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Foreword
The need for measurement and evaluation of workplace partnership processes 

is explicitly stated in both the Health Services Partnership Agreement and the 

Action Plan for People Management.

 

This publication, Learning from Partnership in the Health Services, is a 

collection of 6 case studies of partnership initiatives across the health and 

social services. It is evidence to the Health Services National Partnership 

Forum’s commitment to promote mainstreaming of the partnership process 

by publishing case studies which demonstrate such mainstreaming.

 

I wish to commend the managers, staff and trade union representatives who 

engaged in the initiatives described in these pages.

 

The case studies are evidence of measurement and evaluation at HSNPF 

level. Learning from Partnership in the Health Services can be seen as a 

companion to the HSNPF handbooks on measurement and evaluation, 

Partnership - Measuring and Evaluating.

 

All of these publications are available on www.hsnpf.ie or by contacting the 

HSNPF Office.

 

I would also like to record the thanks of HSNPF to Marie Brady of the Institute 

of Public Administration who researched and wrote up these case studies and 

to my colleagues in HSNPF who worked with Marie to produce this work.

 

Larry Walsh

Director, 

Health Services National Partnership Forum
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SUMMARY
This report reviews Workplace Partnership Initiatives in 6 selected sites in the health 

service, i.e. Galway University Hospitals (GUH); the National Maternity Hospital, 

Holles Street, Dublin (NMH); Clonakilty Community Hospital, Co. Cork; Regina House 

Residential Home for Older People, Kilrush, Co. Clare; Louth County Hospital, Dundalk 

(LCH), Co. Louth; and the Joint Department of Surgery in Our Lady of Lourdes Hospital, 

Drogheda (OLOL) and Louth County Hospital, Dundalk, Co. Louth. 

Its Terms of Reference were:

To produce a review that would capture the story of the projects, •	
outline their processes and outcomes and document how they were 

mainstreamed.

To work directly with the HSNPF working group to formulate the framework •	
for the review.

The review used direct consultation with staff in the 6 sites as its main approach, 

supplemented by a literature review of relevant documents. The process included 

structured interviews and focus groups with the key people involved in the initiatives, 

and also those affected by the outcomes of the initiatives. The accuracy of the case 

study reports was checked with each location prior to the completion of this document.

The findings from the review indicate that mainstreaming of the partnership approach 

is happening, at different paces across the health service. The positive outcomes from 

Partnership initiatives are being used as resources for change and innovation in various 

ways; through adoption of specific initiatives in other sites, through transfer of skills and 

processes acquired during the projects – especially problem solving and innovation 

– across participating organisations, and the establishment of systemic collaborative 

approaches in organisations. Projects with a more concrete outcome e.g. changing work 

practices, seemed to be easier to assess; if they were successful, observers assumed 

that the Partnership process was also effective and worth trying out in another setting.

All the case studies had improvements to service and patient care as their core 

purpose. They also had strong leaders (from unions and management) who had a clear 



vision of the benefits that a Partnership approach could bring, and they stuck to the 

approach through good times and bad. Partnership initiatives benefited from the active 

support of senior opinion formers and decision-makers locally.

HSNPF facilitators played different roles, and used a variety of skills, as the projects 

unfolded. Their knowledge and understanding of the projects, and their good working 

relationships with the Partnership group leaders, made this possible. 

Implementing the Partnership initiatives was not all ‘plain sailing’; those involved 

sometimes had to live with the scepticism and cynicism of colleagues at the initial 

stages of the project. 

Most projects (with the exception of GUH ) did not provide for formal monitoring and 

evaluation. Most Partnership groups did not formally review their group processes 

during the course of the projects. 

Comparison of the findings with international experience suggests that much of the 

learning from them is not isolated or unique, but is common to the experiences 

in other health systems. There is also much to be learned from the differences 

encountered.  
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REVIEW OF A SELECTED NUMBER OF HEALTH 
SERVICE INITIATIVES THAT WERE DEVELOPED 
THROUGH A WORKPLACE PARTNERSHIP 
PROCESS

1.  INTRODUCTION AND BACKGROUND

 Introduction

 This report is a review of Workplace Partnership Initiatives in 6 selected sites 

in the health service, i.e. Galway University Hospitals; the National Maternity 

Hospital, Holles Street, Dublin; Clonakilty Community Hospital, Co. Cork; Regina 

House Residential Home for Older People, Kilrush, Co. Clare; Louth County 

Hospital, Dundalk, Co. Louth; and the Joint Department of Surgery in Our Lady of 

Lourdes Hospital, Drogheda and Louth County Hospital, Dundalk, Co. Louth.

 The report was commissioned by the Health Services National Partnership Forum 

(HSNPF) and stemmed from the objective in its Service Plan for 2007

 “to review partnership projects with a view to mainstreaming successful and 

sustainable projects”.

1.2 Terms of Reference

 The project’s Terms of Reference were:

To produce a review that would capture the story of the projects, •	
outline their processes and outcomes and document how they were 

mainstreamed.

To work directly with the HSNPF working group to formulate the framework •	
for the review.

To undertake the review within a specified time period.•	

To produce a draft report of the review including:•	

An executive summary report	›



Main findings	›

Key learning points and recommendations	›

To edit the final draft report with the working group.•	

To develop a Power Point presentation for the HSNPF’s use and present it •	
to the Forum and its team.

The review document and materials arising from the review process would •	
be the intellectual property of the HSNPF.

1.3 Methods used

 The principal method used was direct consultation with staff in the 6 sites. The 

external consultant undertook the consultation process, which involved the use 

of structured interviews and focus groups. Members of the Partnership working 

groups spearheading the initiatives and HSNPF facilitators were the key people 

involved in the projects. These people were consulted in depth about three 

specific aspects:

The ‘story’ of the initiative itself.•	

The degree to which a partnership process was used to implement it.•	

The “ripple effect” of the initiative in diffusing the partnership approach •	
within the organisation and also within the wider health service.

 Other staff who were involved in the initiative, and affected by it, were also 

consulted in focus group settings, to get their perspectives on the Partnership 

process and the impact of the initiatives in promoting Partnership as the ‘default’ 

way of working in their organisation.

 The accuracy of the case study reports was checked with each location prior to 

the completion of this document.

 The consultation process was supplemented a by literature review of recent 

reports and documents relating to the Partnership process generally and also to 

the process in the health service.
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1.4 The Case Studies

 The six reference sites highlighted interesting similarities and also some 

differences. One feature is that the initiatives have moved at differing paces in 

embedding partnership as the ‘natural’ or ‘default’ way of doing business across 

their organisations. This reflects the differing environments and organisational 

cultures in which they are operating. 

 Some of the cases involved “whole system” approaches, where top 

management supported the Partnership philosophy and, with the HSNPF 

facilitators, embarked deliberately on a strategy to embed the philosophy, 

values and processes generally across their organisations (e.g. Galway University 

Hospitals, the National Maternity Hospital). Other cases “chose themselves”, 

and were born of significant organisational crises, where key opinion formers 

(management, staff and unions) recognised that things had to change urgently. 

In all 6 organisations, many staff in positions of influence (formal and informal) 

already possessed the partnership ‘mindset’. The unfreezing that the crisis 

situations produced presented them with an opportunity to step away from the 

traditional processes and adopt a partnership approach to resolve the crisis.

 All the cases shared a common theme of enthusiasm on the part of their 

promoters, high levels of leadership and personal commitment, and not a few 

struggles.

2. PARTNERSHIP AND MAINSTREAMING
2.1 What is Partnership?

 Workplace Partnership is an approach to change based on consultation which 

develops a shared understanding and a joint problem-solving approach, 

leading to consensus-based decision-making (1). Partnership structures and 

processes were formally introduced in the public service under the terms of 

the programme for government 1997; “Partnership 2000”. The Health Services 

National Partnership Forum (HSNPF) aims to make partnership approaches to 



change and innovation common practice in the health service. The characteristics 

of workplace Partnership in the health service were outlined in the HSNPF’s 

mission statement: 

 “working together for a better health service provides for a new active 

relationship in managing change characterised by employee participation and 

consultation, the development of joint objectives, co-operation and trust and the 

delivery of patient-focused quality health services”. (2)

2.2 Partnership and Organisational Performance

 Organisational innovation, adaptability and openness to change are the hallmarks 

of a high-performing organisation (3). Partnership approaches to change 

encourage and facilitate innovation in key areas of the workplace, in people 

management and development, in working practices and business processes. 

