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Patients must come first  



Our Response 

• Accept & welcome 
 
 

• Platform for improvement 
 
 

• Time to re-energise YSYS    



Government Net Funding to HSE 
2008- 2015 
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14% drop 
5% increase 

Source: HSE monthly performance reports. Available at:  
http://www.hse.ie/eng/services/Publications/corporate/performancereports/MonthlyPRs.html 
Note: All figures presented are net of income charges 
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Employment Level Change  
2007-2014 



Aras Attracta  Portlaoise Hospital  

© RTE Primetime 



Report… 

• Timely 
 

• Platform for improvement 
 
 

• Absolute importance of the Patients voice  
 

•  A complaint is a present / a gift  
 
 



Building a high 
quality health 
service for a 
healthier Ireland 
Health Service Executive 
Corporate Plan 2015-2017 

Responding… 



Values 

9 

 
We will try to live our 

values every day 
and will continue to 
develop them over 
the course of this 

plan 

 

Care 
►We will provide care that is of the highest quality 
►We will deliver evidence based best practice 
►We will listen to the views and opinions of our patients and service 
users and consider them in how we plan and deliver our services 

Compassion 
►We will show respect, kindness, consideration and empathy in our 
communication and interaction with people 
►We will be courteous and open in our communication with people 
and recognise their fundamental worth 
►We will provide services with dignity and demonstrate 
professionalism at all times 
 
Trust 
►We will provide services in which people have trust and confidence 
►We will be open and transparent in how we provide services 
►We will show honesty, integrity, consistency and accountability in 
decisions and actions 

Learning 
►We will foster learning, innovative and creativity  
►We will support and encourage our workforce to achieve their full 
potential 
►We will acknowledge when something is wrong, apologise for it, 
take corrective action and learn from it 



Health Service Executive 
Corporate Plan 2015-2017 

Promote health and wellbeing as part of everything we do so that 
people will be healthier 

Goal 
1 

Goal 
2 

Goal 
3 

Goal 
4 

Goal 
5 

Provide fair, equitable and timely access to quality, safe 
health services that people need 

Foster a culture that is honest, compassionate, transparent 
and accountable 

Engage, develop and value our workforce to deliver the best 
possible care and services to the people who depend on them 

Manage resources in a way that delivers best health outcomes, 
improves people’s experience of using the service and 
demonstrates value for money 



Corporate Plan 2015 - 2017 Goal 3 



Corporate Plan 2015 - 2017 Goal 4 



2015 National Service Plan 

Quality Improvement Division  
 

Quality Assurance and Verification Division 
 



‘t 

People Caring For People       

QID, Health Service Executive and  
Disability Federation of Ireland 

 

 

Access Officer 
Training 

2014 / 2015  



 
Quality Assurance and Verification Division 

 
  

• Serious Adverse Events and Safety Incident 
Management 

• National Incident Management System 
• Learning form the experiences of Patients and 

Service Users (complaints)  
• Healthcare Audit 
• Corporate Risk Register 
• Medical Exposure Radiation Unit (MERU) 
• National Appeals Office 



Measuring Patient Experience in Acute Hospitals  



Hospital Group 
Patient Public 
Partnership  

• Outlining the role and 
responsibility of each staff 
member, not just the role of 
quality manager  
 

• Demonstrating the role of 
all staff from Board to Ward 
 

• Objectives and Resources 
identified at each level of 
patient-staff interaction 



Acute Hospitals Division   
• Review and develop solutions 
• Named individual at Divisional and Group level  
• Written proposal to HSE Directorate June 2015 
• Establish a patient partnership council at national level, 

supported by the implementation of group level plans  
• Develop and gather systematic patient feedback about 

their experience to include better complaints handling 
• Develop Complaints reporting & sharing of learning 

 

 



Quality Assurance & Verification Divsion  

• Lead on development of Implementation Plans 
to strengthen overall complaints management 
system – some already in place 
– Online complaints form now available  on hse.ie 
– Complaints policy updated May 2015  on hse.ie 

 

• Oversee implementation of  recommendations 
in Investigation Report 



QAV and all Divisions 
• Action plans by each Division - by 30th June 2015. 
• Continue to promote a culture of openness and 

candour when things go wrong  
• Clear pathways for ensuring learning  
• Complaints on safety agenda item on all Divisions, 

hospital group, CHO and individual service 
management meetings 

• A full review of complaints management structure - 
by mid-July 2015 

 



Clinical Nurse Managers 
Leadership Programmes 
 
National Implementation   

Caring Behaviours Assurance 
System  (Multidisciplinary) 

– Phase 1 Saolta West North 
West Hospital Group 

© choice 
dynamics 



Conclusion 

• Welcome report and are committed to
implementation of recommendations



HSE response to Office of the Ombudsman Invetigation Report  Learning to Get 

Better How Public Hospitals Handle Complaints.  Tony O Brien 27.05.2015 

Good morning. I wish to start by thanking the Ombudsman, Peter Tyndall for 

inviting me speak this morning on behalf of the health service.  

