



































4. li ‘s P i
4.1 Why Quality Assurance in Nursing?

There are political reasons in the first instance for the international development of
Q.A. in nursing. The costs of haalthcare are increasing throughout the worid. The
numbers of nursing staff are being cut in Ireland and elsewhere. The government
and taxpayer have a right to expect the highest achievable standards of
professional care for the resources allocated.

Second, there are legal factors involved. The Nurse’'s Code of Practice places a
responsibility on every nursa 1o give the highest standard of care possible.

Third, there are social influences on Q.A. Patients are more informed on what to
expect from professionals in healthcare. Although they may not be able to
articulate clearly what constitutes good care, they are very vocal when care or

treatmeant does not come up 1o their expectations.

Fourth, Target 31 of the World Health Organisation’s manifesto Health for All by
the year 2000, states "by 1980, all member States should have built effective
mechanisms for ensuring quality of patient care with their health care systems”.

Finally, there are professional reasons. As Maria Phaneuf (3} put it "there is an
irreducible minimum for the unique quality of practice for any profession, otherwise
the guality will be controlled by another and bacome a technology”.

4.2 |mportance of Standards

Standards are reguired to support arguments for resources and to assist in
decizsions on, for example, prioritias in care, the mixture of skills neaded by
nursing staff and how to evaluate the effectiveness of treatment and care. In
addition users nead 1o be able to define and describe their practice because of their
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statutory and social responsibility to give the best possible care 1o patients and
chients.

Quality and standards are closely related but are different in that quality is
something towards which we constantly aim and which we may never achieve,
whereas standards are attainable - if set at a realistic level.

4.3 Definition of a Standard

A standard is & professionally agreed level of performance for a particular
population which is - achievable - observable - desirable - measurable. (RCN
standards of care project 1330).

It should be based on a sound theoretical knowledge of the topic chosen.

Some concrete examples of where nurses can set standards are in areas such as:

1. Infection control, which reduces morbidity and the costs of drugs and leads
1o a8 shorter stay in hospital.

2. The careful and appropriate use of supplies and equipment, such as

incontinence wear and dressings etc.

3. Clear communication with patients, e.g. by ensuring patients understand
their drug regime on discharge. Nursing research indicates that information
given 1o patients pre-operatively has resulted in a reduction in the need for
analgesia in post-operative patients. {10)

4. Quality of life for infants and children. This can be vastly improved by
setting strict standards in screening test technigues carried out by PHNs
Tests here include those for visual defects, hearing defects, congenital
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dislocation of hips, gutherie test etc., the early detection of which can
mean the difference between permanent disability or reletively minor

inconvenience.

The consequences of a poorly parformed and processed cervical cytology 18st may
be fatal. In all areas of practice, standards set and achieved in clinical nursing
practice, measured sgainst known and researched ocutcomes, improve the guality
of life for patients and reduce costs of care to the health service.

4.4 Need for Nurse Involvement in Q.A, Programmes

One of the essential requirement for the success of QA programmes is a8 working
climate in which nurses feel free 10 expand and develop their professional practice.
There is a need for senior nurses to move away from the traditional hierarchical
styles of management and develop @8 more open professional approach in which
nurses can develop and learn and which motivates them to new enthusiasm,
energy and skill.

This type of managemant style leads to increased job satisfaction and encourages
nurses and student nurses to remain in the profession. MNurses leave nursing
because they cannot deliver the standard of care they wish, as much as for
reasons of poor pay and conditions. High quality care amerges when high guality
nurses have the knowledge, skills and freedom to nurse in an environment which

nourighes and supports them. (11]

Dickson (12} in discussing the erroneous assumption that an increase in numbers
of nurses per ward automarically guarantees higher quality care, says that to date
managers and planners have concentrated on maasuring the amount of care, l.e.
how many patiants are treated, how long they stay in hospital, how many staff are
employed, how the cost of treating patients in one specialty compares with the
cost in another and 50 on.
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This may seem irrelevant to patient care but it is 8 short step from using
guanTitative measurements in 2ssassing costs to assessing whether a particular
treatment or nursing intervention is cost effective. None of these guantitative

measures tell us much about the quality of care.

