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Executive Summary 

The Eastem Regional Health Authority (ERHA) and the Adelaide, Meath incorporating the National Children's 

Hospital embarked on a joint initiative aimed at developing person-centred care and establishing a partnership 

of care between service providers and patients. The neurology service at the hospital was chosen as the pilot 

site for the project. The project aimed to establish a consistent and consensus view of patient centred care 

with management, clinicians and patients and to explore the concept of new models of care with the patient 

at the centre of service delivery. 

The priorities and preferences for care from the perspectives of neurology service providers were determined 

by a multidisciplinary focus group with neurology staff (n= 7) and interviews with medical staff (n=2). Staff was 

asked to assess the best and worst aspects of the current neurology service, to describe the key features of 

patient focused neurology care and to suggest priorities for establishing a "model" of patient centred care. 

A random sample of neurology patients over 18 years, who had attended the neurology service within 

3 months of the focus group sessions were eligible to participate in the study. Following ethics committee 

clearance, the consultant neurologist sent out a letter inviting 254 eligible patients to participate in the study. 

Of the 139 respondents, 40% (n=56) gave consent to attending the focus groups, 54 (39%) to the 

questionnaire alone, 53 (38%) to both focus group and questionnaire and 29 (21 % to neither). Four patient 

focus groups consisting of 8-11 participants were held, with a total of 38 participants in all. In the focus 

groups, patients were prompted to discuss the best and worst aspects of their experience of the service, to 

prioritise service dimensions and to make recommendations for service improvements. Following the focus 

groups, a detailed questionnaire was distributed by post to the 107 eligible patients who had given written 

consent. The findings from the focus groups (patients and staff) influenced the content of the questionnaires. 

Questionnaire content was also informed by the research literature and through feedback from neurology 

staff on the project's steering committee for the project. The questionnaire proposed to explore issues raised 

at the focus groups, to detail the relative importance of aspects of the service in both hospital and 

community, to quantify satisfaction with service elements and to obtain recommendations for future service 

developments. In addition to measuring overall satisfaction with the service, the questionnaire analysed 27 

aspects of neurology service/care to determine consumers' relative priorities for care and satisfaction with 

these identified priorities. 
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Results: 

The best aspects of care identified at staff & patient focus groups included; the "service received as an 

inpatient" and the excellent "care" given by the entire multidisciplinary team of hospital staff. The worst 

aspects of care identified at staff & patient focus groups included; "waiting times for initial appointment", 

for "diagnostic tests", "in ~PO" and "for admission". Both staff & patients remarked that the service was 

"understaffed/stretched" and "under resourced". Patients identified the "lack of access to a consultant", the 

lack of "continuity of care" and the "lack of disabled car parking" as some of the worst aspects of the 

service. Staff identified problems with the "the community hospital interface". 

Priorities for care identified by patients & staff focus groups included; "receMng the highest level of professional 

care", and "access" to the service on a number of levels including; "waiting time for admission to hospital if 

required", "waiting time for diagnostic testslinvestigations", "waiting time from referral to first being seen at OPO". 

Patients highlighted the importance of being given "information from doctors and other staff about one's 1I1ness & 

the services available" and "communication". Some proposed the "continuity of medical care and ''the community 

hospital interface" as key features of patient centred care. Staff also identified the need for significant investment 

in the service, improved transport as well as regular muttidisciplinary collaboration to update the "service 

design/delivery process". 

Priorities identified by the patient questionnaire supported the focus group findings. Although satisfaction 

with the service overall service and professional care was high (80% and 85% satisfaction respectively) 

satisfaction with facilities was lower (63%). Satisfaction levels with all 27 service dimensions of care assessed 

were considerably lower than the importance attributed to them. Clearly those ranked top priority and 

scoring low satisfaction scores warrant priority attention. 

Patient suggestions for service improvement prioritised "access" especially for "an initial appointment and 

for diagnostic tests". Prioritisation of cases with respect to need was suggested as one means to free up 

access. In addition, "increased continuity of medical care" through extending the working contracts for junior 

doctors (from 6 months to 1 year) and appointing more consultants was advocated to allow for more 

frequent access to the consultant. Suggestions to "improve information for patients" inCluded the provision of 

information packs regarding the illnesses and access to a database of available services. Strategies to 

"improve communication" included educating trainee doctors regarding the importance of their "bedside 

manner" and of speaking in language that can easily be understood by patients. There were a number of 

recommendations around the "design /delivery of outpatient services" at the hospital to ensure shorter 

waiting times. A number of patients at the focus group recommended the appointment of a "telephone 

contact/support person" at the hospital to act as a helpline for neurology patients following discharge. 
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It was agreed that something needed to be done to improve "transport" especially for disabled patients, to 

protect disabled parking slots at the hospital and to enhance the "links" between the hospital and community 

service providers. 

The research has already led to a number of developments in service design & delivery including improvements 

in the hospital environment on the ward and in the MRI scanning area of x-ray. Extensive process mapping has 

highlighted areas for improvement in the outpatients department and the development of integrated pathways is 

targeting complex cases in the community. Staff and patients are working together to negotiate care-plans and 

there is greater integration between hospital and community services. An initiative is currently underway to 

improve the set-down and parking at the entrance of the hospital and a special training initiative is being 

developed to support patients in their care and treatment. 

Conclusions/Recommendations: 

There is openness amongst staff and patients to develop a model of person centred care. Patients and staff 

have no difficulty identifying priorities for care and evaluating the current service. Although satisfaction with the 

service overall is good, areas for improvement were identified. Priority should be given to areas given high 

importance and low satisfaction scores; these include access, information provision and communication. 

As "receiving the highest level of professional care" was of paramount importance to patients, any 

developments must ensure that this is maintained. Although some improvements may result from a re

orientation of service design, investment is required both in the hospital and community care services to 

address certain shortcomings for example with access and continuity of care. A series of quarterly follow-up 

patient focus groups have commenced as a mechanism for the ongoing consultation of patients regarding 

proposed service developments and the evaiuation of the effect of changes in service on patient satisfaction. 

It is planned to reapply the questionnaire at a later date to allow time for service developments to take hold. 

The initiative is developing into a process of patient-centred organisational learning, which can be transferred 

to other healthcare settings. 
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1. Introduction and 
Background 

"Partners work together to achieve common goals. Their relationship 
is based on mutual respect for each other's skills and competencies 
and recognition of the advantages of combining these resources to 
achieve beneficial outcomes" (1) 

Coulter A. (1999) BMJ; 319: 719-720 

This project reports on a novel approach to patient care in the Irish context. It is based on a "partnership" 

between patients and service providers with patients as the central focus of service planning and delivery. 

The National Health Strategy, puts patient-centredness at the heart of its approach to service development 

and improvement.
i2l 

A patient-centred model of service recognises that, by itself, the medical model of care 

can be one-dimensional and impoverished and that an understanding of the user's perspective is a central 

component of effective care.
Pl 

The concept of patient involvement and participation in decision-making about 

their care is gaining acceptance in clinical medicine.
I
') Research projects seeking patient opinion of their care, 

provides further evidence of the trend away from paternalism towards a partnership type approach to patient 

care.)I5)lfiI For their part, patients are demanding more information(7) and expressing a desire to be more 

involved in decisions about their care.(B)(9) There is a growing understanding amongst health professionals that 

patients and their families have a unique perspective from which to act as witnesses of their care and the 

service they receive. I
")) Indeed, some go so far as to describe patients as "experts" in their care. (11)(12)113) 

Patient centredness includes (on the part of the health care professional) seeking and accepting patient's 

ideas of what is wrong with them etc. In order to achieve this, health care professionals need to view patients 

as autonomous individuals etc.
(3

) 

Patients' views and interests are central to progress on patient partnership, clinical effectiveness, clinical 

governance and quality improvement. In many ways, patients are 'expert witnesses' when it comes to their 

own conditions and their own care. Ustening to them will enable health care workers to take the system 

beyond improvement to innovation.
(14

) 

In tandem with these developments/trends, an Evaluation of Consumer Perceptions of Neurology Services in 

Tallaght Hospital was undertaken in the context of the "Rrst Patient Project". The project, commissioned by 

the Eastern Regional Health Authority in December 2002, sought to develop a new model of patient centred 

care, review current levels of service provision and make recommendations on future developments. Since 

the establishment of the Health Service Executive in 2005, the Health Service Executive - Eastern Region 

has undertaken responsibility for the project. SpeCifically, the project aimed to identify patient needs, relative 

priorities and preferences for care and to measure satisfaction levels with general and specifiC aspects of 

service. This information would act to inform service providers/policy makers regarding future strategiC 

planning and neurology service developments. 
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2. Methodology 

The methodology was chosen to ensure that patient' views and interests were central to the evaluation. 

The approach and methodology mirrored established best practice in patient consultation and organisational 

learning.
PSi 

The work incorporated both qualitative and quantitative research methods in the form of staff & 

patient focus groups, a small number of structured staff interviews and a detailed postal questionnaire which 

was sent to neurology patients. 

The priorities and preferences for care from the perspectives of neurology service providers were determined 

by a multidisciplinary focus group with neurology staW (n=7) and through two separate interviews with a 

consultant neurologist and a neurology registrar who could not attend the staff focus group. In the focus 

groups and interviews, staff was asked to identify the best and worst aspects of the current neurology 

service, the key features of a patient centred model of care and to suggest priorities for establishing such 

a "Model" of care. In the case of the focus groups, two researchers using written notes and a tape recorder 

recorded comments. The same researcher in each case carried out the interviews. 

Following ethics committee clearance, a personalised letter was sent out inviting 254 eligible patients to 

participate in the study. Patients aged over 18 years, who had attended the neurology service within 

3 months of the letter of invitation to participate in the survey, were eligible to participate. The survey sample 

was representative of neurology service users attending the hospital. Patients were given the option to 

participate in a focus group, complete a questionnaire, both or neither. 

A total of 139 consent forms were returned (response rate 55%). Of these, 56 patients (40%) consented to 

participate in the focus groups sessions, 54 (39%) to the questionnaire alone, 53 (38%) to both focus group 

and questionnaire and 29 (21 %) to neither (fable 1 below). 

Table 1: Patient Statistics 

Methodology Used No % 

Number of patients eligible 254 

Number of consents returned 139 55 

Consent to FG 56 40 

Consent to Questionnaire 54 39 

Consent to Both 53 38 

Consent to neither 29 21 

Questionnaires sent 107 

Questionnaires returned 61 57 
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Four patient focus groups were held at various locations around the country and were made up of 8-11 

participants in each case, with a total of 38 participants in all. Patients were prompted to discuss the best 

and worst aspects of their experience of the neurology service, to arrange service dimensions in a hierarchy 

of importance and to make recommendations on future services. Responses were recorded by two 

facilitators using a tape-recorder and written notes. 

Following the focus groups, a detailed questionnaire was distributed by post to the 107 eligible male and 

female neurology patients who had given written consent. A letter of instruction specifying a due date for 

completion accompanied the questionnaire and a stamped addressed envelope for ease of return to the 

administrator. Questionnaires were coded to allow follow up letters to be sent to those who had not returned 

questionnaires by the due date. 

The findings from the focus groups (patients and staff) influenced the content of the questionnaires. 

Questionnaire content was also informed by the research literature and through feedback from neurology 

staff on the project's steering committee for the project. The questionnaire proposed to explore issues raised 

at the focus groups, to detail the relative importance of aspects of the service in both hospital and 

community, to quantify satisfaction with service elements and to obtain recommendations for future service 

developments. 

The researchers chose 27 aspects of neurology service/care to determine consumers' relative priorities for 

care and their satisfaction with these identified priOrities. The aspects of service were guided by the literature 

in the field 1
1

6)
1
17){18l111l)(20), on patient satisfaction with health care services in general, and by the results of the 

focus groups. Some specific requirements of members of the steering committee such as including a 

question on "alternative" therapies and the importance of having a relative/friend involved in (one's) care as 

well as previous practical experience of the research partnership was also taken into account (20)1
1
6)118). 

It was noted that information on patient needs, priorities and satisfaction with neurology care was limited and 

in this regard the research undertaken in the Irish context was a first. 

A number of variables such as age, gender, public/private status, participation in focus group session, in/out 

patient status, were included in the questionnaire to determine if these had an influence on patient priorities 

Omportance) or satisfaction scores. 

Respondents were asked to rate the importance of each of the 27 aspects of service on a scale of 1 to 10 

where a rating of 1 was considered "Not Important At All", 5-6 of "Some Importance" and 10 "Very 

Important". These ratings were pooled further into rankings of 1-2, which were considered "Very 

Unimportant", 3-4 "Unimportant", 5-6 "Of some Importance", 7-8 "Important" and 9-10 "Very Important". 
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Respondents were asked to rate their satisfaction with the 27 aspects of service using the same Ukert scale 

approach. Similarly, scores were pooled to indicate elements/dimensions scoring low, moderate or high 

Satisfaction ratings. A further analysis was carried out in order to capture those aspects of service that were 

of paramount importance or with which patients were particularly dissatisfied. A separate question asked 

patients to select the 2 most important aspects of service from the listed altematives. 