I am grateful to the Office of the Ombudsman for taking the initiative to carry out this 

Investigation.    I would like to commend the staff for the way the report is concluded and 

launched today.  

Slide 2 

It is also a great privilege to hear Sir Robert Francis QC speak on the lessons from the 

Mid Staffordshire Inquiries. For me this completes a picture when added to my own 

interaction with the previous Chairs of the Mid-Staffordshire NHS [Foundation] Trust. 

Professor John Caldwell (Chair from 2012) spoke at our Healthcare Leaders Masterclass 

in April 2014, and Sir Stephen Moss (Chairman from August 2009 until January 2012) 

addressed us last June 2014 speaking on The Boards role in Quality and Safety.  

Slide 3 

I wish to start by assuring the Ombudsman and colleagues here today that on behalf of 

the health services that the HSE not only accepts the report in full but also welcomes the 

findings and recommendations as an important aid to our learning to get better.    The 

report provides a very valuable platform for improving our complaints management 

system and sets out through its recommendations a means to improve the quality 

and safety of our services in a way that will deliver over time measurable benefits 

for patients and service users.  The Your Service Your Say, our complaints system, is 

a good foundation but it is time to renew that foundation and re-energise our 

complaints management in the context of this report; and also in the context of our 

reshaping of the health system, and in particular the emergence of the hospital 

groups. 
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Slide 4 Budget slide & Slide 5 Staff resources slide 

 

I do want to reflect on a little bit of what we heard this morning before detailing our 

commitments to improve.  I was struck when Sir Robert’s was charactering some of the 

circumstances in which things emerged in Mid-Staffordshire, that we also some of our 

own challenges here.   The national circumstance we have been through has seen a very 

significant extraction of resource from our health service. We have also seen significant 

extraction of personnel and these are clearly part of our starting position.  

 

I am acutely aware that our hospital managers have been required to manage for 

too long within significantly diminishing budgets, drastically reduced staff numbers 

and rapidly increasing demand for services.    This has caused immense pressures 

on management, staff and service users.   Nonetheless, our stakeholders rightly 

expect the health service to have people, processes and systems in place that result 

in delivering compassionate, high quality, safe care and services - always. 

 

We have therefore closely followed the lessons of Mid-Staffordshire – not just because of 

the similarities in our service delivery models and our own experience of service failures 

- but also because times of fiscal restraint and of restructuring carry inherent risks as well 

as opportunities and we need to be very mindful, all of us, to ensure that high quality, 

safe, patient-centred, compassionate care is protected and is a central feature of all the 

reform work we are currently engaged in.   

 

The Inquiries findings and subsequent work such as Don Berwick’s ‘A Promise to Learn 

– A commitment to Act’ have provided us with great insight into how to ensure that 

quality of care and patient safety remains our first priority; and the importance of a 

culture that prioritises care and compassion, hears patients and carers at all times; and 

fosters learning and embraces transparency, accountability and the growth of knowledge 

are key.   These important lessons have significantly influenced our approach to 

developing a patient safety culture in our health services and are explicitly referenced in 

our last two national service plans (2014 & 2015).    
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Slide 6 Aras Attracta & Portlaoise Hospital 

I specifically mention failings in our own system, and in so doing I am referencing both 

Aras Attracta and Portlaoise Hospital, because it is a great truism that brutal honesty has 

to be part of our assessment in recognising where we are and where we need to get to.   

Aras Attracta though not a hospital service has echoes of the Mid-Staffordshire where the 

voice of the patient and relatives/carers was not being heard.  Similarly in Portlaoise, red 

flags raised were not recognised, captured or acted upon. 

 

Both instances also highlight the fundamental human need to be cared for with 

dignity, respect and compassion, most especially at times of greatest need and of 

personal vulnerability i.e. when things have gone wrong in healthcare.  It is often 

said that   ‘Culture is how we do things around here’.  If that ‘how’ values 

compassionate care for patients, families and staff, then the culture creates a system 

where we all work together to seek and achieve compassionate, high quality safe care.  

