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Orla Healy, National Clinical Director, Quality and Patient Safety.
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e using data to inform improvements
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systems of care and sustainable improvements.
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e QPS Connect: Communicating, sharing learning and making connections.
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Foreword

It is very challenging in any large complex healthcare organisation such as the Irish Health Service Executive
to efficiently and effectively organise the process of enabling board level oversight. This is why |, as Chief
Clinical Officer, together with all my colleagues on the HSE Directorate, undertook the Quality Improvement
Project described here with the goal of developing a quality agenda item to improve our oversight and
accountability of quality and patient safety and offering a robust process for quality oversight to the
incoming board. | am delighted to share with you this case study and toolkit which presents the innovative

methods developed and used during the project.

Over the course of 6 months, with the support of the National Quality and Patient Safety project team, we
tested a new approach to how we assess quality of care in our monthly national meeting. This case study
describes the quality improvement and co-design methodologies that were used to iteratively develop a
quality agenda item over 6 months. The Picture-Understanding-Action approach was used to plan and
implement the project, to ensure the ‘Picture’ of quality in the form of the Quality Profile and People’s
Experience of Quality was used to facilitated greater insight and ‘Understanding’ of the quality of care, and

guide our ‘Action’.

Two complementary aspects of the ‘Picture’ were developed simultaneously: a Quality Profile that uses
statistical process control methods to present indicators across seven domains of quality, and ‘People’s
Experience of Quality’ where patient, service-users, families and front-line staff experiences presented at our
meetings. The Quality Profile developed over the course of this project applied statistical process control
methodology which is a valuable tool for busy leadership groups to analyse variation over time in a selected
“critical few” indicators across a healthcare system, and to differentiate between expected and unexpected
variation. The second and vital aspect developed over the course of this project was hearing directly the
experiences of patients, service-users, families and front-line staff. These experiences are so important in

really understanding the experience and quality of the care that we are striving to provide.

When the HSE Board was established in 2019, this approach was handed over to the HSE Board and it

continues to evolve and form a key part of the HSE Board’s Safety and Quality Committee’s work.

My thanks to my colleagues on the HSE Directorate who participated in the co-design, testing and
refinement of this project. | would like to thank the members of the project team, in particular Jennifer
Martin, Maureen Flynn, John Fitzsimons, Michael Carton, Grainne Cosgrove and Gemma Moore. | encourage
you to read this case study and associated toolkit, and use it to evolve your organisation approach to

overseeing and improving quality.

AT A e

B
Dr Colm Henry
Chief Clinical Officer

Health Service Executive
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1. Executive Summary

Project summary

In 2018, the HSE Directorate requested that the National Ql team (now National Quality and Patient Safety
Directorate NQPSD) support them to develop a quality agenda item to improve oversight and accountability
of quality and patient safety, in order to support the incoming board in their role. The HSE Directorate were
an internal group of national HSE directors which fulfilled all traditional responsibilities of a board of
directors until a board was re-established in 2019 (after this project was complete). This report describes the
co-development of a quality agenda item with the HSE Directorate over a six month period using Quality
Improvement (Ql) methods and the learning from applying these approaches. The project team had recently
developed the ‘Picture-Understanding-Action’ approach (Martin et. al 2022) that outlined the steps that

support a board to oversee and improve quality. The quality agenda item was designed to contain a ‘Picture

of quality which facilitated greater insight and ‘Understanding’ of the quality of care, and guided ‘Action’.

Using co-design and applying the ‘Picture-Understanding-Action’ approach the project team supported the
HSE national directors to identify and test a qualitative and quantitative picture of the quality of care across
the Irish health system. The quality agenda item developed consisted of:
1) A Quality Profile (QP) which presented quantitative indicators, analysed using statistical process
control methods, focusing on the Directorate selected critical few indicators across seven domains
(safe, effective, person-centred, timely, efficient, and equitable and better health and wellbeing).
Statistical Process Control (SPC) methodology was used to analyse and display variation over time
and across a system, and to differentiate between expected (common cause) and unexpected
(special cause) variation.
2) People’s Experience of Quality (PEQ) which presented qualitative information on patient, service-
users, families and front-line staff experiences.
Over the course of six meetings these Quality Profile and People’s Experience of Quality were tested and

evolved using Plan-Do-Study-Act (PDSA) cycles.

The quality agenda item proved successful in improving national oversight of quality in the Irish healthcare
system. At the end of the project, the quality agenda item was offered to the newly instituted HSE Board as a
robust process to support them in their role of providing oversight of quality and safety of care. The HSE
Board’s Safety and Quality Committee continue to have both the Quality Profile and People’s Experience of

Quality items at their monthly meetings.

Quality Agenda Project Phases

Phase One — Planning
The planning phase enabled the project team to develop a baseline understanding of the approach to

overseeing quality at directorate level, to understand the directors’ expectations and to ensure a collective



commitment from the directors to the project. Phase one consisted of seven tasks: establish project
governance structure, develop project methodology, complete desktop research on best practice, conduct
scoping interviews with directors, consult clinical and quality and patient safety subject matter experts, hold

co-design workshop with directors and identify training needs.

Phase Two - Testing Phase
Three sets of PDSA cycles were used in parallel over the course of the six-month project. Using a PDSA

approach within the Directorate monthly meetings enabled the directors to iteratively co-design changes to
the quality agenda item, with minimal disruption to the business of the meeting. The testing phase had three
objectives: to agree the indicators that would be included in the Quality Profile, to iteratively test and refine
the formatting and display of the Quality Profile and to test four approaches for the People’s Experience of
Quality. The PDSA cycles were:

Table 1. PDSA Cycles

PDSA 1 - At a co-design workshop the directors agreed 7 domains of quality and identified 12
Quality Profile indicators for inclusion in the Quality Profile. These indicators were introduced
Indicators

incrementally over the course of the project.

PDSA 2 - This PDSA focused on the use of the statistical process control approach to enhance
Formatting and Display understanding of the variation over time and across the system, and improvement in
of Quality Profile display of individual measures and changes to single measure graphics, based on
feedback from directors during and after meetings. The final version of the Quality

Profile developed during this project is available in Appendix C.

PDSA 3 - Four different approaches were tested at Directorate meetings: (i) a video of a staff
People’s Experience of member experience, (ii) review and discussion of the qualitative information in a
Quality patient experience survey, (iii) a service user attending the meeting to share their
experience, and (iv) a HSE director meeting a patient one-to-one and then narrating

and discussing their experience in the meeting.

Phase 3 — Sustaining and Spreading
In 2019 the HSE Board was established and the Directorate structure was replaced with an Executive

Management Team. The Directorate offered the quality agenda item developed during this project to the
HSE Board as an approach to support them in their role in overseeing and leading quality. The project team
held a workshop with the HSE Board Safety and Quality Committee to introduce the Quality Profile, to
provide training on SPC and to introduce the Quality Profile and People’s Experience of Quality, and these
are now standing items on the HSE Board’s Safety and Quality Committee agenda. They are collectively
discussed and actions are requested of the executive of the HSE or escalated to the Board. The Chair of the
Safety and Quality Committee presents the Quality Profile to the HSE Board as well as highlighting issues

that have arisen in People’s Experience of Quality presentations.



Table 2. Recommendation for Future Project

Planning

Although time consuming, preparation sets the project up for success. Tasks such as background
research on best practice, scoping interviews and consultations with subject matter experts and
a co-design workshop were invaluable to inform the direction and focus of the project. In
addition, establishing the project governance structure facilitates the smooth running of the

project. Combined these tasks provide a solid base for the implementation phase.

Project
Methodology

Establishing an appropriate methodology provides a systematic approach to developing a quality
agenda. The ‘Picture-Understanding-Action’ (Martin et al., 2022) approach guided our overall
purpose. Co-design and PSDA cycles facilitated the iterative development and refinement of the

QP and PEQ based on test of change, evaluation and acting on feedback.

Commitment

No Stories The inclusion of qualitative information (patient, service users, family and staff experiences)

‘slai:g?;:, together with quantitative information (quality profile indicators) enhanced discussions by

Data grounding the board and committee members in the real life experience and by providing

Without . . T .

Stories context and/ or triangulation to the quantitative information.

Training Group and individual training on interpreting SPC quality indicators should be offered initially
and as a refresher to members given the variation in previous experience of using these
methods.

Participant During the testing phase a project team member attending Directorate meetings for this agenda

Observer item serves several important purposes. The project member can observe discussion and
decision making resulting from the QP and PEQ. It allowed directors to provide suggestions or
make change requests in real time. Both of these help inform the evaluation of PDSA cycles. The
project member, as a Ql expert, can provide real-time guidance on the methodology and
interpretation of SPC during meetings. The provision of just-in-time training allows very busy
directors to ask questions and learn without having to take time out of their day.

Time Board and committee members should plan to devote sufficient time to the development of a

quality agenda items including participation in workshops, training on SPC and the provision of
feedback. Sufficient time should be included on the meeting agenda to engage with and discuss

the quality agenda items.

Sustainability

Ownership The project team’s role is to facilitate the members to reach a consensus on the design of their
quality agenda. Co-design assists in the successful adoption of a quality agenda item by
members gaining a sense of ownership of the item.

Planning for | Planning to sustain the quality agenda item ensures continuity of the efforts in future and assists

in transition of the project into business as usual. In this case, the project was transferred to the
HSE Board’s Safety and Quality Committee who co-designed the development of these items

and reviewed the QP and PEQ at their committee meetings.




2. Introduction

This report describes the co-development of a quality agenda item with the HSE Directorate using Quality
Improvement (Ql) methods and the learning from applying these approaches. In 2018, the HSE Directorate
identified that the information they received about the quality of care was not on a par with their sight of
financial matters. Martin and Flynn (2022) had recently developed the ‘Picture-Understanding-Action’
approach that outlined the steps that support a board to oversee and improve quality in work with the
Mater Hospital® and Children’s Health Ireland at Temple Street Boards?. The HSE Directorate requested that
the National QI team (now National Quality and Patient Safety Directorate) support them in undertaking a

similar project to develop a quality agenda item for their meetings.