Partnership is characterised by activities such as effective communication, shared 

understanding, employee involvement and joint problem solving, all of which 

build trust and facilitate organisational innovation.(4)

2.3 Benefits from partnership are Multi-Facetted

 The benefits of a Partnership approach can be demonstrated at several levels:

 Service users benefit because:

They are better informed. •	

They are more involved in decision-making.•	

There is a more flexible approach to service delivery.•	

There are improved links with the community.•	
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 Organisations benefit through

Increased efficiency through the implementation of practices that promote •	
cost reduction or are cost-neutral, encourage top-down support for bottom-

up change and more effective service delivery etc.

Increased capacity for learning and problem solving through the •	
development of e.g. participative approaches to organisational challenges; 

evaluation-based approaches to improved quality; improved transfer of 

knowledge and expertise etc.

A new approach to human resources (HR) management from e.g. increased •	
focus on HR issues at senior management level; improved relationships with 

trade unions and a more people-focused organisational culture.

Staff also benefit from an improved quality of working life, mainly through 

involvement in problem solving and decision-making; increased staff autonomy, 

leading to increased job satisfaction; improved communication leading to reduced 

stress and increased trust between staff, trade unions and management. (5)

3. MAINSTREAMING THE PARTNERSHIP 
APPROACH THROUGH WORKPLACE 
PARTNERSHIP INITIATIVES

3.1  Characteristics of Mainstreaming

 The HSNPF has promoted and facilitated the implementation of positive 

partnership working through the implementation of a variety of Workplace 

Partnership Initiatives across the health and social services. The overall purpose 

of the initiatives is to effect positive change within their own specific settings, 

to help ‘mainstream’ the partnership approach by demonstrating the benefits 

of a collaborative way of working and to contribute to a mindset that supports 

partnership working.



 The characteristics of mainstreaming include:

The inclusion of something or someone, which is usually regarded as •	
separate and different to normal day-to-day activities of a service e.g. 

extended hours’ service with a clinical nurse specialist;

It is sustained by the organisation as part of it’s business plan.•	

It becomes part of the normal work practices.•	

It adds to the services offered to its internal and external customers.•	

The partnership process is utilised and its learning should be evident in the •	
day-to-day operational business of that service i.e. management, staff, trade 

unions are actively engaged with one another.

 Within this context, ‘mainstreaming’ can be viewed on a continuum where, at 

one end, organisations use the approach in parallel to their formal organisational 

structures and processes as a “once off” method of solving a problem or making 

a change, and at the other, where organisations have adopted the approach 

to the extent that it is embedded in the way the organisation goes about its 

business of problem solving, decision making and innovation. These approaches 

are sometimes referred to as “First Generation” and “Second Generation” 

Partnership (6). The essence of mainstreaming is that the organisation uses the 

experience from its workplace initiatives to transfer the learning from them into 

the organisation to reposition its communication, decision-making, consultation 

and problem-solving mechanisms to encourage joint approaches and to cover a 

wide range of organisational issues and challenges. Partnership is seen as part of 

everyone’s job description, and Partnership competencies are mainstreamed into 

induction programmes and various personal and organisational development 

programmes.

3.2 The Potential Benefits from Mainstreaming

 Significant potential gains are possible from mainstreaming partnership to 

“second generation” level. Its people centred approach to change, modernisation, 

improved performance and mutual gains will facilitate implementation of the 
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health strategy and the HSE Transformation Programme. Existing decision-

making and communication processes, if repositioned to facilitate a partnership 

approach, will increase innovation on a wide range of issues. Increased 

communication and consultation will occur at different levels of the organisation 

and increase trust between parties and reduce conflict in other processes, 

including industrial relations. It can promote multidisciplinary, team based 

approaches to modernisation and change, and the promotion of partnership 

competencies would empower health workers to participate effectively in 

implementation activities. (7)

3.3 Overcoming Barriers to Change – Learning from Previous Case Studies

 Previous case studies(8) have highlighted good practice behaviours enabling 

organisational innovation that, if mainstreamed, would reduce the barriers to 

change and increase the capacity for innovation and high performance across 

the health service. They are:

Encouraging learning and development.•	

Communicating effectively with staff.•	

Putting resources in place; time, people, money.•	

Measuring the impact of innovation on service delivery.•	

Developing new ways of working together.•	

Encouraging creativity and harvesting ideas.•	

Building trust through the pilot project.•	

Ensuring representation and the employee voice to get agreement for •	
change.

 The case studies that follow displayed many of these characteristics in their 

design and implementation.



4. THE CASE STUDIES

GALWAY UNIVERSITY HOSPITALS (GUH)
This initiative is about the establishment and improvement of staff meetings across the 

spectrum of GUH. It is an example of a “whole system” initiative aimed at broadening 

the partnership message and disseminating essential partnership skills widely across 

the organisation. 

Background

GUH is perhaps different from other Partnership sites in that a Partnership committee 

has been in operation there since the late 1990s, through the “Round Table” 

partnership process that existed in the former Western Health Board. The Round Table 

was established on the recommendation of the Labour Relations Advisory Service 

(LRAS). In its report (1997) the LRAS found that poor communication was at the 

root of many organisational issues and drew attention to poor top-down and lateral 

communication across the (former) Western Health Board generally.

The Issue

Staff meetings were identified as a key vehicle for ensuring effective communication at 

department and unit level. Anecdotally, it appeared that staff meetings did not exist in a 

number of areas in GUH.

Approach

The Partnership Committee agreed on an initiative to encourage and support regular 

staff meetings, and established a Partnership Steering Committee to guide it. The 

overall aim of the initiative was that “every employee has access to regular staff 

meetings and input into workplace decisions”. In 2005 a Project Worker/staff member 

was assigned to work on the project on a part time basis. It was envisaged that 

this project worker would work in close collaboration with the Partnership Steering 

Committee and the local HSNPF Facilitator.

From the outset, the Steering Committee agreed a participative approach to the work. 

The Project Worker and the local HSNPF facilitator worked closely with the Steering 
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Committee to design the overall approach. The strategy entailed:

Obtaining baseline data on needs through a survey of line managers about the •	
current situation and their willingness to become involved in the initiative.

Involving staff (line managers) in the design of appropriate services, and •	
ensuring they were well publicised.

Establishing ‘pilot sites’ that would act in the transfer of learning for the whole •	
organisation.

Getting the corporate perspective from the Hospital Executive Management •	
Team members as to how the aims of the initiative could best be assured.

From the analysis of the survey data and their own experience, the Steering Committee 

agreed to offer services relating to the following, which would be delivered by the 

Project Worker:

Initiating and setting up new staff meetings.•	

Assistance in running meetings.•	

Training for staff in effective staff meetings, through either open “all-comers” •	
sessions or on-site, unit-specific training. 

Assisting with existing staff meetings (evaluation and feedback).•	

Outcomes

The initiative was formally evaluated by a survey questionnaire, and the results have 

been very encouraging. 273 staff have attended training to date. The support and 

training provided has been very well received in terms of quality and relevance. Units 

that did not have regular staff meetings have them now. The training has made a 

positive difference to the quality of unit meetings: 

“It’s their (the staff’s) meeting” (rather than the line manager’s).•	

The meetings now have increased participation from all staff.•	

The structure and organisation of meetings have improved through having e.g. •	
open agendas (where staff members are free to add their items), templates 

that include action plans, minutes of decisions, yearly schedules etc.



Those attending staff meetings have commented on increased energy and 

enthusiasm coming from ‘the ground up’, including suggestions about innovations and 

improvements in service. They have also capitalised on the potential for delivering 

a more integrated service to the patient through meeting colleagues from different 

disciplines. They also have a keener appreciation of the roles of other disciplines and 

their concerns and issues: “has to be good for patient care”.