We want our services to support an open, timely and consistent approach to 

communicating with patients/service users and their families especially when things go 

wrong in healthcare. This is also at the heart of today’s report.  

 

I would like to emphasise my own view that in overall terms the challenge we face 

involves mainly bad systems rather than bad people!  Most staff consistently display 

dedication, professionalism and desire to improve care and operational processes for 

the benefit of patients and the public.  But there are too many exceptions to this. 

 

In seeking the promotion of compassionate care, we must also seek to address the real 

causes of failure, builds a culture of safety that promotes and encourages open 

reporting and effective complaints management.   
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Slide 7 Today’s Report 

Today’s report is therefore very timely.  Hopefully we are emerging from a time of 

financial constraints – I believe we are.  Loosening of the nation’s purse strings will 

allow for meaningful changes in healthcare.   Not unlike Mid Staffordshire and many 

other health services, we are on a journey of change in our structures, our governance and 

system of leadership. It is critical that the patient remains the first and foremost priority 

and is above all other aims as we make all of those changes.   

 

Similar to the learning from Mid-Staffordshire, this ‘Investigation Report Learning to get 

better How public hospitals handle complaints’ by the Office of the Ombudsman 

highlights the absolute importance of the patient voice, and a culture that values person 

centeredness, patient safety, quality and learning.   And as we intensify our own 

implementation of our Open Disclosure Policy, which we will do; we must also work 

with our colleagues in the Department of Health to secure a much needed legal 

framework for open disclosure including a duty of candour.   

 

Today’s Report compels and allows us to re-focus our attention on the fundamental right 

to voice opinions, concerns, provide feedback, comments and to complain; and it 

compels us as leaders and managers to focus on creating a positive environment and a 

culture to encourage complaints.   Complaints, especially in service-driven businesses, 

are known as a ‘present or gift’ from the customer to the business/service.  In a 

commercial setting, we would invest heavily to capture those gifts.  

 

During the austerity years, administrative staff in our services became, if not an 

endangered species, then certainly a scarce commodity.  Unpalatable and impossible 

choices had to be made locally in the face of an exodus of staff and a government 

directed moratorium on recruitment verging on a fundamentalism on clerical and 

administrative recruitment.  It is against this backdrop that this investigation report notes 

that in many instances the role of complaints officers is all too often fractional (e.g. 

double jobbing) in nature with many competing demands on their time. This is not 

sustainable.  
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I believe that we must now and can now create an environment and culture in Irish 
healthcare where complaints are welcomed and encouraged as valuable feedback that 
help address incidences of poor care or service; are properly resourced and appropriately 
located and managed but also are used as a vital source of information on how services 
are working and in prompting and identifying improvements.  This will require devoting 
more resources to complaints services and handling.  I will be taking this report into 
battle with me in that regard. I give you a very firm commitment on that.  
 
Slide 8 Corporate Plan  
While acknowledging deficits and failings we must also recognise the actions that are 
already in progress and other planned actions as worthwhile, valuable and useful in 
listening, responding and improving our complaints system.   
 
The Ombudsman’s Investigation Report offers us a benchmark and a platform to work on 
improving our complaints system.   I know the Office of the Ombudsman is keen to be 
involved in review of implementation of the report and we are keen that this also 
happens.  I believe our Corporate Plan and other associated strategic changes in our 
health service delivery also enable improvement. The ambitions for our services outlined 
in our Corporate Plan 2015-2017 also details our approach to improving our engagement 
with patients and staff.    
 
I share the concern at the atypically low level of complaints in our hospitals.  The two 
main barriers reported are: 

i) the fear of repercussions for themselves or their relatives or  
ii) the feeling that it is a waste of time.   

Clearly we need to definitively change this.  
 
Slide 9 Values  
I believe underlying these two barriers is the unifying need to develop a stronger patient 
safety culture in Irish healthcare, where the values of compassion, caring, trust and 
learning are visible to all.   These are the values front and central in the new Corporate 
Plan 2015-2017.   Hearing from, dealing sensitively with and learning from the 
experiences of those who use our services is a priority as we seek to live out our 
values of Care Compassion Trust Learning.  
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Slide 10, 11 & 12.  Goals 
I also draw attention to the 5 Goals of the Corporate Plan and in particular Goal 3: Foster 
a culture that is honest, compassionate, transparent and accountable.  So as well as 
endeavouring to provide health and social care services with care and compassion, we 
have committed to the importance of being honest and open with our patients, those using 
our services, the public and our staff.   
 
