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Foreword
The Offi  ce of the Nursing and Midwifery Services is pleased to publish the Population 

Health Information Tool (PHIT), a quality system of health information management 

for use within contemporary public health nursing practice.

Public health nursing services constitute the largest group of nurses employed in the community setting 

and their caring role reaches out to provide population health screening, health promotion, post acute 

and continuing care to a wide range of population subgroups. The population health approach was 

identifi ed in the national health strategy, Quality and Fairness: A Health System for You (DOHC 2001) as a 

model to provide equitable care to the people of Ireland.

The evolution of the health service demands a parallel development of systems for generating and using 

health information to provide and resource health care.  In order for public health nurses (PHNs) to 

direct services to those most in need, quality information systems are paramount, consequently such 

information is also crucial for workforce planning (DOHC & HSE 2009).

The Report of the Commission on Nursing, published in 1998, recommended the continuation of the area-

based model of public health nursing.  Geographically derived systems pave the way for the generation, 

application and mapping of health information.  The allocation of public health nurse caseloads based 

on assessed health and social care need, within geographically defi ned integrated care in the community 

setting, will support the population health approach.

The Public Heatlh Information Tool is a suite of PHN service documents that identify individual and 

population health needs through a continuous system of registration and analysis.  The PHIT caseload 

analysis methodology is based on best evidence to inform best practice models for caseload management 

and service planning. Future versions of PHIT has potential to further embrace integrated care within an 

electronic environment.

I wish to acknowledge the PHN Nursing Management Team in Dublin North Central who supported 

the initiation of  this project: Ms. Julie Lynch DOPHN in 2005, Ms Mary Byrne DOPHN until 2008 and the 

implementation of the PHIT tool is now supported by Ms Yvonne Fitzsimons DOPHN. 

I wish to thank the members of the PHIT steering group for their professionalism and guidance of this 

project to its publication. To Professor Sarah Cowley and the advisory group who provided support and 

expert advice a special thank you. I am indebted to all of the nurses in the public health nursing service 

in Local Health Offi  ce, Dublin North Central who provided a wealth of information to inform the fi nal 

report. They embraced this change in clinical practice in order to provide a more eff ective and equitable 

health and social care environment for their patients. Finally, particular thanks are extended to Anne 

McDonald, Project Leader who carried out the research and compiled this report, for her vision, hard 

work and commitment.

_____________________________

Michael Shannon
Health Service Executive
Nursing and Midwifery Services Director



4

P
O

P
U

L
A

T
IO

N
 H

E
A

LT
H

 IN
F

O
R

M
A

T
IO

N
 T

O
O

L
 (P

H
IT

)

SUMMARY

The transformation of the health and social care services aims to improve outcomes for patients. The 

public health nursing service has a key role to play in this process by providing quality care in the 

community setting.  Quality in health care is underpinned by good governance which incorporates 

information systems and processes that promote safe and eff ective care and which includes the patient’s 

perspective.  Equity is an important aspect of quality and is supported by ensuring the right service for 

the right patient in the right setting.

The role of the Public Health Nurse (PHN) has expanded in recent years to include signifi cant numbers 

of patients requiring clinical interventions following discharge from acute hospital services or who 

have been referred directly within primary care/ community setting.  Continuing complex care needs 

are also consuming nursing time in the community.  The information systems used to collect data for 

performance monitoring and to guide and predict workforce planning, are not aligned to the current 

PHN role.

A group of nurses in Local Health Offi  ce (LHO) at Dublin North Central (DNC) explored the health 

information systems available to them and identifi ed a gap in the traditional information pathway which 

impeded the inclusion of the individual patient from their respective population subgroup, thereby 

reducing the potential for an equitable service. They investigated ways of bridging this gap and found 

that a comprehensive system of patient registration was the solution.  The evidence-based population 

health information tool (PHIT) which they subsequently developed now eff ectively guides their nursing 

case and caseload work in the community.

The new PHIT paper based system is introduced to nurses in induction sessions in LHO, DNC is included 

in ongoing training sessions and is delivered to post graduate students in the local third-level education 

institute.  Managers working with this new system sit on local Health Service Executive (HSE) community 

nursing interview boards and have increased awareness of the skill mix necessary to respond to health 

needs in their areas.

The tool that has been developed can identify groups needing care and can show demographic and 

epidemiological trends over time. Older people account for 12.6% of the population in DNC (they 

comprise11% of the population nationally). The HSE’s (2008) Corporate Plan 2008-2011 advises that the 

number of those over 65 years of age will have increased to 16% by 2011 and to 40% by 2016 nationally. 

PHIT has already identifi ed such changes in target group composition: e.g. the overall number of older 

adults registered by nurses into PHIT between 2007 and 2009 increased by 1% but the proportion of 

those over 85 years increased by 20% in this time. Health information such as this is critical for workforce 

planning purposes (DOHC & HSE 2009). 

In the course of developing the tool it was necessary to create a system that could rank patients according 

to their level of dependency or their need for nursing care to support equitable caseload allocation. A future 

development will see this dependency scoring system used by the multidisciplinary primary care team.

The identifi cation of ‘inactive’ cases has been another factor which has helped streamline caseloads and 

direct nursing care appropriately.
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Nurses participating in the project identifi ed the need for valid and reliable assessment tools to support 

patient registration, leading to the development of a new care plan during the implementation phase to 

start to address this need.  The need to clarify and name public health nursing interventions was initiated 

during the project and this process needs to continue before embracing integrated care.  There is also an 

urgent need to identify community nursing sensitive outcomes within a quality framework.

The developed PHIT tool off ers a framework for caseload analysis suited to the complexities of the 

PHN role in caseload management when working at individual, family and community levels. There is 

a need to develop a ladder of competencies for eff ective caseload management and incorporate this 

into third-level nursing and multidisciplinary learning modules. This will inform best practice models of 

caseload management in multidisciplinary integrated care and the development of a model of caseload 

leadership in the community setting.  

It is the responsibility of the Assistant Director of Public Health Nursing (ADOPHN) to initiate a caseload 

analysis process and action the agreed outcomes. Rates of caseload analysis completed annually should 

be developed into a realistic and achievable key performance indicator for ADOPHN line managers.  

One of the issues identifi ed as crucial to the implementation and sustainability of practice development 

initiatives in the Review of Practice Development (2010) was the need for involvement of managers.  

Practitioners at each level of the organisation should use the data available to them to put forward an 

evidence-based business case to support their needs (NCNM 2009). PHIT off ers such comprehensive 

dynamic data to PHN caseload managers, ADOPHN line managers and the Director of Public Health 

Nursing (DOPHN). By the end of 2010, caseload analysis methodology will have been applied to all 46 

caseloads in DNC and the collation of this data will contribute to a comprehensive LHO health needs 

assessment. The PHIT tool can identify key performance indicators, population health needs and 

outcomes.  Integrating PHIT into a national health information system to generate, share and use would 

ensure equitable care.

A future primary care PHIT electronic system of data collection will be underpinned by health information 

standards and will link to electronic health records, when unique patient identifi cation is agreed and to 

other electronic systems e.g. Partners (Henry 2010) to facilitate patient pathways within an integrated 

system.  This will record administrative and clinical patient information for all models of case management.

To obtain unique health information to inform the planning of services and the allocation of resources 

the PHIT system needs to be endorsed at national level and integrated into health policy at DoH&C and 

corporate HSE level. A second phase of PHIT will further develop Version 1 as an integrated care health 

information system which will be subject to health proofi ng. 
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Membership of Groups participating in the PHIT Project
Steering Group
Mary Byrne, Director of Public Health Nursing, HSE Dublin North Central (Chair)

Professor Sarah Cowley, Project Academic Supervisor 

Mary McGuire, General Manager HSE Dublin North Central

Eithne Cusack, Director, Nursing Midwifery Planning & Development Unit

Anne McDonald, A/ADOPHN HSE Dublin North Central, Project Leader 

Advisory Group
Professor Sarah Cowley, Academic Supervisor (Chair), School of Nursing and Midwifery, King’s College 

Hospital, London

Mary Byrne, Director of Public Health Nursing, HSE Dublin North Central 

Mary McGuire, General Manager HSE Dublin North Central

Eithne Cusack, Director, Nursing Midwifery Planning & Development Unit

Anne McDonald, , Project Leader

Agnes Flynn, PHN representative HSE Dublin North Central

Emer Hosford, PHN representative HSE Dublin North Central

Mary Martin, Manager for Social Inclusion, HSE Dublin North Central

Phil Dunne, Primary Care Manager, HSE Dublin North Central

Sylvia McShane, Lecturer (Nursing), University College Dublin

Dr. Howard Johnson, Health Information Unit, Population Health HSE

Dr. Anthony Staines, Dept. of Nursing, Dublin City University

Maura Connolly, Institute of Community Health Nursing (until November 2007)

Working Group PHNs  Working Group ADOPHNs
Kay Dwyer PHN   Mary Byrne DOPHN
Ann Marie Coyle PHN  Mary Kelly ADOPHN
Frances O’Keeff e PHN  Yvonne Fitzsimons ADOPHN
Margaret Harkin PHN  Clare Farrell ADOPHN
Rita Byrne PHN   Bridget Considine ADOPHN
Dolores Tierney PHN  Anne McDonald PL
Jillian Deady PHN
Agnes Flynn PHN   I.T. Support
Anne O’Malley PHN  Mr Garry Byrne 
Elizabeth McManus CPC
Yvonne Fitzsimons ADOPHN
Emer Hosford PHN 
Maura McMahon PHN 
Teresa Crosby PHN 
Ann-Louise Harding PHN 
Maire O’Donoghue PHN
Anne McDonald PL
Working Group ‘Buddies’
Mary McBride PHN/Catherine O’Connor PHN
Teresa Conlon PHN
Eithne Ni Fhlathartaigh PHN
Sheila Conway PHN
Mary Cronin PHN 
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Implementation phase:
Ms Mary Kelly ADOPHN was instrumental to the development of the caseload analysis and continues to 

contribute to the ongoing refi nement of the analysis methodology

Dr Howard Johnson and members of the Health Atlas team gave time and assistance in mapping PHIT 

data to the Health Atlas

Ms Pamela Henry, Lecturer in Health Informatics, Dublin City University, provided teaching sessions on 

health informatics to the care plan working group during the implementation phase and continues to 

act in an advisory capacity to the project

Ms Christine Hughes, Professional Development Offi  cer, National Council for the Professional 

Development of Nursing and Midwifery who reviewed documentation and provided guidance in 

accessing health information

PHN Practice Development colleagues nationally who shared information and gave their time and 

expertise: Ms Kathleen Griffi  n ADOPHN, Ms Dolores Gallagher ADOPHN, Ms Catherine Tunney ADOPHN, 

Ms Fiona Collins ADOPHN and Ms Carmel Buckley ADOPHN 

Ms Mary O’Dowd, Professional Development Offi  cer, Institute of Community Health Nursing advocated 

for the PHIT tool

Colleagues in the School of Nursing, Midwifery and Health Systems in University College Dublin for 

supporting the dissemination of PHIT

7
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Recommendations
The PHIT recommendations are presented under 
the following fi ve headings:

1. Health Information 

2. Quality & Goverance

3. Research & Development 

4. Service Development and Workforce Planning 

5. Education and Professional Development

1) Health Information
�  The appreciation by the HSE that population focused 

health information is critical to inform responsive 
service planning 

�  That the HSE develops a vision and strategic plan 
for the identifi cation and employment of electronic 
systems for recording administrative and clinical 
patient information for the PHIT models of case 
management in the community

�  That PHN management teams cultivate a culture 
within clinical practice which incorporates health 
informatics

�  That the HSE designate the appropriate expertise to 
transform the developed PHIT paper based system to 
the electronic environment

2) Quality & Governance
�  That the HSE endorses the PHIT as a national system 

for public health nursing health information within 
primary care

�  That the HSE agree a national system of health 
information governance within public health nursing 
clinical and management practice by identifying a  
standardised approach to the implementation and 
operationalisation of the PHIT tool

�  That PHN management teams implement, 
operationalise and contribute to the upgrading of the 
endorsed PHIT tool

3) Research and Development 
�  That a health research culture be developed and 

supported in primary care

�  That formal links be developed with third level 
institutions to support research in public health and 
community nursing

�  That integrated community nursing services and 
practices refl ect evidence based need

4)  Service Development and Workforce 
Planning

�  That partnerships be developed between education 
providers, public health nursing services, service 
planners and population health experts to support 
the integration of health information and systems 
thinking across the spectrum of care

�  That the HSE integrate the PHIT tool into a national 
health information system to generate, share and 
use in order to bridge the gap in population health 
information needs and outcomes 

�  That PHN management teams ensure that 
epidemiological data inform population based 
nursing practice 

�  That the HSE use the PHIT tool to identify and 
develop key performance indicators for primary and 
integrated care in the community

�  That utilisation of the PHIT will provide for a more 
equitable approach to service delivery within an 
integrated model of care 

�  That workforce planning is undertaken that refl ects 
demands on the public health nursing service which 
acknowledges both the public health focus and 
the range of clinical nursing and midwifery services 
identifi ed within primary and integrated care

�  That forecasting is undertaken by the HSE in 
collaboration with services with due regard to 
population profi les 

5)  Education and Professional Development
�  That higher education institutes and public health 

nursing services regularly review education curricula 
to ensure that they refl ect population service need 

�  That an education framework for community nursing 
be developed to support and promote education, 
practice development, research and elearning tools

�  Such development of practice includes the 
identifi cation of:

 ��  Assessment tools linked to named PHN 
interventions in order to ensure valid and reliable 
PHIT registration for use by all nursing disciplines 
in an integrated model of care

 ��  Community nursing sensitive outcomes linked to 
the identifi ed PHN interventions which will guide 
the expansion of the nurses scope of practice

 ��  That community nursing services and practices 
refl ect evidence-based need. This will support 
systems for eff ective caseload management and 
resourcing in order to guide best practice models 
of caseload management.  