The HSE Directorate were an internal group of national HSE directors which fulfilled all traditional
responsibilities of a board of directors until a board was re-established in 2019 (after this project was
complete). The Directorate set out to develop a quality agenda item to handover to the incoming board that
could be sustained in the long-term and improve oversight and accountability so that better actions could be
taken at board level. Prior to commencing, the project directors stated that they faced various challenges
that limited their ability to effectively govern quality and safety. Based on the information and reports
provided to them, the Directorate struggled to judge the level of quality and safety of services. Many of the
reports presented at Directorate meetings were lengthy and could not be discussed in detail due to time
constraints. On certain issues such as breast screening, discussions were reactive to media and the political
system. Significant work had occurred to improve performance data including introducing trends and yearly
comparisons. The Directorate wanted to evolve its quality and safety capacity further. The outcome of the
quality agenda item was to focus on the development of a culture of assurance and to present measures of a
culture of quality and safety which help the directors establish whether the system is safe or unsafe. The
agenda item was aimed to guide the Directorate in identifying patient safety issues and system failures in

order to take appropriate actions to reduce the risk to patients and staff.

Using co-design and applying the ‘Picture-Understanding-Action’ approach (Martin et al 2022), the project
team supported the HSE national directors to identify and test a qualitative and quantitative picture of the
quality of care across the Irish health system. The quality agenda item developed consisted of 1) a Quality
Profile (QP) which presented quantitative indicators, analysed using statistical process control (SPC) methods
to provide an overview of key indicators of quality and safety across health and social care services and to
enhance understanding of the variation over time and across the system in these key indicators; and 2)
People’s Experience of Quality(PEQ) which presented qualitative information on patient, service-users,
families and front-line staff experiences. These methods were tested and evolved over the course of six

meetings, leading to quality of care being prioritised and interrogated at a national level.

L https://www.hse.ie/eng/about/who/nqpsd/qps-intelligence/board-on-board-quality-mmuh.pdf
2 https://www.hse.ie/eng/about/who/nqpsd/qps-intelligence/chi-temple-street-case-study-and-toolkit.pdf
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3. Literature: Leading and Governing Quality

There is a growing body of literature on the effective role of board oversight in governance for quality and
patient safety in improving quality of care (Millar et al., 2013). Including quality as an agenda item at board
meetings allows members to deliberate on quality of performance and is linked to improved quality
management (Botje et al., 2014). Research suggests that healthcare board members should strive to keep
quality and safety as a top priority, and routinely review safety metrics and narrative reports (Gandhi et al.,
2016). While Boards have the fiduciary duty to ensure the quality and safety of care, there is variation
among boards in the priority they assign to this responsibility, their training and knowledge to assess

improvement, and the type of quality measures they rely on (Goeschel et al., 2011).

Governance for quality is a pertinent issue for health systems across the world. The New Zealand Health
Quality and Safety Commission is working to challenge outmoded views of healthcare governance that are
overly focused on financial health (Health Quality & Safety Commission New Zealand, 2016). The Australian
Commission on Safety and Quality in Healthcare has identified board participation in defining safe and high-
quality care and the review of key quantitative and qualitative quality outputs as essential to a healthcare
board’s role in managing quality (Australian Commission on Safety and Quality in Health Care, 2015). A
recent report in the UK based on input from board members of healthcare boards revealed that board
members considered the discussions of lived experience of healthcare helpful in keeping the board focused
on quality (Smith et al., 2021). A study based in the US demonstrated that organisations where the board
regularly received reports on quality performance, performed better than those that did not (Szekendi et al.,

2014).

The Institute for Healthcare Improvement (IHI) proposed a framework for effective board governance of
health system quality (Daley Ullem et al., 2018). This framework is supported by an assessment tool, and
other support guides aimed at reducing variation in quality oversight (Daley Ullem et al., 2018). However,
this framework offers limited actionable steps that a Board can take to include quality in its agenda and its
continuous monitoring. A growing focus on the subject has highlighted the need for more research on the
mechanisms boards can follow to achieve expected outcomes, educating and training boards, identifying,
and presenting relevant and timely measures to the board, allocating appropriate time to quality on board

meetings agendas and ‘people-ising’ the data by including patient and staff stories (Thompson, 2013).

Martin and colleagues (Martin et al., 2022) demonstrated the benefits of iteratively introducing changes
with Boards in Irish hospitals by developing a quality improvement approach titled “Picture-Understanding-
Action” (PUA) to enhance the role of healthcare boards in the oversight of healthcare quality and its
improvement. The PUA approach presents a quantitative and qualitative “Picture”, probed by board
members to develop a shared “Understanding” which leads to “Action(s)” from board members to improve
the “Picture” and “Understanding” (feedback action), to ask better questions and make better decisions and

recommendations to the executive (feed-forward action).
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4. Phase One: Planning

There were seven key tasks involved in the planning phase:

Figure 1. Phase One Planning Stages

1) Establish project governance structure

2) Develop project methodology

3) Complete desktop research on best practice

Phase
One

4) Conduct scoping interviews with directors
Planning

Stages

5) Consult clinical and quality and patient
safety subject matter experts

6) Hold co-design workshop with directors

7) Identify Training Needs

1) Establishment of Governance Structure

Once the decision was made to provide support for the development of the quality and safety agenda item,
the project governance structure was established. Mr Tony O’Brien, the Director General (later replaced by
John Connaghan, Anne O’Connor and Mr. Paul Reid, CEO), and chair of Directorate was the project sponsor
and Dr Colm Henry, Chief Clinical Officer and Directorate member was the project champion. The
governance structure included members from the HSE Directorate, an advisory group, a project team, a

quality profile working group and patient and staff engagement working groups:

12



Figure 2. Governance Structure for Quality Profile

Governance Structure Directorate Quality Profile
Working Group

Directorate

Advisory Group

Project Team

Director General

Project Manager / QID
Lead

Project Manager / QID
Lead

Core Membership*:

Working Group Lead

Corporate Secretary

Corporate Secretary

QIP Clinical Director &
Quality Improvement
Facilitator

Project Manager / QID
Lead

Chief Clinical Officer

Chief Clinical Officer &
Directorate Member

QIP Evidence for
Improvement Lead & Quality
Improvement Facilitator

Quality Profile Sustainable
Production Project Lead

Chief Operations Officer

Chief Operations Officer
& Directorate Member

QIP Lead — QI Connections &
Quality Improvement
Facilitator

Directorate Peoples Experience
of Quality Working Group

Core Membership*:

Working Group Lead

National Director - HR

National Director — HR &
Directorate Member

QIP Lead —Ql for Boards &
Quality Improvement
Facilitator

Service User
Representative

Chief Strategy &
Planning Officer

National Director — QID

Directorate Patient & Staff
Engagement Working Group
Lead

Project Manager/ QID
Lead

*Other members can be co-

opted onto the working group
for the specific pieces of work
or PDSA cycles

Chief Financial Officer

National Director — QAV

Directorate Quality Profile
Working Group Lead

QlIP Evidence for
Improvement Lead & Quality
Improvement Facilitator

Ql Project Data Curator

Data Owners / Managers

The project and working groups met weekly throughout the project, while the advisory group met before

and after the monthly Directorate meetings.

2) Develop Project Methodology and Documentation

A project charter was developed, which was signed off by the Director General. The purpose of the project
charter was to create a detailed understanding of what the project would entail and how it would be
measured, and to ensure that all stakeholders had a shared understanding and were committed to the
project. It helped to identify potential gaps at project initiation, so that they could be addressed at an early
point in the project. The project charter mapped out the aims, objectives, deliverables, timescale, benefits,

risks and resources required to complete the project, see Appendix A.
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Roles and responsibilities were established and the next step was the development of a detailed

methodology for the project. The methodologies used during this project included the ‘Picture-

Understanding-Action’ approach (Martin et al., 2022), the Model for Improvement (Langley et al., 2009),

Plan-Do-Study-Act (PDSA) cycles and co-design methods in its design and implementation.

Table 3. Picture-Understanding-Action Methodologies

Methodology

Description

Picture-Understanding-Action

“Picture-Understanding-Action” describes an actionable approach on
how and what information (Picture) is provided to a board, the
collective interaction that a board must have to extract meaning
(Understanding) and act appropriately (Action).

(Martin et al., 2022)

Model for Improvement

The model for improvement provides a framework for developing,
testing and implementing changes leading to improvement by focusing
on three questions:

1. What are we trying to accomplish?

2. How will we know whether a change is an improvement?

3. What changes can we make that will result in improvement?

(Langley et al., 2009)

Plan-Do-Study-Act cycles

Part of the model for improvement, PDSA cycles are used to rapidly
test improvement ideas and make incremental changes. (Langley et al.,

2009)

Co-design

A co-design approach aims to utilise the knowledge, skills and
experience of all stakeholders, which leads to the development of a
greater understanding, engagement and ownership of processes.

(ward et al., 2018).

14



Picture- Understanding-Action

The ‘Picture-Understanding-Action’ (PUA) approach (Martin et al., 2022) was developed by members of the
project team to enhance the role of healthcare boards in the oversight of healthcare. The PUA approach
evolved over a number of projects, including the Boards of the Mater® and Temple Street hospitals®. The
guantitative “Picture” consists of a quality dashboard/profile of board selected indicators representative of
the health system using SPC charts to focus discussion on real signals of change. The qualitative picture
provides stories or experiences of patients and staff to add context and meaning to the ‘numbers’ and to
ground the board in the meaning and impact of their work. Probing this “Picture” with collective grounding®,
curiosity and expert training/facilitation a shared “Understanding” is developed. This leads to “Action(s)”
from board members to improve the “Picture” and “Understanding” (feedback action), to ask better
guestions and make better decisions and recommendations to the executive (feed-forward action). This
project applied the PUA approach as the overarching method to ensure that attention was given in planning
and implementation to the three key drivers of the picture of quality of health and social care services, the

Directorates collective understanding of this and feedback and feedforward action.