If nurses do not set standards on the quality of nursing care, there is a8 strong
possibility that it will be imposed by information experts and health economists

using guantitative measures.

For a full overview of some recently developed gualitative and gquantitative
systems, the reader is referred to Niall Dickson's account in the Nursing Times
{13].

A clear account of top-down and bottom-up approaches 10 guality measurament
is provided by Redfern and Norman. (14} Some of their key points are summarised
below. They state that there is little research evidence of the impact on patient

care of these contrasting approaches to quality measurament.

in the top-down approach the evaluators are appointed either from outside the
nursing unit, i.e. ward or health centre catchment area or from outside the
organisation. While this may provide a broad objective evaluation of care to
patients, evaluators may miss strengths and wesaknesses specific to particular
areas. A top-down approach does not necessarily involve clinical nurses in the
evaluation process except where their clinical skills are reguired in the clinical
environment. Action plans may be drawn up by expert assessors and passed down
the line for nurses to implement.
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Bottom-Up

As it suggests, the bottom-up approach is characterised by guality assessments
being undertaken by clinical nurses as a part of their professional practice. The
nurses retain ownership of the standard which they have set. Local circumstances
are taken account of and evaluation is by peer review. The best known example
of the bottom-up approach is the 1989 RCN Dynamic Standard Setting System
{DYSSY) developed by Kitson and her colleagues. (See below].

Redfern and Norman maintain that top-down approaches seem to assume that
guality nursing care is an outcome that can be imposed from above by presenting
evidence of deficient practice and exhorting nurses to do better. Nursing is
therefore regarded as an activity which can be controlled and regulated by the
organisation. Problams may be identified but the process of measurement may
generate resentment and lack of initiative or of personal responsibility.

Bottom-up approaches on the other hand acknowledge that change and
improvement in clinical practice must come from the hearts and minds of the
practitioners themselves. It involves professional growth as it requires reflective
practice in that individual clinical nurses must ask themselves if and how they
could do better. Bomttom-up approaches demand that clinical nurses ara highly
valued and encouraged to take their rightful place at the centre of the quality
s5EuUrancs :".I'L".-lﬂ.

The disadvantage of the bottom-up approach is the cost required in education and
training and in "time out™ for research and discussion as all clinical staff must be
involved. The costs are less whean the standards are imposed from sbove by those
experianced in setting clinical standards but this can lead to limited commitment
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and consequent reluctance to co-operate in the implementation of action plans to
achieve change.

In one sense nurses in Ireland are fortunate in that there is no precedent for “Top-
Down® impositions of this kind. This is partly due 10 a lack of professional
development and to the difficulties nurses experience in gaining higher
qualifications. It is also due 10 8 non-coarcive approach to change in Irish culture,
By the same token, however, it may be more difficult 1o command financial
support from management for quality initiatives in the present financial climate.
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5.1 lity Assurance in in i

Conscious of the need to introduce QA into Irish nursing practice a group of nurses
came together and set up QANA the Quality Assurance in Nursing

Association in the Spring of 1988. The first conference was held in Beaumont
Hospital in November of that year. Further conferences were heid in 1980 and
1991. The 1992 seminar to be held in Novembear aims to identify organisational
structures for the development of quality assurance in the nursing service at

national and local level.

The aims and objectives of QANA are;

- 10 encourage interest in QA
- to act in an advisory capacity as requested
to monitor QA programmes
10 support those involved in QA programmes
- to disseminate information
- to provide a forum for interested people.

QANA has a mambership of 60 nurses nationally.

It is hoped that QANA's initiative will inspire nurses to develop their own QA
projects and programmes. Tha development of QA is a process which enriches the
nurses who pursue it, the professional practice of nurses and most importantly the
recipients of cara.