Key Success Factors/Learning Points

The Hospital Management Team actively supported the initiative, and provided •	
vital resources for it (part time Project Worker).

The approach was evidence-based. The findings from the Labour Relations •	
Commission Advisory Service provided the backdrop to the project. 

The initiative arose from the concerns of both union and management 

representatives that staff meetings were not taking place in areas throughout 

the hospital. The Partnership steering committee conducted an extensive 

consultation process before deciding about the strategy to be adopted. 

Furthermore, the formal evaluation of the project contributed to the further 

redesign and modification of the programme.

The strategy itself was negotiated in a participative manner, so those availing of •	
the support had, in fact, helped to design it.

There was a high degree of flexibility about what was on offer, so it could be •	
customised to meet individual needs.

Units and departments were invited to avail of what was on offer, and indeed •	
to make specific requests regarding content and focus. 

The project was promoted through information sessions (with Heads •	
of Departments and Senior Nursing Management), the production of a 

newsletter, email notices and word of mouth.

The steering group monitored and evaluated progress as the training and other •	
supports were delivered.
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The monthly staff meeting of Health Care Assistants in 
University College Hospital, Galway



CLONAKILTY COMMUNITY HOSPITAL, 
CLONAKILTY, CO CORK
Background

Clonakilty Community Hospital is an example where widespread dissatisfaction with 

the status quo in one part of the hospital provided the springboard for a workplace 

partnership initiative. The implementation of the initiative was dependent on key 

opinion formers having a partnership mindset at the outset, in order to initiate the 

process of change. Formal partnership structures were established when the change 

was initiated, and they provided the skills and commitment to implement it to a high 

standard of professionalism. 

Clonakilty Community Hospital is a community hospital for older people and has 

been in existence since the late 1800s. It has 194 beds. Some 160 people work in 

the hospital; 80 nurses, 20 healthcare assistants and 60 support staff. The hospital is 

divided into 4 units. Hospital residents come mostly from the locality and also from 

West Cork. Most are highly dependent. In keeping with the national trend, the numbers 

of people with dementia who are living in the hospital has increased over the years. 

The current Director of Nursing (DoN) took up her post in 2003. Prior to that, a 

member of the nursing staff had been ‘acting up’ in the position for several years. The 

hospital had been run on traditional hierarchical lines, and the philosophy of care took a 

task-centred approach.

The Issue

The issue was essentially the quality of care for the patients in the hospital. The number 

of patients with dementia had increased to 18. Their needs were different from those 

of the other patients but there was no dedicated service for them. Most of the patients 

with dementia were physically mobile. Some of the behaviour associated with their 

condition was distressing other patients. The West Cork Carers’ Association was critical 

of the general lack of resources at the hospital, but particularly of the upset caused to 

their elderly relatives by this mix of patients with dementia and other patients on the 

wards.
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Staff were under increasing pressure attempting to accommodate the patients with 

dementia, while at the same time trying to complete their regular nursing tasks. 

In order to improve the quality of care for all the patients in the hospital, it was agreed 

that a special Unit for people with dementia needed to be opened.

The Approach

1. The establishment of the Unit

The Director of Nursing and the Co-ordinator for Older People Services did some 

preliminary scoping of the development of a dedicated service for the residents with 

dementia. The DoN and the Co-ordinator for Older People Services became the 

“Development Team” for the initiative. They enlisted the help of experts in the field 

(Bradford University and the Dementia Services Information and Development Centre 

in St James Hospital, Dublin) and researched the evidence base for examples of 

best practice. The Area General Manager approved the conversion of one Unit in the 

hospital, at a cost of €100,000, into a ‘living space’ that would best meet the needs 

of dementia patients. The Director of Nursing invited expressions of interest from all 

the hospital staff to work in the new Unit. There was a relatively small response (14 

people) from nurses and healthcare assistants. With funding and practical assistance 

from the HSNPF, and significant input from the initiative’s Project Officer, the Director 

of Nursing organised workshops over 6 study days for the ‘volunteers’. Some of the 

workshops provided input from experts in the field of dementia care, which enabled 

staff to develop a person-centred philosophy of care for the new Unit before it opened. 

Care plans were expanded to include the social care element; staff in the Unit agreed 

to dress in the same colour (blue) regardless of discipline, in line with best practice. 

Other subjects in the workshops included interpersonal skills development e.g. effective 

communication.

2. Setting up Partnership Groups

The Unit opened formally in November 2004, with 10 patients (now 14). At the 

same time, a Partnership Group (of about 20 people) was established to support and 

sustain the continuing development of the Unit. It had a wide representation, including 

carers, hospital staff, management and trade unions, community-based health workers 



e.g. a Public Health Nurse and a general practitioner, and representatives of voluntary 

agencies. The group met regularly for a full day’s work. Every meeting included input 

from experts in dementia care, to build awareness and knowledge within the group. 

Four sub-groups were formed to work on different aspects of service development/

improvement, care mapping, use of alternative therapies, issue of appliances etc.

The sub-groups completed their work recently, and they are being replaced by a 

new Hospital Partnership Group, with an equally wide membership, to take the work 

of person-centred care forward throughout the hospital, and encourage relatives to 

become more involved in patient advocacy.

Outcomes

Staff consulted as part of this project (nurses, health care assistants, support staff) 

noticed a difference throughout the hospital within a fortnight of the opening of 

the new Unit. They observed significant improvements with the dementia patients. 

They were more relaxed, were sleeping and eating better, and continence levels 

improved. Other patients also noticed the more tranquil atmosphere around the 

hospital. Standards of care have improved through the work of the Partnership sub-

groups on care mapping, care recording etc. Staff have expressed satisfaction with the 

development, and are very enthusiastic about the improvements in quality of care, 

particularly for the dementia patients. The School of Nursing in University College, 

Cork, has just completed formal research to that effect, which will be published shortly. 

Some of the staff in the Unit are continuing their studies with the University of Bradford, 

and sharing the learning with their colleagues in the Unit. The plan now is to establish 

similar Partnership groups across other areas of the hospital to replicate the process of 

a joint approach to improving standards of care there.

This initiative was a prize-winner at the National Innovation Awards in October 2005.

Key Success Factors/Learning Points

The high level of dissatisfaction shared by patients and their families, and •	
the staff, provided a powerful impetus for action. This, together with strong 

leadership at senior levels in the hospital and outside it, helped galvanise a 

small number of change champions to take the lead.
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There was an emphasis on improving patient care and adopting best practice •	
from the start; there were also opportunities for staff to become familiar with a 

wider perspective on practices and standards of care.

The Director of Nursing invited, rather than dragooned, staff to participate. •	

Those who committed to the change were prepared to “take the heat” from •	
their colleagues, and live with the criticism and scepticism while it lasted.

The Director of Nursing was also sensitive to the hospital’s traditional culture, •	
and recognised the need to have the initial changes in place before the formal 

Partnership structures could be established.

The HSNPF facilitator also recognised the need for flexibility and supported •	
the initial stages in order to facilitate the subsequent establishment of the 

partnership groups.

Another critical success factor was the support and expertise the Local •	
Partnership Officer was able to provide to the initiative, not least because the 

organisation ensured she had protected time to do so.

A birthday party in Clonakilty Community Hospital
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REGINA HOUSE, KILRUSH 
Background

This case study of a realignment of work practices is another example of a “whole 

systems” approach, which was instigated by concerns for improved patient care, and 

enhancement of job satisfaction in the organisation. It entailed a restructuring of roles 

and responsibilities for nurses and support staff across the unit and the development 

of new dedicated multidisciplinary teams working in different areas in the residential 

unit. It resulted in a radical reorientation of the way nursing and support staff worked 

together and it also led to better levels of job satisfaction. 

Regina House has been operating since 1972 as a welfare home for elderly people in 

the locality. The Matron, one nurse and 9 support staff operated it. The residents were 

able-bodied and the emphasis was on social care and the “home” aspect. If residents 

got sick, they were transferred to Ennis General Hospital or St Joseph’s Hospital for 

Older People in Ennis. The Support Staff played a major role in the running of the 

home and staff and residents took pride in the high standards maintained in the home.