Figure 3. Picture-Understanding-Action Approach

Understanding Action

A

Time

Model for Improvement and Plan-Do-Study-Act (PDSA) cycles

The Model for Improvement and PDSA cycles were used to guide the iterative design, testing and
implementation and “Picture-Understanding-Action” approach. Previous literature suggests that healthcare
boards should be involved in choosing the quality metrics they will monitor (Scott, 2015). Using PDSA cycles

allowed the directors collectively to engage in design and implementation of the project including the choice

3 https://www.hse.ie/eng/about/who/nqpsd/qps-intelligence/board-on-board-quality-mmuh.pdf
4 https://www.hse.ie/eng/about/who/ngpsd/qgps-intelligence/chi-temple-street-case-study-and-toolkit.pdf
5 Grounding refers to board or committee members engaging with the personal experiences of people who use or work
in health services to help frame and focus their discussions and decisions.
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of indicators and how they were selected. It served as a way of providing the directors with the experience
of applying a change methodology promoted by the HSE, and giving them a direct understanding, through
their own actions, of the benefits and challenges of using PDSA cycles to improve quality and safety. It also
allowed the project team to get timely feedback from the Directorate in order to iteratively improve the
information being provided to them. Three sets of PDSA cycles that were planned for use in parallel over the

course of this six-month project are described in part two.
Co-design

Co-design facilitates combining service user insights with in-house professionals’ knowledge leading to
better outcomes for service users (Trischler et al., 2017). Co-design was used in this project to directly
engage the directors in design of every part of the quality agenda item. Co-design complimented the PDSA
approach by ensuring greater involvement of the directors themselves in the ‘Plan’ and ‘Study’ parts of the

cycle. Methods employed included:

e One-to-one semi-structured interviews with directors individually to inform project priorities at the
start of the project

e A co-design workshop with all directors at project initiation. Directors were supported to select and
prioritise indicators of quality and methods of engaging with people’s experiences

e Feedback collected at meetings which guided changes and improvements throughout the testing
phases

e An evaluation workshop at the end of the project and one-to-one interviews with directors to

capture feedback and learning to further refine the approach based on their experiences

3) Desktop Research of International Best Practice

The project team conducted a detailed desktop search to identify the quality agenda examples of various
boards. The analysis depended on the availability of the board reports. The board reports analysed in depth
during this phase included the Scottish Ambulance Service (SAS), National Health Service Improvement
England (NHSI), Salford Royal NHS Foundation Trust and Oxford Health NHS Foundation Trust. The analysis
identified three key areas for consideration for the project: person centeredness, types of measures and

displaying information.
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Figure 4. Desktop Review
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4) Scoping interviews with participants

One-to-one semi-structured scoping interviews with members of the Directorate and senior HSE staff were
conducted by two project team members. The purpose of these interviews was to understand what senior
executives viewed as most important in a Quality and Safety (Q&S) agenda item and the information and
means of interpretation that would provide the best picture and understanding for their purposes.
Eleven interviews were conducted with each interview focusing on three open ended questions:

1. Inyour opinion, why does the Directorate want to enhance the way it looks at quality?

2. Are there specific aspects of service provision or care that you feel are particularly important when

looking at Q&S?

3. Are there any supports that would help you use Q&S information most effectively?

All members acknowledged the importance of quality in relation to their role and the existence of a gap in
the system however they were unsure of the way forward and were sceptic about how to execute a

comprehensive and useful discussion on quality.

The directors’ aim was that the new agenda item would be an engaging and meaningful discussion that
would add value in terms of what gets measured and what gets done. The agenda item should inform
directors if the services are unsafe and what could be done to ensure provision of adequate resources. They

identified a need for an early warning system to flag issues to be addressed.

In terms of the structure of the agenda item, the directors highlighted the need for an interesting and

engaging report in a clear format. In terms of the content of the agenda item, there were a variety of
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suggestions. Some expected to see quality on a scale with a comparison to other jurisdictions while others
expected already interpreted information to be presented to them. Another member expected the agenda
item to recommend actions to be taken while also highlighting the time and resources needed to do so.
Another suggestion was to bring in a presenter during the discussions who is a data expert and could present

the current Q&S scenario and recommend what needs to be done.

The majority of the directors believed in the worth of patient stories in offering insights which quantitative
data cannot. However, they believed that including patient stories in the meetings should follow a
structured format and were interested to explore manageable options such as videos. The members also

acknowledged the importance of staff stories as a potential component of the agenda item.

Themes were developed through thematic analysis of the interviews (see figure 5).
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Figure 5. Thematic Analysis of Interviews
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5) Consultation with Clinical and Quality and Patient Safety Subject Matter Experts (SMEs)

One-to-one interviews were held with Irish clinical and QPS SMEs to (i) help identify the important aspects of
care, (ii) gain a deeper understanding of what QPS information was available, and (iii) understand the
benefits and limitations of same, that would best provide insight into the areas identified by the directors
and the international review.
These interviews, together with the desktop research, resulted in the identification of 117 important aspects
of care. This number was considered to be too many to be feasible for the Directorate to consider, and so
these individual aspects of care were reviewed by a team of doctors, nurses and data experts and refined by
applying the following criteria:
e Reflective of quality of care, e.g. safe, effective, person centred, or leads to better health and
wellbeing
e Important, e.g. areas with high mortality, morbidity, costs, areas know to have variation or not
performing as well as international comparisons
e Qutcome level where possible
This process resulted in a ‘long list’ of 63 aspects of care, which after applying further criteria to ensure a
balanced group of ‘aspects of care’, was grouped into a short list of 13 proposed aspects of care and 50

aspects of care on a reserve list for consideration at the co-design workshop.

6) Co-design Workshop

The planning phase concluded with a co-design workshop to identify qualitative and quantitative
information that would support the development of a fit for purpose HSE Directorate quality agenda item. It
was designed as a participatory, co-development workshop based on the insights from the interviews, the
desktop research of international best practice and the interviews with Irish clinical and quality subject

matter experts.

At the commencement of the workshop the project team presented the background and rationale of the
project as well as the proposed Ql approach using the ‘Picture-Understanding-Action’ model and PDSA cycles
so that directors understood the approach and their role in the project. A presentation was given
summarising feedback of the individual interviews with the executives and clinical and quality experts and
the review of best practice and examples from exemplar organisations regarding Board Quality and Patient
Safety Agenda in order that all directors had a good understanding of what indicators and approaches were
available. The Project team provided an introduction to understanding variation in healthcare data, including
the differences between common cause and special cause variation, the risks of failing to distinguish
between these types of variation, and the benefits of using SPC charts to understand and analyse data. The
project team also provided introductory training on how to interpret SPC charts. The remainder of the
workshop focused on practical tasks to help directors identify the picture (data and information) that they

wanted to develop over the course of their Ql project.
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Figure 6. Statistical Process Control Chart
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Task 1: Designing People’s Experience of Quality

During the pre-workshop individual interviews, participants indicated the importance of including patient

and staff experiences of quality at Directorate meetings. Patient and staff perspectives were considered

important to provide a full picture of how quality, or failures of quality, are experienced by those who use

our services and by our frontline staff. International best practice confirmed the inclusion of person centred

patient and staff experience during meetings by exemplar Boards such as Salford Royal NHS Foundation

Trust, the Scottish Ambulance Service and Oxford Health NHS Foundation Trust.

Figure 7. Review of Best Practice Person Centred Experience
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Workshop participants were invited to consider four possible options for including patient and staff

experiences of quality at Directorate meetings. Participants were divided in to four small groups and tasked

with deciding whether they wished to test the options and to rank them in their order of preference (1 being
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highest preference and four being lowest preference). Following the ranking exercise the group decided to

test and evaluate all of the four options in order of overall ranking:

Figure 8. Options Ranking
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Task 2: Designing the Directorate Quality Profile

The Directorate Quality Profile was to be a report of the key quality indicators, displayed in a way that was
understandable and useful for the Directorate. The project team proposed a ‘long list’ of measures or
aspects of care related to the picture of quality based on the input from the Directorate and SME interviews
and the scoping review of international practice. These measures were not at the detailed level of an
indicator or KPI, but rather described the area of interest e.g. Staph. Aureus infection rather than the
indicator that was eventually included of ‘hospital acquired new cases of S.aureus bloodstream infection per

10,000 bed days used’.

The first consideration was the use of domains or dimensions of quality to structure the Directorate Quality
Profile. The Workshop facilitation team proposed the use of 4 domains of quality as per the National
Standards for Safer Better Healthcare (HIQA, 2012): Safe, Effective, Person-Centred and Better Health and
Wellbeing. However one director proposed that the Institute of Medicine Domains of Timely, Equitable and
Efficient should be added and the directors collectively agreed to create a list that combined the domains

from both. The final list of seven domains chosen were:

Figure 9. Chosen Domains
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The second consideration introduced by the facilitation team was the appropriate number of measures that

should be included in the Directorate Quality Profile. While the directors agreed in principle to having a short
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list of measures, the feedback at the workshop was strongly in favour of not putting a maximum limit on the

number of measures at this point.

The third consideration discussed at the workshop was which aspects of care the directors would specifically
like to include in the Directorate Quality Profile. This task began with the facilitation team presenting their
proposed ‘short list’ of 13 aspects of care. A further 50 aspects of care were presented for the Directorate to
consider. To support an interactive discussion, each ‘aspect of care’, together with a short sentence on what
it described and why it was important was put on a card, which was stuck up on the largest wall in the room.
These aspects of care were clustered into the different domains of quality. This allowed directors to actively
take down one aspect of care and replace it with another. There was an engaged discussion and debate
from directors on the merits of including specific aspects of care. The directors also identified additional
aspects of care not included in the proposed list and wrote these on cards and put them on the wall. The
output of this task was that the directors identified which aspects of care were greatest priority and assigned

to each one of the seven domains.

The final consideration was the approach to analysing and displaying this information and the directors

agreed that the SPC approach, including funnel plots would be fit for their needs.