In line with best practice, the findings from the focus groups and questionnaires were fed back in an iterative 

way to the steering committee, to act as drivers for changes that would address real needs and concems of 

patients and staff. Patients were consulted frequently throughout the project through the medium of the focus 

groups which served to inform changes in service and to keep patients informed of service developments. 
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3. Results 

3.1 Hospital Staff Focus Group and Interviews (please see Appendix 1 for full report) 

The results below represent an amalgamation of the staff focus group and interview findings. Results were 

analysed for consensus and minority opinions, emerging themes and patterns. 

Best aspects of service identified by staff included; "the dedicated staff', "the service" provided in hospital by 

the multidisciplinary team, co-ordination of neurology care between disciplines in hospital. 

The worst aspects of service identified by staff included; insufficient investment in neurology services in general 

and "access" on a number of levels, ego for an initial appointment with the consultant, for testslinvestigations and 

for admission if required. Other areas identified were; "waiting times" at outpatients, and "the communitylhospital 

interface in terms of the "service" offered to patients in the community, lack of "role clarity" and inefficiencies due 

to "duplication" of effort. 

Priorities for implementing patient centred care included; investment in the service in the form of consultant 

medical and support staff, addressing waiting times to access the service for an initial apPOintment with the 

consultant, for investigations and for admission, improving transport especially for wheelchair users, providing 

"step down facilities" for the young chronic sick alternatives for long-stay patients and regular multidisciplinary 

collaboration to update "service design and delivery" to best meet the changing needs of patients with 

chronic illness. 

3.2 Community Staff Focus Group (p/ease see Appendix 2 for full report) 

Best aspects of service identified by community staff included; links between hospital and community staff 

in certain disciplines e.g. physiotherapy and occupational therapy. 

The worst aspects of service identified by community staff included; links between hospital and community 

staff in disciplines other than physiotherapy and occupational therapy, lack of patient, hospital staff and 

community staff awareness !information about community services, communication amongst community 

staff and between community staff and hospital staff, inefficiencies in service provision and duplication of 

effort between hospital and community staff, lack of services for young disabled patients, social isolation 

and transport. 

Priorities for implementing patient centred care included; establishing tighter links amongst community 

staff and between community and hospital staff, effective communication amongst community staff and 

between community and hospital staff, increased collaboration between community and hospital staff to 

provide integrated patient care, ensure patient needs and priorities are at the centre of service prOVision 

and development. 
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3.3 Patient Focus Groups (p/ease see Appendix 3 for full report) 

Focus group results were analysed for consensus and minority opinions, emerging themes and pattems. 

Priorities for care identified included; "receiving the highest level of professional care"; "communication" 

"being given information about my illness"; "waiting time from diagnosis to treatment". 

Best aspects of the service identified by patients included; "the service received as an inpatient", and the 

excellent "care" given by the entire mu!tidisciplinary neurology team at the hospital. The clinical nurse 

specialist in multiple sclerosis was commended by several patients at one of the focus groups. 

The worst aspects of service identified by patients included; "waiting times for initial appointment", for 

"diagnostic tests", "in OPO" and "for admission". A majority of patients remarked that the service was 

"understaffed/stretched" and "under resourced". The need for more consultant staff especially was noted. 

Whilst some patients criticised the "lack of access to a consultant" in outpatients there was an appreciation 

of the limitations of the system where one person could only do so much. The lack of "continuity of care" on 

the medical side was criticised by a consensus at 2 focus groups. The flow of information from the hospital 

to the GP especially was criticised. A number of disabled patients complained about the "lack of availability 

of disabled parking" in the hospital. 

Some patients felt that communication between doctors and patients could be improved whilst others had 

no criticism in this regard. 

One patient disputed the necessity of follow up OPO appointments in some cases where the patient's 

condition was stable and no new treatments were available. 

Suggestions for service improvement; A consensus from the focus groups agreed that access to the service, 

especially for an initial appointment with the consu!tant and for investigations needed to be improved as a matter 

of urgency. Additional recommendations included, increasing the "continuity of medical care" in the hospital, 

enhancing the "links between the hospital and community service providers", and addressing "communication 

and information issues". Patients suggested that the system at outpatients be redesigned to ensure shorter 

waiting times for Outpatient visits. Specific recommendations are outlined in the Patient Focus Group Report. 
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3.4 Patient Questionnaire (Appendix 4) 

Sixty one (61) questionnaires were returned out of 107 sent (response rate 57%) and analysed using the 

Statistical Package for the Social Sciences (SPSS). 

3.4.1 Background Oemographics 

There were similar numbers of males (53%) and female (48%) respondents (Appendix 5, Table 1). The majority 

of patients were in the 31-59 age group (62% of the sample); a further 20% were aged 60-75 years with 

12% between 18-30 years of age and with 7% over 75 years (Appendix 5, Table 2). The majority of patients 

were public (88%) compared with private patients (12%) (Appendix 5, Table 3). There was representation from 

all socioeconomic groups in the respondent sample as indicated by the occupations recorded (Appendix 5, 

Table 4). Of respondents, 56% were in skilled or semi-skilled employment. 

Only 14 of the 26 counties are represented in the sample. In addition, there was poor representation, Le., 

1 respondent from 9 other counties, 2 from 3 other counties and 3 from another (Appendix 5, Table 5), 

The majority of respondents were from Dublin (63%), with 10% from Kildare and 5% from Kilkenny. Of those 

from Dublin, the majority were from the immediate hospital catchment areas (Clondalkin INeilstown, 

DrimnaghlWalkinstown and OldbawnlTallaght). 

More than half the respondents (58%) had attended the neurology service both as in and out patients whereas 

36% were treated as outpatients alone and 7% as inpatients alone (Appendix 5, Table 6). The majority (58%) did 

not attend the focus group sessions held before the questionnaire, compared with 42% participating in both the 

questionnaire and focus group. The most common range of distance travelled by respondents for the service 

(54 %) was 0-10 miles one way. A significant 22% travelled between 11-50 miles one way and the same % 

travelled between 51-100 miles for care. Less than 2% travelled more than 100 miles (Appendix 5, Table 7). 

3.4.2 Questionnaire Responses 

The responses provided information on: 

• Aspects of care identified as important by respondents; 

• Overall satisfaction with the service; 

• Levels of satisfaction with important aspects of care. 
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Table 2: Importance Rankings and Satisfaction Ratings with 
Aspects of Service 

Aspect of Service Importance Mean Satisfaction Mean 
Ranking Score Rating Score 

the level of care 9.44 8.35 

Being given infonnation in language that I 
can understand 2 2 

Being given infonnation about treatment 

options and supports available 3 9.08 20 6.02 

Being seen by one of the neurology team 
at short notice if after 4 9.07 21 5.88 

Waiting time for admission to hospital if required 5 9.03 10 6.73 

Waiting time for diagnostic testslinvestigations 6 8.97 7 6.87 

information in a sensitive manner 7 8.87 

Communication between hospital neurology staff 
and my GP/other hospitals 8 8.60 12 6.67 

Waiting time from referral to first seeing 
the doctor at 8 8.60 11 6.68 

Being looked after by a team who know me 10 8.50 8 6.77 

Being seen regularly by the same doctor 

at 11 8.40 19 6.20 

Access to a help line after discharge 12 8.38 24 5.66 

Communication with my neurology doctor 13 8.29 22 5.87 

the consultant at 14 8.26 18 6.29 

Availability of neurology out-patients clinic 
in the community 15 8.16 26 4.78 

Having healthcare staff in the community to help 
and support me when I leave hospital 

health nurse 16 8.07 23 5.70 

The organisation of the appointment system 

in outpatients 17 7.86 14 6.48 

Having ail outpatient investigations on the same day 18 7.76 4 7.23 

Ability to confinn need to attend for outpatients 

follow-up in advance or reschedule if appropriate 19 7.75 6 6.93 

Availability of car parking spaces at the hospital 20 7.71 16 6.44 

Waiting time to be seen at outpatients clinic 21 7.55 13 6.5 

Communication with other staff 22 7.54 

Having services within easy reach of other in the 

and 23 7.36 3 7.60 

Availability of "alternative therapies" as 

part of neurology care e.g. massage 24 7.35 27 4.75 

Distance to travel for neurology treatmentlcare 25 7.22 16 6.44 

Having a relativeifriend chosen by me involved 

in care 26 7.20 9 

Meeting patients with the same diagnosis as me 27 6.32 25 5.26 
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Patients ranked receiving the highest level of professional care as the most important aspect of the service for 

them. Other important aspects of service were; "Being given information in language that I can understand" 

(2nd), "Being given information about treatment options and support available" (3rd) , Being seen by one of the 

neurology team at short notice if required following discharge" (4th) and "waiting time for admission to hospital 

if required (5th) and for diagnostic testslinvestigations" (6th), and "being given information in a sensitive manner" 

(7th). Other important dimensions of care were; "waiting time from referral to first seeing the doctor at 

outpatients"Ooint 8th), "communication between hospital neurology staff and my GP/other hospital" uoint 8th) 

and "being looked after by a team that knows me" (10th) (Table 2). 

Other aspects of the service received a much lower importance ranking, including; "waiting time to be seen 

at OPD" (21 st), "distance to travel for treatment/care" (25th) and "meeting patients with the same diagnosis 

as me, (27th) (Table 2). 

In general, patients confirmed these responses when asked to select the two most important aspects of service. 

The most frequently selected first choice was "receiving the highest level of professional care" (24%). "Being given 

information about treatment options and supports available" (19%), was the second most frequently selected first 

choice (Appendix 5, Table 8). The most frequently selected second priorities were "receiving the highest level of 

professional care" and "seeing the consultant regularly" (11 %) each (Appendix 5, Table 9). 

Table 3: Most Important Aspects of Service Common to Both Patient 
Focus Groups and Questionnaires 

Highest Level of Professional Care 

Access 

Receiving the correct treatment & care for your condition 

For admission if required 

For diagnostic testslinvestigations 

For an appointment to first see the doctor at outpatients 

To the consultant 

Communication/Information 

Being given information about the illness & treatment options/supports available 

Being given information in understandable language 

Being given information in a sensitive manner 

Communication between hospital neurology staff, the GP and other hospital 

Continuity of (Medical) Care 

Being looked after by a team that knows me 
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As Table 3 above shows, the most important aspects of service common to both focus groups and 

questionnaires were "receiving the highes! level of professional care", "access to the service on a number of 

levels", "communication between patients and health professionals" as well as "between the hospital, the GP 

and other hospitals". "Being given information about treatment options" and "being spoken to in a sensitive 

way" using "language that was understandable", were also high priorities. Continuity of medical care ("being 

looked after by a team that knows me", "being seen regularly by the same doctor at OPO") as well as 

"increased access to consultant care" was also prioritised. 

3.4.3 Satisfaction with the Overall Service 

Satisfaction with the overall service and with professional care was high (Appendix 5, Table 10 & 11) with 

80% and 85% expressing satisfaction for each respectively'. Satisfaction with facilities was lower at 63% 

(Table 4). A significant 10% rated facilities as poor (result defined by combining Very Poor & Poor ratings) 

(Appendix 5, Table 12). 

Table 4: General Satisfaction with Service 

Aspect of Service 

Overall service 

Professional care 

Facilities 

% Satisfaction 

80 

80 

63 

'result defined by combining "Excellent" & "Very Good" ratings). 

3.4.4 Satisfaction with Specific Aspects of Service 

Respondents ranked "receiving the highest level of professional care" as the most satisfactory aspect of service, 

followed by "being given information in language that I can understand" and "having services within easy reach 

of each other in the hospital e.g. outpatients and physiotherapy", "having all outpatient investigations on the 

same day", "being given information in a sensitive manner", "ability to confirm need to attend for outpatients 

follow-up", "waiting time for diagnostic testslinvestigations", "being looked after by a team that know me", 

"having a relative/friend chosen by me involved in my care", and waiting time for admission to hospital if 

required (Table 2). 
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Using Spearman's rank Correlation Coefficient, the importance rankings patients attribute to service 

dimensions did not match the satisfaction ratings attributed to them. In general, satisfaction ratings were 

significantly lower than importance ratings i.e. the importance respondents attribute to certain aspects of 

service are not matched by their satisfaction with those aspects (Table 2). There was no association between 

in-patient/out-patient status, public /private status, age or sex and satisfaction with overall service quality, 

professional care or facilities. 

3.4.5 Satisfaction with Important Aspects of Service 

Aspects of service which received high importance yet low satisfaction ratings in the questionnaires warrant 

particular attention (Table 5). 