The mid to late 1990’s saw a sharp increase in the dependency levels of new 

admissions, many of whom required 24-hour nursing care. In 1996, 6 of the beds 

were designated for respite care for older adults in the community and in 2003 two 

beds were allocated for terminally ill people. This changed the balance of care required 

from personal care to nursing care. Four additional nurses were appointed to provide 

24-hour nursing care in line with best practice. Reporting, record-keeping and risk 

management assumed a higher profile and there was a need to fulfil the requirements 

set out by governing bodies such as An Bord Altranais and also the requirements 

of Health & Safety Legislation. Increased workloads and the changing nature of the 

work put pressure on the systems and processes that had worked well in the past. 

Relationships between nursing and support staff - which were previously harmonious 

- came under strain. Staff experienced frustration and stress and sick leave began to 

increase significantly, as did interpersonal conflict. All were worried about the impact 

this was having on patient care.
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The Issue

Increasing levels of frustration became evident as staff felt they could no longer 

maintain standards of patient care, cleanliness and order. 

The Director of Nursing (DoN) who had been appointed in 1998 was keenly aware 

that the way staff worked together needed to change fundamentally if Regina House 

was to continue to be a homely place for residents and a good place to work. The 

challenge was to change the way of working from the old systems and processes to 

dedicated teams of nurses and support staff working together in individual teams.

The Approach

The advent of the Team-Based Performance Management System (TBPM) and the 

introduction of Partnership provided an opportunity to develop a participative approach 

to the changes required. The Local Partnership Committee (LPC), made up of the 

Director of Nursing, two union representatives, a member of the support staff and a 

staff nurse, took the lead. Meetings for this group were arranged (facilitated by the 

HSNPF facilitator) to review the work practices and identify areas for change and 

improvement. Separate meetings were also arranged for all staff to keep them updated 

on progress and to make suggestions. At the same time, study visits were organised 

where multidisciplinary groups visited locations where team-based working was in 

operation and brought back the learning to their colleagues. Training and development 

was also provided (some by the HSNPF facilitator and some in conjunction with the 

introduction of TBPM). Following on from the unidisciplinary meetings, multidisciplinary 

groups shared the feedback from their work and devised a team-based approach to 

the work that involved three separate teams, each looking after a separate area in the 

home but available to each other for emergencies. This was essentially a job-redesign 

initiative with nurses and support staff working together as a team in an area organising 

their routines to fit in with the needs of the residents and each other, with the flexibility 

to respond when required to help out another area needing a short-term ‘dig out’.

The Outcome

The system went ‘live’ in June 2006. While improvements were apparent, serious 

issues still existed in relation to the definition of ‘emergency’. In September 2006, 

matters reached crisis point. The DoN, the unions and the HSNPF became actively 



involved. A solution was reached using a partnership approach, which has been 

adopted and is working well at present.

While the outcome was not achieved without a struggle, staff in focus groups report 

improvements in working relationships and immense relief that they are on good terms 

again with their colleagues. Anecdotally, patients notice the continuity of staff in their 

area and have got to know the nurses and support staff working there on an individual 

basis. This continuity has also helped to improve standards of social and nursing care, 

as well as the overall hospital environment. Staff also identified a new way of problem 

solving that they had acquired from the process that they can utilise in their day-to-day 

working together. Staff spoke of increased clarity about their own individual roles and 

the roles of others, and that this had enabled them to proceed confidently. Many also 

referred to increased levels of trust, and ‘how far they have come’ in the previous 6 or 

7 years. 

The overall outcome of more multidisciplinary team provided care has been achieved. 

This has also resulted in improved communication amongst staff disciplines, better 

working relationships, improved working environment and increased patient satisfaction.

Feedback from staff is positive. In their experience, issues that emerge are dealt with 

promptly, any changes that are needed will be piloted, evaluated and reviewed to 

ensure that they make the difference that they were intended to do. Induction of new 

staff has improved because each staff member knows what their role is, documentation 

in relation to each individual’s daily work schedule is placed conveniently in each work 

area. The unit is now divided into areas with teams working together to realise the 

vision that was set at the beginning of the process. 

Residents have stated that they now know who their key worker is, call bells are heard 

less frequently, and staff and residents enjoy a relaxed, calm environment.

Relatives and carers have complimented the staff on service provision. The majority of 

feedback received is in the form of oral comments and “Thank You” cards.

The process employed in Regina House is being utilised in two other community 

hospitals – Ennistymon, Co. Clare and Raheen Community Hospital, Co. Clare.
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Key Success Factors/Learning Points

The Director or Nursing brought a deep understanding of the process of •	
transformational change to the issue. She also respected the need for staff to 

mourn the passing of the “old ways of working” that were a source of pride 

and satisfaction to them.

Other staff, notably the union representatives were also deeply committed to •	
the Unit and to the needs of the elderly residents. They really wanted Regina 

House to be a place of which the community could be proud.

Senior management at corporate level provided ‘back room’ support and •	
encouragement for the DoN.

When the plans were finalised, the vast majority of the staff were prepared to •	
try out the new system and to trust in the strength of the problem-solving skills 

they had acquired to deal with problems on the way. They were prepared to 

take a risk and trust the process.

This process empowered staff to have their say and be listened too because •	
they were seen as the experts in their respective areas of employment. 

Meaningful consultations with realistic expectations of the outcomes are the 

key to equality of opportunity and fairness.

The atmosphere in the work environment has changed, staff indicate that they •	
are happy to come to work, the place is cleaner, performance has improved, 

everyone takes pride in what they do, everyone takes responsibility for their 

particular area and the needs of residents are met more efficiently.



Staff in Regina House, Kilrush, Co Clare
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NATIONAL MATERNITY HOSPITAL (NMH) 
COMMUNICATIONS IMPROVEMENT 
INITIATIVE
Background

This case study is an example of a “whole system” approach. It was prompted, not by 

a looming crisis, but a desire to improve a key component of successful partnership 

of open and transparent communication at all levels in the organisation, and also to 

provide a practical experience of partnership working to as many staff members as 

possible in the hospital. 

NMH is one of the three Dublin maternity hospitals, in operation since 1894.  The 

Hospital has a staff of over 700 WTEs (whole time equivalents) and it delivers in 

excess of 8,000 babies per year. The hospital is structured along traditional lines, with a 

Master (CEO), a Secretary/Manager and a Director of Midwifery and Nursing (DoMN) 

comprising the senior management team, together with the usual support functions of 

Human Resources, Finance etc. Committees undertake much of the ongoing work of 

the hospital. The hospital has been through the HIQA/IHSAB accreditation process and 

has a pre-accreditation level one award. 

The Issue

The need to improve two-way communication across the hospital had been identified 

in several ways:

A hospital staff survey conducted in 2004 highlighted a need to improve two-•	
way communication between staff and management, for the benefit of the 

organisation as a whole.

The hospital’s Partnership Committee undertook an extensive consultation •	
process across the hospital. The findings included a need for “considerable 

improvement” in communication between management and staff and a desire 

for more information to be more readily available and more easily accessible 

to all staff.



The recent accreditation process has advocated a more structured approach •	
to communication, and encourages staff to be proactive in opening 

communication channels across the hospital.

The Approach

The hospital’s Partnership Committee established a Communications Committee to 

work on the improvement of communications channels throughout the hospital. There 

are some 15 members on the committee, from across the hospital and representative 

of most disciplines. The committee has the active support of the CEO. Its Terms of 

Reference are:

To examine the various channels of communication in the hospital, e.g. •	
internet/intranet site, notice boards, use of emails, telephones, department 

meetings etc., identify areas of difficulty and suggest possible solutions; 

To improve cross-hospital communication by providing opportunities for staff •	
to mix in a social setting.

To make information available to staff members through the introduction of a •	
new hospital magazine.

To monitor communications and report to the Partnership Committee on a •	
regular basis.

Following the impact of the committee’s work, the Secretary/Manager has •	
recently requested the Committee to draw up a communications policy for the 

hospital. 