Task 3: Organisation of the Directorate Quality Agenda Item

In order to best facilitate the development of the new quality agenda item in Directorate meetings the
directors also agreed:
e To make quality a regular discussion item at Directorate meetings
e That quality would be the first item on the agenda and discussed for at least 30 minutes
e To use a PDSA approach to refine the quality agenda item
o All meetings would be supported by a participant-observer Ql expert from the project team with
expertise in SPC methodology, who would attend their meeting to provide support if required and to

observe discussions to refine future PDSA cycles

Workshop Evaluation

The analysis of the co-design workshop included an evaluation of the feedback forms, workshop report, after
action review and project team observations of the workshop. Four main areas emerged in the analysis: i)
excellent participation and engagement ii) good approach to enable feedback on project methodology and
approach, iii) useful forum to identify challenges and iv) Ql Agenda considerations. The workshop evaluation
results showed that most participants were satisfied with the workshop in facilitating the aim of developing
a quality agenda item and considered it a valuable use of their time. Participants also expressed satisfaction

with the tasks used to agree on the content for the Quality Profile and the patient and staff stories.
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7) Identify Training Needs

During phase one, training needs and understanding training preferences of the directors were assessed.
Directors had various understanding levels in terms of handling data. While some were familiar with SPC
charts and funnel plots, others required more assistance. During the planning stage some members
expressed hesitancy in the need to develop SPC skills while others had an expectation of receiving data
interpretation training to ensure everyone possessed the same level of understanding of Q&S language. The
preferred training format was an engaging and fun, collective training programme for all, while also offering

more support to those who struggle with the concepts or wanted more in-depth training.
Summary

The planning phase enabled the project team to develop a baseline understanding of the approach to
overseeing quality at directorate level, to understand the directors’ expectations with regards to the project
and to ensure a collective commitment from the directors to the project. Phase one consisted of establishing
a governance structure, developing the project methodology and planning documentation, desktop research
of international best practice, scoping interviews with participants, consultations with clinical and QPS

subject matter experts, hosting a co-design workshop and identifying training needs.
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5. Phase Two: Testing Phase

The PDSA approach (Langley et al., 2009) to improvement was used during the testing phase as an effective
method for testing and delivering change. Using a PDSA approach within the Directorate monthly meetings
enabled the directors to iteratively co-design changes to the quality agenda item, with minimal disruption to
the business of the meeting. This highlighted the usefulness of the PDSA methodology in engaging people in

quality improvement who often do not have the time to step out of their role.
The following structures were put in place to deliver the PDSA cycles:

e The project team met once to Plan each ‘test’ of change at a Directorate meeting. The project
reconvened after each test to review/ Study the findings as described by the participant observer.

e An advisory group was formed to inform the planning of each test.

e Two working groups were formed to develop (Act) and deliver (Do) the picture of quality to be
presented at Directorate meetings (a quality profile working group and a patient and staff

experience of quality working group).

For each PDSA cycle, a set of predictions were made by the Project Team and proposed to the Advisory
Group (Plan). These were tested (Do) at Directorate meetings. A review (Study) was carried out by the
Project Team* after each Directorate meeting, based on observations collected by the participant observer,
feedback surveys and 1:1 informal feedback from directors. The Working Groups® applied the learning (Act)
to both the qualitative and quantitative elements of the ‘Picture of Quality’ as well as to improving how the
project team could better support the Directorate to frame their discussion on quality around the Picture-
Understanding-Action model. All meetings were supported by a participant-observer Ql expert from the

project team.

The organisation of the Directorate meeting agendas, minutes and capturing actions was the responsibility
of the secretary. Regular communication between the project lead and secretary was required before and

after meetings. The support of the secretary greatly assisted the success of the project.
Training

Training on SPC interpretation was provided throughout the project. Group training was offered at the pre
and post project workshops. One-to-one training was offered to directors who had different levels of
experience using SPC. In addition, just in time training was provided, whereby the QI facilitator modelled

how to interpret the SPCs within the Quality Profile during the Directorate meeting.
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Three sets of PDSA cycles were used in parallel over the course of the six-month project and are detailed

below:
PDSA 1 - Quality Profile Indicators

The first version of the Quality Profile contained seven indicators, one within each of the seven domains of
quality. Over the next five months, additional indicators were assessed for suitability for inclusion in the
Quality Profile. Once included in the Quality Profile and discussed at the Directorate meeting, the participant
observer listened to the discussion on the new indicator and provided feedback to the project team.
Feedback surveys were also issued to directors at the end of each meeting seeking their feedback. This
facilitated the project team in determining whether to retain, drop or modify the new indicators added to
the Quality Profile. In total 5 additional indicators were added to the Quality Profile, bringing the total

number of indicators in the Quality Profile to 12 by the end of the project.
PDSA 2 - Formatting and Display of Quality Profile

The second set of PDSAs focused on the use of SPC methodology to enhance understanding of the variation
in the data, and improvement in display of individual measures and changes to single measure graphics,
based on feedback from directors during and after meetings. While some of the directors were familiar with
SPC methodology prior to the initiation of the project, for many this was their first opportunity to routinely
use this approach to understand and interpret variation in quality indicators. The participant observer
listened to the discussion of the SPC charts, and provided just in time training where required. Feedback
from the directors was requested on aspects of the Quality Profile including whether the Quality Profile was
clearly presented, whether it was useful in understanding how the organisation in performing in relation to
quality of care over time, whether it was useful in understanding variation across health and social care
services, and whether the supporting text provided enough information to allow the directors to understand
what the indicator was measuring and how it was performing. The feedback from the directors on the use of
the SPC approach was very positive, despite some initial lack of familiarity with this approach. A number of
changes were made to the display of the SPC charts, including adding icons to flag a signal of statistical
change, additional labelling of the SPC funnel plots to improve understanding and the addition of a summary
page to provide an easy access overview of the data. The first (November 2018) and last (April 2019) Quality
Profile presented as part of the project during the Directorate meetings are presented in Figure 11). The full

version of the final Quality Profile developed during the project is presented in Appendix C.
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Figure 10. PSDA 2: Improvement in display of individual measures

Additional labelling for funnel plots

Improvements to the colour scheme
New icons to indicate new data, no new data, or a
new indicator

Changes Alert symbol to highlight a change in the

in assessment, unexpected variation, or variance from
display the target

Supplementary analysis of outliers

Additional footnotes added
Additional information to flag changes in indicators

Overview of the findings of the funnel plot analysis
Summary of individual measures Changes in
National level picture summary Supporting

i . information
Specific email of data

27



Figure 11. The evolution of the ‘Safe’ quality domain from first to last version
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Table 4. Quality Profile Indicators

Person-centred

Efficient

Equitable

Hospital acquired new cases of S. aureus bloodstream infection per 10,000 bed
days used

Hospital acquired new cases of C. difficile infection per
10,000 bed days used

Number of new cases of CPE

Return of spontaneous circulation (ROSC) at hospital

Percentage of all attendees aged 75 years and over at ED who are discharged or
admitted within 24 hours of registration

Bed days used in CAMHS inpatient units as a percentage of total bed days

Percentage of people waiting <13 weeks following a referral for routine
colonoscopy or OGD

Hip fracture surgery within 48 hours

Weekly number of delayed discharges

Day of surgery admission rate

Homeless services: service users’ health needs assessed within 2 weeks of
admission

MMR vaccination rate
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PDSA 3 - People’s Experience of Quality

The third set of PDSA cycles focused on ‘People’s Experience of Quality’ (PEQ). The PEQ working group
benefited from the inclusion of a patient representative who guided a patient centred approach. Four

different approaches to sharing people’s experience of quality were tested at Directorate meetings:

Table 5. Approaches to sharing People’s Experience of Quality

1. Video of a staff member experience Patient safety story - Barry: Video describing the
impact of an adverse event on staff, and the
importance of managing the adverse event and staff in

a timely manner.®

2. Review and discussion of the qualitative Qualitative data was reviewed from the ‘Your Voice
information in a patient experience survey | Matters’ Patient Narrative Project’ available in

Appendix D.

3. Service user attending the meeting to share | A patient attended the Directorate meeting to share
their experience their experience of quality in our health system. The
person spoke to directors about his experience of

having a chronic illness.

4. HSE director meeting a patient one-to-one | Mr Liam Woods had a one-to-one discussion with a
and then narrating and discussing their person who had experienced maternity and cancer
experience in the meeting. services. Mr Woods brought the key issues from the

conversation to the Directorate meeting for discussion.

Ethical mindfulness was at the forefront of the PEQ to ensure that those sharing their stories had a positive
experience. Patients who shared their experience with directors were supported by a project member
before, during and afterwards and their feedback was valuable in informing future iterations. Information

and consent forms were provided and discussed in detail to gain full informed consent from participants.

The sets of PDSA cycles s are presented in Figure 12.

5 ‘The video was developed by the QPS Incident Management Team. Staff Safety Stories were shared by staff to provide
services with an insight into their experiences to learn and improve: https://www.hse.ie/eng/about/who/nqpsd/qps-
incident-management/incident-management/staff-safety-stories.html
7 Your Voice Matters is a nationally available patient experience framework tool that captures the lived experiences of
service users and/or their families by inviting them to describe in their own words a recent experience of engaging with
health and social care service(s). The focus is on what matters most to service users, and allows the opportunity to
capture both positive and negative feedback: https://www.hse.ie/eng/about/who/cspd/patient-narrative/your-
voice-matters/
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Figure 12. People’s Experiences of Quality
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The People’s Experiences of Quality was reported by directors as highly engaging and useful as it ‘people-
ised’ the data. Including people’s experiences in the quality agenda item proved central to the success of the
project. Starting the meeting with a patient or staff experience set the tone for the rest of the meeting and
helped the members view other items through the lens of the human impact of their decisions. In addition
to this, it led to the directors to ask more questions about what is being done to act on this valuable
information. Hearing real lived-experiences highlighted issues that did not usually show up in the metrics
and provided additional insights. It grounded the quality agenda in human experience as described by one
director:

“It’s very easy for us, [HSE Directorate members] to get lost in numbers and paperwork and

everything else and forget why we are doing this”.