 ��  Incorporation of the identifi ed caseload 
management models into third level modules

 ��  Incorporation of caseload management models 
into primary and integrated care
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CHAPTER 1

Introduction
Nurses have a key role to play in improving outcomes and experiences for patients across all care settings 

and pathways. The Public Health Nursing Service is responsible for providing a range of generalist 

primary, secondary and tertiary care.  However, the increasing demand for acute and continuing care in 

the community setting is at variance with the traditional public health nursing role (HSE 2006). 

Eff ectiveness in patient care can be defi ned as ‘knowledgeable patients receiving safe and eff ective care 

from skilled professionals in appropriate environments with assessed outcomes’, and the requirements 

for clinical eff ectiveness include access for healthcare professionals to the most up to date information 

(DOHC 2008). Health policy in Ireland recognises that good information empowers us all (DOHC 2004) 

and is listed as one of the six frameworks for change identifi ed in the health strategy (DOHC 2001).  To 

achieve clinical eff ectiveness health care professionals must have access to quality information.

The vision of the health information strategy is of ‘a trusted and valued health information environment 

within which all stakeholder groups, namely the general public, clients/patients, carers, healthcare 

professionals and service staff , health service managers, public health, policy makers and Government, 

researchers and the media are enabled and empowered to make informed choices to promote, protect, 

restore and maintain the health of individuals and of the population (DOHC 2004).  

A key priority articulated in the 2010 HSE Service Plan is the population health approach.  This outlook 

encompasses the promotion and protection of the health of the entire population or of subgroups 

of the population, with particular emphasis on reducing health inequalities. Such viewpoints endorse 

universal access to health and social health protection in primary health care as an optimum way to 

improve health equity (WHO 2008).  

Reducing health inequalities in the Irish context is addressed in a report by Balanda K.P. et al (2010) which 

recommends building appropriate information systems to support a stronger focus on prevention and 

‘tackling inequalities using a social determinants of health and life course perspective’.  This report 

affi  rms the patient registration approach to population health.  The vision of the recently formed Health 

Information Quality Authority is for ‘better health and social care for all, underpinned by standards and 

decisions that improve the safety and quality of health and social care services (HIQA 2010).

The Irish nursing board requires the registered public health nurse (PHN) to ‘eff ectively manage the nursing 

care of individuals, families, groups, communities’, (An Bord Altranais 2005). A key recommendation of 

the Nursing and Midwifery Planning and Development Unit in the eastern area of the HSE (HSE 2006) is 

that nurses use population health needs assessment tools to inform their practice. 
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Background
The nurses working within the pilot Local Health Offi  ce Dublin North Central (DNC) have an overall 

goal of ‘case management of individuals, families and communities towards the achievement of better 

health’ (Clarke J. 2004).  Making a commitment to a population health approach by the Irish public health 

nursing service is accommodated by the inclusive nature of its care giving role and the public health 

nurse has the right and responsibility to admit, care for and discharge patients within her caseload based 

on nursing need. However implementing a population health approach as enshrined in their mission 

statement (below) is hampered by the lack of data to indicate those most in need:

 

‘We believe that individuals, families and communities have a right to determine and respond to their health 

needs in partnership with a public health nursing service that promotes equity, advocacy, quality and lifelong 

learning in collaboration with the primary health care team.  

(PHN Mission Statement 2004 DNC)

Traditional community nursing data sets are not transformed into useful information but instead ‘fl ow 

into islands of information’ which are ‘not properly exploited on an everyday use’ (DOHC 2004). Managers 

and clinicians are also advocating for a system which more accurately portrays the depth and extent of 

community nursing and the variance in the competencies or input of individual caseload managers who 

have to pull it all together whilst acknowledging the diffi  culties in the larger role of assessing the health 

need of populations (Begley C. et al 2004).

Nursing health information in the pilot site Local Health Offi  ce, Dublin North Central prior to the PHIT 

project collected numbers of patient contacts from each caseload on a monthly basis supplemented by 

annual ‘counts’ or snapshots of caseloads and school health and other screening.  Findings from this pilot 

data analysis without reference to a population health model prevented valid comparison of caseloads.  

This method of data collection therefore restricted the evidence base for equitable caseload allocation 

and service planning and the identifi cation of population health needs.  This disconnected system also 

restricted the development of key performance indicators (HIQA 2010a).

This gap in information is recognised by the World Health Organisation as an international phenomenon.  

Such gaps limit the fl ow of data on health services and health status available to inform policy makers 

and to help health professionals improve the quality of their work.  An evolution in the way that health 

information is generated, shared and used will address this gap in health information needs (WHO 2008). 

Another key motivation to establish the PHIT project was the practice development work undertaken 

in this area by the project leader prior to the application for funding for the PHIT project. Mapping and 

indexing the streets and corresponding public health nursing caseloads in the pilot LHO was undertaken 

in order to lay a foundation for future health needs assessments. A fi fth edition of the Street Index for the 

pilot LHO is now in circulation and used by a number of acute and primary care agencies, promoting 

communication and hospital discharge processes.
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Aims of the Project
The aims of the PHIT action research project 2006-2008 were to:

Identify sources of information that are available on health and health needs and to explore how this 

information can be accessed, recorded and used to develop a population health model for use in community 

nursing practice 

The project aims were met within the two year timeframe and a working population health information tool 

was developed and refi ned. The implementation of the tool is also underway with all PHN caseload holders 

within Dublin North Central (DNC) geographical area.  An audit of the PHIT tool was completed in the fi rst 

quarter of 2010, the outcome of which has informed the development of PHIT (Version 1a) documentation.

Encouraging the quality cycle by feeding back population health outcomes to nursing and primary care team 

members has signifi cantly supported the management of change over to the new system and helped retain 

the progress which have been made (ISQH 2006).  The fully implemented project can deliver both population 

health outcomes and support an improved system of governance in community nursing.

Location of HSE’s Four administrative Areas and 32 Local Health Offi  ces

Map 1  HSE Local Health Offi  ces showing LHO Dublin North Central
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Key Points
�  Access to up to date information contributes to eff ective care. Eff ective and equitable care is central 

to a population health approach

�  Traditional public health nursing information data sets are insuffi  cient to guide eff ective and 

equitable care within the expanding role of nurses in the public health nursing service 

�  PHIT off ers a paper based system for continually updating and analysing population health 

information from public health nursing caseloads with a view to migrating to an electronic 

environment

� Caseload analysis can contribute to local health needs assessments

�  Coverage of caseload analysis is a realistic and achievable performance indicator for ADOPHN line 

managers
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CHAPTER 2

Population Health Project
The PHIT project (2006-2008) was funded jointly by the National Council for the Professional Development 

of Nursing and Midwifery and the Health Service Executive and undertaken in the HSE Local Health 

Offi  ce Dublin North Central (DNC) in the context of the HSE Transformation Programme (HSE 2006a).  

In line with the chosen action research methodology (Coughlan D. et al 2005) relevant information was 

collated to build a picture and describe the situation. This information was presented in the format of a 

Situational Analysis undertaken by the project leader in 2006, at project set up.

Profi le of the project environment
The Situational Analysis (McDonald A. 2006) which described the prevailing internal and external 

environments in DNC geographical area, was presented to the relevant participants.  The project 

defi nition of community nurses included Registered General Nurses (RGNs) and Public Health Nurses 

(PHNs) working in the public health nursing service in DNC. 

Primary Care Teams have been developed across 4 primary care networks in DNC  (see outline map 

and Figure 1 below) and 46 PHN caseloads now deliver community nursing services to this population 

resulting in an average PHN caseload population of 3,000.

Map 2  Local Health Offi  ce Dublin North Central, Primary Care Networks and location of health 
centres (indicated by green squares)

The population of DNC is 126,572 persons (Census 2006) and covers an area from Dublin City Docklands 

to Dublin Airport comprising 37 sq. km. This area is further divided into 40 District Electoral Divisions 

(DEDs).  Over the course of the project, it had above the national average rates of both older adults and 

persons with a disability, three times the national average of migrant citizens and above the national 

average of single parent families (LHO7 2006).    

Network 1
Ballymun H.C.

Larkhill H.C.
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Marino H.C.

Killester H.C.

Clontarf H.C.

Bull Wall

Summerhill H.C.

North Strand H.C. East Wall H.C.
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Network 3

Network 4

Dublin
Harbour
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There are 40 DEDs in this area and nearly half of them have the highest scores for deprivation (SAHRU 

2004) with 9.5% of persons under the age of 15 years in consistent poverty (Offi  ce for Social Inclusion 

2005), there is a recognised link between poverty and the risk for disability (DFI 2005).  Networks 1 and 

2 (see below) are the most materially deprived and have higher rates of children aged from 0-5 years 

and lower rates of older adults 85 years and over.  This ‘bigger picture’ information is useful to support 

allocation of caseloads.  More PHNs will be needed in networks which have higher ratios of children under 

5 years of age and more community RGNs will be needed to support case management in caseloads 

within primary care networks which have larger populations of older adults.

The HSE National Service Plan (2010) acknowledges these changes in society, changes in demographics 

and the increasing worldwide incidence and prevalence of chronic diseases and conditions.  Health 

promotion will be one of the vital ingredients necessary to reduce the incidence of chronic diseases and 

conditions in future generations.

Fig 1  Demographic Profi le of 4 Primary Care Networks in Dublin North Central (Census 2006)
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Access to Health Information
Incidence and prevalence rates of diseases or events are important as indicators of population health 

and to inform health promotion initiatives.  Many of these health indicators are produced at national 

level and Census 2006 lists the main causes of death in the Republic of Ireland as:

�  Diseases of the Circulatory System

�  Malignant Neoplasms

�  Diseases of the Respiratory System

�  Motor Vehicle Accidents

�  Suicides

An annual death rate of 6.5 per 1,000 of population (0.2 lower than 2006) was recorded for 2007 and 

there were 230 infant deaths registered in 2007 compared with 255 in 2006.  The birth rate increased in 

2007 to 16.5 per 1,000 of population which is the highest recorded rate in EU countries (ESRI 2009).  

Initiatives such as Factfi le on the HSE website (www.hse.ie), edata on the inispho website

(www.inispho.org/tools) and the Health Research Board website (www.hrb.ie) aim to provide data in a 

more usable format on chronic illness and disability.  

The rate of Adult Type 1 and Type 2 Diabetes (all ages, all persons) is 4.9 for Dublin North Central which 

is 0.2 above the rate for the Republic of Ireland rate of 4.7 (IPH 2007). This information informs how the 

public health nursing service  can rate the current health of the population of DNC against the health of 

the nation and it can also be used to set a baseline to compare trends over time.  

Census 2006 (CSO 2006) has also made health data accessible at local level, and now reports on disability 

for all age groups including those 65 years and over by small area populations.  This information is self 

rated and includes the following conditions:

� Blindness, deafness or a severe vision or hearing impairment

� A condition that substantially limits one or more basic physical activities

� Diffi  culty in learning, remembering or concentrating

� Diffi  culty in dressing, bathing or getting around inside the home

� Diffi  culty in going outside the home alone

� Diffi  culty in working or attending school / college

� Learning or intellectual disability

� Psychological or emotional conditions

� Diffi  culty in participating in other activities

� Other, including chronic illness

Having access to such self-care information provided at DED level is an invaluable source for predicting 

service needs and for use as a denominator to compare rates yielded from PHIT data. Since the  completion 

of the project the Health Information and Quality Authority has compiled a comprehensive catalogue of 

ninety-seven sources of health information from a variety of settings (HIQA 2010b)



16

P
O

P
U

L
A

T
IO

N
 H

E
A

LT
H

 IN
F

O
R

M
A

T
IO

N
 T

O
O

L
 (P

H
IT

)

Tobacco is the leading cause of preventable death in Ireland and smoking is related to long term 

health conditions, smoking prevalence information is therefore necessary to plan services locally.  The 

Association of Public Health Observatories (2010) admit that aggregated smoking (and lifestyle) data 

for local populations is incomplete and of variable quality and acknowledge the absence of a universal 

primary care data system in the Republic of Ireland.  

