill Iw(:ind 10 b y  a 

posilivc LIZC (11 rcsourccs. 
I 'hc slurl!. Lintnd tl~:,t nwst r,C thc 

sIvingh wcrc in tcrnih o f  human 
rcamrc'cs ;,> :B ~ w l t  01' rhc changed 

. . . . . . . . . .  :> 
in!'olvcd in:devclopirtg ~t&,&~+~~~~, 

- tings.on topics such as pain'c&ti61;:: ........... 
wound management palliatii?&e a < d  . -- -. --- . . . . . . .  primary nursing. ..... .- . . - 

. . .  -.-- . 
m e  topics chosen by the st*fens"r<, . 

that the standard is relevant to their par. 
ricular work skuation. 

A number o f  standards have already 
been implemented with a 90% success 
ralC. 

The philosophy o f  tlie unit suppons . 
the belicf that everybody is valued and 
has an important n>lc within the team. 

The menlbcrs further believe that 
nurses work in partnership wirh other 
professionals whilc constantly remem- 
bering thac thc patient is the kcy factor. 

The unit aims to provide a protected 
environn~cnt where its members can 
experiment with thcirprdctice wirh the 
full approval o f  management. 

The staff arc ded/cared to developing 
nursing practice with the interesls of 
[l ie profession and the p l t iun t  being 
central. 

Lowaim Amle,~o!! u:m a s l a j j n ~ r s c  
i>l :/x 1'1,o'~nk (h i1  d7en it r m s  
established a,rd i.v 1r0w a ward sister. 
in SI Mary i h r r ~  srry respilc care 
unil 
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Mrs. Anne Tolan 

Mrs Monica Mc Gowan 

Ms. Margaret Whelan 

Mrs. Anne-Marie Payne 

Mrs. Rosemary Reynolds. 

Mrs. Mary Fleming and Ms. Lorraine Anderson were promoted to Ward Sister 

whilst working in the Phoenix Unit. 



EASTERN sow 
HEALTH s m m  
BOARD ANOIRTIW 

ST. MARY'S HOSPITAL, 
Phocnix Park, 

Dublin 20. 
Tel: 677 8132 
Fax: 677 2132 

I, Vera Manning-Barrett, as Director of Nursing / Matron of St. 
Mary's Hospital, commit to give all the support required and within 
my resources to ensure the continued success of the Nursing 
Development Unit in the Phoenix Unit. i 

I will endeavour to ensure that adequate skills, time and training are 
achieved to allow the work of the Nursing Development Unit 
achieve it's potential 

Date: 1 October, 1998 

THIS IS NOT A LEGAL AGREEMENT 