Table 5: Respondents' Ranking of Importance and Satisfaction with 
Aspects of Neurology Service 

Aspect of Service 

Receiving the highest level of 

professional care 

Being given information in language 

that I can understand 

Being given information about treatment 

options & supports available 

Being seen by one of the neurology team 

Importance 
Ranking 

2 

3 

at short notice if required after discharge 4 

Waiting time for admission to hospital if required 5 

Waiting time for diagnostic testsJinvestigations 6 

Being given information about my diagnosis/ 

condition in a sensitive manner 7 

Waiting time from referral to first seeing 

the doctor at GPD 8 

Communication between hospital neurology 

Being looked after by a team who know me 10 

Mean 
Score 

9.44 

9.31 

9.08 

9.07 

9.03 

8.97 

8.87 

8.60 

8.50 

Satisfaction Mean 
Rating Score 

8.35 

2 7.84 . 

20 6.02 

21 5.88 

10 6.73 

7 6.87 

5 6.95 

12 6.67 

8 6.77 
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Aspects of service which received high importance yet low satisfaction raTIngs in the questionnaires were "being 

given information about treatment options & supports available" which ranked 3rd in importance (mean 9.08) but 

20th in satisfaction (mean 6.02) "waiting time for admission to hospital if required" which ranked 5th in importance 

(mean 9.03) and 10th in satisfaction (mean 6.73), and "being seen by one of the neurology team at short notice if 

required" which ranked 4th in importance (mean 9.07) and 21 st in satisfaction ratings (mean 5.88). "Waiting time 

for diagnostic testslinvestigations" ranked 6th in importance (mean 8.97) & 7th in satisfaction (mean 6.87), "being 

given information in a sensitive manner" ranked 7th in importance (mean 8.87) and 5th in satisfaction (mean 

6.95), "waiting time from referral to first seeing the doctor at OPO" ranked jOint 8th in importance (mean 8.6) and 

12th in satisfaction (mean 6.67), "oommunication between hospital neurology staff & my GP/other hospitals" 

ranked joint 8th in importance (mean 8.6) and 11th in satisfaction (mean 6.68), "being looked after by a team who 

know me" ranked 10th in importance (mean 8.5) and 8th in satisfaction (mean 6.77). 

3.4.6 Comments on Aspects of Service 

Of the 20 respondents who replied to a question regarding their experiences "while waiting to be first seen at 

OPO" , 15 (75%) experienced "delays getting a date" and 1 (5%) reported having the "date cancelled". Of 

note, 4 respondents to this question (20%), "did not attend outpatients" (Appendix 5, Table 13). The mean 

waiting time to be first seen at OPO was 37 days. Of respondents, 21 % reported being seen within a week 

and, 29% within 1-8 weeks, a significant 10% reported waiting more than 12 weeks for their first OPO 

appointment (Appendix 5, Table 14). 

Of the 37 respondents who responded to a question regarding length of wait for admission, 30% reported 

being admitted within "one week" of referral and a further 30% between 1-4 weeks. However, significantly 

16% and 19% of respondents respectively, reported having to wait between "4-8 weeks" and "8-12 weeks· 

to be admitted. Only 5% reported waiting "more than 12 weeks" for admission (Appendix 5, Table 15). 

3.4.7 Satisfaction with Specific Aspects of the Neurology Support Services. 
Ancillary Services in Inpatients and Outpatients, and Suggestions 
for Improvement 

In general. satisfaction with access to the support services was suboptimal, especially for outpatients. 

Satisfaction for the service provided by the phYSiotherapist was highest (60%), followed by the Occupational 

therapy (01) (52%), and social work (43%). Satisfaction for the nutrition and dietetics service was lowest 

(35%). These findings should not be taken as a general criticism of the service providers in these areas. The 

criticisms are more likely to be related to difficulties experienced in accessing the services in the first place. 

and also to resource constraints with the services themselves when patients eventually access them. This is 

borne out in the findings from the patient focus groups where the majority remarked that the service was 

"understaffed/stretched" and "under-resourced". In addition, certain aspects of the support services were 

singled out for commendation e.g. physiotherapy. 
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Physiotherapy 

Over half (54%) of respondents were satisfied with the availability of a physiotherapist whilst in hospital whereas 

30% rated this aspect of care as unsatisfactory. Availability of a physiotherapist as an outpatient scored lower 

with only 46% satisfied and 37% dissatisfied. Satisfaction with the service provided by the physiotherapist was 

moderately good (60%) with 22% expressing dissatisfaction for this aspect of care. In each case above, 

satisfaction was determined by combining "Good" & "Very Good" scores and dissatisfaction by combining 

"Poor" and "Very Poor" scores. 

Nutrition & Dietetics 

Availability of a dietician whilst in hospital rated poorly with 31 % satisfied and 46% dissatisfied. Availability of 

a dietician as an outpatient rated poorly also with 28% satisfied and 51 % dissatisfied. Satisfaction with the 

service provided by the dietician was identified as an area for improvement with only 35% satisfied and 

4=7% dissatisfied. 

Social Work 

Satisfaction with the availability of a social worker whilst in hospital rated poorly (42%) and 34% expressed 

dissatisfaction with this aspect of care. Availability of a social worker as an outpatient rated poorly also with 

45% of respondents satisfied and 39% dissatisfied. Satisfaction with the service provided by the social 

worker was suboptimal with only 43% satisfied and 29% dissatisfied. 

Occupational Therapist 

Satisfaction with the availability of an occupational therapist rated poorly with 44% satisfied and 22% dissatisfied. 

Availability of an OT as an outpatient rated similarty poorly with 44% satisfied and 28% dissatisfied. Satisfaction 

with the service provided by the occupational therapist was suboptimal generally with 52% satisfied and 

23% dissatisfied. 

Scanning/lmaging; CT/MRI 

Satisfaction with the imaginglscanning prooedure at the hospital was very high with 80% of respondents rating 

this as either "just as expected" or "better than expected". Only 4% found the experience "worse" than expected. 

Of the 15 responses suggesting ways to make the scanning procedure more pleasant, 3 wanted "to be told 

what would happen", and 2 requested that "easy listening music be played". Two other respondents referred to 

the "noise" of the procedure and one of these requested a "larger cavity". One requested to be "put out" 

(anesthetised) during the procedure and another for "more information" if the diagnosis is not confirmed. 

Presumably this task would fall to the consultant 
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3.4.8 Satisfaction with Other Aspects of Care and Suggestions 
for Improvement 

Transport for Care 

Of respondents, 38% had no difficulty travelling for care. However, the following were put forward by 

respondents as suggestions to make the experience of travelling for neurology care easier; the availability of 

disabled parking (21 %), more control over timing of appointments (16%) availability of hospital transport (13%) 

and assistance with transport (6%). An additional 6% of respondents listed "other" features which might help. 

The most frequently listed recommendation in the "other" category was the long "distance to travel". 

Timing of Appointments for Outpatients 

Regarding outpatients, 21 % said they would prefer to attend Outpatients in the evenings with 48% prefening 

to attend during the day. Some 30% did not attend Outpatients. 

Best & Worst Aspects of the Service 

Of respondents, 40 answered a free text question asking for the "best" and "worst" aspects of the service 

offered. The most frequently mentioned best aspects were "the neurology team (who) were very thorough 

and kind" (11 mentions), and the "high quality of professional staff (7 mentions). A small number (3 in each 

case) praised the "support from the doctor and MS nurse" and speed with which an "appointment and 

diagnosis" was made. 

The 3 joint worst aspects of care were; "waiting for a follow-up appointment after the MRI scan", "the lumbar 

puncture", and "waiting in outpatients despite an appointment" 3 in each case). Waiting time for a diagnosis 

was mentioned twice. The most frequent response to this question was that there were no worst aspects of 

the service (5 mentions). 

Other comments regarding the service recorded long drive (5 mentions) as the most frequent response. 

The next most frequent response was for the staff that was described as being "very friendly and helpful" 

(2 mentions). 
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3.5 Service Changes Recommended by Patients 

3.5.1 Patient Focus Groups 

In the focus groups, "access" was highlighted as a priority area for improvement especially for "an initial 

appOintment and for diagnostic tests". Prioritisation of cases with respect to need was suggested as one 

means to free up access. In addition, "increased continuity of medical care" through extending the working 

contracts for junior doctors (from 6 months to 1 year) and appointing more consultants was advocated. 

Suggestions to "improve information for patients" included the provision of information packs regarding the 

illnesses and access to a database of available services. Strategies to "improve communication" included 

educating trainee doctors regarding the importance of their "bedside manner" and of speaking in language 

that can easily be understood by patients. There were a number of recommendations around the "design/ 

delivery of outpatient services" at the hospital also. A number of patients at the focus group recommended 

the appointment of a "telephone contacVsupport person" at the hospital to act as a helpline for neurology 

patients following discharge. It was agreed that something needed to be done to improve "transport" 

especially for disabled patients and to protect disabled parking slots at the hospital. 

3.5.2 Patient Questionnaire 

Forty (40) respondents answered this free text question. Patients' suggestions for service improvements 

included; "improving appointmentslless waiting time", "seeing the same doctor" (4 mentions each), providing 

patients with "information about their condition" (3 mentions), "more parking" and parking closer to the 

hospital, decreasing "waiting time" to see the neurologist after GP referral and, investigations" and, regular 

access to the consultant 2 mentions each). 
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4. Discussion 

The "First Patient" project is an example of a novel approach to improving patient care in the Irish context. At 

its core is recognition amongst patients and staff that the current service is not optimal, that patients have an 

important role in service design and delivery, and that there is an openness to engage collaboratively to bring 

about improved patient care. Having agreed that a change in current service was required, staff met regularly 

and were led and supported in their efforts by a dedicated project manger and consultant neurologist. Such 

an approach is advocated to promote innovation in health servioe delivery 1211. 

Patients were similarly consulted through focus groups and questionnaires. The high percentage of patient 

participation in both questionnaire and focus groups (42%) provides an element of consistency of views 

across both forms of enquiry. 

Clear themes emerged from the consultation process regarding priorities and satisfaction. Staff and patients 

prioritised dimensions of patient centred care from their own unique yet complementary perspective. Priorities 

included receMng the highest quality of professional care, followed by a series of elements clustered around 

three aspects of care; information, access, and features of communication evident in interpersonal exchanges. 

Overall patients ranked "receiving the highest level of professional care" as the most important aspect of the 

service, followed closely by "being given information in language that I can understand" .Patient treatment 

preferences and priOrities for care have previously been reported (22)(2q(16)(17)(1B!16l, and are not always predictable (231, 

Other national & intemational health service studies report patients ranking, receMng the highest level of 

professional care as of paramount importance to them (2q12
4

}125), and their relatives r.!B!, Primary care patients in 

Europe prioritised a "doctor who keeps up to date", a "doctor who listens and provides helpful information 

regarding (one's) illness, diagnosis and treatment and encourages discussion" 16). 

The importance of providing patients with better access to clear accurate information about their disease, and 

about treatment options is highlighted in many research studies (4
112

7)«6). In situations where there are several 

potential approaches to the patient's problem, dialogue between the doctor and the patient, explaining the 

various options, the risks and benefits, can lead to a joint decision between doctor and informed patient about 

the best treatment for that patient 14}«6)(2\l}, Some would suggest that patient satisfaction with health care is 

directly linked to whether expectations of information received from doctors are fulfilled P)), Others have shown 

that patients whose doctors were ignorant of their values and preferences may reoeive treatments inappropriate 

to their needs I:ll){22)(33), Clearly patients need information in order to make decisions about their care; information 

on their condition, likely progression and treatment options. 
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It has been demonstrated that, in the right circumstances, patients can learn to self-manage a variety of 

conditions e.g. asthma, diabetes, regulation of anti-coagulation treatment. The effect of being able to self

manage can result in higher general treatment satisfaction, and lower stress levels, worries and daily frictions 

1
4

1, It is suggested that active involvement of patients in treatments about their care can increase treatment 

effectiveness, lead to more appropriate use of services, improve quality of care and patient satisfaction and 

decrease the risk of litigation 1341P5l, To encourage invoivement of patients in decisions about their care or 

cultivate self-management, patients require accurate information about their condition. Our research suggests 

that such information can be difficult to access and in need of improvement. Other researchers concur 13<ll(37), 

Interpersonal aspects of service have been identified as important by a number of other researchers 136)120). 

In other surveys, patients cited "communication with health professionals", "communication of the diagnosis" 

specifically and "being given an opportunity for discussion with the doctor" as important aspects of service 1261 

(241 respondents in this research prioritised the importance of effective communication between the hospital 

and other service providers (e.g. GP/other hospitals), (mean 8.6) ahead of communication with the neurology 

doctor, (mean 8.29) and with other professional staff, (mean 7.54). Satisfaction with communication with the 

neurology doctor was lowest, (mean 5.87) compared with communication with other professional staff, (mean 

6.47) or GP/other hospitals, (mean 6.67), suggesting the problem is more acute with medical staff. Others 

recognise the importance of effective communication between patients and service providers and advocate 

more and better training in communication skills for healthcare professionals 1361. Why satisfaction with 

"communication" scored sub optimally amongst neurology service users is not clear. It could be a system 

issue, with practical (e.g. time) or logistical (e.g. communication media such as email etc.) causes. Given the 

current health service reforms, that provide for different channels of decision-making for hospitals (the 

National Hospitals Office) and community services (Primary and Continuing Community Care), this aspect is 

likely to require additional attention in the future. 