To achieve Goal 3 and measure success, we will:  

• improve communication and engagement,  
• enhance information giving and listening,  
• enable patients to give feedback and encouraging patients and staff to highlight 

issues in an open manner,   
• Promote You and Your Health Service, our Patient Charter and improving 

feedback service (Your Service Your Say) enabling it to being a complete 
complaints lodging portal so that patients can readily make a comment, 
compliment or complaint.  

• And of course fully implementing the recommendations of this report.  
 
Goal 4 of the Corporate focuses on engaging staff and it is well known that ‘it’s the 
experiences of healthcare staff that shape patients’ experiences of care, for good or ill, 
not the other way round’ (Staff Care report UK 2014).  Staff engagement is measurable; 
it can be correlated with performance; and it varies from poor to great.    
 
Another benchmark that we have established in the recent Staff Survey – Have your Say 
2014. We are committed to measuring staff engagement each year.  Along with the 
Corporate Plan provide a clear benchmark of the scope of the leadership challenge we 
face.  Everyone in healthcare has a leadership role to play and I have no doubt that 
together we can collectively make the services much better over the next three years. 
Staff engagement is critical to this.  To support and enable our services in this area, the 
HSE is currently developing a new People Strategy - to be launched next Month.   
 
Slide 13: QPS Enablement Programme & Accountability Framework 
I mentioned earlier the importance of direct learning from Mid-Staffordshire and our own 
HSE and HIQA investigations.   Reflection has led to changes in how we provide 
leadership and management in the areas of quality and patient safety.   As detailed in our 
National Service Plan 2015, 

i) The Quality and Patient Safety Enablement Programme and  
ii)  The development of the Performance Accountability Framework for the Health 

Services.  
Are key to this.  
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Slide 14: Access slide  
One aspect of our Quality Improvement Programme is the implementation of the 
National Guidelines for Accessible Health and Social Care Services. I am happy to be 
able to say here today that all hospitals (and similarly each CHO area) have nominated 
access officers. Training of the final cohort of officers takes place tomorrow.  Once their 
delegation orders are completed, the Office of the Ombudsman, HIQA, and other 
NGO/advocacy groups will be notified of the persons for each hospital.   
The launch of our first National Guidelines for Accessible Health and Social Care 
Services earlier this year aims to enable staff to effectively and competently deal with 
issues arising from a person’s disability. To effectively and competently do this, there are 
challenges we must address and overcome.  Our biggest challenges may be the need to 
acknowledge that access is everyone’s responsibility, that it is people who make things 
accessible; and to understand that access is more than wheelchairs and automated doors.  
 
Slide 15 QAVD  
Under the leadership of Mr Patrick Lynch, National Director, the establishment of QAV 
Division is amongst other things, a key component of the HSE’s commitment to 
strengthening complaints handling across the health service. It is a key part to how we 
will respond to this Report.   Having complaints service in the QAV Division will also 
ensure that learning from complaints sits alongside learning from adverse incidents and 
confidential disclosure.  I have asked Patrick to lead on developing an implementation 
plan for strengthening our overall complaints management system in line with this 
Report. A new team reporting to the National Director is currently being put in 
place to lead this work.  
 
Slide 16:  Patient Experience Acute Hospital  
While the QAV Division will lead on further developing the HSE’s overall response to 
and learning from complaints, the Acute Hospitals Division will lead on 
implementation across the Hospital Groups.   The National Director for Acute 
Hospitals has appointed Ms. June Boulger as the National Lead for Patient and Public 
Partnership in the Acute Hospitals Division. 
 
Slide 17 PPP & Cork  
Work on exemplar projects such as the recently launched Cork Hospitals Doing it with 
us, not for us: strategic direction 2015 – 2018 is on-going.  This Strategy is about 
listening to patients, hearing and understanding what they are telling us, and taking their 
feedback and insights seriously.   This plan provides actions plans at individual patient 
care level, wards department clinical team level, clinical directorate and senior 
management team level, as well as individual hospital and Hospital Group level.    
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In this framework, the objectives and resources available and required for each level are 
clearly articulated.  Collectively implementation of this approach provides a powerful 
strategy for meaningful partnership with patients, their families, carers, advocacy groups 
and the public; and an important tool to improve the quality and safety of healthcare.   
Acute Hospitals will now promote this plan as a template for best practice across 
acute services in Ireland. 
 
As I referenced early we now need and will make an investment in complaints 
management at senior level as this investment has varied significantly from hospital 
to hospital despite the policy, Your Service Your Say, being in place.   Senior 
managers and clinicians have a very important role in the complaints process 
whether it be in prevention, access, early resolution of complaints, or closing the 
loop in relation to implementing improvements and sharing the learning.  Clinical 
accountability was highlighted as being a crucial element of the complaints 
management process that requires strengthening.  
 