The Committee meets monthly for an hour. It maintains a clear focus on task deadlines, 

with minutes from the previous meeting and the ‘to do’ list for the meeting on the 

agenda. Members of the committee also meet in sub-groups to pursue specific projects 

in between full meetings of the Committee, e.g. Multi-Cultural Working Group to plan 

the hospital’s celebration of cultural diversity. This is an annual event run in conjunction 

with the national “Anti-Racism in the Workplace Week”. Staff from different countries 

display information about their home country, the catering department provide a varied 

and interesting menu with themed days for some of the key groups, and posters, flags 

and “welcomes” in the different languages are displayed throughout the hospital. 
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A key activity is the production of the hospital magazine, Special Delivery, which is 

published every quarter. The Committee’s policy is not to produce the magazine, but 

to offer the opportunity to staff in general. As a result, each issue is edited by different 

groups of staff, who volunteer for the job and can avail of the opportunity to provide a 

‘pen picture’ of their department. They can also raise awareness and understanding of 

their department and obtain profile for it and the staff working in it. The Committee has 

drawn up guidelines for the publication. Space is reserved for articles by the Executive 

Management Team, Partnership, Editorial and any other relevant developments e.g. Interim 

Development of NMH, Quality/Accreditation, Health & Safety, Environment etc. Hospital 

Committees are invited to provide information on their activities for the magazine. Articles 

of general interest are also included. The Communications Committee provides back-up 

support for each editorial team, and keeps in touch through regular meetings.

The Communications Committee also supports a wide variety of social activities. Many 

of the suggestions come from staff across the hospital. Those generating the idea are 

encouraged to ‘run with it’, with backup from the Committee. Activities include:

Golf outings•	

Table Quiz •	

Barbecues•	

Greyhound Races•	

Treasure hunts•	

Christmas party•	

Five-aside football•	

Book club•	

Children’s art competition•	

Craft Fair•	

Outcomes

Surveys undertaken on behalf of the Communications Committee indicate a high level of 

awareness, and an increasing readership of the hospital magazine. Staff are enthusiastic 



about taking on the editorial job every quarter, which gives them an opportunity to get a 

more in-depth appreciation of the work going on across the hospital. The magazine itself 

is an important vehicle for providing information about the hospital’s work and current 

developments to a wide range of staff. 

Staff events are also well attended. Those consulted at the focus groups agreed that 

the events were well publicised in advance and offered a wide choice to suit every 

taste. Activities that received ‘special mention’ included the book club, the five-aside, 

the greyhound races and the golf. The activities provided them with opportunities for 

socialising with colleagues whom they would not normally meet face-to-face. As a result, 

they found it easier to engage with them on the work front later and to adopt a more 

empathetic approach and be more open to seeing issues from each other’s perspective. 

Staff engaging directly on sub-committees to organise activities and edit the magazine 

also got an opportunity to work with colleagues they would not have known before.

Other benefits included getting feedback about the work of the various committees in 

the hospital. In this regard, the newsletter was effective in bringing people up to date and 

enabling them to know what was going on in the hospital. Holding regular departmental 

meetings (another recommendation from the consultative exercise the Communications 

Committee undertook) was seen as very helpful and enabled individuals to get their 

point of view across to colleagues. As a result, there was a better atmosphere at work, 

and a feeling of being treated with dignity. Colleagues were more approachable and 

easier to talk to.

However, staff identified some continuing problems with communication that, although 

not directly within the remit of the Communications Committee, influence the 

perception of the Partnership initiative. For example, there was a view that some of the 

hospital committees kept their business to themselves, and did not communicate with 

the rest of the hospital. There is also an observation that some relevant information from 

the Heads of Department meetings is not being shared at individual department level, 

especially in household and catering. This adds to the feeling that staff are not valued for 

their ideas, but ‘just to be told what to do’. In addition, some departments are seen to 

work independently of others, without keeping them abreast of events that would be 

relevant to them.
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Key Success Factors/Learning Points

The leadership styles of the Partnership “champions” were open and inclusive, •	
while remaining sensitive to the unique culture of the organization.

The processes employed by the Partnership group were very inclusive; •	
they invited, rather than expected, interest and involvement. Activities were 

organised that met the needs and interests of hospital staff.

Significant numbers of departments and staff volunteered to produce the •	
quarterly newsletter. This facilitated widespread acquisition of partnership 

process skills by those involved. It also allowed them to be associated with a 

“winner” because the newsletter is very popular.

Special Delivery – the NMH Newsletter



The Communications Committee at work in NMH

32



33

LOUTH COUNTY HOSPITAL MEDICAL 
RECORDS PROJECT
Background

The workplace initiative in Louth County Hospital (LCH) is an example in which learning 

from one site was shared and transferred to another. An issue identified in one site 

(relating to availability of medical records) and addressed through Partnership was 

subsequently identified independently in another. i.e. LCH. The experience of the first 

site was used and modified, with other information, to form the basis for an approach 

to change in LCH. 

Louth County Hospital (LCH) has a busy Casualty Department. Many of the patients 

require medical assessment. A high proportion of the patients are elderly, and they 

tend to have repeat visits to Casualty. Having been assessed in Casualty, they can move 

through other departments in the hospital as they undergo tests and, sometimes, be 

admitted to the wards.

At least 1000 patients’ charts are pulled every week. About 15 clerical staff are involved 

in chart management. Patients’ charts were tracked by the Medical Records staff using 

a manual chart tracking system. This required the completion of a tracer card when 

the chart left central filing. Ideally, when the chart moved with the patient from one 

department, the movement would be registered in central filing. In practice, the system 

did not allow for tracking the movement of charts between departments. As a result, 

a high proportion of charts could not be located or traced when patients presented 

in Casualty or as they moved subsequently through the various departments in the 

hospital. Medical Records staff would attempt to trace the chart through the hospital, 

often without success. Medical and nursing staff would have to proceed without 

access to the chart, duplicating work and adding to the inconvenience and concerns of 

patients, many of whom were elderly. It could also mean extended waits for treatment, 

repeat questions, and waits for drugs because there was no drug history available etc. 

Temporary charts would have to be made, requiring searches on the computer to 

retrieve information available on the original charts. The system was ineffective and 

time-wasting, sometimes resulting in repetition of tests and procedures.  



The Issue

Staff in Medical Records identified the need to move from the paper-based version of 

chart tracking to a computer-based Patient Document Tracking system that could keep 

a record of the movement of all charts within the hospital. Crucially, such a system 

would result in additional work for some – especially the clerical staff in the various 

departments in the hospital and the portering staff in Casualty at nighttime – and also 

extra responsibility. The person ‘moving’ the chart from one department to another 

would be responsible for ensuring that its movement was recorded accurately. For 

example, a nurse from the Casualty Department moving a patient to a medical ward 

would be named on the system as the person moving the chart.  

The Approach

With the encouragement of the HSNPF Facilitator, the Patient Document Tracking 

initiative got under way, with the Medical Records Manager taking a lead role. A 

multidisciplinary Partnership working group of clerical, nursing and portering staff was 

formed from across the areas relevant to chart tracking, e.g. wards, operating theatres, 

Patient Services, Admissions, Outpatients, Finance Department, HIPE and Casualty. 

Sub-groups visited Our Lady of Lourdes Hospital, Drogheda (OLOL) and Beaumont 

Hospital where similar systems had been installed and were operating successfully. 

Navan Hospital and LCH decided to partner on the initiative. Having assessed the 

experience in OLOL and Beaumont, the team decided to go ahead with a similar 

system, modified to suit LCH’s requirements. They obtained approval from the General 

Manager to purchase the necessary software (an add-on to the existing Hospital 

Information System) by highlighting the benefits that would follow, especially the 

elimination of time-wasting on the trail of missing charts.

The team held information sessions – tailored for different groups – to introduce the 

system, highlighting the problems caused by delays in locating charts and the benefits 

of the new system to that particular group. They also organised training for the clerical 

and portering staff involved in the tracking process.
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Outcomes

The new system has provided benefits for patients and the hospital.