Summary

The testing phase had three objectives; to iteratively test and refine the quantitative and qualitative
elements of the Directorate quality agenda item; to achieve consensus on the content of the quality agenda
item; to provide just in time training and support to directors. The project team and directors were able to
achieve these objectives working collectively. At the end of the PDSA tests, there was a consensus on 12
guantitative measures and on the inclusion of qualitative information as well. An expected outcome of the
testing phase was that quality should be the first item on the agenda and discussed for 30 minutes. The
testing phase also changed the traditional quantitative way of viewing quality towards an acknowledgement

of qualitative aspect of quality.

At the end of the project, an evaluation workshop was held as well as one-to-one interviews with directors
to capture feedback and learning to further refine the approach based on their experiences. The findings
indicated the directors had a very positive experience during the project welcoming the enhanced focus on
quality and patient safety at their meetings, appreciating the SPC method of looking at data over time and

valuing the opportunity to hear patient and staff stories. Evaluation results are included in Appendix B.
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6. Phase Three: Sustaining and Spreading

In 2019 the HSE Board was established and the Directorate structure was replaced with an Executive
Management Team (EMT). The Directorate offered the quality agenda item developed during this project to
the Board as an approach to support them in their role in overseeing and leading quality. The Quality Profile
and People’s Experience of Quality are standing items on the HSE Board’s Safety and Quality Committee
agenda. They are collectively discussed and actions are requested of the executive of the HSE or escalated to
the Board. The Chair of the Safety and Quality Committee presents the Quality Profile to the HSE Board as

well as highlighting issues that have arisen in People’s Experience of Quality presentations.

The Safety and Quality Committee members continue to engage with the development of this item, holding
an annual workshop to review and update the Quality Profile and refine the People’s Experience of Quality.
The co-design approach has proved valuable in refining this work to meet the needs of the Committee. The
People’s Experience of Quality has been further developed to align with a topic on the Committee’s agenda,

bringing further insight into a topic under discussion.

Table 6. People’s Experience of Quality at HSE Safety and Quality Committee

Presentation Method

HCAI Patient experience of HCAI (UTI catheter) Video

Social Inclusion Syrian refugees experience of accessing lQualitative research quotes and
Jhealthcare vignettes

Safe Guarding Service users experience of Safeguarding Video

Residential Care setting Staff experience working in Older Person’s Staff member attend meeting to

during Covid 19 [Community Nursing Unit during Covid share their experience

ICyber Attack [Front line staff experience during Cyber-attack [Qualitative research quotes

Trauma Trauma patient experience Video and person attend meeting

Ito share their experience

Women’s Health National Women’s Council of Ireland study IResearch findings & quotes
findings ‘Improving the Healthcare Outcomes
and Experiences of the Healthcare System for
IMarginalised Women’

|Paediatric Model of Care [Family experience of paediatric renal service Video
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The National Quality and Patient Safety Directorate (NQPSD) have developed a series of tools, resources and
guidance designed to assist committees, boards and leadership teams interested in developing their own

quality agenda item. The ‘QPS Data for Decision Making Toolkit: Tools, Resources and Guidance to Develop a
Quality Agenda Item for Boards, Committees and Leadership Teams’ is structured into four sections designed

to assist with different stages of developing a quality agenda:

Part One: Planning and Testing a Quality Agenda Item
This section contains tools and resources useful when establishing your quality agenda project. The

tools facilitate and support a Ql approach to your project.

Part Two: Producing a Quality Profile
This section contains tools and resources for designing a Quality Profile and for producing and

interpreting statistical process control and run charts.

Part Three: Producing People’s Experiences of Quality
This section contains guidance on developing patient, service user, family and staff ‘stories’ or

experiences to share at committee, board and leadership group meetings.

Part Four: Evaluation and Feedback
This section provides useful tools and resources to help you capture feedback from committee,

board and leadership members and to evaluate your project.

The toolkit is available online via: Quality and Patient Safety Data for Decision Making Toolkit
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7. Conclusion

Over a six month period, this project aimed to establish a quality agenda item, with the necessary
information and support to enable the Directors to have oversight of quality and its improvement. The
quality agenda item contained a ‘Picture’ of quality which facilitated greater insight and ‘Understanding’ of
the quality of care, and guided ‘Action’. The quality agenda item contains two complementary aspects: a
Quality Profile focusing on the Directorate selected critical few indicators across seven domains (safe,
effective, person-centred, timely, efficient, and equitable and better health and wellbeing), and dedicated

time to engage with the experiences of staff, patients, carers and families in the health system.

The project introduced SPC methodology which is used to analyse and display variation over time and across
a system, and to differentiate between expected (common cause) and unexpected (special cause) variation.
Just-in-time SPC training and the availability of support from our project team facilitated the directors in
developing a clearer ‘Understanding’ of the data and SPC methods. Many of the directors were previously

unaware of SPC methodology and greatly appreciated this aspect of the project.

Since board members are ultimately responsible for the quality of care, it is imperative that they have a good
‘Understanding’ of quality and are supported by robust governance systems and processes (Smith et al.,
2021). The quality agenda item proved successful in improving national oversight of quality in the Irish
healthcare system. The project established a link between governance and quality based on a systematic
approach which was backed by data. It changed the traditional processes of governing for quality of care and
brought quality and its improvement into the mainstream discourse rather than just being a formality. At the
end of the project, the quality agenda item was handed over to the newly instituted HSE Board by the HSE
Directorate. The HSE Board’s Safety and Quality Committee continue to have both the Quality Profile and

People’s Experience of Quality items at their monthly meetings.
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Recommendations for Future Projects

Planning

Although time consuming, preparation sets the project up for success. Tasks such as background
research on best practice, scoping interviews and consultations with subject matter experts and
a co-design workshop were invaluable to inform the direction and focus of the project. In
addition, establishing the project governance structure facilitates the smooth running of the

project. Combined these tasks provide a solid base for the implementation phase.

Project
Methodology

Establishing an appropriate methodology provides a systematic approach to developing a quality
agenda. The ‘Picture-Understanding-Action’ (Martin et al., 2022) approach guided our overall
purpose. Co-design and PSDA cycles allowed the iterative development and refinement of the

QP and PEQ based on test of change, evaluation and acting on feedback.

Commitment

No Stories The inclusion of qualitative information (patient, service users, family and staff experiences)

‘slai::?::, together with quantitative information (QP indicators) enhanced discussions by grounding board

Data and committee members in the real life experience and by providing context and/ or

‘Slll‘i::;::t triangulation to the quantitative information.

Training Group and individual training on interpreting SPC quality indicators should be offered initially
and as a refresher to members given the variation in previous experience of these methods.

Participant During the testing phase a project team member attending Directorate meetings for this agenda

Observer item serves several important purposes. The project member can observe discussion and
decision making resulting from the QP and PEQ. It allowed directors to provide suggestions or
make change requests in real time. Both of these help inform the evaluation of PDSA cycles. The
project member as a Ql expert can provide real-time guidance on the methodology and
interpretation of SPC during meetings. The provision of just-in-time training allows very busy
directors to ask questions and learn without having to take time out of their day.

Time Board and committee members should plan to devote sufficient time to the development of a

quality agenda items including participation in workshops, training on SPC and the provision of
feedback. Sufficient time should be included on the meeting agenda to engage with and discuss

the quality agenda items.

Sustainability

Ownership The project team’s role is to facilitate the members to reach consensus on the design of their
quality agenda. Co-design assists in the successful adoption of a quality agenda item by
members gaining a sense of ownership of the item.

Planning for | Planning to sustain the quality agenda item ensures continuity of the efforts in future and assists

in transition of the project into business as usual. In the case of this project, the project was
transferred to the HSE Board’s Safety and Quality Committee who co-design the development of

these items and review the QP and PEQ at their committee meetings.
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Appendix A: Project Charters for Directorate Quality Agenda Item

Pre Charter - Stage 1

QID Internal Assessment of Project

e  What is the name of the project?
o HSE Directorate Quality Agenda Project

e What is the high level aim for the project
o To develop a picture of quality of care, that includes both quantitative and qualitative information, that
supports the Directorate in leading the organisation in improving Quality

e What are the objectives / deliverables for the project?

o Define the currently available, relevant quantitative Quality information and include in a Directorate
Quality Profile®

o Toidentify additional data required for the Directorate Quality Profile and establish systems and
process to capture this, with a view to evolving the Profile based on feedback from the Directorate

o To test options for including Qualitative Information as a Directorate meeting agenda item and to
implement the best approach

o Establish the process on how the qualitative and quantitative information is routinely included in
Directorate meetings

e What timescale is envisaged for the project?

o Anticipated duration: Minimum 6 directorate meetings for design and testing phase, beginning in
November 2018. Given the anticipated changes in the HSE structures, Following 6 months testing a
review will be undertaken to agree the best route to embed and sustain the HSE Directorate Quality
Agenda work and/ or to transition to the new board of the HSE or other structures as deemed
appropriate .

e What are the potential benefits of project for Directorate?
- Brings important Quality information together into one quality agenda item and supports Directorate

oversight of quality and its improvement.