Other aspects figuring in the top 10 importance ratings with neurology patients concerned access to the 

service on a number of levels; "waiting time for admission to hospital if required", "waiting time for diagnostic 

testslinvestigations", "waiting time from referral to first being seen at OPD", "availability of neurology 

outpatients in the community", and "being seen by one of the neurology team at short notice if required after 

discharge". Other researchers identified access as being of great importance by prioritising (the) "ability to get 

an appointment easily" and access to a "quick service in an emergency" 161. 
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Regular access to the consultant at outpatients and continuity of physician care were also important to 

neurology patient in the study; "being looked after by a team that know me", "being seen regularly by the 

same doctor at OPO" and seeing "the consultant regularly at OPO" received high importance ran kings. 

"Continuity of physician care" was a priority for patients in other studies (38). Howie et al (1999). found an 

association between continuity of care and patient enablement (40). This might suggest that in services where 

manpower is already stretched, additional manpower be provided in order to facilitate continuity of patient 

care and enablement. 

Dimensions of service of lesser importance to survey respondents included, "having a relative/1riend chosen by 

me involved in my care", "availability of alternative therapies as part of neurology care" and "distance to travel for 

neurology treatment lcare" (Table 2). While respondents made some comments about "distance to travel for 

treatment", this aspect of care ranked 25th in importance out of 27 aspects of care (mean 7 .22). Previous 

research had identified "long journeys to ~PO" as an important aspect of care for Irish patients I26l as well as 

public transport (especially for elderly and female patients) l36l. Others suggest the physical proximity of service is 

more important to patients than convenient transport to the service IN). A majority of cancer patients typically 

reported no difficulties travelling for treatment 12CI. It is important to bear in mind that only some of the country's 

26 counties are represented in the respondent sample, with the largest representation from Counties Dublin 

(63%), and neighbouring counties. Given that patients from these "under-represented" counties are likely to 

travel longer distances to treatment centres than their urban counterparts, it is reasonable to assume that a 

greater proportion of them would assign higher priority to and express greater dissatisfaction with this aspect of 

service. However, by contrast with another patient group, a number of whom requested more units/units nearer 

home, neurology patients seem to assign relatively lower importance to "distance to travel for treatment" 12CI. 

Responses to the questionnaire indicated that satisfaction levels with all 27 service dimensions of care 

assessed were considerably lower than the importance attributed to them. Suboptimal satisfaction ratings 

could be considered to be reflective of the adequacy of the service provided or the standards of care available. 

It could be argued that the reasons for the inadequacies are caused by inefficiencies in the system that could 

be remedied by better practices and processes. Given the case loads of the service providers involved, and 

the observations from the focus groups about staff being very pressed and overstretched, this is unlikely. It is 

more likely that the perceived inadequacies are due to severe under-resourcing of the service. It might also be 

argued that the delays experienced by neurology patients are no different from other service users. While this 

may be so, it raises the question of what priority should be given to neurology patients, whose conditions are 

disruptive and potentially disabling. 
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5. Conclusions/ 
Recommendations 

There is an interest and a desire among many patients to contribute to the future development of services. 

There is also openness amongst staff to develop a new model of patient centred care. Patients have no 

difficulty identifying priorities and preferences for care. Staff and patients share a number of similar service 

priorities. There is room for improvement in several aspects of the neurology service at hospital and 

community level. This is acknowledged and agreed by patients and staff alike. While many of the 

shortcomings identified are related to resource constraints, some can be alleviated by a more co-ordinated 

approach to service planning and delivery. From the point of view of patient-centred care, the service is best 

considered, and planned for, holistically. 

In general, aspects of service receiving high importance ratings and lower satisfaction ratings warrant priority 

attention (Table 5). As satisfaction scores were significantly lower than importance rankings, attention needs to 

be given to the top 10 priorities of care identified. Clearly those ranked top priority and scoring low satisfaction 

scores warrant priority attention. For example, "being given information about treatment options & supports 

available", "being seen by on of the neurology team at short notice if required after discharge" and 

"waiting time for admission" were very important yet satisfaction scores were signiftcantly lower (Table 5). 

As receiving the highest level of professional care was identified as the most important aspect of care, 

reconciling this with any planned service expansion would be essential. Measures to speed up access to the 

service - to be seen initially, for investigation and for admission/treatment - should be considered as a matter 

of urgency. In the short term, these might include reviewing the need for routine follow-up appointments. 

Longer term solutions will require additional consultants and step-down facilities, especially for the young 

chronic sick. 

Appropriate information, sensitively communicated, is a priority for patients. This includes providing patients with 

adequate information about treatment options, and relevant research data to promote patient involvement. 

Whatever combination of solutions are used in attempting to promote patient involvement in decisions about 

their care, it is clear that the information materials given to patients should contain relevant research based data 

and give a baianced view of the effectiveness of the various treatment options presented in an acceptable and 

useful format Ol. Providing patients with adequate information about treatment options/supports available is 

urgently required. Ideally, information material should begin with patient needs and patients should be involved 

in developing and testing the new material (ll. 

In the area of communication, a number of areas for improvement were identified. As a multidisciplinary team 

provides care, strategies for improved communication to increase team cohesion should be considered, as 

might enhancing communication skills between clinicians and patients especially for doctors. 
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There is potential to continue to expand this approach in service planning and delivery. While this research 

indicates clearly that there is a general impetus towards patient centred care, a supportive culture and a 

more holistic approach than the purely medical model will be required for the partnership approach to be 

extended to other departments. 

It is recognised that using a combination of research methods to. evaluate patient satisfaction yields a more 

unbiased and comprehensive results (Ill. This project used qualitative and quantitative methods in the form of 

focus groups, interviews and questionnaires. Focus groups allow sensitive areas to be explored and can facilitate 

questionnaire design f1I. Focus groups are being given increased credence as a useful approach to capturing 

patient views (41)(4:<). Questionnaires allow views of a larger. more comprehensive sample of patients to be 

ascertained. They capture meaningful data and encourage candid responses (43). They can be subjected to more 

rigorous analysis than focus groups for example adding statistical validity to the results obtained. In addition, 

questionnaires permit the relative importance of service elements to be defined more comprehensively, a specific 

requirement for this project. Rrst hand experience has confirmed that questionnaires allow also for a more 

sophisticated analySis of patients' priorities and satisfaction levels based on variables such as region, age, gender, 

public/private status etc (16)(1
81

(17). Patients are not required to travel in order to complete a questionnaire, 

a factor that might dissuade some from participating in a focus group session for example. Structured interviews 

provide an opportunity to ask questions in accordance with a predetermined framework. while allowing 

interviewers probe fully for responses and clarify ambiguities. They also allow respondents give opinions in full 

on more complex topics and issues. 

The research had, inevitably, some limitations. As mentioned already, 14 of the 26 counties is represented 

in the patient sample. On a more general note, while the benefits and advantages are obvious, patient 

involvement is not without its drawbacks (44
1
• The difficulties cited most frequently include problems in 

obtaining truly representative views that are not dominated by those of a few vociferous advocates; the 

innate complexity of health policy issues and health services generally, and the conflicting priorities among 

different user groups (44). While no specific effort was made to check the representative nature of the patients 

volunteering for inclusion on the focus groups or to answer the questionnaire, the random selection of 

patients would have guarded against domination by a particular interest group within the patient population. 

The variety of neurological conditions suffered by the group is also suggestive of a range of different views 

that would be expressed in a consultation process with a representative sample. 
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For a partnership approach to care to be successful it must be accompanied by a willingness on the part 

of patients to take on an increased level of responsibility regarding decisions about their care i1l, However, 

evidence of the readiness of patients for this type of "partnership" is scarce, Although some patients appear 

ready others appear to prefer a traditional passive approach to their care, Some have reported that younger 

patients are more likely to welcome participation in their care (22), This may be the case in neurology where a 

significant proportion of patients are in the younger age bracket (43% s 45 years in our survey), Others have 

indicated that older and sicker patients prefer a more traditional approach (45}, The challenge for service 

providers is to determine which type of approach each patient prefers and tailor the approach to care 

accordingly, 

Evidence that patients do not necessarily make conservative choices when fully informed about the risks and 

benefits of treatment options may present challenges to service providers and policy makers ('6), 
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6. Project Update 

Throughout the project, a number of sub-groups were formed within the steering committee to explore 

problem areas identified by patients and staff, to report back to the wider group and to devise solutions to 

address identified service shortcomings. The research has already led to a number of developments in 

service design & delivery including improvements in the hospital environment on the ward and in the MRI 

scanning area of x-ray. Extensive process mapping has highlighted areas for improvement in the outpatients 

department and the development of integrated pathways is targeting complex cases in the community. Staff 

and patients are working together to negotiate care-plans and there is greater integration between hospital 

and community services. An initiative is currently underway to improve the set-down and parking at the 

entrance of the hospital and a special training initiative is being developed to support patients in their care 

and treatment. Such small scale service modifications in the form of "guided evolution" are useful in bringing 

about innovation in complex adaptive systems (47)(48). The role of staff in devising new systems of care that 

improve access, increase satisfaction and effectiveness of care for patients is supported by others ,(.11). 

A decision was made to hold quarterly patient focus groups with a smaller group of patients who were willing 

to be consulted more frequently. These sessions served to explore issues raised in the initial focus groups, to 

involve and inform patients of service developments and to evaluate the effect of service modifications on 

patient satisfaction, 
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1 . Introduction and Background 
The Eastern Regional Health Authority (ERHA) and the Adelaide, Meath incorporating the National Children's 

Hospital (AMNCH) embarked on a joint initiative aimed at developing person-centred care and establishing a 

partnership of care between service providers and patients. The neurology service at the hospital was chosen 

as the pilot site for the project. The project aimed to establish a consistent and consensus view of patient 

centred care with management, clinicians and patients and to explore the concept of new models of care with 

the patient at the centre of service delivery. 

2. Methodology 
The priorities and preferences for care from the perspectives of neurology service providers were determined 

by a multidisciplinary focus group with neurology staW (n=7) and through two separate interviews with a 

consultant neurologist and a neurology registrar. In the focus groups and interviews, staff were asked to 

identify the best and worst aspects of the current neurology service, the key features of a patient centred 

model of care and to suggest priOrities for establishing such a "Model" of care. In the case of the focus 

groups, two researchers using written notes and a tape recorder recorded comments. The same researcher 

in each case carried out the interviews. 

3. Results 
The results below represent an amalgamation of the focus group and interview findings. Both consensus and 

minority opinions are explored and emerging themes and patterns identified. 

3,1 

3.1.1 

Best and Worst Aspects of the Service 

The Best Aspects of the Service 

The Service 

• Staff generally perceived the "service" provided in hospital by the multidisciplinary team to be of 

high standard. One member, however, suggested that the service offered was only "reasonable". 

• The co-ordination of the service amongst disciplines for inpatients was praised as was the facility 

to refer patients amongst members of the multidisciplinary group, which was noted to be 

quickly and easily in practice allowing for prompt patient assessment. 
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• The facility for any member of the multidisciplinary team to see patients as either inpatient and/or 

outpatients was regarded as useful. 

Staff 

• A consensus praised the "clinical acumen and dedication of doctors and the entire 

multidisciplinary team". 

• The proportion and experience of senior staff across the various disciplines in neurology was 

noted as a good thing. 

• The neurology service was described by staff as "a friendly" place to work with "no inter-staff 

turf wars". 

• The radiology team were singled out by doctors as providing an excellent service and both the 

standard of lmaging and the speed of service were noted. In addition, the doctors praised the 

excellent service provided by the neurophysiologist (even though it was only available one day 

per week) and the rest of staff in neurophysiology. 

Support Services 

Information technology 

• The IT system was praised by medical staff who commended the access to patient letters, 

records, scans and x-rays through IT. 

The Worst Aspects of the Service 

Access 

Waiting times to access the service on a number of levels were identified as some of worst 

aspects of the service. 

• Staff complained about the long wait for an initial outpatient medical appointment in particular. 

A routine appointment could take up to 8 months although urgent referrals from GPs are 

facilitated immediately. 

• Long waiting times for patients at the outpatients clinic were also noted. Chronic Overbooking 

of OUT PATIENTS medical clinics is the norm (there is capacity for 25 patients but often 40-45 

are booked). This leads to long waits for patients at the clinic. 
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• Long waiting times for appointments for investigations/tests was noted. Especially for tests 

such as neurophysiology (EMG or nerve conduction studies) for which the wait can be 1 year or 

more. Currently 1 neurophysiology session per week is offered at the hospital. 

• The waiting time for admission to hospital can be months to a year. 

