
Assess the status of cases / investigations overseen by
the National Incident Management Team (NIMT) against
policies, procedures and processes so as to inform the
NIMT team of areas of further support and guidance.

Item Type Report

Authors Health Service Executive (HSE) Quality and Patient Safety
Directorate

Publisher Health Service Executive (HSE)

Download date 25/05/2023 02:37:44

Link to Item http://hdl.handle.net/10147/304831

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/304831


QPSA024/2012 

 

 

  
QQUUAALLIITTYY  &&  PPAATTIIEENNTT  SSAAFFEETTYY  RREEPPOORRTT  

 

Title: Assess the status of cases / investigations overseen by the 
National Incident Management Team (NIMT) against policies, 
procedures and processes so as to inform the NIMT team of 
areas of further support and guidance. 

Number: QPSA 024/2012 

Requester: John Kenny, Programme Manager, Quality and Patient Safety 
Directorate (QPSD) 

 1) Denise McArdle Audit Team 
Members:  2) Eileen Tormey 

Audit Sponsor: Edwina Dunne, Director of Quality & Patient Safety Audit Services
 

 

 

FINAL REPORT DISTRIBUTION 

Distribution Date:  28 /01/2013              

Name: Title: 

John Kenny Programme Manager, QPSD 

Edwina Dunne 
Director of Quality & Patient Safety Audit Services 
(QPSA) 

Cora McCaughan QPSD Co-Chair NIMT 

Maria Lordan Dunphy ISD Co- Chair NIMT 

 

 

 

 

 

 

 

 

 

 

 



 

QPSAT012 - Quality and Patient Safety Audit Report   2  

 

1. BACKGROUND  

A request was received from the Programme Manager, Quality and Patient Safety Directorate 
(QPSD) on November 29, 2012.  The request was to assess the status of cases/investigations 
overseen by the National Incident Management Team (NIMT) against policies, procedures and 
processes so as to inform the NIMT team of areas in need of further support and guidance. 

The audit team met with the Co-Chair of NIMT on December 4, 2013.  It was agreed that due to 
current resource constraints which made it difficult to monitor the status of a number of NIMT cases, 
two members of the Quality and Patient Safety Audit (QPSA) team would review and monitor an 
identified number of cases for a defined period of time. 

 

2. OBJECTIVES  

The objectives were: 

 To confirm the status of the identified cases 
 To identify cases where policy and processes have not been applied and reasons for same 
 To identify cases that require guidance and support 

 

3. ROLE OF NATIONAL INCIDENT MANAGEMENT TEAM (NIMT) 

The NIMT is responsible for overseeing incident management within the Health Service Executive 
(HSE).  The role of NIMT is to support and build the capability of local areas to manage and 
investigate incidents satisfactorily.  Most incidents do not require escalation to the NIMT as 
incidents are managed and investigated satisfactorily within RDO areas.  Certain cases are 
escalated to the NIMT according to agreed criteria. In most circumstances the NIMT supports, 
oversees and quality assures local investigations so as to enable local areas to continuously 
improve their incident management and investigation skills.  In a small number of cases, the NIMT 
plays a direct role in managing and investigating an incident. 
 
4. PROCESS 

Thirteen (13) cases were identified by the Co-Chair of the NIMT for the audit team to review and 
monitor.  The audit team familiarised themselves with the relevant policies and guidelines used by 
the NIMT (Appendix A).  Access to the Incident Information Management System (IIMS) was 
approved and training on the system was provided.  This information technology (IT) system assists 
with the management of all information relating to incidents which are managed at Regional 
Director of Operations (RDO) level and those that have been escalated to the NIMT. The audit team 
also received systems analysis investigation training via WebEx and teleconference. 

The audit team followed all confidentiality and data protection procedures in relation to all 
information regarding incidents and investigations. 

The NIMT meet fortnightly to discuss new cases that have been escalated to the team and case 
managers are appointed, if required.  The NIMT also assess the current status of cases where input 
and assistance has been requested within the RDO offices and decide whether certain cases can 
be de-escalated and managed at local level. 

 

Objective 1: Confirm the status of the identified cases. 

The audit team made contact with the relevant RDO offices to get a detailed update on all 13 
identified cases and to confirm the status of each case.  The IIMS system was updated regularly 
with the relevant information regarding the status of each case as they were all at various stages of 



 

QPSAT012 - Quality and Patient Safety Audit Report   3  

 

investigation.  This work was ongoing during the timeframe that the audit team were managing the 
cases. 