5.2 Philosophy of QANA

In establishing its own philosophy of the best approach 1o pursue QA in nursing,
the QANA committee had no hesitation in promoting the “bottom-up™ approach
to the setting up of QA programmes in nursing while recognising at the same
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time the absolute imperative for QA to have managemant support. This implies
that structures and financial resources need to be put in place 10 enable the
initigtives of individuals and groups to flourish in a climate of support and

acceptance of some trial and error while nurses are laarning the techniques of QA
in clinical settings. It requires education of nurses who are already in practice and
must be a mandatory part of the training course for nurses in all disciplines. Most
of all, it requires the appointment of a person with a clear mandata written into the
job description for the development of a8 QA programme throughout a region. This
person would be responsible for dissemination of information, organising seminars,
and for supporting and facilitating nurses who are invoived or wish to become

involved in QA programmes.

Ten members of the QANA committee have attended a facilitator’'s course and are
in & position to facilitate others to learn about QA in nursing and to support groups
of nurses who wish to set standards within their organisation. Members of QANA

receive a resource pack on guality assurance.

5.3 Dv3SSSy"

The committae of QANA favour the RCN's Dynamic Standard Setting System
called "DyS55y" as being most appropriate at this stage of the development of QA
in nursing in lreland. It acknowledges, however, that there are many other
approaches which others may feel are more appropriate for their area of work.

5.4 Quality Circles

Some nurses in ireland particularly in community settings use Quality Circles 1o
solve problems. Training is required to enable guality circles to be successful and
ramain dynamic. A circle leader must be selected from among the circle and &
circle facilizator is vital both to help identify the problem and give advice

on how to solve it. Management should be supportive of the introduction of
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qguality circles and be kept informed of the problems selected by the groups for

solving.

5.5 International Connections

In 1991 QANA joined the International Society for Quality Assurance in Health
Care, [ISQA), based in the Netherlands. Later, QANA was invited 1o join "QUAN",
the Quality Assuranca Network set up under the auspices of the Royal College of
Mursing, London. In February, 1992 QANA was invited to join the Eurocpean
Quality Assurance Network for nursing {"EuroQUAN’), which is being supported by
a grant, for a period of three years, from a charitable trust in the UK called the
Foundation of Nursing Studies. The Foundation was sat up to put nursing research
into practice through the promotion of proven research findings. The RCN
standards of care programme under the direction of Dr Alison Kitson is the enabling
body which will set up the EuroQuan Project for nurses and other health care
professionals actually engaged in quality improvement activities.

5.6 EuroQUAN

The project was set up 1o develop a European Nursing Quality Assurance Network,
to publish @ number of newsletters and to secure formal funding of the newsletter
within a period of three years. EuroQUAN is designed to emphasise the following
objectives:

- Promote excellence in clinical nursing practice.

- Enhance the ownarship of quality improvement activities by nurses "at the
bedside”.

- Document innovation and disseminate good practice.
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- Challenge traditional patterns of behaviour and use cross cultural similarities
and differences to illustrate both positive and negative interventions.

- Explore new and better ways of practising nursing.

- Use research findings in a thoughtful and systematic way.

- Build up a network of colleagues and peers.

- Learn how to be constructively critical of each other's work.

€.1 Development of Policy on Q.A. in Ireland

In Britain the impetus for the establishment of QA in health services came in the
form of a press release on June 22, 1989 from Duncan Nichol, NHS Chief
Executive 1o Genaral Managers. "Each health authority is accountable to the
public and Minister for the quality of care and service. Each unit must develop
systematic, comprehensive, continuous quality review programmes to produce the
best possible service within available resources. Aim for comprehensive guality

systams®,

In contrast, the Irish system has adopted a "bottom-up’ approach 1o QA although
the Patients’ Charter may be seen as a ‘top-down’ policy initiative.

6.2 Kennedy Report

Many of the recommendations in the Kennedy Reports (Reports of the Dublin
Hospital Initiative Group) (15) relate to improving the service for the patient. The
Group recommended that:

- each hospital should establish a multi-disciplinary Out-Patient Service
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Group to assist in the day-to-day operation of out-patient services with a
focus on patient need.

- patients should not be ‘block booked’ but should be given specific
appointment times.

- there should be continuous review and validation of waiting lists with
a8 view to reducing waiting times.