Poor access was attributed to a number of factors including the insufficient allocation of the day 

ward for neurology patients weekly, the lack of available beds for those requiring admission, and 

the lack of a step down facility or appropriate community care for long stay patients no longer in 

need of hospital care. Doctors complained that neurology beds are not "protected" (guaranteed) 

and suggested that the number of inpatient neurology beds would be sufficient at the current level 

provided these were "ring-fenced". 

Pressure on beds results in some of the multidisciplinary team feeling forced to act as gate 

keepers to patients seen in OUT PATIENTS "developing long term care needs" as they can not 

"justify giving up an acute bed and service". This is perceived as "an ethical battle". Staff suggests 

this can cause them to "loose sight of what is right for the person" and forget the project is about 

patient-centred care. 

Service Design/Delivery 

• Due to pressure on neurology beds from NE, neurology patients are frequently admitted to beds 

outside of the neurology (Ruttle) ward. No nursing representative from these wards is present at 

weekly neurology meetings. Staff feels the standard of care is compromised, as care would be 

optimal if neurology patients were treated in a dedicated neurology unitlward. 

• The lack of a ·system" of care/referral system for patients presenting with neurology 

symptoms/possible neurological condition e.g. Transient Ischaemic Attacks (fIAs) and blackouts in 

NEs is noted. These patients would benefit from urgent assessment and treatment staff suggests. 

Resources 

• Investment in neurology is at the bottom of the EU league resulting in limited resources for service 

development (universal opinion). 
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Community/Hospital Interface 

• Multidisciplinary staff felt that services in the community for Neurology were severely lacking at a 

practical level. Multidisciplinary staff concurred that patients get readmitted to hospital when 

critical because of the poor community service. 

• Staff remarked on the lack of clarity regarding "roles and responsibilities" r/e community and 

hospital staff. Community perceives they are understaffed but they are perceived by hospital staff 

as having the budget for equipment. 

• It is common for community staff to repeat an assessment already carried out by hospital staff. 

This duplication of support might occur in Occupation Therapy (OT) for example where patient's 

home needs were being assessed. The hospital OT does an assessment while the patient is in the 

hospital, which the community OT repeats on discharge partly because of long delays between 

the assessments, which might mean a change in patient circumstances. Funding and purchasing 

of Occupational Therapy (OT) eqUipment for the home is contentious as hospital OTs have no 

access to this funding. 

Transport 

• Transport was noted as a problem by staff as a patient "might be picked up at 9 am for a 1 pm 

appOintment and have to wait until5pm to go home in the ambulance". 

• The lack of wheelchair transport is a problem for accessing the service. Staff remark that patients 

need a "certain degree of mobility" to access the outpatients service. Wheelchair confined patients 

need an ambulance and these are on call for acute care. Occasionally wheelchair taxis are used 

but these are only sanctioned for use if the patient is attending the doctor at OUT PATIENTS but 

not for other disciplines e.g. physiotherapy. However if all patients could get transport to clinics as 

required, staff remark they could not cope with the extra workload at present! 
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Staffing Issues 

The hospital service is over stretched (universal opinion). 

• From dieticians viewpoint patients seen on ward who require follow-up in OUT PATIENTS wait 

months to be seen /reviewed. 

• From social work (SW) viewpoint numbers of neurology patients are huge. and are only doing a bit 

of what is needed-skimming the surface. CNS (clinical nurse specialist) in MS does take on some 

of the sw role for these patients but this should be undertaken by a SW working alongside. Job 

satisfaction low for social workers in neurology- patient diagnosis/condition is demanding time wise. 

Would be seen as a less favourable rotation. Shortage of community social workers is a national 

problem also. 

Miscellaneous Other Issues 

• The lack of co-ordination regarding investigations is noted. 

• Some staff feels that the service starts on a negative note. Staff finds themselves explaining the 

wider shortfalls in the service offered to patients, "patients are not happy from the start". 

• From dietician's viewpoint, internet information can be used by this vulnerable group of patients 

to detrimental effect e.g. alternative medications/diets. Patients should have consultations with the 

dietician at the diagnostic phase to discuss these issues. 

• Difficult to access patients from outside the catchment area by telephone-follow up can be a 

problem once discharged home. 

• Meetings are time consuming. Especially for dietician as is acting in 2 jobs (is required to attend 

meetings, although not a senior, and do clinical wOrk). 

• Is wasted space on the ward in 1V lounge on the ward, decor is poor. 

• Patients in hospital for months are offered conventional treatment only-would be nice if had 

holistic approach to care e.g. massage etc on ward. 

• Chronic nature of neurOlogy disease means many neurology patients do not get better and as a 

result some staff may tend not to give as much attention as is given to acute care. 

• Medical records department "is not great" ... "charts are not accessible" ... "should be able to pull 

charts as required". At present, one leaves patient details and bleep number and are called later 

when the chart is found. By this time you are often elsewhere e.g. in Outpatients and unable to 

collect chart to deal with the problem. As a service provider should be able to access charts more 

readily (medical opinion). 
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4. Key Features of a Patient-Centred Model 
of Care (Neurology Service) 
A patient-centred model of care would have the following features: 

4.1 Access 

Speedy access to the neurology seNice was identified as a key feature. Speedy access would 

include: 

• Shorter waiting times for the patient's first OUT PATIENTS apPointment (medical, physiotherapy 

and occupational therapy perspectives). 

• Access for the patient to a "One Stop Shop" with the full multidisciplinary team in OUT PATIENTS. 

• Rapid access and an efficient system for dealing with urgent neurology problems e.g. epilepsy, 

TIAs, Multiple Sclerosis (MS), blackouts etc. 

• Timely access to investigations, and admission if required. 

• Extended hours of seNice to include evening clinics. 

• Easy physical access (for wheelchair users) to appropriate facilities e.g. OUT PATIENTS. 

4.2 Equity 

4.3 

• Patients are facilitated to make informed decisions about their care through full explanation of 

various treatment choices and their consequences. This includes the facility for patients to contact 

neurology staff at short notice for clarification/reassurance. 

• A seNice that is responsive to individual and population needs. 

Effectiveness 

• While the vast majority of patients can be treated as Outpatients, seNice quality is best assured 

by maintaining the Inpatient seNice also. 

• Holistic seNice, provided through collaboration of hospital and community-based staff. 

• Continuity of hospital care assured by neurology patients being treated in the same ward. 
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4.4 Appropriateness 

• Access for patients to the most appropriate forms of acute care, e.g. inpatient and outpatient 

care, and continuing care, e.g. long-term care, supported housing and/or help in the home with 

the tasks of daily living. 

• No inappropriate (Le. lengthy) admissions for certain investigations e.g. IG, lumbar puncture 

through lack of day ward facilities or lack of appropriate transport. 

• Umit inappropriate referrals from GPs. 

• Palliative care available as appropriate. 

4.5 Efficiency 

• Efficient use of resources and avoidance of duplication (e.g. repeat needs assessments) through 

collaboration of hospital and community-based staff. 

• Co-ordination of outpatient investigations (on the same day if possible) to ensure optimum time

effectiveness for patients and the hospital. 

5. Suggestions for improvements 

5.1 Access 

• Establish a dedicated multidisciplinary Neurology Unit, with: 

• Sufficient space to ensure privacy and room for staff. 

• An additional neurology consultant with junior staff and beds to help reduce waiting times for 

OUT PATIENTS and admission. 

• A 6-bedded day ward to ensure speedy investigations and treatment. 

• A walk-in clinic for urgent cases (though might be difficult to monitor and would need to 

be staffed). 

• Conversions of some beds to 5-day beds for inpatient care. 

• Ring-fenced beds (though appreciate the difficulties with A and E). 

• Provide at least 2 neurophysiology sessions per week. 

• Improve wheelchair transport and wheelchair access for OUT PATIENTS appointments. 

• Provide additional administrative support. 
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5.2 Equity 

• Maintain and nurture the good access patients already have to information from the 

multidisciplinary team. 

• Provide education in the partnership "mindset" towards patient care for doctors, possibly in 

medical school. 

5.3 Effectiveness 

• Provide opportunities for hospital and community-based staff to discuss the care of neurology 

patients and agree a common approach. 

• Clarify roles and responsibilities of hospital and community-based staff. 

• Clarify resource management issues between hospital and community-based staff, especially 

budget issues. 

5.4 Appropriateness 

5.5 

Many of the suggestions under the headings of effectiveness and access are relevant in this 

section. Others include: 

• Providing education for GPs about appropriate referrals to the hospital. 

• Education in the partnership approach to care for doctors, possibly in medical school. 

Efficiency 

Many of the suggestions already made are relevant here, too. Others include: 

• Promotion of joint needs assessment (hospital and community services). 

• Better co-ordination of investigative procedures for individual patients. 
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6. Priorities for Implementing 
Patient-Centred Care 

Staff identified the following priority actions to promote a patient-centred approach: 

6.1 Resources in General 

• "Neurology is at the bottom of the EU league regarding investment per head of the population". 

Under-investment in the neurology service needs to be addressed across the country, 

6.2 Access, Outpatients and Admissions 

• Protect neurology beds on one ward. 

• Extend the day ward facility for neurology from one half-day per week. 

• Provide a 6-bedded day ward to reduce waiting lists and unnecessary admissions for diagnosis 

and treatment. 

• Improve wheelchair transport for OUT PATIENTS admissions. 

• Improve wheelchair access in OUT PATIENTS. 

6.3 Discharges 

• Provide step-down facilities for young chronic sick patients. 

• Provide appropriate alternatives for long-stay patients who do not need acute hospital care, 

6.4 Staff 

• An additional neurology consultant and junior staff is a priority. 

• So are an additional Dietician and a Social Worker. as well as a Neurophysiologist. 

6.5 Service Design/Delivery 

• Patients' needs should be reviewed frequently and regularly by the multidisciplinary neurology 

team. to best meet their changing needs throughout the course of their illness. 

• Out patients clinics should be conducted after hours to faCilitate patients who are working during 

the day. 
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1 . Introduction and Background 
A focus group was held on July 5th 2004 with ten staff members from the community neurology 

services. Representatives from occupational therapy (community 01), physiotherapy (1 manager. 

1 community physiotherapist), the Central Remedial Clinic day centre (manager), Enable Ireland 

(manager), Home Help services (manager), nursing/public health (assistant director of Public 

Health working in public health), nursing (public health, community) and the disability services 

(manager) attended, 

2. Format 
Participants were informed that this session was being held to get the views of community-based 

neurology service providers on the service and the care provided to patients. The emphasis on a 

partnership approach to patient care as advocated by the First Patient Project was explained. 

Participants were asked to focus on three main areas: 

1. The best & worst aspects of service; 

2. Key features of patient centred care from their perspective; 

3. Priorities for achieving patient centred care. 

3. Best Aspects of the Neurology Service 
3.1 Links between Hospital and Community Personnel 

Unks between hospital and community personnel in physiotherapy and OT were reported to be 

generally working well. These disciplines are identifying patients they have in common and working 

together to provide better patient care. In physiotherapy, common tools for patient assessments 

have been developed in order to standardise assessment between community and hospital. 

Hospital physiotherapists and OTs contact their counterparts in the community prior to discharging 

patients, especially when the patient's condition is progressive. The neurology department in 

Tallaght was reported to have very good contacts with physiotherapy and OT in the community. 
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4. Worst Aspects of the Neurology Service 
4.1 Lack of Links between Community and Hospital 

Staff reported the links between community and hospital services are not optimal especially 

outside physiotherapy and occupational therapy. However, the process of developing the links has 

already started through establishing common tools of assessment for patients (see 3.1 above). 

4.2 The Lack of Patient Awareness/Information on Community Services 

The OTs and Public health nurses (PHN) complained that when patients are discharged from 

hospital, they often have no awareness/knowledge of the community service, how to access 

services or the links between the community and the hospital. "They just about know where the 

medical centre is" (in the community). Many have no awareness of their rights to apply for services 

in the community on medical grounds. One example of this was patients referring to the PHN as 

the "baby nurse", indicating they were unaware of the multiple functions carried out by PHNs. 

One staff member remarked that at one stage there was a video providing information about the 

services available in the community which patients could watch in hospital, but was not sure if it 

was still available. 

4.3 Lack of Awareness of Community Services Available amongst 
Community Staff 

Lack of patient awareness of community services is compounded by the fact that some healthcare 

staff in the community did not know what services were being provided there. This was illustrated 

on one occasion when a member of community staff mistook the "Home Help" for a friend of 

the patient. 

4.4 Lack of Awareness of the Services Available in the Community 
amongst Hospital Staff 

• Some community staff felt the hospital could present an unrealistic picture of what life would 

be like when the patient got home, even in relation to simple things like negotiating the stairs. 

Hospital staff may lack knowledge as to what the situation is structurally in the patient's home. 