Working group caseload managers also identifi ed such a gap in the overall ‘top down’ fl ow of health 

information.  Knowing rates of individuals with diabetes who reside in DNC did not provide them with 

information on the burden of a diagnosis of diabetes on an individual’s ability to function independently 

in society or to need nursing or primary care services.  They could not use this information to plan services 

within their caseloads or networks.  

The motivation to source and make sense of ‘bottom up’ population data became paramount and in order 

to do this, fundamental changes needed to be made within the traditional system of collecting public 

health nursing data. This change necessitated an awareness of data protection and client confi dentiality 

issues and the need for informed consent for sharing data at levels other than for direct patient care.  

Data containing individual client details is subject to the HSE Information Security Policy (HSE 2009).

The most important change made under the project, which was endorsed by the nursing management 

team, was the change in the focus of data collected.  Data is now primarily collected by describing client 

/ population need within an epidemiological context rather than collecting one dimensional activity of 

nursing services separated from the context of that nursing care.

The Situational Analysis had identifi ed public health nursing population health issues for inclusion in 

the tool and these items were subsequently incorporated into a programme plan and became the 

core objectives of the project, they also formed a baseline for gathering evidence. In a sense, they 

became a topographical map for working group nurses who were just beginning to look at their role 

through a population health perspective. The outcomes from these original project objectives which 

are reported on below were formulated into a tool for understanding and applying health information 

in the real world.

However, the need for nursing care is inextricably linked to nurse activity and paradoxically the move 

away from centring on nurse activity placed a spotlight on the capacity needed to resource nursing 

caseloads.  

Outcomes of the Project
The following fi ve responses to the programme plan’s core objectives were generated from the situational 

analysis, and subsequently became the building blocks of PHIT:

1. Incidence and prevalence data collection of registered cases was enacted

2. All registered cases were located by their geographic DED

3.  Registration of all patients identifi ed the need for validated patient assessment tools for use in 

primary care - a PHIT individual patient assessment tool was developed during the implementation 

phase 

4.  The development of the PHIT system for scoring patient dependency highlighted the need to 

clarify public health nursing interventions and outcomes
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5.  The process of analysing caseloads developed in the Caseload Analysis aspect of the PHIT tool, 

confi rmed the overall value of this process as a robust mechanism for supporting caseload 

managers, allocating equitable caseloads and contributing to local health needs assessments, 

it has also identifi ed an urgent need to name strategies for eff ective caseload management

1. Incidence and Prevalence
Outcomes from the collection of both incidence and prevalence rates from public health nurse caseloads 

October to December 2006 showed the value of continuing to collect nursing data in this way and 

resulted in the identifi cation of 533 new cases 5% of whom were listed for more than one care group.

The fundamental diff erences in the demographic and epidemiological profi les of the DEDs and 
Primary Care Networks in which nurses from the working group, delivered services was clarifi ed 
for them at this early stage of the project.

From this data working group nurses who represented all nine health centres in DNC, generated a 

comprehensive list of all the care groups to whom they provided services and aggregated them into the 

current four PHIT registers. Incidence and prevalence data continue to feed the 4 PHIT registers which 

emerged under the project. This evidence supports the allocation of skill mix to resource geographic 

caseloads. The range of data collected under PHIT registration is described in the Data Categories 

(Chapter 4) of this report.

2. Geographic registration
Using District Electoral Divisions (DEDs) as geographic descriptors situated clients within a particular 

population sub group and facilitated the ‘one to many’ approach which links individual cases to a 

wider epidemiological framework supporting ‘bottom up’ health information and allowing comparison 

internally and externally.  All clients are registered by their DED into each of the four registers and a street 

index is available to each nurse to support valid registration.  

�  A Street Index, which is now in its 5th edition, links each street / house number to a particular DED 

and also to a nursing caseload code

3. Validity and reliability of assessment
A future priority need is to identify nursing assessment tools which would ensure valid and reliable PHIT 

registration and the need to upgrade all patient care plan documentation in a second phase of the 

project with a view to migrating to electronic patient and electronic health records.  

�  A PHIT working group under the implementation phase has already delivered an individual patient 

assessment / care plan for clinical patients which will facilitate valid and reliable registration

�  Standardised assessment tools for family and individual care need to be identifi ed for use by the 

multidisciplinary team in integrated care

�  The benefi ts of moving to a paper based format of coding for individual care planning has provided 

an interim stage for nurses in which to prepare for more advanced systems of coding which will be 

underpinned by a data dictionary in any future electronic patient record
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4. Patient dependency / nursing intensity
Categories of patient dependency were devised by the PHIT working group based on the needs of 

their clients registered during the pilot in order to rank individual clients for health promotion, acute or 

continuing care needs.  PHNs in other LHOs nationally have begun to test this four item dependency 

score developed under PHIT but more work needs to be done on validating this dependency score for 

use within primary care.  Patient dependency scoring for use by the multidisciplinary team will provide a 

shared understanding of dependency developed within the language of primary care.  

Timelines of active registration were also incorporated to identify clients who were discharged after an 

acute episode of care and those with continuing care needs. Data analyses on timeline and currency of 

assessments prompted the development of a checklist to identify ‘inactive’ cases.

�  This has further highlighted the need for PHNs to begin to own and name interventions which 

are particular to their profession in order to identify nursing sensitive outcomes and to facilitate 

performance management and the migration to an electronic environment

�  Following a review of the literature, the working group made contact with authors of the Wheel 

of Public Health Interventions (Keller L.O et al 2004) and found these interventions to most closely 

align with the philosophy and practice of Irish public health nursing. Future developments in 

practice will adapt these interventions to the role of the Irish PHN

5. Caseload Analysis
The need to identify competencies of caseload managers and to embed a process of caseload analysis 

and supervision into the completed tool in order to provide a quality environment and dynamic 

information on health needs assessments became evident.  This aspect of the tool was developed and 

piloted by a subgroup of PHNs and line managers and has begun to form an acceptable part of PHN 

practice in DNC.

�  Identifying and coding cases by dependency levels or ‘intensity’ of nursing need (Morris et al 2007) 

further streamlined caseloads and separating clinical cases into health promotion, acute and 

chronic care identifi es patients who may be discharged fully, those who progress to chronic care 

and those with co-morbidities

�  A variety of caseload management styles is emerging from the caseload analysis process and this 

evidence needs to be further researched to provide a best practice model of caseload management 

within nursing and the multidisciplinary primary care team generally

Evaluation of the Project
The grassroots approach adopted by the project team provided a rich qualitative environment for 

representatives of all health centres within DNC to contribute to and critique all work undertaken by the 

project.  Processing of changes through the medium of the working group facilitated team building and 

allowed for collaborative working. 

This inclusive method of working facilitated the implementation phase of the project and by the fi nal 

PHN Working Group Meeting on 8th April 2008 the group unanimously expressed a wish to continue with 

the project work. They fully endorsed the changes made by the project and would ‘not wish to return to 

their previous system of documentation’.   
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Continuous formal and informal evaluation was an integral aspect of the programme which was 

facilitated by the action research cycle.  Questionnaire evaluation on the content, format, usability and 

quality of the registration process was also undertaken.  Formal reports were furnished to the funding 

agencies at agreed intervals and on completion of the project.  Ongoing meetings with the Director of 

Public Health Nursing and the management team provided another rich source of feedback.

The testing of part of the tool in six other Local Health Offi  ces by 11 PHNs mirrored the feedback received 

from the PHNs in LHO DNC.  The project leader also interviewed nine other nurses working in the 

community setting (e.g. mental health nurse, practice nurse, intellectual disability nurse) in an eff ort to 

understand their governance and IT systems, concepts of case and caseload management, client groups 

and models of care for future integration of nursing care.

Audit of the Project 
An audit carried out in January 2010 following the initial implementation phase further endorsed the 

identifi ed need for valid and reliable assessment tools to guide individual patient registration. A working 

group was subsequently formed to look at individual patient documentation and a documentation fl ow 

chart (Fig 4) highlights the need for more comprehensive care plan documentation to promote patient 

safety and to provide accurate data for registration. A PHIT patient assessment tool, care plan, guidance 

document and system of governance were subsequently developed by the Care Plan working group 

which will be implemented early in 2011.  

Patient registration provides the opportunity to engage in a trusting partnership with patients which is 

central to the mission of the public health nursing service.  Public health nurses traditionally focus on 

therapeutic relationships with patients and their families as a core value and having documentation 

which respects the patient’s opinion and collects input from both patients and their carers refl ects these 

core values.

  

The audit also highlighted issues that nurses had with the acute care register 4 which did not meet the 

same audit standard of the other 3 registers.  This register is diff erent to the other clinical registers in that 

it requests information on clinical decision making on outcomes of acute care episodes and therefore 

requires the nurse to make a clinical judgement about patient care on completion of the acute nursing 

phase. The traditional system of care plan documentation does not request the nurse to explicitly judge 

or document outcomes of acute care. However, the newly developed PHIT care plan assessment tool will 

request these data items.  Distinguishing the diff erence between acute care, progressive chronic care 

or exacerbations of care and case fi nding in the community has presented a challenge. The acute care 

register has been nominated for re-audit before moving to the second edition of the caseload analysis 

which has a nested audit tool for ongoing annual audit of documentation.

The child health screening documentation used by PHNs also came under scrutiny but it was agreed 

to continue to use the current ‘green card’ system with supplementary care plans for families who had 

identifi ed needs other than for child health screening and await national guidance on the way forward 

for family assessment within primary care.  It is hoped that the electronic system of Parent Held Records 

(Van den Heuvel A. et al 2002) which is operating in some LHOs, will be supported nationally.  However 

a complimentary system of family registration such as that used under PHIT will still be required even 

when the PHR is in operation. 
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The audit on timeline of nursing care and currency of nursing assessments indicated a need to distinguish 

between active and inactive cases.  A checklist has been created to support nurses in their decision 

making in relation to inactive cases the operation of which has helped to streamline caseloads and 

contribute to the process of caseload analysis. Changes in data collection have been implemented in 

the clinical area by caseload managers who have been actively involved in the change process and 

who have actively ‘learned by doing’.  Current Assistant Directors of Public Health Nursing (ADOPHN) 

who, although included in the development and training stages cannot actively learn to use the clinical 

aspects of the PHIT tool as they do not manage caseloads. Future ADOPHN positions recruited from 

caseload manager posts will resolve this issue. 

The role of the ADOPHN in PHIT is to collect caseload data and to aggregate it at the level of health 

centre and / or primary care networks to inform caseload analysis and service planning.  An audit on the 

ADOPHN elements of practice within the PHIT tool will take place in 2011. 

Key Points
�  Demography, epidemiology and incidence and prevalence of acute and chronic disease 

impact health

�  Access to health information from a variety of sources and population levels will support the 

provision of the right service to the right client

�  Validity and reliability of individual patient assessment is necessary for patient registration and for 

evidence-based population health information

� Audit is an essential component of any change in practice within a learning organisation

� PHIT provides ‘bottom up’ health information to respond to population health needs
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CHAPTER 3 

Population Health Information Tool (PHIT)
The population health information tool was formally launched in October 2008 in the Civic Centre in 

Ballymun by Mr Noel Mulvihill, Local Health Offi  ce Manager Dublin North Central.  Funding was accessed 

in 2009 from the Offi  ce of Tobacco Control to make a DVD showing the benefi ts of the PHIT tool, this 

DVD was then circulated to all DOPHNs nationwide. 

Information on the PHIT Tool was subsequently published in the HSE Health Matters (2008) Winter 

edition, the National Council for the Professional Development of Nursing and Midwifery Review (2009) 

Spring / Summer edition and in the Institute of Community Health Nursing (2009) Autumn Newsletter.  

During the implementation phase, the project leader visited PHNs in 9 LHOs nationally and provided 

information sessions on the PHIT tool.