For patients, it has resulted in speedy access to charts so that clinicians have timely 

information to e.g. medical history, medication etc. They do not have to repeat the 

information-giving process that causes stress and annoyance to many. Their test results 

can be associated with their charts and are therefore available to the clinicians involved 

in their care.

Clinicians have speedy access to information, facilitating accurate diagnosis and 

treatment. Medical Records staff have also benefited. The number of missing charts has 

dropped to near zero, and with it the laborious effort of trying to track them down. This 

has resulted in welcome time-saving on the administrative front.

Key Success Factors/Learning Points

The people involved in the initiative were very familiar with the workings of •	
the hospital, and could see clearly the multi-facetted nature of the problems 

associated with missing medical records. They were particularly clear about the 

inconvenience and worry caused to patients by the missing charts and were 

able to put themselves “in the patients’ shoes”.

The members of the partnership group already had a partnership mindset, •	
and already employed high levels of co-operation in problem-solving around 

missing charts.

The group was prepared to look at approaches that had worked elsewhere. •	
However, some members needed to be convinced more than others; they 

did not adopt other models ‘willy-nilly’ but ensured they would fit their specific 

circumstances. 



THE JOINT DEPARTMENT OF SURGERY IN 
LOUTH COUNTY HOSPITAL, DUNDALK, 
AND OUR LADY OF LOURDES HOSPITAL, 
DROGHEDA
Background

This initiative involved the establishment of a joint department of surgery in Louth 

County Hospital (LCH), Dundalk, and Our Lady of Lourdes Hospital (OLOL), Drogheda. 

The establishment of a joint department of surgery was mooted in 2004 as an 

innovative approach to improving patient care, preserving services and ensuring 

continuity of training for junior doctors in the (then) North Eastern Health Board (NEHB) 

region. The issues to be addressed included limitations and constraints on training 

accreditation for surgery in LCH; the lack of surgical specialty services; difficulties in 

implementing best practice guidelines and safety criteria for patients. The hospitals 

operated as two stand-alone units. Staff were under considerable pressure and job 

satisfaction was limited. Clinical staff had difficulty maintaining and developing their skills 

and competencies, and there were problems in recruiting and retaining staff. 

There was a possibility that the existing post of Senior House Officer (SHO) would be 

removed from LCH, leaving it without adequate medical cover for surgical patients on a 

24-hour basis.

In OLOL, inadequate bed and theatre capacity resulted in long waiting times for surgical 

treatment. 

The solution proposed was to establish a joint department of surgery across the two 

sites. The Consultant Surgical Group made a submission recommending the formation 

of a Joint Department of Surgery to the Royal College of Surgeons in 2003. The proposal 

recommended a single unit with 6 consultant surgeons working across two sites using a 

team approach to service delivery. There would be provision of general surgical services 

on two sites together with development of specialty surgical services. Contractual 

amendments would need to be agreed with consultant surgeons for cross site working.
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The proposal was seen as having the potential to improve standards of patient care (by 

locating different levels of surgery more appropriately between the hospitals and also by 

ensuring continuing medical cover in LCH); to provide a speedier service to patients (by 

clearing the waiting list in OLOL); to ensure junior doctors received adequate surgical 

training (by rotating junior doctors across the two hospitals); and to make optimum use of 

the infrastructure and facilities available. Hospital consultants (e.g. surgeons, anaesthetists) 

would work across both sites as required. Comhairle na nOspidéal were approached, and 

approved the idea in principle. 

The project was not managed through Partnership in the initial stages. While the need for 

change was referred to in a general way at regular staff meetings in LCH and OLOL, there 

was no common understanding among the staff in both hospitals of what was actually in 

prospect. Discussions on the proposed changes took place at decision levels away from 

the people who would have to lead and implement them. Decisions that could affect LCH 

appeared to be discussed and finalised without the direct involvement of LCH staff. There 

were no established communication links with the people who would be directly involved 

in LCH and OLOL. Staff in LCH were not always kept abreast of events; some reported 

first hearing about the proposal on local radio. Others perceived the proposed change as 

merely continuing the pattern of withdrawal of services from LCH. There was a real danger 

that the proposal would go “off the rails” and that working relations in the hospitals would 

deteriorate.

The Issue

The challenge was to establish the joint department in LCH and OLOL by enlisting the 

active collaboration of staff on both sites, and recover the ground lost by what seemed a 

unilateral approach at the beginning. This would require the development of a process, 

with Partnership at its core, to plan and implement the joint department concept. 

The Approach

The Plan for the Joint Department was presented to stakeholders by the consultant 

surgeons and Group Manager. There was also an open forum meeting for staff on the 

LCH site which the Group Manager addressed. These meetings were held to debate 

the plan and logistical and operational issues. The aim of these meetings was to gain a 

consensus and confidence in the system being proposed. 



Staff at the meetings expressed their concerns in respect of patient safety and on-

call cover out-of-hours and at weekends. Following a Partnership meeting the Joint 

Chairpersons of Partnership in Louth County Hospital wrote to the CEO in June 

2004, on behalf of the Partnership Committee, requesting a partnership approach 

to the setting up of the department. Representatives of the then NEHB Regional 

Partnership Group (the Joint Chairs from LCH and OLOL) carried out a review of the 

communication and consultation process surrounding the decision to implement a 

Joint Surgical Department across the two hospitals. The report recommended (a) a 

Partnership approach to the initiative, and (b) a strategy for improved communications 

about all aspects of the project.  A Joint Steering Committee was established. The 

Committee convened a meeting of all staff involved, facilitated by the HSNPF facilitator. 

Much of the hurt and dissatisfaction that people had experienced with the process 

to date emerged and was acknowledged at the meeting. People agreed to adopt a 

Partnership approach. Ground rules and a working process were established, including 

a system for open and speedy communication across both hospitals. The group 

identified areas for further work if a joint department was to be established e.g. Medical 

Records, Theatres, Anaesthesia, Protocols and Practices, and nominated or invited 

suitable individuals to form subgroups. The leads from each subgroup reported back to 

the Steering Group and the work progressed enabling the Joint Department to ‘go live’ 

in 2006. 

The Outcome

The outcome has been positive on several fronts:

The transfer of minor and elective procedures to LCH has cleared the waiting •	
lists in OLOL. Patients are opting to go to LCH; any original reluctance on their 

part to attend in Dundalk rather than Drogheda has disappeared.

The results of a patient satisfaction survey (telephone survey, structured •	
interview of 25% of patients) suggest a high level of satisfaction with (a) the 

speed of the service and (b) the quality of care.

LCH obtained sanction to employ a surgical Registrar, ensuring night-time •	
medical cover at the hospital.

38



39

Accreditation for training of junior doctors is assured, so LCH and OLOL •	
continue to be on the training rota for junior doctors.

Other hospitals, notably Portiuncula in Ballinasloe and Roscommon General •	
Hospital, have expressed interest in the idea of joint departments and see the 

experience of LCH and OLOL as a model.

The initiative was a winner in the 2006 HSE Innovation Awards.•	

The positive outcome has not been achieved without pain. Some staff in LCH •	
experienced a sense of loss and ‘downskilling’ following the transfer of more 

acute surgery to OLOL. However, this is compensated for by the knowledge 

that the service has become more productive across the two sites, and that it 

has become more evidence-based, with validated waiting lists and protocols in 

place.

Key Success Factors/Learning Points

The Partnership ethos was already well established in LCH, less so in OLOL. Staff in 

LCH were tenacious in their belief and determination that the Partnership approach was 

the only way to go, and used Partnership principles to help route the change process 

through Partnership.

Using a collaborative process proved crucial to the success of the venture.

Partnership represented a significantly different way from the old, adversarial approach. 

At times, it was a challenge for people to be mindful of the process they had signed up 

to, and to be confident it would produce results.

The process was challenged several times throughout the course of planning and 

implementation. It stood up well to the pressure, proving to be robust and dependable, 

as well as effective.

Effective communication is the lifeblood of change; without it, trust and confidence wither.

There can be high personal costs for the individuals involved in a change process. 