- The inclusion of qualitative information together with quantitative information enhances discussions by
grounding the Directorate in real life experience of patients and staff, and by providing context and/ or
triangulation to the quantitative information

- Provides a basis for monitoring important aspects of quality of care

- Supports learning from trends and variation

-Supports senior national leaders in developing their skills in relation to measurement for improvement
- Helps identify areas for Quality Improvement

- Will provide the senior executives of HSE to hold grounded and evidence based discussion with HSE
Board

e What are the potential benefits of project for HSE more widely?
- Help drive the development of Quality Profiles at other levels in the organisation such as hospital groups and
CHOs

8 The Directorate Quality Profile is a report comprising priority measures that provides the

Directorate with a balanced and representative picture of the quality of care provided across health

and social care services in order to oversee and drive improvement. It is not intended that the

Directorate Quality Profile provides a comprehensive picture of quality of care across all services.
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- Support alignment and flow of information relevant to quality of services from service providers to
national leadership

-Provides the initial steps of a platform for patients, staff and service providers to engage and inform
national leadership

- Will provide a template and example for how a HSE Board can engage with quality of care

- Alignment with QlikSense project with OCIO will allow for a sustainable and flexible source of data for
Directorate and other Quality Profiles in the future

e What QID Supports/Resources are available?
- QID will support the Directorate through a project team with 2 working groups, one focusing on the

development and initial production of the Directorate Quality Profile (The membership of this working
group includes Grainne Cosgrove (lead), Emma Hogan and Michael Carton) and the other focusing on
testing and initially implementing options for including qualitative information on patient and staff
experience of quality of care (the membership of this working group includes Gemma Moore, Michael
Carton and a Patient Representative (TBC))

- QID will support any required workshops for the Directorate

- QID will provide support and training as required on a 1:1 basis for Directorate members

- QID will support the transition of the project to a sustainable programme

e What are the potential high level risks?
- Uncertainty as to the structure and function of Directorate following the establishment of HSE Board

could impact on the preparation to transition the work (e.g. to the HSE Board or to the HSE senior
executive)

- Change in HSE Directorate membership

- Overlap with other information planning work (e.g. Corporate Planning)

- Overlap with other oversight roles e.g. NPOG

- Availability at Directorate meetings of sufficient time to review and understand the complexity of
information

- QID capacity to support the project

- Directorate willingness to engage in Ql approach and PDSA cycles

- Sustainability — the heavy reliance on QID and limited support from Directorate and its structures is a
risk to sustaining the project following hand over to the Directorate

- Reliance on delivery of QlikSense project to allow for handover and sustainability

- Reliance on EFl team mainly to deliver project

e Isthe work aligned to the Framework for Improving Quality in our Health Service?
The project is aligned to the six drivers of the Framework for Improving Quality. While the main focus is on

Measuring for Quality, including patient and staff experience, the project incorporates aspects of all
drivers including leadership for quality, governance for quality, person and family engagement and staff
engagement. The project will be delivered using Quality Improvement methods.

e Does the team have the capacity to manage project?
QID has the knowledge and skills to deliver this project.
This project is very resource intensive with Michael Carton (lead) spending 0.7 WTE, Grainne Cosgrove 0.6
WTE, Emma Hogan 0.4 WTE, Gemma Moore 0.4 WTE and Jennifer Martin 0.2 WTE. With the introduction
of the NQIT strategic plan, the Evidence for Improvement (EFI) team staff may have other priorities.
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Project Governance Overview

Figure 1. Summary of Governance Structure for the HSE Directorate Quality Agenda Project

HSE Directorate Quality Agenda Project - Governance Structure

HSE Directorate Advisory Group

Chair: Anne Q & Chair: Dr Colm Henry, CCO

Connor, DG X
HSE Directorate Quality
Agenda Project Team
Chair: Michael Carton

I

Directorate Quality Patient and Staff
Profile Working Group Engagement Working
Lead: Grainne Cosgrove | | Group

Lead: Gemma Moore

Figure 2. Membership of the Advisory Group, Project Team and working groups for the HSE Directorate Quality
Agenda Project. In addition to the links highlighted between these groups, four members of the advisory group
attend Directorate meetings.

Directorate Quality Profile Working
Directorate Advisory Group Project Team @

Project ID Project Manager/ QID
Anne O'Connor Director General Michael Carton - ald /a ichael Carton - ald ger/ Q Core bership*:
QID Clinical Director and .
i areulls — I R ey R - Working Group
Jim O’Sullivan  Corporate Secretary Jim O’Sullivan  Corporate Secretary John Fitzimons Quality Imp Cosgrove Lead
facilitator
ID Evi fi
(e AN Gy Icrln rt;:::::::t I:_rad and Project Manager/
Colm Henry Chief Clinical Officer Colm Henry and Directorate Jennifer Martin P! N Michael Carton ) 8
Quality Improvement QID Lead
member -
facilitator
uality Profile
. . Chief Operations QID lead - QI Connections « .y
. Chief Operations . N . Sustainable
Liam Woods . — Liam Woods Officer and Maureen Flynn  and Quality Improvement Emma Hogan .
Officer . . Production
Directorate member facilitator .
Project Lead
Rosarii National Director - HR QID Lead - QI for Boards
Rosarii Manion National Director - HR— —— and Directorate Karen Reynolds  and Quality Improvement
member facilitator
Directorate Patient and
Chief Strategy and
Dean Sullivan ! 8Y Philip Crowley ND-QID Gemma Moore Staff Engagement

Planning Officer Working Group Lead

Stephen Directorate Quality Directorate Patient and Staff
Murvany Chief Financial Officer PatrickLynch  ND-QAV Grainne Cosgrove Profile Working Group Engagement Working Group
Lead

QID Evidence for
Improvement Lead
Jennifer Martin and Quality Alison Cronin Ql Project Data curator Core Membership*:
Improvement
facilitator
EEEGTIER] (as required) Gemma Moore CELIEE)
managers Lead
TBC Service User_
Representative
Project Manager/

Michael Carton QD Lead

*Other members can be co-opted onto

the working group for specific pieces of
work or PDSA cycles
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Table 1 Cycle of meetings and work to be undertaken in preparation and following Directorate meetings to be held
from November to April 2019 (inclusive)

Project Team Review Day after Directorate Plan the tests of change to be carried out at next
Meeting Meeting (4 weeks before Directorate Meeting
next directorate meeting)

2 week window for Working Groups to prepare draft Documentation (Directorate Quality Profile and Directorate Patient
and Staff Engagement PDSA documentation)

Project Team Planning 2 weeks before Directorate Plan the tests of change to be carried out at next
Meeting meeting Directorate Meeting

1 week window for Working Groups to complete documentation and preparations before submitting documents to the

Advisory Group
Send Documentation to 1 week before Directorate To give enough time for Advisory group to review
Advisory Group Meeting documents before Teleconference

Advisory Group T/C (45 mins)  The week before Directorate  To review the learning from tests of change carried
Meeting out at previous Directorate meeting and to provide
feedback on the documents and planned tests of
change prior to next Directorate meeting.

2 day window to make final changes to documentation for next Directorate meeting

Project Manager to send By 14:30 on the Friday To have relevant documents included in the
documents for the pack to before the Directorate Directorate meeting pack
secretary of the Directorate Meeting
Directorate Meeting Third Tuesday of every Conduct test of change at meeting and Project
month Manager to observe and gather feedback on the PDSA
cycle
Advisory Group
Role (examples only) Name RACI
Sponsor Anne O’Connor
(DG)
National Ql Team lead and Project Manager Michael Carton
Directorate members Colm Henry,
Rosarii
Mannion and
Liam Woods
Secretary to Directorate Jim O’Sullivan
ND-QAVD Patrick Lynch
ND-National Ql Team Philip Crowley
Quality Improvement Facilitator Jennifer Martin
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Project Charter — Stage 2

Model for Improvement Q1 What are we trying to accomplish?

quality by end of May 2019

Milestones

e HSE Directorate Quality Profile (picture) co-designed
with Directorate members

e Quality and Safety first substantive item on meeting
agenda

e Format and presentation of HSE Directorate Quality
profile agreed with Directorate

e Directorate make decisions and request actions for
improvement based on the HSE Directorate Quality
Profile and monthly patient and staff engagement
information

e Patient and front line staff voice is a standing item
within the first substantive item on the meeting agenda

e Directorate members agree the most effective
method(s) for them to understand and be aware of
patient and front-line staff experiences in their
assessments of the quality and safety of care

e The collective leadership of the Directorate in the
operation of the meeting agenda item for quality and
safety and focus on improvement is implemented and
sustained

e The learning from this Directorate Ql project informs
the establishment, induction, orientation and practices
of the new HSE Board

Final Complete Version 1 Directorate Quality Profile

Problem to be addressed (Defines WHAT broadly)
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Aim statement — outline the measureable objectives for the project

Identify high level milestones, timelines and person responsible

Who's
responsible -
RACI Matrix

QID and
Directorate
members

DG and
Directorate
Secretary

All Directorate
members

DG,
Directorate
Secretary and
Directorate
members

DG,
Directorate
Secretary

DG,
Directorate
Secretary and
Directorate
members

Board Chair,
Board
Secretary DG
and board
members

Chair of Board
and members

To design and test a picture of quality of care, that includes both quantitative and qualitative information, that
supports the Directorate in understanding the quality of services and in leading the organisation in improving

When

October 2019

November 2018

November 2018

Monthly to finish in May 2019

Monthly to finish in May 2019

May 2019

June 2019

TBC

June 2019

Currently the Directorate does not have a comprehensive picture of the quality of services provided by HSE and
funded organisations, on which to provide oversight of quality and lead its improvement.




Reason for the effort (Defines WHY broadly)

Patient Safety has a high, and growing, profile with the Irish government, regulators and the public. The HSE DG
and Directorate have identified quality improvement as a priority. By undertaking this project, the Directorate
are demonstrating a commitment to quality improvement and leading by example across the Irish Health System.

Evidence shows that every member of the board needs sufficient information at a high enough level to be
confident that the organisation is well run, but not so much information that it becomes difficult to tell what is
important (Rowell et al., 2006).

The probability of harm (adverse events) in healthcare is significant and is estimated between 3% and 17% of all
hospital admissions in Ireland (Rafter et al., 2017) and lies between 8% and 11%, internationally (Vincent, 2011).
Poor care costs money, for example, infections, pressure ulcers and adverse drug events alone cost the NHS
approximately 5 billion per year (Monitor, 2010). In

a time of austerity, adverse events in adult inpatients in Ireland were estimated to cost over €194

million (Rafter et al., 2017).

Evidence shows that what Boards and Senior management teams pay attention to matters:

e International evidence that there is scope for improvement in capacity and capability in Quality Improvement
at every level of hospital care, not least at board of director level (Rowell et al., 2006; Conway, 2008, 2018;
Freskoe Rubenstein, 2013)

e Evidence that where hospital boards prioritise quality and lead on improving it, there are meaningful
improvements in quality (Heenan, Khan e Binkley, 2010; Pronovost, 2018)

The Directorate sets the agenda, investment level, culture and strategy, and its members are individually and
collectively accountable for quality within the Irish health system.