• Unfortunately, patients expect the same level of service in the community as they had receive 

in hospital, a mindset nurtured by some hospital staff giving the impression that "you'll get it, 

tomorrow", referring to equipment, whereas that was often far from the case. 
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• Patients often have difficulty making the adjustment fonn hospital to home and are not prepared 

for the change before leaving hospital. Patients can be discharged home and the family often 

do not know what to do. On occasions, the PHN could spend most of a full day following the 

patient's discharge "calming the family down" and giving them coping strategies while awaiting 

the provision of community services. 

4.5 Inefficiency/Duplication of Services 

There was also evidence of inefficiency in the form of duplication of requests for community 

service. For example, two referrals might be received by the Home Help service for the same 

patient from different departments of the hospital. In addition, there were instances of duplicating! 

doubling of services to the patient between hospital and community if communication between 

them was inadequate. 

4.6 Communication 

Staff remarked on the poor communication amongst community staff as well as between 

community and hospital staff. 

4.7 Lack of Services for the Disabled <65 Years Old 

Patients with disability are often less than 65 years old and as such are not automatically entitled to a 

medical card. If a patient is employed, a medical card might be refused on financial grounds; while 

this can be appealed on medical grounds it takes time. If the community OT does an assessment, 

and equipment is required, the patient can not get the equipment until he/she has obtained a 

medical card. In other cases, a patient may not be entitled to a medical card but could qualify for 

essential equipment e.g. wheelchair. In such cases, a medical appointment is needed to get a letter 

signed by the hospital doctor to approve the application. If the application is turned down and 

requires an appeal, the GP has to get involved as the patient has been discharged from hospital 

care. The process is cumbersome for patients. Although it is not the community OT's job to apply for 

a medical card/get a medical report, she ends up taking the job on as no one else is appointed to 

the task either. 
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Some neurological conditions qualify under the long term illness scheme e.g. MS, while others e.g. 

MND, do not. Staff remarked that this seems inequitable. Even for those who are eligible, the 

scheme does not cover GP or medication costs. As a consequence, some patients who should 

really be attending the GP (say, following a fall) are reluctant to do so because of the cost. 

Staff remarked that patients under 65 years of age needing nursing home care have to pay for 

it themselves. 

The structure of services provided in Tallaght means that stroke patients under 65 do not get a 

physiotherapy service from the hospital, but have to attend 6aggot Street. Apart from the 

inconvenience involved, transport to 6aggot Street is a problem more often than not. 

Suggestions for Improvement 

• The process of applying for the medical card could be started in hospital, where it would be 

easiest to get the necessary consultant's report regarding diagnosis and prognosis. 

• Assign the role of progressing the medical card applications to someone or discipline. 

• Conditions qualifying for the Long Term Illness scheme should be reviewed to make the system 

more equitable. 

4.8 Social Isolation 

Isolation is a huge issue for patients of all ages. Four fifths of patients are on a waiting list with the 

voluntary organisations. The lack of day centres in general is a problem as a patient might like to 

attend the centre for 5 days a week ("it's their only outlet") but because of the demand for the 

service, a patient can only go a maximum of 2 days per week. For example, 

• There is one day centre in the area for those >65 years old with stroke, but none for any other 

neurology patients. 

• Firhouse has one centre for the under-65s, with capacity to cater for patients only about once 

a month. 

• Enable Ireland offers services for patients <18 years old only. "There is nothing out there for 

(Enable Ireland's) group" after 18 years of age. 
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4.9 Transport 

• The transport of patients to hospital or to the community centre for treatment was reported to be 

poor. For example. some patients cannot get to Mary Mercer Centre for physiotherapy. even though 

they have an appointment scheduled there. Staff remarked that even if a lift was available that patients 

need assistance to get into the car at home. The Home Helps had enquired if it would be in order for 

them to provide this assistance but were told that this was not the case. In a number of cases public 

transport might pick a patient up at 8:30am by ambulance from home and drop them home at 

4:30pm but no one is available in the interim to toilet the patient. To avail of a taxi. patients need to 

get vouchers for free travel and have to plead their case. An attendant is required at the destination 

also. Staff felt that hospitai transport is for "ambulant patients" and not wheelchair bound patients. 

In addition, patients might not be taiken to the nearest centre. There appeared to be "no standard 

approach for transport and it was described by community staff as "hit and miss". 

4.10 Service to Patients "Ad Hoc" 

• Staff felt the service seemed a bit "ad hoc" from the client's perspective. 

• Staff remarked that the term "community" was a misnomer as often the service outside the 

hospital was not local. 

• One staff member at the focus group referred to the current service as "crisis management". 

5. Key Features of Patient Centred Care 

5.1 Tighter Links between Community and the Hospital 

Community Staff would welcome the ability to refer backwards and forwards between the hospital 

and the community. For example. if patients hit a problem in the community and need to be seen 

quickly or to be seen in hospital by a phYSiotherapist for example that this would happen quickly 

and easily. This is already happening within the physiotherapy service. A partnership approach to 

patient care should be used where the various aspects of patient care are delivered in the most 

appropriate setting i.e. community or hospital. 
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5.2 Tighten Links amongst Community Staff 

Participants felt that community staff meetings about neurology patients would be beneficial. 

District Care Units (DCU) meetings were noted to be good as a model of communication and 

it was suggested by staff that these should be expanded. In small health centres where 

communication between staff is good, this is thought to be due to the centre's size, making it 

easy for disciplines to liaise with each other, and also to the fact that staff are based on site. 

Some health centres lose out on this as staff are not always on site, making it more difficult to 

organise meetings of service providers. 

5.3 Effective Communication amongst Community Staff and between 
Community and Hospital Staff 

Staff remarked that hospital and community could be duplicating/doubling services to the patient 

if communication between them is inadequate. Stronger links are required between the disciplines 

in the community and between community and hospital staff. This can sometimes be down to 

personalities and not protocols at the moment i.e. staff taking the inftiative and contacting! 

communicating with their peers. 

5.4 Integrated Care through Collaborative Patient Needs Assessment 

Consensus decision making by involving community & hospital staff in needs assessment and 

decisions about patient care is recommended. This might occur in a case conference setting or a 

less formal meeting before discharge has taken place. These meetings would also act to inform 

staff about all the healthcare professionals involved in the case which would allow for better 

integration of services. 

It might also avoid situations where there is a mismatch of equipment for a patients needs for 

example where equipment is ordered before patients are discharged and the structural 

practicalities of the home are not clear. 
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5.5 Ensure Patient Needs/Priorities are Factored in to Service 
Development Plans and Service Provision 

Community staff wondered whether the patient's perception of the service coincided with that 

of the healthcare professionals. Some staff suggested that patient needs were much more 

fundamental than staff thought. For example patients might prioritise being able to be up and 

dressed every day, living as independently as possible and having a social life. At present, the 

practical hands on management of patients is not available to the level desired to provide the 

basic care to enable independent living. 

There was a consciousness amongst staff that the service "shouldn't take over the patients' lives" 

and that the client has to be integral to patient centred care, 

Although patients are helped to get up and dressed in the moming, a number are put to bed very 

early in the community (often 4 or 5 pm) because of a lack of twilight nursing and also because of 

staff safety issues, especially in wintertime. This is seen by staff as limiting patients socially and as 

removing some of the patient's autonomy. One staff member said that patients "are often left 

staring at the four walls" in the evenings. 

Suggestions for Improvement 

• Conduct a needs assessment of the neurology patients in the community to include the needs of 

families, carers and the support network. 

• In order to give patients some sort of social life (especially those <65 years old) something needs 

10 be done regarding putting patients to bed at night. 

• The availability of workshops might enable patients to learn new skills or, alternatively, facilities for 

learning from home might be of value e.g. tapes, distance learning materials. 

5.6 Transport 

Community staff recommends that transport needs to be more patient focused. For example, if 

social events were organised for patients, they might not currently have access to transport to 

enable them to attend. 

5.7 Support Services as soon as Possible 

Staff suggests that support services should start as soon as possible as this acts to encourage 

the family/carers to stay involved and committed in patient care for a much longer time. If support 

is delayed the family may see it as 'too little, too late." 
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5.8 Counselling 

Counselling services should be available for patients and their families. Staff report that "family life 

can be severely affected by the patient's illness; the illness can sometimes take over" and the family 

itself becomes disabled. The current service often focuses on physical needs and does not take 

account of patients' emotional needs. Staff recommend that the service should concentrate more 

on quality of life for patients and their families. At present, counsellors are "more or less impossible 

to come by Voluntary organisations e.g. the MND Society could consider expanding their role to 

help families understand and cope better with the illness. This may enable a family to become a 

family again and not totally focused on the patient. The challenge, according to staff, is to get the 

right balance between meeting patient needs and family expectations. Staff recognise that patients' 

expectations are increasing and that service providers are challenged to respond to these. 

5.9 Key Worker/Case Manager and Social Worker 

A majority at the focus group would recommend the appOintment of a case manager or key 

worker to co-ordinate all aspects of the service. The key worker would act as facilitator for 

enhanced patient care and allow the other staff to stand back and look objectively at the situation. 

Importantly, staff are conscious that the key worker would not take over patient care. 

Staff remarked on the lack of a social worker in the community who could also act to pull 

all the strands of care together and suggests that there is also a need for a social worker in 

the community. 

6. Priorities 
6.1 Enhance Communication 

• Amongst disciplines in the community and between community and hospital settings. 

6.2 Improve Discharge Planning 

• Begin discharge planning on admission. 

• Provide advance notice of discharge to allow community services prepare in advance. Set up a 

"liaison service" between hospital and community services perhaps through a community liaison 

nurse (Dun Laoghaire have an efficient process that could be studied). 

• Train hospital staff regarding discharge planning from the date of admission. 
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6.3 Transport 

• Improve transport for the disabled patient to make it more patient friendly. Address the attendant 

issue to ensure patients who need to be toileted etc have this service available to them. 

6.4 Key worker 

Appoint a key worker to help provide seamless integrated care from hospital to the community. 

6.5 Staffing 

• Appoint staff to get the numbers up to the appropriate level. At present staff report to be working at 

40% and 50% staffing levels in physiotherapy and aT respectively. A quality service cannot be 

provided at these staffing levels. Other staff report a need for additional appointments and point out 

that distinct from the hospital sector, the community do not have agency back up in the case of staff 

illness etc. 

6.6 Ensure Equity in Services Generally 

Participants are conscious that improvements in services in one area may mean cutbacks in 

another and wish to ensure that service developments in neurology are not at the expense of 

other services. 

6.7 Other General Recommendations 

Participants felt that the focus group session was very useful and would welcome folloW-Up sessions. 

However, they would like to expand the session to include hospital staff to enable real progress to be 

made in improving patient care. 
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Appendix 3 
Patient Focus Group Report 
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1. Introduction and Background 
The Eastern Regional Health Authority (ERHA) and the Adelaide, Meath incorporating the National 

Children's Hospital (AMNCH) embarked on a joint initiative aimed at developing person-centred 

care and establishing a partnership of care between service providers and patients. The neurology 

service at the hospital was chosen as the pilot site for the project. The project aimed to establish 

a consistent and consensus view of patient centred care with management, clinicians and 

patients and to explore the concept of new models of care with the patient at the centre of service 

delivery. The report below gives an account of the patient perspective following focus group 

consultation. 

2. Methodology 
A random sample of neurology patients over 18 years, who had attended the neurology service 

within 3 months of the focus group sessions, were eligible to participate in the study. Following 

ethics committee clearance, the consultant neurologist sent out a letter inviting 254 eligible 

patients to participate in the study. Of the 139 respondents, 40% (n=56) gave consent to 

attending the focus groups. Four patient focus groups consisting of 8-11 participants were held, 

with a total of 38 participants in all. In the focus groups, patients were prompted to discuss the 

best and worst aspects of their experience of the service, to prioritise service dimensions and to 

make recommendations for service improvements. 

3. Results 

3.1 

3.1.1 

The results below represent the feedback from the four focus groups. Both consensus and 

minority opinions are explored and emerging themes and patterns identified. 

Best and Worst Aspects of the Service 

The Best Aspects of the Service 

The best aspects of care identified by patients included; the "service received as an inpatient" 

and the excellent "care" given by the entire multidisciplinary team of hospital staff. The clinical 

nurse specialist in Multiple Sclerosis was commended by a couple of patients at one of the 

focus groups. 
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3.1.2 The Worst Aspects of the Service 

The worst aspects of care identified by patients included; "waiting times for initial appointment", 

for "diagnostic tests", "in OPO" and "for admission". One patient also criticised the delay in getting 

into the national rehabilitation centre and another the delay in the day ward for treatment. A majority 

of patients remarked that the service was "understaffed/stretched" and "under resourced". The 

need for more consultant staff especially was noted. Whilst some patients criticised the "lack of 

access to a consultant" in outpatients there was an appreciation of the limitations of the system 

where one person could only do so much. The lack of "continuity of care" on the medical side was 

criticised by a consensus at 2 focus groups. The flow of information from the hospital to the GP 

especially was criticised. A number of disabled patients complained about the "lack of availability of 

disabled parking" in the hospital. 