- greater use of day surgery should be a significant element in hospital
strategy to reduce waiting time for patients.

the provision of appropriate care for the elderly must be planned and
managed as an integral function of the acute hospital. (15)

6.3 EC Quality Project (COMAC/HSR)

Since January 1990 a European concerted action programme on Quality Assurance
in Hospitals has been active. At present more than two hundred hospitals in a
total of sixteen countries are engaged in the programme. There are eight Irish
hospitals involved in this programme. These are: Cork Regional, Limerick Regional,
Sligo General, Nenagh General, Galvia, St Michael’s Dun Laoghaire, Kilkenny
General and St James's Hospital, Dublin.

The four topics of the programme are: record keeping, prophylactic antibiotic use
in surgery, preoperative assessment and prevention of bed sores.

6.4 Patients’ Charter

In August 1992 the Minister for Health Dr John O'Connell launched a Charter of
Rights for Hospital Patients called "Putting Patients First™. This is the first
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document of its kind 10 be issued by the Department of Health and is clearly a
statement of commitment to quality in the health services. Further charters have
been promised.
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7.  Conclusion

Quality issues are here 1o stay. They permeate the whole of our society and arise
whanever a consumer comeas in contact with a service or a product. Quality issues
in nursing are also coming 1o the fore. For example, ten of the Patients’ Rights
enumerated in the recent Patients’ Charter have direct implications for nurses in
their dealings with patients. The QANA commitiee is convinced that the
development of the nursing profession in Ireland will be adversely affected if it
does not urgently pursue ways and means of developing clearly stated, measurable
standards of care. This is not because there is any guestion that the service
offered by Irish nurses is not of a high standard already. There is however a nead
to prove this and a need to identify the contribution that is made by nurses to the
hiealth service.

Within the health service, anything other than good, efficient and effective care will
rnot be tolerated by consumers who are becoming more aware daily of what their
rights are and of what constitutes "good" service. The costs alone of litigation are
alraady becoming prohibitive and nurses must not assume that they will forever be
protected from it. However, litigation is the least of reasons for pursuing
programmaes of quality assurance. Activities related 10 assessing how nursing cara
is delivered, and where improvements can take place, to setting standards and
achieving pre-determined outcomes are most satisfying in themselves. They create
energy and enthusiasm which have a ripple effect throughout the organisation.

They enhance professional attitudes 1o care.

Quality activities also create an interest in nursing research because planned
outcomes must be based on the most up-to-date research. Quality Assurance will
pay dividends in areas not even considered at the start of the programme. If it is
patient centred there should be increased patient satisfacrion, leading 1o increased
job satisfaction for all haalth professionals. In the long run, the costs of training

24



and setting up programmes should be recouped and increased efficiency shouid
lead to savings.

One of the points stressed in this paper is that quality initiatives must be supported
by management as time and resources are required for QA to be successful.
Management involvement also arises bacause QA has an impact on other sections

within the same organisation.

A note of caution is required however. Quality assurance activities are not to be
undertaken lightly. They must not be forced or imposed on colleagues. They
reguire & great deal of preparation and some training. A facilitator is vital 1o steer
the programme forward 1o success. MNurses must be supported and encouraged 1o
continue despite initial set-backs. lll-considered and ill-prepared programmes and
projects which end in failure may result in the disillusionment of staff and in an
unwillingness 10 try again.
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Appendix 1

Institutions which are involved in gquality assurance projects or programmes in

nursing are as follows:

- Beaumont Hospital, Dublin

- Letterkenny General Hospital, Donegal

- Leopardstown Park Hospital, Dublin

- Mational Children’s Hospital, Dublin

- James Connolly Memorial Hospital, Dublin
- St Loman's Hospital, Mullingar

- St Finbarr's Hospital, Cork

- St James's Hospital, Dublin

- Royal Victoria Eye and Ear Hospital, Dublin
- Cluagin Mhuire, Newtownpark, Blackrock.
- St Conals Hospital, Letterkenny

- University College Hospital, Galway

- St Vincent's Hospital, Fairview,

The order of 5t John of God Brothers have made a commitment to total gquality
care by setting up committees to study guality assurance in all disciplines.

In the community nursing service some small projects have been undertaken using

guality circles to identify problems and find solutions. These are mainly in the
Eastern Health Board and the South Eastern Health Board.
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