Implementation of the tool then commenced in earnest in DNC and by early 2009 all 46 PHN caseload 

managers were using the ‘Orange’ PHIT folder to register clients into the 4 PHIT registers.  The registers 

were implemented incrementally and Register 1, the Family Health Register had already undergone a 

full year of implementation by this time.  Traditional public health nursing performance indicators are 

generated eff ectively from this register.

Training sessions for all nurses took place during the implementation phase and a ‘Healthcheck’ on the 

PHIT ‘Orange’ folder is continually available to all caseload managers (CMs).  ‘Healthchecks’ are provided 

by the project leader on request and they provide a one to one meeting to allow questions from the 

CM and clarifi cation by the project leader.  The project leader also checks all documentation in the CMs 

Orange folder to ensure that the correct documentation is in place and that it is being used correctly. 

Feedback from these ‘healthcheck’ sessions, the quality of data returned by CMs and the outcomes from 

both the PHIT audit undertaken at the end of 2009 and the caseload analyses process contributes to the 

continual updating of the suite of PHIT documentation and to eff ective clinical governance.  One of the 

four headings the Commission on Patient Safety uses to describe governance is: Organising and using 

data and evidence includes clinical eff ectiveness, evidence-based practice; clinical indicators; audit; 

managing knowledge eff ectively (DOHC 2008).

Health information generated from the tool is used to contribute to service plans in DNC. The project 

leader also presents the generated population health outcomes at staff  meetings to all nurses involved 

in using the tool.

The following pages describe the practical application of the tool based on the PHIT cycle (Version 1a) 

which is shown in Fig 2 below.
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PHIT Cycle (Version 1a)
Fig 2 Population Health Information Tool Cycle (Version 1a)

1) PHIT Registration and Coding
The collection and analysis of data from PHN service geographic caseloads into 4 colour coded registers 

forms the core quantitative health information of the PHIT tool.  Bridging the gap between community 

nursing and the wider epidemiological domain begins at registration by coding patients for caseload, 

health needs and geographic subunits and continues by continually updating individual health care 

information e.g. diagnosis and self-care status which can then be sorted by age, gender, primary care 

network etc.  

The 4 PHIT Registers shown in the PHIT Cycle diagram above are:

 1) Family Health

 2) Chronic Sick & Disability patients under 65 years

 3) Older Adults patients 65 years and over

 4) Acute Care 

PHIT coding at registration identifi es location, diagnosis, health and health risk, environmental and social 

care defi cits and self-care needs.   PHIT analysis identifi es patient subgroups: those who are marginalised, 

housebound, have palliative care, wound care, diabetic care needs, those who smoke etc.  Linking 

deprivation scores (SAHRU 2004) to geographic units (DEDs) indicates need, there is evidence that adults 

living in more deprived areas are more likely to be living with a chronic condition (Balanda K. P. et al 2010).  

1. Accountability 
 Registration and coding of 4   
 groups for caseload, geography  
 and health need.
 1) Family Health
 2) Chronic Sick/Disability
 3) Older Adults
 4) Acute Care

2. Governance
 Caseload Analysis combines   
 quantitative and qualitative   
 data, provides supportive   
 supervision and contributes
 to health needs assessments

5. Practice Development
 Upgrading PHIT and initiating   
 practice development from   
 audit outcomes 

4. Performance Monitoring
 Reports generated from   
 population database and
 caseload analysis guide   
 workforce planning and   
 contribute to KPIs

3. Population Health
 Entry of Patient data
 to database for analysis
 and comparison
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Each register is summarised by the CM at agreed intervals and interval data from each register is used 

to contribute to performance indicators for HealthStat and to the annual caseload analysis. Merging of 

quantitative and qualitative elements of PHIT is secured in the caseload analysis process.

2) Governance - Caseload Analysis (CA)
While PHIT collects routine comprehensive quantitative population data which can be sorted in numerous 

ways, it was recognised early in the project phase that a supplementary person centred approach to 

any caseload inquiry or analysis would be needed which would help measure public health nursing 

interventions, the uniqueness of the role (Brady AM et al 2007), support the emerging population health 

model and identify caseload management competencies.  Providing support to CMs is a key aspect of 

the CA process, public health nursing supervision is an essential requirement for exemplary public health 

nursing (ASTDN 2008).

More effi  cient use of resources can be accomplished by staff  nurses who have competency in managing 

a caseload of patients, families or facilities (Ervin N.E. 2008).

The PHIT Caseload Analysis process provides a structure for informed decision making within a clinical 

governance framework between the CM and the line manager.  

The fi rst version of the CA was infl uenced by the analysis used by colleagues in the public health nursing 

service in North Tipperary, Limerick and Clare who gave permission for the adaptation of their original 

caseload analysis document.  

The second version of the PHIT CA includes the following fi ve areas:

1) Structure, Process and Outcome for the Caseload Analysis

2) Caseload Manager Profi le attributes and workload (see glossary of terms) of the caseload manager

3)  Caseload Profi le, attributes of the caseload which describe the context and environment in 

which care is given and how individual cases are managed, with supporting data which includes 

performance indicators, public health outcomes, immunisations, school health and evidence of 

community participation

4)  Case Management and Cause for Concern Families including diagram (see Fig 3) linking case and 

caseload management

5)  Caseload Community Profi le identifying population health needs, practice innovations and 

caseload manager’s plan for responding to needs identifi ed in the community profi le

7) Summary of the Analysis and Action Plans

8) Practice Audit Tool

The caseload analysis meeting takes place at an agreed time and venue between the caseload and line 

manager using a document created under PHIT to guide the meeting.  Section 4 of the CA document 

(Case management and Cause for Concern Families), may be used as a stand alone document for the 

purpose of supervision of individual case management.  ADOPHNs are fi nding this useful for their work 

with community RGNs who manage individual cases.

Caseload managers taking part in the pilot CA were very positive in their feedback, caseload managers 

reported being able to explain fully their roles and responsibilities and to identify key caseload priorities 

following refl ection and in a structured manner and felt that their concerns had been ‘heard’.  
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ADOPHN line managers reported having a clearer understanding of the day to day work and

needs of their CMs 

 ‘it gave me a good feel for the area and an insight into how the PHN sees it’ (Pilot 1 2008), 

they also felt that they had an evidence base which they could use to request resources from budget 

holders.  Feedback from one of the ADOPHN line managers requested competencies for supervising the 

PHN working at the population level: 

‘How to support PHN (particularly new PHNs) in managing a caseload and developing a population health focus’ 

This has uncovered an unrecognised need to identify the decision making abilities of those nurses 

who operate at advanced caseload management levels so that a ladder of competencies can be 

built to describe advanced caseload management skills.  Such advanced practice may in the future 

be incorporated into a primary care team model and contribute to the role of the advanced nurse 

practitioner in the community setting.

3) Population Health Outcomes
Over the course of the project and during the implementation phase, the project leader set up and 

continually refreshed databases for all PHIT registered chronic illness, disability and older adult clients. 

Caseload managers photocopy their coded registers and forward them annually for entry into databases. 

Refreshed registers are then reprinted and returned to CMs to allow for the next generation of data 

input. The analysis of this data which includes patient dependency scoring and timeline of registration, 

provided health information for the initial project reports which showed the outcomes from the working 

PHIT tool in response to the main aim of the project.  

Subsequent generations of data analyses are used to contribute to annual service reports and to 

resourcing of nursing caseloads. Comparing this public health nursing service incidence and prevalence 

data with census and other statistics provides real health information.    

The PHIT 2009 database for older adults holds 41% of all those aged 65 years and older resident in DNC 

which is a 1% increase on the 2007 older adults database (per Census 2006).  However the proportion of 

those aged 85 years and older increased by 20% within those two years and fi fty percent of this group 

are rated by nurses as living alone.  Based on Census 2006, all older adults aged 85 years and older 

were registered into the 2009 PHIT database (comparison with Census 2011 may reduce this rate) and 

therefore are known to the public health nursing services. Having contact details for such vulnerable 

groups (for emergency preparedness or in times of adverse weather conditions where hypothermia or 

falls may be an issue) is vital for health promotion and population health planning.   

In future, an electronic model will allow individual case data to be entered directly at point of care and 

will generate performance indicators for the HealthStat service and interval and annual service reports.  

By that time the PHIT case and caseload management model will have progressed to encompass the 

multidisciplinary primary care team. Population health information from such an integrated source would 

be optimum.  Comprehensive population data of this magnitude and containing such contemporaneous 

datasets will require validation from a third-level institute and support from population health experts.
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4) Workforce Planning and Performance Monitoring
The caseload manager needs skills to eff ectively manage at the level of caseload.  Individual cases are 

registered into one of the four PHIT registers and coding of patients for need and self-care allows interval 

summary of cases to provide an overview of the needs of the caseload. Annual caseload analysis situates 

this quantitative data into its geographic or health profi le context, the caseload manager supplying 

the qualitative or ‘tacit’ information to complete the circle of health need, incorporating feedback from 

community groups and members.

To ensure a standard of eff ective caseload management, supervision and review of individual cases 

particularly ‘cause for concern’ cases is necessary.  The PHIT caseload analysis process provides such a 

supportive structure when the caseload manager and the line manager allocate dedicated time to meet 

and work through the needs of the caseload and the workload of the caseload manager using the CA 

framework.  Outcomes from the CA guide practice and professional development initiatives and provide 

valuable health information for service planning and resourcing.

Caseload Analysis (CA) is seen as central to developing community nursing practice and to any future 

integrated model of care.  It is hoped that advanced caseload manager practitioners will emerge and 

develop through this process to fulfi l leadership roles within primary care.  Any new system should 

therefore be robust enough to support clinical governance and maintenance of professional competence 

(DOHC 2010a) and contribute to a framework of workforce planning (DOHC & HSE 2009) so that ‘the right 

people are available to carry out their role to meet the client’s needs’ (DOHC 2008).  

Models of caseload management and the importance of caseload as a unit of service delivery within 

primary and integrated care, needs to be more closely examined in relation to multidisciplinary 

eff ectiveness.  Competency user packs are available for HSE managers through the HSE Employers 

Agency Skill project (HSE-EA 2005), however, there is a need for more dedicated guidance for caseload 

managers who manage both a caseload of patients and a corresponding team of nurses and health care 

assistants who have a variety of skill levels and needs.

Caseload analysis combined with population health needs and patient dependence and acuity are seen 

as three of the four methods of workforce planning and development, the fourth method is described as 

professional judgement or manager-practitioner consensus (Hurst K. 2006).  Reid B. et al (2009) advocate 

a mixed method approach to evaluate and adjust the size and mix of district nursing teams using 

empirically determined patient dependency and activity-based variables based on the population’s 

health needs. PHIT, through the caseload analysis process, which blends quantitative data with caseload 

manager’s more tacit knowledge of their communities needs, includes a range of these methods.

Performance Monitoring
Performance monitoring is a continuous process that involves collecting data to determine if a service is 

meeting desired standards or targets.  It is dependent on good quality information on health and social care 

which can only be achieved by having a systematic process to ensure that data is collected consistently, both 

within, and across organisations.  One tool that is frequently used to assist in performance monitoring and 

which can subsequently contribute to performance improvement in quality and safety, is the development 

and monitoring of key performance indicators (KPIs)

(HIQA 2010a)
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A signifi cant impact on the implementation of the PHIT tool has been the introduction of a second 

system of data collection in early 2009 by the HSE HealthStat system (HSE 2010a). Nursing performance 

indicator data for the HSE HealthStat service is driven by the need to provide an overall picture of how 

services are delivered by measuring access, integration and resources. The HealthStat system does not 

measure clinical outcomes this role has been assigned to the new Clinical Care and Quality Directorate 

and the Health Information Quality Authority (HSE 2010a).  

Key factors in selecting nursing outcome indicators are:

�  The number of patients the indicators might apply to and the potential for improvement

�  The strength of the cause and eff ect relationship between nursing care and patient outcome

�  The existence of evidence about the importance of the topic

�  The need to have a single defi nition of the outcome / indicator

�  The ability to collect data on the topic – data collection for indicator has to become part of routine 

data collection and be incorporated into wider systems 

(NHS Scotland 2005)

A further PHIT working group was then formed and it was agreed to amend one of the routine PHIT 

summary documents to include data which would primarily address the needs of HealthStat 2009.  

This interval data collates incidence and prevalence rates on admissions, patient dependency scores, 

treatment needs and discharges or progression of care from three of the four PHIT registers across all 

caseloads using total patient registration data as denominators instead of census data. This provides 

frequent interval comparison of caseloads without reference to a population model. 

The PHN HealthStat 2010 clinical performance indicators are currently under review, however, the 

traditional PHN indicators which measure breastfeeding rates, the interval between the mothers discharge 

from maternity services with her new infant and the fi rst visit of the PHN and rates of developmental 

screening in infancy continue to be collected through this system.