Some patients felt that communication between doctors and patients could be improved whilst a 

few others had no criticism in this regard. 

One patient disputed the necessity of follow up OPO appOintments in some cases where the 

patient's condition was stable and no new treatments were available. 

4. Priorities 
4.1 Access 

• Waiting for an appointment to access the service initially is important-consensus opinion. 

• Waiting for an appointment for follow-up at OPO. Some reported difficulties here also when the 

doctor requests follow-up in 3 months and no slot is available 6 months. 

• Timely access to investigations/for diagnostic tests is important. 

• Access to the consultant. A number of patients complained about the difficulty and infrequency 

with which they were seen by the consultant neurologist. 

• Access to toilets on the wards for wheelchairs is poor and needs to be improved. 

4.2 Telephone Contact/Support with the Hospital 

A number of patients felt that once they were discharged there was no one to turn to for advice. 

This included if one had questions regarding one's condition or needed information about one's 

illness, felt unwell, if medication was not working and especially if something "urgent" occurred 

and one needed to be seen quickly. 
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4.3 Information 

Patients in general spoke of the importance of being given information regarding their illness and 

the treatments and the services available. The importance of continuity of information amongst 

doctors was noted. 

4.4 Communication 

Communication was felt to be important on a number of levels. Patients remarked on the 

importance of "the way you are told the diagnosis", the way the doctor would "sit down to explain 

and discuss" your condition, and the prOVision of information about the illness and treatment 

options. Patients wanted to be spoken to in their own language rather than having doctors "talk 

over you in their language". 

4.5 Continuity of (Medical) Care 

A consensus of patients would prefer to be seen by a doctor that knew them but remarked that 

the nature of the system does not allow this. Ccntinuity amongst other members of the 

multidisciplinary team was important also but was already happening. 

4.6 Community Hospital Interface 

Patients emphasised the importance of the links between the hospital service and the community. 

Some felt there was a lack of clarity as to the roles of the GP and the consultant. 

• Effective and more frequent communication between the hospital and GPs was a priority for the 

majority of patients. At present communication of patient information including test results and 

progress reports to GPs was noted to be poor. 

• Communication between hospitals e.g. Tallaght and peripheral hospitals was also a priority. 

4.7 Correct Treatment/Care 

Receiving the correct treatment/care for your condition was a priority. A consensus at one focus 

group remarked on "how thorough the doctors were" and that this was very important. 
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4.8 Additional Priorities 

Additional priorities were put forward by some patients but were not the majority opinion. These 

included, travelling (long distances) for appointments, transport to and from the hospital and within 

the hospital, disabled car parking, the availability of palliative care, support groups, (effective) 

administrative support, getting a diagnosis (n=1) and being eligible for a medical card. 

5. Suggestions for Service Improvement 
A consensus agreed that access to the service especially for an initial appointment and for 

investigations needed to be improved as a matter of urgency. Additional recommendations 

included, increasing the "continuity of medical care", enhancing the "links between the hospital 

and community service providers", and addressing "communication and information issues". 

Patients suggested that the system at outpatients be redesigned to ensure shorter walting times. 

Specific recommendations are outlined below. 

5.1 Access 

• Patients suggested that more consultants be appointed to improve access to the service and to 

increase the frequency of consultant access on an ongoing basis. Another suggestion was that 

junior doctors and other multidisciplinary staff see patients first and then patients are seen briefly by 

the consultant. The consensus was that all patients should see the consultant at least "once a year". 

• One patient suggested paying doctors in peripheral hospitals good wages to encourage them 

to work outside Dublin. At present he suggested that "a nation of patients are coming to Dublin 

for treatment". 

• It was suggested that patients needed to be prioritised with respect to their need to be seen both 

initially and for follow-up appointment. 

• Waiting times at OPD clinics might be shortened if retuming patients were contacted a week 

before OPD follow-up appointment to determine the needlbenefit of attendance. One patient 

suggested using a web camera to link to patients in the community or in peripheral hospitals 

precluding the need to travel. This would have the additional effect of un clogging the waiting list 

for more worthy/urgent cases to attend OPD and would be good for patients and the hospital. 
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5.2 Service Design/Delivery at OPD 

• As well as decreasing numbers at OPD, a redesign of the system was also proposed. Giving 

numbers in OPO might give some idea as to one's place in the queue. Also, rather than giving 

large numbers the same time as is currently the case patients could be given "time slots". One 

patient requested that one doctor be "on call for the day ward" and not covering the hospital as 

well in order to decrease waiting times for patients being treated in the day ward. 

• Patients recommended that doctors read patients charts before seeing them in OPD and ideally 

before the clinic. This might enable doctors to discuss cases with the consultant and make 

decision regarding treatment. Others suggested that even if doctors reviews notes before calling a 

patient into the OPD room this would be an improvement. One patient remarked that the current 

practice of doctors reading the chart while the patient is in the room and "turning back and forth 

through the chart" is very off putting. 

• Service providers might liase/consult with patients before sending/allocating apPointment times, 

as patients may have to "catch a train". A request for a reminder about forthcoming OPO 

appointments was noted. 

• One patient suggested that the phlebotomist be available at the clinic to prevent the need to travel 

around the hospital for this service but appreciated that this might be expensive. An alternative 

might be letting GPs take blood (which is currently happening for some patients). 

• As well as improvements in the appointment system at OPD, patients suggested that the 

administrative/clerical side be improved. One patient remarked that if one came from the clinic 

after 4pm when administrative staff have left there was confusion with some follow-up 

appOintments. 

5.3 Telephone Contact/Support with the Hospital 

Patients recommended the appOintment of a "telephone contact/support person" at the hospital, 

to act as a free "helpline" for discharged neurology patients. Patients with MS did have phone 

support already through the MS nurse and found this good. 

5.4 Information 

Patients suggested the provision of "Information packs" about illnesses. These might give a brief 

description about the illness, the roles of the different services within neurology (e.g. occupational 

therapy, physiotherapy etc.), which services might be useful for each diagnOSis and where and 

how to access these services. 

56 I patient centred care project 



Other suggestions included, the setting up of a "data base" to include information about various 

aspects of the neurology service. This would include; information on what is available from the 

service, what the various disciplines do, where to access care around the country and which 

services would be good for your condition. One patient put forward the idea of an "annual 

newsletter" to be sent out to all neurology service users which might outline "improvements/ 

developments in the service", research projects as well as the "results/report on the research". 

This would show the patients "where the service is investing its times and effort" and "if this was 

not in my speciality I could change neurologist" (to one who specialises in my condition). 

5.5 More Continuity of (Medical) Care 

Appointing the same team of doctors to the neurology service for a 12 month period was put 

forward. This WOUld, it was suggested, give one a chance of seeing a doctor who knew you/the 

same doctor on 2 or 3 occasions. 

5.6 Communication 

As well as more information being requested by patients, the manner in which this information 

was communicated was also important. Suggestions to improve the "bedside manner" of doctors 

through education in medical schcols were put forward. Delivering the information in "plain 

English" was requested. If the multidisciplinary team could do this regularly e.g. every 4 months 

then the patients could discuss their condition with their GPs it was suggested. 

One patient complained about "language" difficulties experienced with a "foreign doctor". It was 

thought to be "unfair to patient and doctor" to let this doctor "loose on patients" with poor English. 

5.7 Transport 

It was agreed that something needed to be done to improve the current transport service to the 

hospital. The "hospital bus service" was felt to be inadequate. Some reported being taken "around 

the country" and to other hospitals and "arriving for treatment when the clinic is over!" Requests 

for the return of the "Shuttle bus service" stopping at the hospital were put forward. For disabled 

travellers, improvements in wheelchair taxi transport were requested. Often these collected early 

and returned one home late regardless of the appointment time. 

Suggestions to improve in-hospital transport included appointing a "wheelchair porter" and 

expanding the porter service in general. 
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5.8 Parking Facilities for the Disabled 

Parking facilities for the disabled could be improved if the disabled parking slots at the front of the 

hospital and in the car park were protected from abuse, if they were clearly marked and if 

offenders were penalised for violations e.g. clamping or penalty pOints, it was suggested. The 

expense of parking in the hospital car park was noted and the suggestion that something is done 

about this for disabled patients attending on an ongoing basis. 

5.9 Resources 

Patients recommended that investment in neurology be increased to enable the recommendations 

for service improvement to be implemented. In addition, the correct management of the resources 

was deemed important. 

5.10 Support Services 

A consensus at one focus group highlighted the importance of support services/groups for 

neurology patients and would like to be informed about support services, which were felt by some to 

be "vital". Feelings were mixed regarding meeting in groups with the same diagnosis. Some felt they 

were not ready for such a group (e.g. MS society) and preferred a mixed diagnostic group such as a 

focus group setting. Patients recognised the need to exploit such a group for themselves. 

5.11 Community/Hospital Interface 

The majority of patients suggested that the links between hospitals and GPs/communJty be 

improved, including the prOvision of patient progress reports and test results to GPs and 

peripheral hospitals as requested. 

Some would like the GP to come up to see them when admitted to hospital but accepted this 

might be difficult in practice. Another patient suggested giving GPs access to patient files and 

suggested that this might negate the need for OPD attendance/follow-up. 
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A Minority of patients at the focus groups put forward additional recommendations not shared 

by the consensus. These included; 

• Secretarial/management staff should be "replaced by doctors". 

• Security/safety important for confused patients who should be in a locked ward for their own 

safety and to prevent accidents. 

• Co-operation with the pain clinic and the neurology service. 

• More social workers are appointed, as "the psychological side of things" is important. "Group 

sessions" for patients to help each other might be set up. An alternative to the MS society 

for example. 

• Some would like more availability of physiotherapy. 

• Roles of hospital team and community care need to be clarified for patients. 

• Alternative therapies such as massage would be welcomed by some. "Hydrotherapy" was found 

to be "excellent" by one MS patient but it was appreciated that this could not continue indefinitely 

due to the waiting list for the service. 
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Appendix 4 
First Patient Project - Neurology· Questionnaire 

1. Please tick your approximate age: 

18-30 31-45 

D 46-59 D 60-75 

D 75+ 

2. Are you? 

Male Female 

3. Are you a: 

D Public Patient D Private Patient 

4a. Please state the county you live in: 

4b. If your answer to question 4a was Dublin, please give you postal code/area: 

5a. Please state your occupation (current or past): __________________ _ 

5b. Please state your partner's occupation (if you have not worked outside the home): ______ _ 

6. Did you take part in a focus group session about the Neurology service at the Plaza Hotel? 

Yes D No 

7. During your treatment were you? 

D An in-patient only An out-patient only 

An in-patient and out-patient 

If you were a neurology in-patient only please Skip to question 11. 

8. What was the approximate distance you travelled to attend the neurology outpatient service 

(one way trip)? 

D 0-5 miles 6-10 miles 11-25 miles 26-50 miles 

51-100 miles 101-200 miles D more than 200 miles 

9. How long after being referred to the neurology service by your doctor were you first seen in 

Out Patients approximately? 

D Within a week D 1-4 weeks 4-8 weeks, 

8-12 weeks More than 12 weeks please specify length of wait. ......... . 
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10. While you were waiting to be first seen at the hospital outpatients did you experience any of 

the following? 

(Please tick any/all if appropriate) 

o Delays with getting a date 0 Unable to get information from the hospital 

o Date cancelled 0 Did not attend outpatients 

11 . If you were told you required admission to the hospital for neurology care how long were you waiting 

for admission? 

o Less than a week o 1-4 weeks 0 4-8 weeks 

o 8-12 weeks o More than 12 weeks please specify approximate length of wait ..... 

Please tick the relevant boxes in Questions 12, 13 and 14. 

12. In general. the overall neurology service I received was: 

o Excellent 0 Very good 0 Moderately good, 

o Poor 0 Very poor 

13. In general the professional care I received from the neurology staff at the hospital was: 

o Excellent Very good 0 Moderately good, 

o Poor Very poor 

14. In general the facilities (rooms/showers/toilets etc.) at the hospital were: 

Excellent 0 Very good 0 Moderately good. 

Poor 0 Very poor 
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15. The following questions are designed to find out which aspects of the neurology service you think are 

important. (Your actual experience of the service will be explored in the next question.) Please tick the 

relevant box from 1 to 10 in each case where 1 means you think the aspect of service was not 

important at all. 5 or 6 means it is of some importance and 1 0, it is very important. 

Please remember to score every question. Please do not skip any. 