In this case, the individuals were prepared to see beyond their personal issues and 

support developments in the interests of a better service for patients and for the wider 

population. 
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Skilled facilitation and astute judgment were required to work towards a positive 

outcome at the initial meetings of the working group. Individuals were enabled to 

speak freely, and hurt was acknowledged in a constructive way. This allowed people to 

‘move on’, appreciate the different perspectives being expressed, and give the process a 

chance to succeed.

It is anticipated that the Joint Departments model will be used for further service 

developments across LCH and OLOL. There is a concern to ensure that the learning 

from this initiative, especially about the importance of transparent communication and 

the use of a participative process from the outset, is not lost to the system but used as 

the basis for a successful joint approach in the future.

Our Lady of Lourdes Hospital, the Boyne Bridge and 
Dundalk Hospital
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5. MAIN FINDINGS FROM THE CASE STUDIES
5.1 Partnership initiatives seek to demonstrate that a partnership approach to 

managing change and solving problems is a better way of doing business for 

all concerned. The challenge is to enable the learning from both the task that 

the initiative sought to accomplish (the “what”), and the process by which 

it was accomplished (the “how”) to jump the tracks into the mainstream of 

organisational structures and systems.

 5.2 Mainstreaming of the partnership approach is happening, at different paces 

across the health service. The positive outcomes from Partnership initiatives are 

being used to leverage change and innovation in various ways. There is evidence 

of direct transfer of learning from the partnership experience in one site to other, 

similar initiatives in other organisations e.g. medical records in Louth County 

Hospital. In other sites, there is evidence that the skills and the processes used 

by people participating in the projects are enabling them and other colleagues 

to contribute more fully to partnership activities as demonstrated in the National 

Maternity Hospital. In other areas, changes to systemic processes are being 

mainstreamed across the organisation as a result of the workplace initiative e.g. 

Galway University Hospitals. Other examples involve transferring the learning 

acquired from resolving a significant problem in one part of the organisation and 

applying it in other departments e.g. Clonakilty. In another site, Regina House, 

the initiative was to mainstream the partnership process across the organisation 

as a new way of multidisciplinary working and problem solving.  

 Feedback from the formal evaluation in Galway University Hospital suggests 

that communication and multidisciplinary decision making has improved in the 

departments that received training and development through the Partnership 

initiative. Partnership has now become the preferred way of working in Regina 

House as a result of the changes in work practices throughout the hospital 

brought about by the Partnership project. Similarly, a new Partnership Committee 

is being established in Clonakilty District Hospital to promote a more person-

centred approach to care in other Units, because of the success with the 
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dementia patients. The feedback from staff in Louth County Hospital and in 

National Maternity Hospital during the focus groups suggest that staff are working 

more closely together and that trust and confidence is developing in several 

areas.

 Many of the sites have attracted interest from other parts of the health system, 

and staff are sharing their learning with colleagues from different organisations 

and regions around the country.

5.3  All the case studies identified improvements to service and patient care as their 

core purpose. This was the driving force that brought the partners together and 

helped them persevere when difficulties arose. The improvements could be 

direct e.g. establishing a dedicated Unit in Clonakilty, or indirect e.g. ensuring that 

patients’ charts were available on request in LCH. They did not focus directly 

on the interests of other stakeholders as outlined in the Statement of Common 

Interests contained in the Health Services Partnership Agreement. Patient care 

and service improvement were clearly paramount. However, using the Statement 

of Common Interests would provide an opportunity to identify further objectives 

and demonstrate the additional benefits from the projects.

5.4  All the projects had strong leaders (from unions and management) who had 

a clear vision of the benefits that a Partnership approach could bring, and they 

stuck to the approach through good times and bad. They provided support and 

encouragement for other colleagues in the group. Although, in some cases, 

the projects they were leading could be seen as part of their organisational 

responsibilities, most of them took on a heavy workload with the Partnership 

project in terms of organising, co-ordinating and planning the work, well over and 

above normal hours.

5.5  Partnership initiatives benefited from the active support of senior opinion formers 

and decision-makers locally. It was easier to get a project off the ground where 

the most senior manager in the organisation was spearheading it and union 

representatives supported it. The moral and practical support of senior managers 

at corporate level was also essential. 
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5.6  Different sites used the Partnership concept in two different ways, either as a 

means to an end, or as an end in itself. Both ways can be effective in embedding 

the Partnership approach. For example, several sites had identified significant 

changes that they needed to make in their organisations as demonstrated in 

Louth County Hospital and Regina House. They used Partnership as a means 

to help them make those changes. The project leaders were already convinced 

about the merits of the Partnership philosophy and recognised that it was the 

best way to provide a quality service, during the change process itself and after 

the changes had been implemented. Others viewed the implementation of a 

Partnership approach as an end in itself, and chose projects specifically designed 

to promote the Partnership way of working across the organisation, e.g. Galway 

University Hospitals, National Maternity Hospitals. 

5.7  HSNPF facilitators provided a variety of supports to the Partnership projects. 

All were directly involved in encouraging and facilitating the start-up phase; 

many were involved throughout the entire project. Some provided funding for 

training and development at the initial stages, while others provided training and 

development directly. Others were called in at ‘crisis points’ to provide behind 

the scenes encouragement and support, or to get involved directly in facilitating 

conflict resolution. The nature of the projects, and the events that occurred as 

they unfolded, dictated the contribution of the HSNPF facilitator. The facilitators’ 

own skills, together with their knowledge and understanding of the projects, and 

their good working relationships with the Partnership group leaders, made this 

possible. Sometimes they had to provide containment for stormy sessions, to 

enable groups work through doubt and mistrust and reach commitment to the 

participative process they were taking on. Occasionally they also had to hold the 

line with senior managers and union representatives. Their independent status as 

part of HSNPF enabled them to be effective in crisis and conflict situations.

5.8 The nature of the projects affected their ‘transfer appeal’. Those projects with a 

concrete outcome e.g. changing work practices, seemed to be easier to assess; 

if they were successful, observers assumed that the Partnership process was 

also effective and worth trying out in another setting. Projects with less tangible 



outputs e.g. improving communication, did not have this advantage, and the 

learning from the process was more difficult to transfer back into the system. 

5.9 Implementing the Partnership initiatives was not all ‘plain sailing’! Some 

members of Partnership groups had to carry the scepticism and cynicism of 

colleagues at the initial stages of the project. This called for strong leadership 

qualities and the need for support from other members of the Partnership group. 

The criticism abated when the project was seen to be succeeding.

5.10  Some projects ran into difficulties when events occurred during implementation 

that the team had not predicted in advance, e.g. unforeseen circumstances, 

short-term emergencies etc. In these situations the group was willing to 

persevere because members appreciated the potential for improvement, and 

had built up sufficient trust in the Partnership approach to put it to the test. When 

this trust was rewarded, it demonstrated how robust the process was, and gave 

them confidence to use the approach in other settings.

5.11 Most projects (with the exception of Galway University Hospitals) did not provide 

for formal monitoring and evaluation. Members of the Partnership groups were 

aware of progress being made, and difficulties encountered on a day-to-day 

basis, and had a good sense of the expected outcome. However, a more formal 

approach to monitoring and evaluation would add significantly to the status of 

the projects and to the transfer of learning. It would benefit the staff directly 

involved in the projects by enabling them to reflect on the challenges they faced 

and the progress they made. The wider health service would also benefit through 

the transfer of learning that these evaluations would make possible.

5.12 Most Partnership groups did not formally review their group processes during 

the course of the projects. Several referred to the benefits of reviewing their 

experiences as part of this exercise. Again, monitoring the development of 

Partnership group processes would add considerably to group learning and to 

the transfer of learning to the wider system, especially if “lessons for the system” 

were included in the review.

44



45

6. COMPARISON WITH THE INTERNATIONAL 
EXPERIENCE

This section locates the six case studies in this review within a wider body of evidence 

on partnership working in the health service, and also on the dissemination and 

implementation of innovations in the sector. While the number of case studies was, 

of necessity, limited, comparison of the findings suggests that much of the learning 

from them is not isolated or unique, but is common to the experiences in other health 

systems. There is also much to be learned from the differences encountered.  