Slide 18: Acute Hospitals Will  
Acute Hospitals will soon present a National Implementation Plan to the HSE Directorate 
in June including a comprehensive overall plan on measuring patient experience in acute 
hospitals.   
 
The Plan will include  

• Working with QAV Division to review Hospital Complaints and develop future 
proofed solutions that offer more options to patients and their relatives/carers 
better access to provide feedback, comments, compliments and complaints.   

• Ensuring there is a named individual at Divisional Level and within each Hospital 
Group responsible for leading the complaints management process within their 
service.  This individual must have sufficient seniority to ensure the effective and 
efficient management of complaints at each of these levels and the time to 
adequately fulfil this role. 

• Implement a plan for gathering systematic patient feedback about their 
experiences of healthcare across all acute services in Ireland. 

• Developing reporting on complaints in a more standardised and detailed manner – 
to include triangulation of data from different sources providing patients feedback 
and the need to look at emerging themes to inform planning and learning.  

• Strengthening Patient and Public Participation and to advise the hospital groups 
on implementing a strategy on patient and public participation.  

• Establishing a patient partnership council at national level, co-chaired by Liam 
Woods, supported through the implementation of group level plans.  
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Slide 19 QAV Division  
This morning we heard the video testimony of some service users who found that the 

system was not easy to navigate and access to complaints officers was often difficult.  

Participants also wanted acknowledgement that the service got it wrong and has learned 

as a result of them raising issues or concerns.  There was no standard approach taken by 

the hospitals in relation to highlighting the need for improvements and their 

implementation.  It is clear that access, staff training, better data gathering and analysis, 

onward reporting of complaints and better responses to include information on how we 

will use complaint findings to plan improvements and share learning must be further 

developed. We commit to address all of these matters. 

 
The HSE’s Open Disclosure policy will continue to be rolled out across our services.  We 
have a duty to promote a culture of openness and candour when things go wrong. As 
mentioned earlier we should also work with the department and other agencies to clarify 
legal duty of candour.  
 
There are currently more than 900 Complaints Officers throughout the HSE. Many of 
these are at a very junior level and carry multiple responsibilities. A full review within 
each division will be conducted to configure a new structure of complaints management 
that supports the nominated senior complaints manager. This review will be completed 
by mid-July 2015 and a report setting out the changes is to be submitted to Patrick Lynch 
by that date.  
 
Slide 20 QAV and other Divisions 
Complaints and Complaints Management (including reviewing the narrative of 
complaints) will become part of the formal quality and patient/ service user safety agenda 
item on all Divisions, hospital group, CHO and individual service management meetings. 
I have asked Patrick Lynch through National Performance Oversight Group (NPOG) to 
seek assurance from each National Director on a quarterly basis that this is happening. 
 
Each Division will strengthen its Audit function for Complaints Management.  These 
should be carried out on a regular basis, and subsequent recommendations and learning 
shared throughout the services.  
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Slide 21: Florence Programme and CBAS 
Before I conclude today I would also like to mention two important initiatives we are 

implementing to support staff in providing person-centered, compassionate safe care.  

These come from learning from Mid-Staffordshire.  One is the Florence Nightingale 

Foundation Programme that was developed in the aftermath of the Mid-Staffordshire 

reports. The other is the Caring Behaviors Assurance Programme or C-BAS.   

 

C-Bas training has commenced for multidisciplinary staff in all hospital across the Saolta 

West North West Hospital Group, with 60 quality champions being trained.  I have asked 

Office of the Nursing and Midwifery Services Director to lead on the roll out of the 

Florence Nightingale Foundation Programme for all Clinical Nurse Managers in our 

Hospitals initially.  We hope to have the first programme running by Summer/Autumn of 

this year.  

 
 
Slide 22 CONCLUSIONS  
 
I am happy to commit that unequivocally that the HSE though its Quality Assurance and 

Verification Division with the Acute Hospital Division and Hospital Groups will develop 

the action plan to oversee implementation of the recommendations in this specific Report.  

They will work with the Ombudsman Office and others as required realise and monitor 

implementation.  

 

To truly overcome these barriers we will need to address all aspects of complaints 

handling in a holistic manner. Today’s Investigation Report looked at complaints 

handling under the themes of access, process, response, learning and leadership. We 

accept the findings and welcome the recommendations.    

 

Thank you for your time today.  
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