What are the Expected outcomes/benefits of the project?

e Brings important Quality information together into one Quality Agenda Item and supports Directorate
oversight of quality and its improvement.

e The inclusion of qualitative information together with quantitative information enhances discussions by
grounding the Directorate in real life experience of patients and staff, and by providing context and/ or
triangulation to the quantitative information

e Provides a basis for monitoring important aspects of quality of care

e Supports learning from trends and variation

e Supports senior national leaders in developing their skills in relation to measurement for improvement

e Helps identify areas for Quality Improvement

e will provide the senior executives of HSE to hold grounded and evidence based discussion with HSE Board

What is not included in the scope of the project?

e Responsibility or capacity is not built into the project team to follow up on operational variances identified
and the reasons for those variances. The responsibility for this rests with the relevant directorate member.

e  Work with boards such as hospital group boards.

e Inrelation to the incoming national Board of the HSE it is anticipated that this project would provide learning
and a case study for how the new board could approach its quality and safety information and learning.
However, this would be a separate project that would be considered and co-designed at the request of that
Board (if initiated).

Is there a commitment to share the results of the project/ share the learning?

e Yes, Directorate members agreed at their workshop in October to share learning from this Ql project with the
in-coming Board of the HSE and wider with healthcare boards and executives.
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e QID are committed to developing outputs from this project to share the learning nationally and
internationally.

Are the parties aware of potential project risks, what can be done to mitigate the risks?

e Time to review and understand the complexity of quality and safety information

e Ongoing corporate changes that might impact on timescales and completion of the project

e Planning of the structure and function of Directorate/leadership team following establishment of the HSE
Board

e The Ql project would benefit from being at an advanced stage prior to handover to the incoming HSE board

e Insufficient connection and links with other levels of oversight e.g. NPOG

e Underestimation of the amount of work and time required to avoid overlap or duplication with other
information planning work at other levels

e Missing the opportunity to use the information for action and improvement

e Directorate willingness to engage in Ql approach and PDSA methods

e QID capacity to support the project

Model for Improvement Q2 How do we know that a change is an improvement?

Measures that will be used to monitor the impact of this improvement effort — prompt

e Process
Measure of the amount of information provided to the Directorate and the amount of time given to
discussing the quality and safety of care monthly.

e Outcomes
Feedback from the Directorate members (qualitative information) that the information provided on quality is
understandable and useful
Review of minutes of meetings to assess impact of inclusion of quality information (qualitative and
guantitative) and close out of directorate requested actions included on action log of the directorate meeting
minutes

e Balancing Measures
Feedback from the Directorate members (qualitative information) and review of minutes of meetings to
confirm other important aspects of the Directorate agenda are not adversely affected

Model for Improvement Q3 What changes can we make that will lead to improvement? (And
how will this be done)

e Define the currently available quantitative quality information and include in a Directorate Quality Profile

e I|dentify additional data required for the Directorate Quality Profile and establish systems and process to
capture this, with a view to evolving the Profile based on engagement and testing with Directorate members

e Test options for including Qualitative Information as a Directorate meeting agenda item and implement the
best approach

e Establish the process on how the qualitative and quantitative information is routinely included as a standing
item in directorate meetings

Resources (detail & quantify e.g. IT, HR, Project Costs
facilities)

Time of project manager, subgroup leads and EFl | 2.3 WTE

team time

Time of project group members 6 hours per month (includes 2 meetings, pre reading and
actions arising)

Time of advisory group members One hour per month

Time of directorate members Two hours per month (including pre reading and survey

completion)

Project Assumptions
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The resources outlined above will be committed to the project for its duration
The Project is in keeping with the mission and values of the service
Publication of project material will not occur without the prior approval of the project sponsor.

Project Sponsor Sign Off:

Signed: Date:
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Appendix B: Evaluation Interview Themes

Four main themes emerged from the analysis of the feedback from the post-project workshop and follow-up
interviews with directors. These themes were the start of the Ql governance journey, a worthwhile

methodology, the power of stories and a shift to Ql mind-sets.

1. Commencing the Ql governance journey
The Directorate quality agenda item was perceived as the start of the Ql governance journey for the
Directorate and Irish Health system. This was articulated by one director as:

“this was never about putting in place a robust quality and safety assurance arrangement, it was

about, can we tighten up what we have to a degree”.

The agenda item project was the first step in understanding the risks and there is a need to consolidate
these results further in future by integrating it with other processes so that management is aware of the
measures the Directorate is interested in. Only when it is integrated into routine practices will it be
sustainable. This was described by one director as:

“link it to the core organisational process and help shape that and improve that, | think will give the

sustainability to this work”.

2. A worthwhile methodology
Participants found collectively designing the quality agenda and using the Ql approach useful:
“It went through a good process in trying to determine what were the measures that should be used
and how they were presented, how the narrative supported the information that was shown

diagrammatically”.

The project brought together senior level directors together into the workshops to discuss quality and safety
which was a unique event. However, one downside of the process was the time commitment it required
from the directors and the project team. Use of PDSA cycles enabled the Directorate to improve the agenda
item gradually over time highlighting the usefulness of the methodology. The use of SPC methodology added
to increased robustness of the process in the eyes of the Directorate:
“the way you have presented the information and the statistical rigour in presentation | think is a
thing that | will certainly learn from and it’s good to know that we have that skill set in the

organisation”.
3. The power of stories

The element of patient and staff stories highlighted issues that do not usually show up in the metrics and
provided additional insights. This aspect was appreciated by all directors. It grounds the quality agenda in

human experience as described by one director:
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“it’s very easy for us all to get lost in numbers and paperwork and everything else and forget why we

are doing this”.

According to one director, the patient story may have been the turning point in the entire project:
“I've seen so many examples of where the patient input has transformed everything entirely that |

wouldn’t be surprised if that was partly what changed the game here as well”.

Similarly, another director acknowledged the responsibility of the Directorate to act of patient/staff
experiences:
“When people take the time to provide very valuable insights that we may not get ourselves, we have

a responsibility to hear those and convert that into intelligence”
4. A shift to Ql mindsets

The quality agenda item project was instrumental in shifting mindsets of directors about the governance of
quality. Before the project, discussion on quality was often driven by external pressures, demands and
overshadowed by discussions on finance, audit. Over the course of the project, the Directorate moved from

a mindset of

“could we leave that off, the next meeting?” about the quality agenda item to “the point where if you

left it off the agenda they’d be saying, where’s the quality stuff?”.

Some negative perceptions about the agenda item melted away after a few PDSA cycles and were replaced
by enthusiasm and engagement. There were honest and open discussions about quality on a wide range of
topics in a safe space. The project advanced the discourse on quality and brought patient care to the
forefront. It has also changed the way the Directorate looks at quality:
“Mly sense is, it has achieved a change in mindset, maybe not a change in culture yet, massively long
project to do that. But it is achieving more than one might have expected in that, while on the surface
it was just purely getting quality onto the agenda and having some kind of a discussion about quality,

which could have been done very tick-box, superficially.”

From the perspective of the project team, the learning from the planning phase was the importance of
understanding international best practices and aligning those with the local context and concerns and
expectations of the directors. Support and agreement from all directors to co-design and participate in PDSA
cycles was another important project enabler. During the testing phase, project team realised the
importance of having a participant-observer present in the Directorate meeting. The participant-observer
provided support to directors in interpreting data, facilitating learning also gathered important feedback
around reactions of the directors. Evaluation forms as a mode of feedback were less beneficial than
observations and face to face interviews. Additionally, including patient and staff stories emerged as the

most engaging element of the project as it ‘people-ised’ the data.
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Appendix C: Final Version of Directorate Quality Profile
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cpactad level. Tha masans beahind
ihasa variions coud b used o
direaci Wi improvamants.

Hip fracture surgery within 48 hours 0

This indicator maesw e the propartion of paiknis aged aver 85 wih
& hig fractin @ whis harve surgary within 2 deys of sdmission Oelay in
lima 1o hip Facture surgary of more han 43 hours is asseciaied wih
ncragsed moriaicy and impaimant of quality of Ifa. Timey sccass
1o sigery & tepandent on mubidscighnary e patay inckidng
emargency admiasion, diagnastics and surgary

Assessment

Tha everage naional numéer of deayed
Achirdng sak, limely ard person conired dischange fam hosedal| dscharges i abova e sxpactad kval and
b PeiiTe B8 BN mpanant indicater of qualty and @ massws of b ungiabla.  Whik  thea was  an
amickint and imegiatad care Delayed dischargs are uwsod in impovement n Dec-13dan-13, iha Lt
asseasment of quality of cara, costs and eficancy. dala ahaws d signal of disimpravamen in
ita numbar of delayed dischargas since
Fsruary 2018

Weekly number of delayed discharges e
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Singa January 2007 36 2% of patientz aged over 63 with 2 hip Facture bad raugary within 2 daye of
admizgion. The rabs can be eepeched to fuciuate betwaen TG and 95% dus to nommal wiition. This i
Beiow the target of 35%

« Them was a signal of improvement Gebwean Seplember 2017 and June 2013 that has nof been

musianad The rasson for this shauld be undarstood s & may proside an opparunity ba baam froem the
cmur of the varintion,
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Owar the last 12 maomihs, tha ratas for 2 hespitals (Connally and S1VINEant s) werd abos thi upeer
caniral limi. This is @ aignal hai the paformanca in ihass hespiaks & Bediar ihan eepaciad
+ Thie rabas far 2 haspdats [Unwersity Hosgdal Limanick and Unisarsity Hospitel Watanam) wera bakee tha

lawar comirod limi Thia is @ signal that the peformanca in this hospilal owr iha past 12 monibe was
balaw iha expactad kel

= Thickie CCCUMENCas OF las@ected (Apacial s wanalan should Be axamingd 50 1hal the leaming can
b wraeed b diract fubure imenvemenis

Hational rate by wes, last 12 months Dried g
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+ Thare wes @ signal of imgrovemen in the numbar of dalayed dischargas during Decembar 2013 and January
2015 |2 senes of 3 painis below tha maan).