5) Practice Development
Public health nursing practice has been described as the case management of individuals, families and 

communities toward the achievement of better health (Clarke J. 2004). Eff ective case management 

facilitates caseload management and valid and reliable registration into PHIT at fi rst assessment supports 

this process. Begley et al (2004) advise the development of a framework for case management which 

includes referral, admission, discharge, active and inactive criteria and which incorporates supervision 

and primary care team collaboration.   To distinguish between the concepts of case and caseload 

management the defi nitions and descriptions of each are now put forward, however, the goal of each 

approach is to provide eff ective health care outcomes.  The diagram below shows the relationship 

between case and caseload management which was developed under the PHIT project to describe and 

to support the development of eff ective public health nursing service practice.



27

Fig 3 Relationship between case and caseload management - from PHIT Caseload Analysis 

Caseload 
Caseloads may be defi ned by geographic area e.g. District Electoral Division(s), disease (diabetes) or may 

be health specifi c (school health) or based on targeted interventions (rehabilitation) and may consist of 

individuals, families, facilities (day care centres) and communities.  Caseloads are also infl uenced by the 

environmental context within which they are situated, e.g. rates of older adults, chronic sick and patients 

with a disability, the acuity of care need, rates of childbirth and lone parents, material deprivation and 

poverty, the community and family capacity to provide supportive care, access to care and the services 

and other care agencies available to provide health and social care.

PHIT Case / Care Management
1) Individual Care Plan / documentation / nursing process / 
 client centred care
2) Referral to Primary Care Team (PCT) and other agencies
 and advocacy
3) Implement safe care supported by PPPGs
4) Co-ordinate care / skill mix / PCT / communication / 
 delegation / negotiation
5) Evaluate and review care / decision making ability /
 reflection in and on practice / knowing own competencies
 and how to ‘manage self’ / scope of practice

PHIT Caseload Management
1) Quality of PHIT registration and summary data, Performance  
 Indicators and population health outcomes
2) Prioritisation of cases 
3) Systems in place to organise & manage work & time
4) Co-ordination, delegation, assignment and review of cases
5) Caseload managers competencies
6) Caseload Analysis – dynamic process to describe caseload and  
 identify health needs  
7) Management systems in place to provide governance
 and determine equitable caseloads / workloads within  
 supportive environment
8) Identify caseload managers with advanced practice for  
 leadership in primary care
9) Use of PHIT Health Information to plan, resource and drive  
 services and feedback outcomes to community nurses and PCT

PHIT Registration
1) Referral In
2) Case Finding
3) Admitting / re-admitting

PHIT Access to Care
1) Quality of the initial 
 discharge / referral 
2) Refusal of PHN care
3) Non-adherence to care
 plan in place
4) Homelessness
5) Priority of cases –
 threshold of risk

PHIT Discharge
1) Acute care episode complete
2) Continuing care now ‘inactive’   
 due to lack of identified need
3) Patient death, transfer out, or   
 to Long Term Care etc.
4) Recidivism
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a. Case Management
Community nursing case management is a systematic collaborative approach in partnership with 

clients to provide and coordinate care which includes assessment, resource identifi cation, planning, 

implementation, evaluation, interaction, advocacy, documenting of outcomes and data collection with 

the goal of enhancing quality and seamless care (PHIT 2010).  

The autonomy of the case manager supports decision making in relation to registering patients as eligible 

for nursing care and all PHIT registered patients have a care plan set up at fi rst assessment identifying 

their care needs. Case managers need skills to support them to think critically, to assess risk, to document 

and evaluate expected care outcomes and to communicate eff ectively. They also need a supportive 

model of clinical supervision.    

The following three phases are incorporated into case management:

1 Referral In / Registration  
   Referral In and registration includes admission from acute and other settings, case fi nding, re-

admission and re-activation of cases  

Difficulties may arise at admission stage due to inadequate discharge planning from acute or 

maternity hospital care and / or receipt of incomplete contact data for patients and families from 

the referring agency

2 Access to and coordination of care which is dependent on:
  Inclusion and exclusion criteria

  Scope of Practice

  Health Care Coverage

  Refusal of care or non-adherence to care plan

  Homelessness or multiple changes of address or location

  Priority of cases – waiting list for assessment

  Risk Management 

  Policies, procedures, protocols and guidelines in place

   Health information systems in place to support registration, record keeping, documenting and 

sharing of information

   Actual quality of care assessed, managed, coordinated and documented guided by a problem 

solving approach

  Model of care, e.g. client centred care and input from client / patient

   Skills, competencies, decision making and refl ective practice ability of case manager to evaluate 

and review care and to know own competencies and how to ‘manage self’

  Resources available to case manager

  Governance and leadership standards of the health care agency

3 Evaluation and discharge from care which includes:
  Care episode complete as judged against standardised nursing criteria

  Continuing care ‘inactive’ due to lack of identifi ed nursing need

  Patient death, transfer out or transfer to acute or long term care facility

  Patient care taken over by other agency
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Nursing care in the community is provided within a diff erent relationship from that in the acute hospital 

setting.  Community nurses are guests in the clients / patients home and their visiting is subject to the 

domestic routine of families and communities. Time is spent in the set up process to build trust and 

negotiate entry in order to provide safe and eff ective nursing care in the home environment and a similar 

process takes place on the completion of care when exit strategies are needed.  

Lack of clarity in defi ning nursing interventions at set up stage will interfere with knowing when 

outcomes have been met and when a care episode is complete.  Carefully stated nursing objectives and 

corresponding delegation or assignment of tasks contributes to eff ective case management however 

this system requires dedicated time to delegate nursing care, to collaborate with the multidisciplinary 

team and to feedback and record nursing care. Continuing care by its nature fl uctuates and recidivism can 

infl uence the decision making ability when discharging a case. Completing discharge documentation 

this week for a care episode that recurs next week may be seen as wasting valuable nursing time.  

Codependency is another reason why nurses may be reluctant to withdraw from caring for clients. This 

term has been applied to nurses who provide more than the needed level of care and in such cases 

appropriate strategies for maintaining professional boundaries need to be considered (Martsolf DS 2002). 

PHN caseload managers within their public health role are expected to seek out and liaise with key 

informants in the community in order to uncover unmet need to ensure the delivery of the right service to 

the right client and to contribute to health needs assessments. This community development approach 

requires time and people skills.  Caseload managers require high levels of emotional intelligence (Davies 

et al 2010) to balance the need of many, and often emotionally charged individual cases within the 

context of an ever changing caseload with a population health focus.

Barriers to eff ective discharge may include:

� Waiting on other services to commence care 

� Supporting family or carers – maintenance care 

� Documentation process and time issues involved in discharging cases 

� Custom and practice  

� Diffi  culties weaning services from families with long term involvement (Walker et al 2003)

b. Models of case management
Case management in public health nursing prior to the advent of the multidisciplinary team was for 

the most part unidisciplinary practice within a geographic model.  The advent of multidisciplinary 

team working, ancillary services and primary care have resulted in a variety of possible models of case 

management some of which are described below.  Caseload managers are therefore required to manage 

individual cases using a variety of methods.  Eff ective communication skills and multidisciplinary point of 

care documentation are some of the necessary ingredients to ensure quality case management within 

such an environment and will be vital ingredients for progression of case and caseload management 

within future integrated care services.
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The following fi ve examples describe how the needs of the patient infl uence the composition of the 

available health care team required to manage their case:

�  unidisciplinary from admission to discharge infl uenced by patient dependency, nursing intensity 

and workload (see glossary of terms)

�  unidisciplinary in the early stages and then progressing to multidisciplinary requiring skills of 

advocacy, coordination and management by the original case manager due to diverse or complex 

patient need

�  multidisciplinary team assessment for all cases e.g. community rehabilitation team, early 

intervention team based on specialised need of patient and team working in a ‘parallel’ manner 

(HSE 2010b)

�  interdisciplinary primary care team management for identifi ed cases based on fi rst assessment 

whereby care planning is undertaken jointly – a key worker may or may not be delegated to this 

case (HSE 2010b)

�  aspect of care delegated to skill mix  team member, e.g. GP to Practice Nurse and PHN to RGN 

relative to specialised skills and scope of practice

It may not be necessary or possible for every patient to have input from the multidisciplinary primary 

care team given that a proportion of cases are unidisciplinary.  However if primary care becomes merely 

a mechanism or hub for effi  cient access to services for a relatively small proportion of cases who present 

with complex needs it will not fulfi l its aims (DOHC 2001a). Considering a preventive health check such 

as a multidisciplinary team assessment and registration for all those aged 85 years or over as a Key 

Performance Indicator may be one way of avoiding this pitfall and addressing the issue of equity and 

health promotion in primary care.

c. The Nursing Process
The nursing process which is a critical thinking tool and which underpins nearly all nursing models and lays 

the foundation for clinical decision making is the framework used for the PHIT Care Plan documentation 

which guides the management of cases.  The nursing process has fi ve steps: 1) Assessment, 2) Diagnosis, 

3) Planning, 4) Implementation and 5) Evaluation (Alfaro-LeFevre R. 2010).  

The communication skills of the nurse undertaking the fi ve stages of the nursing process, directly 

contributes to the quality and outcomes of interventions planned and implemented.  Knowing how 

to listen, speak and record care eff ectively is central to identifying and responding eff ectively to the 

real needs of patients and families. When assessing older adults eff ective nurse communication skills 

and an appreciation of the communication diffi  culties that an older person might experience due to 

intellectual disability, changes in physical, sensory or cognitive status are paramount (An Bord Altranais 

2009). Eff ective communication facilitates and ensures a constant cycle of consumer participation and 

feedback.

Research has shown that active involvement in health care by patients / clients leads to better outcomes 

(ISQSH & HCI 2009) and Your Service Your Say (HSE 2008a) outlines the customer service strategy detailing 

the twelve principles of quality customer service. A partnership approach is central to the PHIT PHN 

Mission Statement and forms part of the fabric of the nursing process.
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d. Philosophy of Nursing
Both the PHN Mission Statement and the PHIT Care Plan Defi nition are underpinned by values which 

guide nursing practice and a philosophy of nursing which is captured in the Scope of Practice Framework 

by An Bord Altranais (2000):

�  In making decisions about an individual nurse’s scope of practice, the best interests of the patient/

client and the importance of promoting and maintaining the highest standards of quality in the 

health services should be foremost

�  Nursing care should be delivered in a way that respects the uniqueness and dignity of each patient/

client regardless of culture or religion

�  Fundamental to nursing practice is the therapeutic relationship between the nurse and the patient/

client that is based on trust, understanding, compassion, support and serves to empower the 

patient/client to make life choices

�  Nursing practice involves advocacy on behalf of the individual patient/client and for his/her 

family.  It also involves advocacy on behalf of nursing within the organisational and management 

structures within which it is delivered

� Nursing practice is based on the best available evidence

�  Nursing practice should always be based on the principles of professional conduct as outlined in 

the latest version of the Code of Professional Conduct for each Nurse and Midwife produced by An 

Bord Altranais

e. Care Planning
The Care Plan defi nition below was developed by the care plan working group under the implementation 
of the Population Health Information Tool in Dublin North Central (2010): 
A Care Plan is a written statement of your individual needs identifi ed with you during a community 
nursing assessment by a registered nurse.  The development of this plan is an intermediate stage of 
the nursing process which names the nursing interventions and the support agreed for you and also 
indicates who is responsible for providing this support.  The Care Plan therefore guides in the ongoing 
provision of your care and assists in the evaluation of that care.

PHIT care planning documentation allows input from patients, family, informal carers, nurses and primary 
care team members and considers both problems and risk factors and responses in patients of all ages 
with both acute and chronic care needs.  The Commission on Patient Safety recommends that: At all 
times during an episode of care, it should be clearly identifi ed and documented who is the responsible 
clinician accountable for the patient.  The patient, and the patient’s relatives or carers, should be informed 
and be able to discuss his / her care with that clinician (DOHC 2008).  It is the case manager’s responsibility 
to identify themselves as the lead clinician with the patient and family and to communicate their contact 
details to patients / family and any changes in these details.

Nursing models are constructed from theories and concepts and are used to help nurses make decisions 
when planning and giving care by providing a uniform framework. While no one nursing model has 
been fully incorporated into the PHIT care plan it respects the full range of activities of daily living, 
instrumental activities of daily living and details of self-care and family support and risk factors such as 
elder abuse within the environment in which the patient lives and receives care.  This eclectic approach 
is used to guide the nurse in decision making and in linking the stages of the nursing process.  A range of 
assessment tools have been identifi ed to guide more focused nursing assessments which are considered 
necessary following fi rst-level assessment, validated assessment tools have been shown to reduce the 

possibility of diff ering perceptions of clinical observations (An Bord Altranais 2009).