How important to you is: 2 3 4 5 6 7 8 9 10 

Being given information about my diagnosis/condition in a sensitive manner 

Being given information about my diagnosis/condition in language that I 
can understand 

Being given information about treatment options and supports available 
for my condition including where these are available 

ReceMng the highest level of professional care 

Being looked after by a team who know me 

Being seen regularly by the same doctor at outpatients 

Seeing the consultant regularly at outpatients 

Having someone with neurology training that I could phone to answer 

I questions/talk to about my illness after discharge 

Communication with my neurology doctor 

Communication with other professional staff at the hospital 

Communication between hospital neurology services and 
my general practitioner or other hosp~als 

Waiting time from referral to first seeing the doctor at outpatients 

Waiting time for diagnostic testsJinvestigations 

Having all my outpatient investigations on the same day 

Waiting time to be seen when attending the Outpatient clinic 

Ability to confirm the need to attend for outpatient follow-up in advance of 
the clinic or to reschedule if appropriate 

Availability of neurology out-patient Clinics in the community 

Waiting time for admiSSion to hospital if required 

Being seen by one of the neurology team at short notice if required after discharge 

Distance to travel for neurology treatmenVcare I 
The organisation of the Appointment System In Outpatients 

Having services within easy reach of each other in the hospital 
ego Outpatients and physiotherapy or phlebotomy 

Availability of • Alternative therapies' as part of neurology care ego massage I 

Availability of car parking spaces at the hospital 
i 

Having healthcare staff in the community to help and 
support me when I leave hospital ego public health nurse 

Meeting with patients with the same diagnosis as me 

Having a relative/filend chosen by me involved in my care 
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16. From the list in question 15, can you select what you consider the two most important aspects of the 

service? 

1 : 2: 

17. Please rate/score the following aspects of the neurology service as experienced by you by ticking the 

relevant box from 1 to 10 in each case. For example tick box 1 if you found that your experience of 

that particular aspect of service to be very poor, tick 5 or 6 if the service was passable and tick 1 0 if 

you found that aspect of service to be excellent. 

Please remember to score every question. Please do not skip any. 

My experience of the service: 2 3 4 5 6 7 8 9 10 

Being given information about my diagnosis/condition in a sensitive manner 

Being given information about my diagnosis/condition 
in language that I can understand 

Being given information about treatment options and supports 
available for my condition including where these are available 

Receiving the highest level of professional care 

Being looked after by a team who know me 

Being seen regularty by the same doctor at outpatients 

Seeing the consultant regularly at outpatients 

Having someone with neurology training that I could phone to answer 
questions/talk to about my illness after discharge 

Communication with my neurology doctor 

Communication with other professional staff at the hospital 

Communication between hospital neurology services 
and my general practitioner or other hospitals 

Waiting time from referral to first seeing the doctor at outpatients 

Waiting time for diagnostiC testsflnvestigations 

Having all my outpatient investigations on the same day 

Waiting time to be seen when attending the Outpatient clinic 

Ability to confirm the need to attend for outpatient follow-up 
in advance of the Clinic or to reschedule if appropriate 

Availability of neurology out-patient clinics in the community 
i 

Waiting time for admission to hospital if required 

Being seen by one of the neurology team at short notice if required after discharge 

Distance to travel for neurology treatmenVcare 

The organisation of the Appointment System In Outpatients 

Having services within easy reaclh of each other in the hospital 
e.g. Outpatients and physiotherapy or phlebotomy 

Availability of • A1tematlve therapies· as part of neurology care ego massage 

Availability of car parking spaces at the hospital 

Having healthcare staff in the community to help and 

support me when I leave hospital ego public health nurse 

Meeting with patients with the seme diagnosis as me 

Having a relative/friend chosen by me involved in my care 

patient centred care project I 63 



18. The following questions are designed to find out which aspects of the neurology support services you 

think are important. (Your actual experience of these services will be explored in the next question.) 

Please tick the relevant box from 1 to 10 in each case where 1 means you think the aspect of service 

was not important at all, 5 or 6 means it is of some importance and 10, it is very important. 

Please remember to score every question. Please do not skip any. 

How important to you is:: 2 3 4 5 6 7 8 9 10 

Availability of a physiotherapist whilst in hospital 

Availability of a physiotherapist as an outpatient 

Availability of a dietician whilst in hospital 

Availability of a dietician as an outpatient 

Availability of a social worker whilst in hospital ! 

Availability of a social worker as an outpatient 

Availability of an occupational therapist whilst in hospital 

Availability of an occupational therapist as an outpatient 

19. Please rate/score the following neurology support services as experienced by you by ticking the 

relevant box from 1 to 10 in each case. For example tick box 1 if you found that your experience of 

that particular aspect of service to be very poor, tick 5 or 6 if the service was passable and tick 1 0 jf 

you found that aspect of service to be excellent. 

Please remember to score every question. Please do not skip any. 

My experience of the service: 

Availability of a physiotherapist whilst in hospital 

Availability of a physiotherapist as an outpatient 

Availability of a dietician whilst in hospital 

Availability of a dietician as an outpatient 

Availability of a social worker whilst in hospital 

Availability of a social worker as an outpatient 

Availability of an occupational therapist whilst in hospital 

Availability of an occupational therapist as an outpatient 

The service provided by the physiotherapist 

The service provided by the dietician 

The service provided by the social worker 

The service provided by the occupational therapist 

20. How would you rate the MRIJCT scanning procedure? 

D worse than expected 

D better than expected 
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21. Please include below any suggestions which might make the MRI/CT scanning procedure a more 

pleasant experience for you 

22. What might help make the experience of travelling for neurology care easier for you? 

Please tick any of the suggestions below: 

o I typically had no difficulties travelling for treatment 

o Availability of hospital transport 

o Assistance with transport e.g. wheelchair taxi 

Availability of disabled parking 

More control over the timing of appointments/treatment 

Other (please specify) 

23. Would you prefer to attend Outpatients in the evenings? 

OYes 0 No Do not mind when I attend outpatients 

24. What was the best aspect of the whole neurology service experience? Please specify 

25. What was the worst aspect of the whole neurology service experience? Please specify 

26. Please include below any other comments regarding the services you received or the questions above: 

27. From your own experience, what (if any) changes would you like to see in the neurology services in 

the future? 

Please post the completed questionnaire in the stamped addressed envelope provided. 

Thank-you for taking part in the survey. 
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Appendix 5 

Table 1. Sex Distribution of Respondents 

No % 

Male 32 52.5% 

Female 29 47.5% 

Total 61 

Missing 

Table 2. Age Distribution of Respondents 
Mean/Average Age 50 Years 

Age range No % 

18 to 30 7 12 

31 to 45 19 31 

46 to 59 19 31 

60 to 75 12 20 

75 + 4 7 

Total 61 

Missing 

Table 3. Public/Private Status of Respondents 

Public 

Private 

Total 

Missing 

No 

50 

7 

57 

5 
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Table 4. Occupation of Respondents 

Occupation No % 

Professional 8 13% 
Manager 2 3% 
Skilled 20 33% 
Semi-skilled 14 23% 
Unskilled 8 13% 
Housewife 8 13% 
Total 60 100% 
Missing 2 

Table 5. County of Residence of Respondents 

COUNTY No % 

Kilkenny 3 5% 
Westmeath 2% 
Dublin 38 63% 
Kildare 6 10% 
Longford 1 2% 
Donegal 2% 
Cavan 2% 
Laois 2% 
Offaly 2% 
Wicklow 2 3% 
Monaghan 2 3% 
Wexford 2% 
Carlow 2% 
Meath 2% 
Total 60 100% 
Missing 2 
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Table 6. In-patient/outpatient profile of respondents 

No % 

In-patient only 4 7 

Out-patient only 22 36 

In-patient and out-patient only 36 58 

Table 7. Distance travelled by respondents 
Mean/Average 28 miles 

Distance No % 

o to 5 15 30% 

6 to 10 12 24% 

11 to 25 6 12% 

26 to 50 5 10% 

51 to 100 11 22% 

101 to 200 1 2% 

Total 50 100 

Missing 12 

Total 62 
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Table 8. Most important service dimension 

Service Dimensions ranked in order of Importance Service Dimensions No % 

1. Being given information in a meaningful manner 6 16% 

2. Being given information in language that I can understand 5 14% 

3. Being given information about treatment options and supports available 7 19% 

4. Receiving the highest level of professional care 9 24% 

5. Being looked after by a team who know me 0 

6. Being seen regularly by the same doctor at outpatients 2 5% 

7. Seeing the consultant regularly at outpatients 2 5% 

8. Access to a help line after discharge 3% 

9. Communication with my neurology doctor 1 3% 

10. Communication with other professional staff 0 0 

11. Communication between hospital neurology staff and my GP/other hospitals 0 0 

12. Waiting time from referral to first seeing the doctor at outpatients 3 8% 

13. Waiting time for diagnostic testslinvestigations 0 0 

14. Having all outpatient investigations on the same day 0 0 

15. Waiting time to be seen at outpatients clinic 0 0 

16. Ability to confirm need to attend for outpatients follow-up in advance or 

reschedule if appropriate 0 0 

17. Availability of neurology out-patients clinic in the community 0 0 

18. Walting time for admission to hospital if required 0 0 

19. Being seen by one of the neurology team at short notice if required 

after discharge 0 0 

20. Distance to travel for neurology treatment/care 3% 

21. The organisation of the appointment system in outpatients 0 

22. Having services within easy reach of other in the hospital 

eg. outpatients and physiotherapy 0 0 

23. Availability of "alternative therapies· as part of neurology care e.g. massage 0 0 

24. Availability of car parking spaces at the hospital 0 0 

25. Having healthcare staff in the community to help and support me when 

I leave hospital e.g. public health nurse 0 0 

26. Meeting patients with the same diagnosiS as me 0 0 

27. Having a relative/friend chosen by me involved in my care 0 0 

TOTAL 37 

MISSING 25 
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Table 9. Second Most Important Service Dimension 

Service Dimensions No % 

1. Being given information in a meaningful manner 3 8% 

2. Being given information in language that I can understand 3 8% 

3. Being given information about treatment options and supports available 0 0 

4. Receiving the highest level of professional care 4 11% 

5. Being looked after by a team who know me 3 8% 

6. Being seen regularly by the same doctor at outpatients 2 5% 

7. Seeing the consultant regularly at outpatients 4 11% 

8. Access to a help line after discharge 2 5% 

9. Communication with my neurology doctor 0 0% 

10. Communication with other professional staff 0 0 

11. Communication between hospital neurology staff and my GP/other hospitals 3 8% 

12. Waiting time from referral to first seeing the doctor at outpatients 2 5% 

13. Waiting time for diagnostic testslinvestigations 2 5% 

14. Having all outpatient investigations on the same day 2.7% 

15. Waiting time to be seen at outpatients clinic 3% 

16. Ability to confirm need to attend for outpatients follow-up in advance or 

reschedule if appropriate 1 3% 

17. Availability of neurology out-patients clinic in the community 0 0% 

18. Waiting time for admission to hospital if required 0 0 

19. Being seen by one of the neurology team at short notice if required 

after discharge 0 0 

20. Distance to travel for neurology treatmenVcare 3% 

21. The organisation of the appointment system in outpatients 0 

22. Having services within easy reach of other in the hospital 

ego outpatients and physiotherapy 0 0 

23. Availability of "alternative therapies" as part of neurology care e.g. massage 3 8% 

24. Availability of car parking spaces at the hospital 0 0 

25. Having healthcare staff in the community to help and support me when 

I leave hospital e.g. public health nurse 2 5% 

26. Meeting patients with the same diagnosis as me 0 0 

27. Having a relative/friend chosen by me involved in my care 0 0 

TOTAL 37 

MISSING 25 
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Table 10. Overall Satisfaction with Quality of Service of Respondents 

Overall Satisfaction with Service Quality 

Excellent 

Very Good 

Moderately Good 

Poor 

Very Poor 

Total 

Missing 

Table 11. Satisfaction with Professional Care 

Satisfaction with Professional Care 

Excellent 

Very Good 

Moderately Good 

Poor 

Very Poor 

Total 

Missing 

Table 12. Satisfaction with Facilities 

Satisfaction with Facilities 

Excellent 

Very Good 

Moderately Good 

Poor 

Very Poor 

Total 

Missing 

No % 

20 33% 

29 48% 

9 15% 

2 3% 

2% 

61 100% 

No % 

26 43% 

25 42% 

6 10% 

2 3% 

2% 

60 100% 

2 

N Percentage 

15 25.4% 

22 37.3% 

16 27.1% 

3 5.1% 

3 5.1% 

59 

3 
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Table 13. Problems Reported by Respondents while Waiting for 
OPD Appointment 

No 

Delays with getting a date 15 

Unable to get information from the hospital 0 

Date cancelled 

Did not attend outpatients 4 

Total 20 

Missing 42 

Table 14. Waiting Time for First OPD Appointment 

Mean/Average waiting time approximately 37 days or just over five weeks 

Waiting Time No 

Within a week 8 

1 to 4 weeks 11 

4 - 8 weeks 12 

8 -12 weeks 4 

More than 12 weeks 4 

Total 39 

Missing 23 

Table 15. Waiting Time for Admission to Hospital 

Waiting Time No 

Less than a week 11 

1 to 4 weeks 11 

4 -8 weeks 6 

8 -12 weeks 7 

More than 12 weeks 2 

Total 37 

Missing 25 
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