The Irish Workplace Partnership Initiatives are participants in a collaborative International 

Action Research Project (IARP) (9,10) which aims to share the experience of workplace 

partnership between healthcare providers and unions in Ireland, north and south, 

and five major medical centres in New York. In spite of significant differences in the 

structure, funding and operations of the healthcare systems within which they function, 

there are striking similarities in the lessons learned across the various sites.

Many of the issues addressed in the IARP sites are shared across the three healthcare 

systems.  Experience from the IARP demonstrates that the partnership approach can 

work successfully in quite different settings. A desire to improve patient care and 

conditions was the over-riding driver in most of the sites in the IARP, including the Irish 

ones. (Interestingly, the New York sites were more explicit in their identification of other 

Common Interests e.g. worker and union interests, business needs etc.).

Other common drivers were a keenly felt need for change amongst staff, and a hostile 

external environment. These acted as counterbalances to the resistance generated by 

conflict and some staff cynicism at the outset. 

Where management and staff recognised, together, that they faced common 

challenges, common goals, roles and responsibilities were easier to clarify and the 

project partners were able to make progress from the start.

The crucial role of senior figures is a key finding across all IARP sites. The evidence is 

very clear that senior leaders (management and union) need to be involved proactively 

from the outset, to provide legitimacy for the project, to demonstrate that the 



organisation valued it, to act as advocates and guides and, where necessary, to remove 

road-blocks on the way. Senior management support also facilitated the establishment 

of clarity around goals and roles, and helped define the decision-making power within 

the partnership project team.

Another striking similarity is the importance of communications as a key to improved 

working relationships. Many of the IARP sites deliberately designed and used structured 

communications channels to ensure the timely flow of information to project partners 

and to the organisation as a whole. The same can be said for the 6 sites in the case 

studies in this review. As a result, trust and confidence increased. It was then possible 

to move away from confrontational to collaborative processes, which took time, but 

reaped long-term rewards and facilitated the implementation of change and innovation.

Both Irish and US sites highlighted the importance of providing skills development 

opportunities for partnership members, especially on solution-focussed problem solving 

and action planning. These provided members with a common (neutral) language, a 

positive orientation to action, and the practical skills to work speedily and effectively 

together.

One area where experience differs significantly relates to the availability and use of data 

and information. The IARP sites in New York used a more data-driven approach, often 

spending several months analysing detailed operational statistics as a precursor to the 

change process. They also made more extensive use of performance tools to track and 

monitor critical areas as the projects unfolded.  This data-driven approach is in keeping 

with the structure and culture of the US health system; it also provided opportunities for 

senior managers to demonstrate that the projects were valued by the organisation and 

that the outcomes were being taken seriously.  

It is interesting to note that the challenges the Irish system faces are shared by the IARP 

partners in the USA. They, too, are striving to ensure that projects are sustained once 

they have reached their goals, and to leverage project work to maintain a partnership 

approach to all work practices. They also recognise the challenge in preparing 

management and union leaders to support joint work.

In a broad-ranging review on the spread and sustainability of innovations, How to 
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Spread Good Ideas (11), the National Health Service in the UK has identified important 

individual, organisational and environmental attributes that help the dissemination and 

implementation of new ideas and practices in the health service. These include strong 

leadership, clear strategic vision, good managerial relations, a climate conducive to 

experimentation, and effective monitoring and feedback systems based on high quality 

data. Pressure for change from the external environment also acts as a catalyst for 

change. Many of these attributes are evident in the case studies in this review.

Not surprisingly, organisations providing a receptive context for change are more likely 

to adopt and implement innovations. Those with a “learning organisation” culture (i.e. 

with explicit values and goals that support the capturing and sharing of knowledge) 

are better able to assimilate innovation. The 6 case studies in this review all provided 

examples of proactive leadership directed at enabling the sharing of knowledge and 

information. For the most part (though not exclusively), this happened informally 

rather than through a structured organisational approach. Continued efforts to establish 

a knowledge-based, learning culture, will help provide the conditions in which 

collaborative approaches to work and service improvement will become the norm. 

The NHS review also found that early and widespread involvement of staff at all levels 

improves the chances of implementing and sustaining innovations. So does the support 

of top management and their advocacy of the implementation process. The 6 case 

studies in this review reveal a similar experience. Where the process was participative 

from the outset, management, staff and unions could begin to trust it from an early 

stage, thus facilitating speedy progress. Where the build-up was slower, progress was 

more gradual.

The NHS review found that individuals were more likely to implement changes if they 

were motivated and capable of the effort required. Likewise, the 6 case studies in this 

review highlighted high levels of personal and group motivation when people could 

“buy into” the change process being used. Individuals were also willing to learn new 

skills and approaches to service planning and delivery. 

Where innovations were perceived to be complex, the NHS review found that practical 

experience and demonstrations, and the ability to experiment and customise, also 



helped. All the sites in the case studies, Clonakilty, Kilrush, and Dundalk, providie 

valuable “demonstration grounds” to encourage others to follow suit. 

Professional and social networks have been identified as a dominant mechanism for 

promoting the adoption of innovations, by providing information and advice, and an 

opportunity for people from different organisations to “make sense” together of new 

ideas and approaches. There is evidence that some of the Partnership initiatives have 

received publicity, notably through the Health Service Executive (HSE) Innovation 

Awards Scheme. Perhaps organisations could do more to encourage the sharing of 

knowledge and experience, by actively supporting networking across organisations, and 

ensuring that learnings from the initiatives are passed back into the system. 

Some of the findings from these 6 case studies tally with those in “Learning in 

Partnership: A Review of Health Services Partnership” (12) carried out in 2004. 

The 2004 review highlighted the importance of top management support for, and 

balanced membership (including clinical and union) in, Partnership Committees. The 

critical factors emerging from this report are the importance of active support and 

involvement of local senior management, who are, in turn, supported at a distance by 

senior management at corporate level, together with input from clinical staff on specific 

project working groups. The essential element was that these key local opinion formers 

and decision-makers were actively involved in the changes and problem solving 

processes on the ground.

Another common thread between the two reports is the importance of the interest 

and enthusiasm of the Joint Chairs, the facilitators and individual members of the 

Partnership Committee, in promoting a partnership approach. 

The observation in Learning from Partnership that “mainstreaming is emerging 

organically”, is very much in line with the experience from the case studies in this 

review. So also is the finding that participative management styles among senior 

managers, and a real desire to use a participative process to do business, is a major 

driver for mainstreaming.
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7.  RECOMMENDATIONS
This review presented an opportunity for some Partnership groups to celebrate the 

work they had done, and to look back and see the progress and improvements that 

had occurred. The review provided an opportunity for some of those involved to get 

personal affirmation of the work from users of the services they provided, that they had 

not received before.

It can be ‘tough out there’ for Partnership groups. Team members can be subject to 

criticism; they need support and encouragement. Senior opinion formers (management 

and unions) need to be aware of this, and provide active support and encouragement. 

Monitor and evaluate Partnership initiatives, to acknowledge the progress achieved 

and provide for transfer of learning across the health system. Use Key Performance 

Indicators (KPIs) especially for medium and long-term initiatives, to help this process.  

KPIs that are based on the Statement of Common Interests model will provide a 

comprehensive picture of the impact and benefits of the Partnership approach for the 

main stakeholders involved.

Ensure that the task of mainstreaming the Partnership approach is on the performance 

agenda for senior management and union partners by e.g. including it in the 

organisation’s annual Service Plan.

Support the flow of information and ideas from the workplace initiatives within and 

between health service organisations.

Publicise the relevant findings from monitoring and evaluation widely, in the interests of 

organisational and system learning. 

Implement the recommendations in “Learning from Partnership” about mainstreaming, 

especially Recommendation 4.2 about disseminating best practice experience.

The role of the HSNPF facilitator is crucial in providing support to encourage and 

implement a Partnership approach at local level. HSNPF facilitators should review their 

own experience with a view to sharing the learning and supporting each other.
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