32

P
O

P
U

L
A

T
IO

N
 H

E
A

LT
H

 IN
F

O
R

M
A

T
IO

N
 T

O
O

L
 (P

H
IT

)

An Bord Altranais (2009) advises the use of a nursing diagnosis classifi cation system to identify expected 

goals, needs and outcomes when outlining the fi ve domains for nurses caring for the older person.  These 

following fi ve domains also provide a framework for care of younger patients with chronic progressive 

illnesses and for the education and supervision of nursing students and nurses in the clinical area (An 

Bord Altranais 2005) 1.Professional / Ethical Practice 2.Holistic Approaches to Care and the Integration of 

Knowledge 3.Interpersonal Relationships 4.Organisation and Management of Care and 5.Personal and 

Professional Development. 

The ICNP (2008) guidelines for developing nursing diagnosis, outcome and intervention statements are 

based on the ISO standard 18104:2003.  This international standard is important for assuring the use and 

articulation of nursing language in patient records which can be integrated with other health professionals 

in the advancement of a shared electronic health record.  The development of PHIT documentation is 

informed by the ICNP guidelines for ease of future migration to the electronic environment.

The new PHIT care plan has demonstrated its usefulness for clients and patients of all ages who have 

health promotion, acute or chronic continuing care needs in the community.  It can be adapted for use 

in the home or health centre or a mix of settings. It requests input from patients, family, informal carers 

and has been shown on pilot to be easy to understand and complete.  A PHIT guidance document gives 

concrete information on the use and storage of the care plan. An audit tool for the care plan is available 

for use and is incorporated into the CA process. 

f. Caseload Management 
Caseload management is a process of managing care for a number of patients or clients whose care 

is governed at both individual and population level within a defi ned caseload with reference to a 

population health model (PHIT 2010).  

Caseload allocation
Any system of caseload allocation is limited if it does not incorporate the demographic, epidemiological 

and health needs profi les of the target populations and the level of dependency / nursing intensity 

of the known patient population.  Density of the caseload population is also a factor.  A population 

numerator of 5,000 may live in close proximity in urban caseloads but be spread across a much wider 

geographic area within a rural population. The role function, specialist competencies and experience of 

the assigned caseload manager is also an important infl uence on caseload allocation.  

In the absence of evidence it has been customary practice to allocate caseloads based on a proportion of 

population, however, the 1:2,616 ratio applied in 1975 (DOH 1975) was to an overall younger population 

having less acute care undertaken in the home setting.   Various authors have written about caseload 

and workload ratios and this has been well debated by Hanafi n and Cowley (2005) who found the mean 

average Irish caseload population size to be 4,000 with a range between 500 and 16,500. However 

comparing ‘average’ caseloads of the Irish generalist PHN with Health Visitors in the UK or to most other 

European models is not reliable.

The Association of State and Territorial Directors of Nursing (2008) admit that epidemiological health 

profi les are the ideal to inform caseload allocation and they also acknowledge that it is not yet known 

whether or not communities with higher ratios of PHNs have better health outcomes.  The PHN role 

discussed (even though it is not uniform across all States in the USA) has a distinct public health mandate 

and is not generally as concerned with ‘bedside nursing’ as the Irish PHN.  They recommend a ratio of 1 

PHN to 5,000 of population. However they recommend a signifi cantly lower level when ‘bedside nursing’ 



33

is included (ASTDN 2008).  Their commitment to supervision of caseload managers is commendable 

with recommendations within this report requesting a supervisor to no more than 8 PHNs.    

Nurses in the acute care setting have taken the patient ratio debate to a higher level of analysis and 

investigated ratios in relation to adverse events (Lin et al 2007), (Stanton et al 2004). This level of analysis 

in relation to patient safety has not yet manifested in the community setting but will be a necessary 

aspect of any future system of integrated care if patient safety is to be part of the primary care agenda.  

Perhaps primary health care caseload allocation and skill mix should be ‘health proofed’ within a Health 

Impact Assessment model such as the one used by the Institute of Public Health in order to estimate safe 

caseload ratios (Gillespie et al 2009).

Eff ective caseload management has been described by Ervin (2008) as a combination of skills such as 

organisation, time management and priority setting.  To initiate a system of caseload governance, a PHIT 

checklist for caseload handover has been compiled in order to ensure that any new caseload manager 

receives an eff ective handover of the caseload.  This requires the exit caseload manger to have reached 

an acceptable standard of documentation, registration and caseload analysis which is then handed over 

to the incoming caseload manager in a structured manner.  The handover is signed off  by the ADOPHN 

as having reached the required standard.

Organisation 
PHIT is in itself a system for organising, sorting, combining and analysing health information, and other 

systems have been tested within the public health nursing service (Begley C. et al 2004). Work systems 

in place should support the scheduling and tracking of daily care and client reviews, time for travel, 

mapping of calls to ensure effi  ciency and quality and to meet infection control standards, care and 

task allocation, management of nursing and primary care team meetings and forward planning within 

the resources available. Nested within PHIT is a practice audit tool which includes items for checking 

local systems for time management, record keeping and report writing. Caseload organisation is also 

dependent on caseload allocation (see above). 

The value of having a volunteer caseload manager from each of the health centres within DNC on the 

project working group meant that a variety of systems already in place for organising and delegating 

care and caseload management were identifi ed.  The rationale for these systems was then discussed and 

best practice options agreed at the monthly working group meetings.  This has also helped caseload 

managers understand the needs of their colleagues working within more challenging environments.

Prioritisation
Prioritisation of cases is guided by acuity of need, patient dependency and intensity of nursing need 

and access.  PHIT has defi ned acute care as that which is sudden, severe of short duration and needing 

priority nursing care.  Much acute care in the community is post acute care.  However, the advent of 

hospital infections and increased waiting times has meant that more actual acute care patients are cared 

for at home in the acute phase, early hospital discharge has also contributed to these statistics.  

Acute care cases discharged from the acute hospital environment are usually communicated to the 

community nursing services via fax and/or phone. There is no identifi ed performance indicator to 

estimate how quickly these cases are assessed in the community following discharge notifi cation 

however working group nurses indicate that there is a same day service or contact service provided to 

these patients if the acute care need requires such urgent follow up. This factor signifi cantly infl uences 

caseload prioritisation and resourcing.  
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PHIT has identifi ed and mapped health centres and caseloads which have signifi cantly more episodes 

of acute care, the age range of those needing acute care and the referral source. It is more likely that an 

older adult acute care case is, already known to the PHN, is referred by their GP and has more than one 

need.  Younger acute care cases are more likely to be unknown to the PHN service, to be referred from 

the acute hospital setting and to have one care need which is most likely wound care.

Universal access to public health nursing care has meant that the increase of non medical card acute care 

patients has contributed considerably to the group needing acute care. Other examples of high priority 

patients are those with acute palliative care nursing needs and those with child protection needs.

  

Each PHIT registered patient is assigned a dependency score from a four item scoring list which includes: 

health promotion, acute care, chronic stable care and chronic complex care. Rates of highly dependent 

patients can then be ranked for each caseload.  

Patient dependency may be physical, psychological or social and Morris et al (2007) claim that ‘the level 

of nursing intensity has a direct impact on the level of nursing workload and is infl uenced by the dependency 

of the patient on the nurse, the severity of the patient’s illness, the time taken to administer patient care and the 

complexity of the care required in order to care appropriately for the patient’

Byrne et al (2007) have found evidence in older persons care in the community that the consumption 

of nursing time increased as the level of client need increased, so caseloads with higher rates of cases 

scored for higher dependency care will need more resources to deliver care. 

Designating cases as active or inactive based on guiding criteria further supports the prioritising of cases, 

the streamlining of caseloads and gives some ‘rule of thumb’ measurement of the clinical need when 

comparing caseloads.

It is important that prioritisation of cases does not exclude needs for routine screening and health 

promotion activities otherwise the public health and population health role of the PHN service will 

be minimised leading to a loss of professional skills.  Perverse incentives to visit families infl uenced by 

performance indicators should also be highlighted.  

Coordination
The variety of case management methods and caseload composition require a well coordinated mix of 

nursing skills to successfully match and resource care which if properly managed will ultimately result 

in a higher level of care.  This requires the caseload manager to have the corresponding skill level of 

caseload coordination.  Delegating and assigning aspects of care or case management requires an 

understanding of the competencies of individual team members and their respective scope of practice. 

Successful delegation requires high level management and leadership skills and Curtis and Redmond 

(2009) summarise the National Council of State Boards of Nursing fi ve rights of delegating as the right 

task, the right circumstances, the right person, the right communication and the right feedback. 

Constant communication and feedback are both necessary aspects of team working and of the 

coordination of daily and ongoing care and time for these tasks needs to be built in to the nurses work 

routines.  Eff ective coordination of care will prevent gaps or overlap in care giving and right communication 

which includes the patient in the communication chain will reduce the risk of adverse events when care 

is shared.  The use of an automated system for care planning or point of care documentation supports 

coordination of care.  
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Key Points
�  Comprehensive registration of all public health nursing clients supports population health 

outcomes and contributes to eff ective clinical governance

�  Individual cases may need responses from one or more primary care team disciplines, the more 

complex the case the more reason for a primary care team response

�  Eff ective case management supports eff ective caseload management which is key to the provision 

of integrated care in the community

�  There is a dearth of literature available describing and supporting competencies or  models of 

caseload management within community nursing

�  Caseload Analysis provides a system for supervision and governance and contributes to LHO health 

needs assessments, to performance monitoring and to workforce planning

�  Key Performance Indicators are necessary to support population health outcomes in primary and 

integrated care
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CHAPTER 4 

Health Information Governance
Information governance is a framework for handling information in a confi dential and secure manner 

to appropriate ethical and quality standards and to ensure that information is available when needed 

to contribute to safe and quality care. The DOPHN has overall responsibility for public health nursing 

health information governance and to ensure that the necessary resources e.g stationery, computers, 

fax, photocopying machines and fi ling cabinets etc are available to nurses to support recording, sharing, 

safeguarding and storage of health care information.

Health Information Standards
The commission on patient safety recommends the eff ective use of information systems and Health 

Information Technology to improve patient safety and better experience of care, the delivery of more 

evidence-based care and better integrated care across diff erent healthcare sectors (DOHC 2008). 

Development of all PHIT documentation has taken place in an environment which acknowledges the 

migration in the future to electronic healthcare records. Health Information standardisation is the fi rst 

step in the move from existing systems of health care to the planned integrated model of health care 

and these standards will provide the tools to develop shared records underpinning the goals of the 

national information strategy.  The Health Information Standard relevant to nursing is ISO18104:2003 and 

it provides a set of guidelines for the development of nursing documentation which are for inclusion in 

future electronic healthcare records (Henry 2010).

Adverse events and Incident Management
Adverse events involving medication are one of the commonest categories of adverse events in Ireland 

and elsewhere (DOHC 2008), the new PHIT care plan documentation requests specifi c information 

in relation to a patient’s self-care ability to manage medications and documents health education in 

relation to medication management.  The pilot process for developing the care plan documentation 

included feedback from a patient’s representative group.  It is the policy of the HSE that all incidents are 

identifi ed and shall be reported to the relevant line manager and investigated (HSE 2008b).  The HSE 

Incident Management Policy and Procedure document (HSE 2009a) provides clear guidance for such 

incident reporting.

Documentation 
Documentation is any written or electronically generated information about a client or patient that 

describes their care or services provided to them and it is integral to the work of nursing.  Documentation 

allows nurses communicate their observations, decisions, actions and outcomes of these actions with 

other health care professionals and their clients it therefore is an accurate account of what occurred 

and when it occurred.  It supports the planning and quality assurance of care, educational and legal 

considerations of care giving and contributes to a population health approach to equitable care. 
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An eff ective records management service ensures that information is properly managed, is available 

whenever and wherever there is a justifi ed need for that information, and in whatever medium it is 

required and which is compliant with the relevant legislation (NHO 2007).

Documentation Needs of 
the Public Health Nursing Service
The documentation needs of community nurses are shown in Figure 4 below and highlight the diff erent 

care groups and settings for both clinical care and screening in the community.  The various methods 

of case management discussed above have a signifi cant impact on documentation needs and care 

may be given in more than one setting by one or multiple members of the multidisciplinary team with 

support from outreach, intervention or private care agencies.  Patients registered into primary care teams 

will have needs for primary care documentation.  Any future move to electronic formats for input and 

recording of nursing care will reduce the complexity of the current system.