The audit team experienced effective and timely communication from the relevant risk managers, 
thus enabling prompt updates to the IIMS regarding the current status of the identified cases.  This 
represents good practice in accordance with the NIMT policies and processes. 

See below for brief update of cases.  To uphold confidentiality cases have been anonymised for the 
purpose of this report. 

QPSA Reference 
Number 

Status / Action 

QPSA/NIMT 001 Draft report reviewed by audit team using audit tool for 2009 guidelines. Report forwarded onto 
hospital management.  Request from RDO to hospital management to incorporate audit 
recommendations in to final report. Lead reviewer has now forwarded amended report to RDO 
and ISA Manager for action. 

QPSA/NIMT 002 Governance structures are being developed at this hospital to address the recommendation of 
this case. 

QPSA/NIMT 003 Continue to await feedback from Consultant Psychiatrist .Report due by February 2013. 

QPSA/NIMT 004 Legal proofing and factual accuracy returns are being considered by the review team.  Review 
team meeting on January 23 to finalise report so that meeting with family can be arranged. 

QPSA/NIMT 005 Report was sent to family.  Family responded with no comment and the report forwarded to 
their solicitor.  KGH to finalise report and inform family. 

QPSA/NIMT 006 Report has been completed with final copy to be reviewed by Risk Manger. 

QPSA/NIMT 007 RDO to approve new review team with provisional report due mid February 2013. 

QPSA/NIMT 008 Awaiting sign off of final report by executive management board which is expected in February 
2013. 

QPSA/NIMT 009 Amended report incorporating the amendments from Cora McCaughan will be available early 
February 2013. 

QPSA/NIMT 010 Final draft report almost complete. Report recommends that DML minimum dataset be adopted 
in relation to assessment care protocols and expected standards of care as guided by 
professional standards of practice.  

QPSA/NIMT 011 Final report to be completed by end of February 2013. 

QPSA/NIMT 012 Internal review almost complete. ISA Manager will provide update following review by Risk 
Manager by end of January 2013. 

QPSA/NIMT 013 Terms of reference uploaded on system. Investigation underway.  Draft report will be available 
mid February 2013.  

 
 

Objective 2: Identify cases where policy and processes have not been applied and identify 
the reasons for same.  

The audit team identified one draft report which was made available to the audit team for review.  
The audit team reviewed this draft investigation report to assess whether the process followed by 
the investigation/review team had followed the HSE Policy in relation to investigation methods in 
line with the HSE Toolkit for Incident Investigations and HSE Incident Management Policy and 
Procedure. This report was found to be compliant with national incident management guidelines 
and a report with findings and recommendations was forwarded to the relevant RDO office and 
uploaded on the IIMS system.  Following a request from the RDO the recommendations were 
incorporated into the final report.  
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Objective 3: Identify cases that require guidance and support 

The audit team identified a case which required guidance and support.  Assistance was given in 
relation to drafting the Terms of Reference ensuring that the November 2012 ‘Guideline for System 
Analysis Investigation of Incidents and Complaints’ was used.  The audit team liaised with a 
member of the National Ambulance Service (NAS) and provided support as required.   

 

5. CONCLUSION 

The audit team were satisfied that in the 13 cases identified, the HSE policies and procedures for 
the NIMT were adhered to accordingly.  The request was to assess the status of 
cases/investigations overseen by the NIMT against policies, procedures and processes.  Good 
communication exists between the RDO areas and the NIMT with awareness at local level of 
continued support and assistance available at all times from the NIMT. 

The audit team will meet with the Co-Chair of NIMT and give a detailed handover of the status of all 
13 identified cases to ensure that NIMT continue to monitor the status of the cases so it can 
continue to support and oversee the cases enabling the local areas to improve their incident 
management and investigation capabilities and skills. 

The audit team would like to acknowledge the co-operation, transparency and goodwill afforded to 
them by all members of the NIMT 
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 APPENDIX A 

 
 
Health Service Executive (2012), “Guidelines for Systems Analysis Investigation of 

Incidents and Complaints”.  
http://hsenet.hse.ie/2nR39zw9qZ8xyZ%2fJ6AYiow%3d%3d/eng/about/Who/quality
andpatientsafety/Quality_and_Patient_Safety_Documents/QPSDGL5211.pdf?Impo
rtedResourceId=2nR39zw9qZ8xyZ%2fJ6AYiow%3d%3d 

 
Health Service Executive Incident Management Policy and Procedure (2008) 
 
Toolkit of Documentation to support the Health Service Executive Incident Management (2009)  
 
 