Fig 4 PHN Service Documentation Needs

Documentation
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Screening/Care Plan
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Caseload Analysis

2. Care Setting 
Home and/or H.C./

other setting, 
universal access 

 Point of care 
documentation

4. Acute Care &  
Continuing Care 

All ages over 7 day service
and grouping of data for
PIs & Population health

3. Home Care
Providers

PCCC and/or other 
Care Agencies/

Outreach/Informal carers

5. Family Health 
Screening and referral

Grouping of data for PIs
and Population health

1. Original or
Repeat Referral 

Acute/Maternity Hospital/
PCCC, PHIT Registration

7. Discharge 
To other agency,

change of address
or status e.g. Inactive 

or Archiving6. PCCC Referral
Team/Key Working

Caseload 
Analysis to address
community issues 
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Nursing Practice  
Nursing practice is person centred and is based on best available evidence requiring commitment to 

continuing professional development and ongoing education (An Bord Altranais 2009). The quality of 

records maintained by nurses and midwives is a refl ection of the quality of the care provided by them 

to patient/clients.  Nurses and midwives are professionally and legally accountable for the standard of 

practice which they deliver and to which they contribute (An Bord Altranais 2002). 

In relation to care planning, the Job Specifi cation for the PHN requires her / him: 

�  To assess, plan, implement and evaluate individual care plans within an agreed framework and 

in accordance with best practice and to maintain and manage appropriate and accurate written 

records and reports regarding client care in accordance with the Nursing Board (An Bord Altranais). 

�  To initiate collaborative working with the client /patient, their family and the multidisciplinary team, 

external agencies and services to facilitate the development of an appropriate care plan to ensure 

continuity of care 

�  To ensure that records are safeguarded and managed as per HSE local policy and in accordance 

with relevant legislation  

�  To maintain records and submit activity data / furnish appropriate reports to the DOPHN as required 

and to maintain professional standards including patient and data confi dentiality

�  Contribute to policy development, performance monitoring, business planning and budgetary 

control

�  Contribute to ongoing monitoring, audit and evaluation of the service as appropriate

�  Accurately record and report all complaints to appropriate personnel according to local service 

policy

(HSE 2009b)

A comprehensive list of acceptable health care abbreviations is documented in the HSE Code of Practice 

for Health Records Management – Abbreviations (HSE 2010c).

Confi dentiality
Information in the nursing assessment form and care plan is considered confi dential (An Bord Altranais 

2000a). The assessment form requests consent from the client / patient to sharing of information recorded 

in these documents.  The HSE is the legal owner of the client’s records the information however in the 

record belongs to the client / patient.  

The Data Protection Acts 1988 and 2003 also safeguard the privacy rights of individuals in relation to the 

processing of personal information.  Organisations such as the HSE who control the contents and use of 

personal data in order to provide services are called Data Controllers and must adhere to the following 

eight principles of data protection: 

1) Obtain and process information fairly

2) Keep it only for one or more specifi ed, explicit and lawful purposes

3) Use and disclose it only in ways compatible with these purposes

4) Keep it safe and secure

5) Keep it accurate, complete and up to date
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6) Ensure that it is adequate, relevant and not excessive

7) Retain it for no longer than is necessary for the purpose or purposes

8) Give a copy of her/her personal data to that individual on request

The Data Protection Acts provide similar rights of access as the Freedom of Information Acts the main 

diff erence is that the Data Protection Acts do not apply to records of deceased persons.  The Freedom 

of Information Acts 1997 and 2003 give each individual legal rights to access both personal and non-

personal (corporate) records, to have personal records amended or deleted where the information is 

incorrect or misleading and the right to seek reasons for decisions that aff ect him/her.  There are specifi c 

circumstances when the requested information will not be released e.g. to protect confi dentiality.    

Clinical Standards
Standards are the desired and achievable levels of performance against which actual performance can be 

measured. Evidence-based standards for recording care and managing records should be agreed locally, 

and a supporting guideline written as per HSE (2010d) Procedure for developing Policies, Procedures, 

Protocols and Guidelines.

Individual PHIT patient care planning standards are stated in the list below some of which have been 

adapted from the An Bord Altranais (2002) guidelines:

�  It is the writer’s responsibility to ensure that the writing in a record is clear and legible and any 

entries made in error should be bracketed, signed and have a line drawn through them so that the 

original entry is still legible 

�  Records should be made in permanent black ink and facilitate photocopying if required.  Pencil may 

only be used as agreed during the PHIT registration process but never on individual patient care 

plans

�  The timeliness of nursing documentation will depend on the client, when clients need or 

complexity of care is high then documentation will be more frequent than when clients are less 

acute, less complex or less variable 

�  Patients / Client’s who have chronic, complex or variable nursing needs consistently over a period 

of more than 12 months will have an assessment form completed on an annual basis

�  Documentation should give a picture of the patient’s / client’s condition and care to anyone 

reading them, they should provide a record against which improvement, maintenance or 

deterioration in the patient’s / client’s condition may be judged

�  All health care staff  should be encouraged to read each other’s entries in the record as this 

facilitates good communication between healthcare staff  and they should be written in terms that 

the patient can understand in so far as is possible

�  All health care staff  should avoid the use of jargon and or unacceptable abbreviations, any 

subjective comment may require substantiation

�  Nurses / midwives should sign entries using their name as entered on the Register of Nurses and 

Midwives maintained by An Bord Altranais  and each nurse on commencing employment should 

add her / his signature and name to the bank of nursing signatures held locally 

�  If all health professionals write in the same part of the record, then the status of the professional 

should also be indicated e.g.  RGN
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�  Entries in the patient’s / client’s care record should normally appear in chronological order.  Any 

variance from this need’s to be explained, entries ought not to be rewritten nor should the originals 

be discarded.  No attempt should be made to alter or erase the entry made in error,  erasure fl uid 

should never be used

�  The practice of maintaining a number of record fi les on an individual patient/client is not 

recommended, transcription of material ought not to occur.  The keeping of supplementary records 

should be the exception rather than the norm and retention of records is guided by the National 

Hospitals Offi  ce (2007) Code of Practice for health care records management

�  Nurses should provide safe carriage for any records transported outside of the health centre 

environment, records should be carried in an appropriate case, fi le or folder whereby patient

details are not visible

�  Case managers who decide to maintain nursing documentation in a patient / clients home are 

responsible for the safe return of documentation 

Fig 5 below shows how PHIT documentation supports Public Health Nursing

Fig 5 PHIT Documentation in PHN caseloads
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Population Health Information Tool Data Outcomes
PHIT routinely collects data from the four PHIT registers at routine intervals: family health, chronic sick 

and disability, older adults and acute care.  The CM is responsible for ensuring that all clients / patients 

receiving care within her caseload are registered in to PHIT.  The CM is also responsible for the upgrading, 

summary and forwarding of this information to her ADOPHN line manager.  

The ADOPHN line manager is responsible for collecting and collating interval data and undertaking 

caseload analyses with the CMs for which she is responsible. The PHIT project leader has taken the 

responsibility of inputting data from registers to an Excel data base to allow for population level analysis 

and has written reports on the data outcomes. Any future electronic system of data will populate a 

database for population analysis and reporting.

The following pages describe the datasets which are collected and on which reports are written for the 

4 registers and the caseload analysis process.

Register 1 - Family Health Outcomes - quarterly and annual data
PHNs have a responsibility to provide a screening service for children’s development and promoting 

health in mothers, infants and primary school children (DOH 1975).  Many nurses have expanded this 

role to incorporate group health activities such as parenting support, breast feeding support and infant 

massage.  However the working group identifi ed gaps in this service particularly when visiting families 

with more complex needs.  Several family assessment tools were subsequently examined by the working 

group, however, project time management prevented them form further exploring these tools in relation 

to application to their own services. 

Birth notifi cation CHISS system in primary care collects core family data (including nationality and socio-

economic group) from maternity hospital and forwards this to the relevant PHN.  This data originates 

from the national perinatal reporting system (ESRI 2009).   

Information from these sources is used to inform PHIT registration and outcomes such as low birth 

weight and the traditional PHN performance indicators are also captured by the PHIT system. Managers 

report that the PHIT system is a more eff ective way of collecting data for these indicators.

Although Ireland is one of the EU countries with the highest proportion of children in the population, 

DNC has lower than the national rates (see Fig 6 below) and the birth rate for the fi rst half of 2010 is lower 

than that recorded for 2009 in DNC.  The geographic spread of new births in the LHO population has 

implications for caseload allocation as more PHNs will be needed in populations having more newborns 

and children.  Interestingly, the most materially deprived networks (1 & 2) in DNC have the highest birth 

rates.

The rate of low birth weight (less than or equal to 2500Kgs) recorded by the ESRI for 2007 was 5.3%, the 

rate recorded by PHIT for DNC in 2009 was 5.7%.  This PHIT data can be linked to other indicators such 

as smoking, parental age, ethnic group, social worker involvement and lone parent status and also to 

continuing development of the infant / child within a particular family, community and population.  

Hopefully the Parent Held Record system if implemented nationally will capture more of this valuable 

child health and family data.  
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Fig 6 Population profi le Dublin North Central and Republic of Ireland

The following data is also collected from Register 1:
Rates of Infants receiving Birth Notifi cation Visit within 48 hour timeframe

Rates of Breast Feeding at Birth Notifi cation and at 3/12

Infant Screening at 3 months and at 7 – 10 Months

� Rate of infants completing screen calculated from target population

�  Infants in target group who had a hearing test and rates of hearing tests referred and rates of 

Infants referred for other reasons

�  Rate of Low Birth Weight Infants (which can then be linked to lone parent, smoking history, ethnic 

group etc.), Multiple births, stillbirths, infant deaths

� Rate of Metabolic Screening carried out in home by geographic location

Children 1-3 years 

� Children completed 18 – 24 and 36-48 month screen from target group

� Children 18 – 48 months referred following screen 

� Children 4 years+ with continuing health need

� Infants/Children with acute care needs and chronic care or disability needs

Families Total

� Lone Parent Families from target group of new families

� Mum’s who are 18 yrs or under and rates of mum’s of infants who smoke 

� Edinburgh Post Natal Depression scored by hospital midwife or PHN 

� Rates of Families with social work involvement 

� Parents/Siblings with acute care, chronic care or disability needs

� Health Promotion available to these families

Rates of 5 year age groups DNC and ROI Census 2006
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Register 2 - Chronic Illness & Disability Outcome data
Register 2 lists patients under the age of 65 years who have chronic continuing care needs and / or a 

diagnosed disability. The PHIT project identifi ed the Equality Act (2004) defi nition of disability as the most 

inclusive (see Glossary of Terms). 

The most frequent rates of this subgroup are found in the two materially deprived networks with the 

highest overall rate in Network 1.  The geographic area of Network 1 was traditionally known primarily 

for its child health and child protection needs. 

The most frequent diagnoses registered in this category are: Mental Health, Neurological Disease and 

Chronic Wounds (see chart below).  These diagnoses have implications for multidisciplinary primary 

care team working, specialist and outreach nurses and reviewing of cases to reduce overlaps or gaps in 

services.

The 2009 analysis of register 2 shows that, this category of clients, have higher smoking rates and a 

signifi cant number (17%) have 3 or more diagnoses.  

The average timeline of registration for this category of patients is 5 years and 10% are categorised as 

either bedbound or housebound.  Other self-care status indicators which are measured include input 

from support services e.g. home help, health care assistants, workshop, daycare, meals on wheels etc.

Knowing rates of housebound or bedbound populations contributes to workforce planning and to 

allocation of skill mix within caseloads.  It also determines a population group needing multidisciplinary 

home care and point of care documentation.

Fig 7 Chronic Sick / Disability patients 2009 Diagnoses Dublin North Central

Chronic Sick/Disability Diagnoses 2009 PHIT Data DNC
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Register 3 Older Adults Outcome data
The rate of Older Adults in DNC is 1.6% greater than the national average and the least deprived Networks 

3 and 4 have the highest rates of those 65 years and over and signifi cantly higher rates of those 85 years 

and older (Census 2006). This has implications for allocation of skill mix within PHN caseloads. The number 

of Older Adults registered between 2007 and 2009 constitued an overall 1% increase in the PHIT database 

and is shown in Fig 8 below. However the increase in this period in those 85 years and over was 20%.

Fig 8 Older Adults Census 2006 and PHIT Databases 2007 and 2009

The rate of registration into PHIT increases with age with 41% of the total number of older adults in DNC 

registered per Census 2006 data. However this rate rises to nearly 100% within the 85 year old category, 

48% of which live alone (see Fig 9) below. The risk of disability increases with ageing, rates of disability in 

the older adults’ subgroup nationally is 30% and the average rate in DNC is 31% with a range of 28% to 

33% across primary care networks (Census 2006).

Fig 9 Older Adults aged 85 years and over living alone

85yrs+ Cases 09 85yrs+ Cases 
Living Alone 09

% Living Alone 
85yrs+

Network 1 274 125 46%

Network 2 338 184 54%

Network 3 545 250 46%

Network 4 521 254 49%

Total DNC 1,678 813 48%

Rates of chronic illness are known to be higher for people who have poor living conditions such as 

dampness and pollution and in line with the deprivation levels in DNC, higher rates of clients in Network 

2 followed by Network 1 were rated by PHNs as living in accommodation that was deemed to be 

inappropriate or unsafe or living in social isolation. (McDonald 2008).

PHIT Older Adults Profile in PC Networks DNC
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The new PHIT care plan has addressed these issues by requesting more comprehensive information 

from this subgroup which includes information on the supports available to them to guide the nurse in 

decision making in relation to elder neglect or abuse. The outcomes generated from PHIT project data 

for the older adults’ subgroup include the following:

�  Risk of falls as rated by PHNs does not vary as widely between networks – risk factors for falls are 

multifactorial

�  The national average smoking rates for older adults is 6.86% (www.otc.ie) , the overall average 

smoking rates in DNC are lower at 5%, however, this ranges between 2% and 11% with the highest 

rates in the most deprived networks

�  The rates of urinary incontinence are 12.30% in DNC and are fairly evenly distributed throughout 

the networks (estimates of prevalence of urinary incontinence are known to vary widely)

�  Using the PHIT patient dependency scoring 11% of this subgroup are rated as having the highest 

level of need

Register 4 - Acute Clinical Care outcomes 
The acute care register was the fi nal PHIT register to be implemented.  This register lists incidence of 

acute care episodes and is therefore diff erent to register 2 and 3 which hold prevalence rates of patients 

with chronic illness or disability either under the age of 65 years (register 2) or over the age of 65 years 

(register 3).  

Patients registered in for acute care needs may also appear in the prevalence registers but enter register 

4 because of their need for nursing care in relation to an acute care episode.  To avoid multiple entries 

nurses indicate that this patient is not new to the service during the registration process by listing the 

number of the other register to which the patient belongs. 

Requesting nurses to judge an outcome of care and document this at 2 months when the patient must 

leave this register is new to their practice.  When making a judgement on the outcome of care the nurse 

is asked to decide whether the acute care episode has resolved or whether there is a need for continuing 

care.  This outcome alone provides valuable information on the demand for services.  

Acute care within PHIT is defi ned as ‘sudden, severe and of short duration and needing nursing priority’.  

The duration for acute care is usually recognised as 6 weeks from onset.  However an interval of two 

months has been assigned to acute public health nursing service care for ease of calculation within the 

paper based registers.

Fig 10 Age Range of Acute Care patients (1st PHIT Acute Care Report 2009)

0-24yrs 25-44yrs 45-64yrs 65-84yrs 85yrs+ Unknown Total

Network 1 2 3 13 21 5 0 44

Network 2 6 8 15 14 3 4 50

Network 3 3 2 3 18 23 3 52

Network 4 4 2 5 19 19 1 50

Total Patients 15 15 36 72 50 8 196

% of Total 8% 8% 18% 37% 25% 4% 100%
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The most frequently occurring age group requiring acute care was highlighted in the 2009 report as 

the 65yr-84yrs group  and 72 (37%) of all acute care patients registered for the month of January 2009  

are within this age range. Sixty six (34%) patients are under 65 years of age and 122 (62%) patients are 

65 years and over with signifi cantly higher proportions of 85yrs+ in networks 3 and 4. There is a higher 

proportion of the population 65 yrs+ and 85yrs+ in DNC than there is nationally (Census 2006).

The most frequent nursing treatment needs in the 2nd quarter 2010 for acute care is for wound care at 

40%, followed by ‘Setting Up Home Care’ (this includes referral to primary care team members, health 

education and advocacy), medication support, continence care and nutrition followed by social care 

need, palliative / end of life care and diabetic care

The frequency for treatments show that most initial (based on the fi rst assessment); acute care treatments 

are either carried out once or twice per week or three to four times per week. The setting for acute care 

treatments in patients aged 85 years and over is nearly 100% in the home setting. 

The trend from PHIT acute care data analysis is that patients over 65 years of age are more likely to be 

referred for acute care by their GP, be already known to the PHN service and to have more than one 

diagnosis. Patients less than 65 years of age are more likely to be referred from the acute care services, to 

be unknown previously to the public health nursing service and to have only one treatment need which 

is most likely to be wound care.

Fig 11 Referral sources for acute care episodes 1st acute care report DNC 2009

Referral Source Network 1 Network 2 Network 3 Network 4 Total DNC

Acute Hospital 26 20 17 28 91

Self/Family/Informal Carer 10 16 21 9 56

General Practice 6 7 10 11 34

Other 1 3 1 0 5

Primary Care Team 0 2 0 0 2

Home Help 1 0 1 0 2

Meals on Wheels 0 1 0 0 1

Health Care Assistant 0 0 1 0 1

Community Rehab Team 0 0 0 0 0

Hospice 0 0 0 1 1

Community Physiotherapy 0 0 1 0 1

Care Package 0 1 0 0 1

No Data entered 0 0 0 1 1

Totals 44 50 52 50 196

The source referring the highest number of acute care to PHNs in 2009 (see above) is the Acute Hospital 

91 (46%) followed by Self/Family/Informal Carer 56 (29%) and the General Practitioner 34 (17%) with 

2 patients being referred from local primary care teams. A small number of patients are referred from 

more than one source and secondary sources listed are: Community Rehabilitation Team, Hospice, Care 

Package, Self/Family/Informal Carer and Acute Hospital
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Health Care Coverage
The acute care register requests information on health care coverage listing options of General Medical 

Services (GMS), Long Term Illness cover, Private Health Insurance or ‘other’. (see Fig 12 below). The 

category ‘other’ might include those with special cover such as patients with Hepatitis C or those covered 

by European health insurance. The PHN service in DNC provides universal access to patients based on 

nursing need.  

Networks 3 and 4 have higher rates of older adults who at 70 years of age are most likely to have GMS 

coverage. Networks 1 and 2, the most materially deprived, having younger populations with GMS 

coverage.

Fig 12 Health Care Access to acute nursing care in 4 Primary Care Networks, Dublin North Central

Key Points
�  The Director of Public Health Nursing has the overall responsibility for public health nursing 

information governance

�  Documentation refl ects the quality of public health nursing practice and is governed by 

confi dentiality, ethical, clinical and health information standards

� Models of case management infl uence documentation needs

� Documentation needs can best be addressed in an electronic environment

�  Interval and annual data submitted from PHN caseloads using health, social and lifestyle incidence 

and prevalence rates and patient dependency scoring contributes to population health outcomes

� Routine PHIT data yields key performance indicators and guides workforce planning

Health Care Coverage Acute Care Jan 2009
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CHAPTER 5

Conclusion
Access to up to date information from a variety of sources and population levels promotes eff ective care.  

Eff ective and equitable care is central to a population health approach. Traditional public health nursing 

information data sets are insuffi  cient to guide eff ective and equitable care.  PHIT off ers a paper based 

system for continually updating population health outcomes from public health nursing caseloads, and 

provides ‘bottom up’ health information to respond to population health needs with a view to migrating 

to an electronic environment. 

Documentation refl ects public health nursing practice and is governed by confi dentiality, ethical, clinical 

and health information standards. Validity and reliability of individual patient assessment is necessary 

for PHIT patient registration and for population health information and is guided by relevant policies, 

procedures, protocols and guidelines. Audit is an essential component of any change in practice.

Eff ective case management supports eff ective caseload management which is crucial to the provision of 

integrated care in the community. Caseload Analysis provides a system for supervision and governance 

and contributes to LHO health needs assessments, to performance monitoring and to workforce 

planning.

Interval and annual data submitted from public health nursing caseloads using health, social and lifestyle 

incidence and prevalence rates and patient dependency scoring yields key performance indicators and 

comprehensive population health information.
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Glossary of Terms
Acute Care is care that is sudden, severe and of short duration and which requires nursing priority. The 

duration of acute care for the acute care register is considered as 2 months from the date of a clients 1st 

assessment and registration.

Case Management
Community nursing case management is a systematic collaborative approach in partnership with 

clients to provide and coordinate care which includes assessment, resource identifi cation, planning, 

implementation, evaluation, interaction, advocacy, documenting of outcomes and data collection with 

the goal of enhancing quality and seamless care (PHIT 2010).

Caseload
A caseload refers to all clients currently registered, following assessment of need by PHNs or community 

RGNs and receiving public health nursing interventions, form the geographic population for which they 

are responsible, and maintained until discharge or death (PHIT 2006)

Caseload Analysis
Caseload analysis is a process undertaken jointly by geographic caseload holders and their line managers 

at agreed intervals which will identify the quality of the nursing interventions and the nursing needs of 

a public health nursing service caseload.  It will contribute to resourcing of the public health nursing 

service, to population health and to ISD service planning generally and to professional and practice 

development within public health nursing (PHIT 2006).

Caseload Management
Caseload management is a process of managing care for a number of patients of clients whose care 

is governed at both individual and population level within a defi ned caseload with reference to a 

population health model (PHIT 2010).

Clinical Governance
Clinical governance is delivered through an integrated system of organisational and professional 

responsibility, which is the shared responsibility of clinical professionals and the organisation. This includes 

the formal and informal processes of setting standards, measurement and action to improve care.

Sale D. (2005) Understanding Clinical Governance and Quality Assurance, Palgrave Macmillan, New York

Community Nursing 
Nursing undertaken by the public health nursing service which includes public health nurses (PHNs) and 

community registered general nurses (RGNs) 

Corporate Governance
Corporate governance or the system of governance is the mechanism of leadership, decision-making, 

information-sharing and accountability in a trust or healthcare organisation

Sale D. (2005) Understanding Clinical Governance and Quality Assurance, Palgrave Macmillan, New York

Chronic Illness/Disability
The working group chose the defi nition below because it explicitly mentions both chronic physical and 

mental illness and disability and the resulting impact on a person’s functioning.  Census 2006 supports 

this view and requests information from persons in relation to the impact of the condition on their ability 

to care for themselves, engage in work or education etc. 
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The Equal Status Act 2000 (amended by the Equality Act 2004) is the principal legislation on discrimination 

against people with disabilities.  The Act defi nes ‘disability’ as follows:

�  The total or partial absence of a person’s bodily or mental functions, including the absence or part 

of a person’s body

�  The presence in the body of organisms causing, or likely to cause, chronic disease or illness

�  The malfunction, malformation or disfi gurement of a part of a person’s body

�  A condition or malfunction which results in a person learning diff erently from a person without the 

condition or malfunction

�  A condition, disease or illness which aff ects a person’s thought process, perception of reality, 

emotions or judgement, or which results in disturbed behaviour

Demography
The distribution, density and vital statistics of populations

Deprivation Score Index SAHRU
Is one of material deprivation and ranges from 1 to 10 with 1 being the least materially deprived.  It is 

calculated using the following 5 variables: Unemployment, Low Social Class, No Car, Accommodation & 

Overcrowding www.sahru.tcd.ie

District Electoral Division (DED) or (ED)
The smallest administrative area for which population statistics are published is the DED. There are 3,440 

DEDs in the State and 40 DEDs in Dublin North Central.  www.cso.ie

Epidemiology
Study of the occurrence, distribution and control of diseases in populations

Incidence
Incidence rates are the number of new cases of a disease or event in a population over a period of time, 

incidence rates are direct measures of risk

Population Health
Is an approach to health that aims to improve the health of the entire population and to reduce health 

inequalities among population groups having the four main objectives; the health of the population is 

at the centre of public policy, the promotion of health and well being is intensifi ed, health inequalities 

are reduced, specifi c quality of life issues are targeted. DOHC (2001) Quality and Fairness A Health System 

for You

Public Health Nurse Interventions
Public Health Nursing interventions are actions taken on behalf of communities, systems, individual and 

families to improve or protect health status
Public Health Nursing Section Minnesota Department of Health (2000) Public Health Nursing Practice for the 21st Century: Competency Development 

in Population Based Practice

Prevalence
Measures the number of people in a population who have the disease or event at a given time, a 

limitation of prevalence is that it tends to produce a biased picture of disease it favours inclusion of 

chronic over acute disease

Workload
Workload includes direct and indirect case and caseload work but may also include work carried out 

at health centre level to support the work of community nursing e.g. ordering pharmacy, equipment 

and other supplies, covering for colleagues on leave, mentoring students and participating in infection 

control and practice development initiatives.  Workload varies between work environments and is crucial 

to eff ective resource planning.
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