+ However the labask daia since Fednary 2009 shows o saies of 10 consacuive waeks aove the mean Thia

Efficient

is unikaly 1o have oocumad By chanca alona, and wsing SPC i is @ signal of special causa wariation, ia.a
signal that the numbar of delayed dschargs was highar 1han axpectiad dising Hitce weaks.
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4 The SPC chart above shows the monihly numbar of detayed diecharges [based on the bt weak of each
month) betwsen January 2010 and March 2019,

+ Betwean 2010 and 2014 the sverage number of delayed discharges was B30 Using SPC nubes there was
a mgnal of improvement, and bebwesn 2115 and bo date in 2000 fhe sverage rumiser of delayed dischanges
in 4

Yitiba there haes baen some sigrals of imgrovement in the number of delayed discharges snoe 2006

fuzually durng Decembar sach yaar]. thare are no sigrals of 3 sustained mprowemant n the mier of

delmyed dischanges snce 2016
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Day of surgery admission (DOSArate € Assessment Homeless services: service users’ health Assessment

Pardprmance at national lavel s Gelow
target in 2006 ther wos o sigral of
i akhough  has  snce
resplvad The rates for 2 hospitals am
balow the lower coniral §mit indicaling
unexpactad varstion Tha e for 1
hazpdal was abaes the upper coningl lmit

Thiz ndicaior mefers ba ihe pricentage of elecive sugcal
inpatients wha had their pincipal procadure camed out an the day
of admizzion This ndicaior alows for the of the
afect of mproved pra-sdmizsion assessment sardcas which
faciitale day of sungery admission.
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+ T awarege raie of decive sugical npaiknts wha hed ihar princiea procedura camiad oul an the day of

admEsion since Jandary T (s T4.2% Tha targat / expactad actidly & 92%

Tha raie for Docembar 3018 wies balow the lower coniral Bmid. This is unliely b heve oooumad By chance
akare, and ndicatics Thal tha DOEA rate kar that monmth wis uneapactady kw Howessr thi iale far January
and Fabnary 2078 ware within the conind §mis
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= Wote Tt there are indrvacksyl D34 danpeds fr each s pial

s The rafes for 2 hosprials (51.dames’'s and Gabway Unmersity Hospdals| are below fhe kowar coniml mit This
i 3 wigral hot the ca inthese hospitale ix iower than expactad rabative b 1he national sverags.
obe howwewer thal he 2019 tarpel is 3. 6% for St.James's and 51 4% for Gakway Unneersity Hospilals:
+ The raie for Cagpagh Matioral Crthopaedic Hospital is alove the upger control imil. This is a sigmal that

performanca i beter than sxzected retative b the retioral sverage. Hote that 2019 target for this hasgital is
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needs assessed within2 weeks of admission Puformancs o nationd kval s
Bl target Hiwirier 1ha labast
data for 2018 shows a signal of
impiovemant Tha reasons for this
shiuld be undersbacd b3 dirt
further |mgrovimenis

This indicatar redars to the pacantage of service users admitted 1o
hamalars amengency accommodation hostels [/ facities whors health
rsesde: have baen assessad wihin teo wesks of sdmission. Completion
of 3 heath needs asssrzment i3 required 1o facliale the efective
rperation of a core planning system bt address the haahh and cae
naedy of bomelees praple

Maticnal

+ The numbsar of serace umere admited o bomelees smengency accommodation hosiels /o ifee snce
20K sverages araund 1400 par quarter. The tanget is that B5% of peaple will racame 3 health needs
arzesgment wihin 2 weeks of admission

+ Sinca 2015, on memge of T67% of peaple b recefed o heakth nesds arsessment within 2 waeks of
admizzion, belaw the {anget of 36%

4+ In Quarter 2 2016 the parcantage of peaple who moeieed 2 heath nesds azssesment within 2 wesks of
admission was above the upger control kmil. This is unbkeby o b occumed by chancs dlone. In
addition, in Guartar 4 2018 the rate wax in the guter third of the control limits inear the upger comtrml
limit] Lsing SPC nubes: this & sigral of mpresement in this measurs.

Et] =

Mote: Data are nol curmendly dEplayed 3t CHO or LHO kevel dus 10 data gans.
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MMR vaccination rate

This indicaior relars to ihe parcaniage of chidran who have
mgved iha WMMR vaccine ai 24 momife of age. MMR
waccinatan pravamis measles, mumgs and nubella infection 35%
of thi dation wust b netad 1o provide i

Impiniy
POpULELN Wih B ECcnEtion rebas

e

Thark & 3 measlic cubiak die 1o pockets of

Assessment

Pufamantd & natanal kval is Badaw
targal  since 3093 with @ durdher
suignad  diimprovemeni  since 02
M6 There is mom wangion among
LHO4 ihan wauld ba expecied by chanes.
Wrelsrstanding this varistion may provide

apeoituriiks R mpresmant

Katicnal rate
*
w5
= T 19N

= MNR uptaks rebas are babew iha iarget kil of 35% since 2013, Tha swarege e is 32 6%, and il can be
argiariiad that 1w raba will vay batwsien 31 8% and 504% by chance akim.

+ Sinca Ouarer 2 2076 1hare hawa Bean @ seies of 10 consacuive quartars whare the rale was balow
awarage This is unlkaky io have occumad By chanca and B @ signal of special cousa warniaiion, in thi
Ccased reducion n iha uplae raie
2010 +

0, latest guarter |Gl
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+ Daba by LHD for the biesi svailable quarter show that 2 LHOs [Dubln Hardh Wast and Gabweay) had
umhrmmm asove the upser comtrol mit ndicating pedormanca thal was Gettar than
aspecied.

« The rates for & LHDs (Dublin South City Wickow, Donegal. Dubin West and Dubin Horih] wene below
the lower cantral Bmil indicating uptaks rabe s thal wens kower than axpecied.
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MMR vaccination rate: supplementary data

DECD Eurcpe: Vaooination againstmaaskes. ohildren aged 1, 2017 [or nearest year)

n = = = = =
Feivernage of (kI irsrsanted

Scarct (L) SR 815 GiaD funogs i

G data af leved on WIMR ratas ai 24 months of age ane ol eveilable

+ Tha OECO repoits dafa on ik vecoinaion il for childan based on e parcantage of childran
under one v od wha hive recaied ai ke ora dose of i sekis-C omaning wocie ina ghen yiar.

Tha labast availaik data fom it DECD shiws thai among Eurogean couniries in it OECD iw
amrage pacaniage of chilkien veccingied g ks aged 1was 34 4%

+ Woaliha 28 countiiag far which dota ord Failok achireid vaccinatin rales of swr 959
Fota thet iha daia ara mol elways sincily compamdk acmss ook

Better Health & Wellbeing

Anatomy of a Statistical
Process Control Chart

A Statistical Process Contrel (5FC) Chart consists of data plotted in order, usually ovar
time {waeks, months atc). It inchudas a cantra line based on tha average (mean) of tha
data. It also incudes upper and |lower control Bmits based on statistcal calculations |3
sagrna deviations from the average).

The controd limits are based on the variation in the obsenved data. The control kmits
reflact the axpected range of variation within the data, and do not reflect the desired
range of variation in terms of quality of cara, The probshility of any data point falling
outside of the control Bmits by chance alone s very small,

Poants that are above or bebow the contred limits are an indication of spedal cause
warlation. In addition to a data point outside of the control Bmits, there are four other
rules that indicate non-random | special cause] variation,

The target / goal line is interprated differantly to tha othar lines in the chart. |t is not
daterrmaned by the data and so ls not sarmally part of an SPC chart, but It can be useful to
display It to help focus improvement efforts.

eenenansnes di——| e Control Limit

SrsTiesssssisisssssssisssssssisnssassnssnsissanaa st sass i || e Cotral Limit

T

Beferences
Provest L, Morray & TheHaalthcara Data Guida: Laaming froenDatafor improwamant. San Framciaoo: jossay-
Baiss, Publication, 2001

Fat marn aricaraation sosd hrdnas Lot grova aiies b o evadler aminies b
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1. A singhe poant autsde the sentral Bmits {thes
deesn't inchude points exsetly an the limit]

Rules for detecting special cause variation
using statistical process control charts

2, A& run of § ar mere cansesutive paints abave o
balaw the camtoe line

4, Twe cat af thres cansscutim points in the

#, A trend of at least & consecutive poant: all
cuter third [or beyend)

EeEAE Up oF dawn

8, & perier of 13 consecutive point: close ta the
eentre Ene (in the inner o ne-thind)

Fos warn v rwiier B
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. . 3 st Sy gt Taars, M g 06
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’_ — Anatomy of a Statistical

o

s Process Funnel Plot

A Statistical Process Control [SPC) Chart consists of data plotted in order, inchuding a
cantre kine based on the average of the data and upper and lower controd limits basad on
statistical calculations (3 sigma deviations from the average).

SPC charts are commonly used to display data over time, However it is also possible to usa
SPC charts to display data for differant groups (such as hospitals) within controd Bmits. The
contral Bmits are calculated in the same way as an SPC chart over time, but tha data are
ordered by denormnator size rather than by time. This gives a funned shape to the SPC
chart. Polnts that are above or bebow the contral Bmits in a funnel plot are an indication
of special cause variation, Tha othar rules for detecting spedial cause varation in SPC
charts do not apphy to funned plots,

The control imits are based on the variation in the observed data. The control Bmits
reflact the expected range of varlation within the data, and do not reflect the desired
range of varlation In terms of quakity of care. The probabilioy of any data point falling
outssda of the control Bmits by chance alone is vary small,
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Groupm Sequanced from Fewest bo Mot Cases 5

Beferenoes
Procet L, Mbormay 5 The Hialthicera Data Gulde: e ing TroenData for improwamant. San Frassioc: Jossay-
Bass, Publication, 20d1
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Appendix D: Making Use of Existing Patient Experience Data
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Test 2 = Making Use of Existing Patient Experience Data

osir Moo Ratrers Patient Marrative Project

[Whurclo-ulﬂ!dubu(umﬁumi' ]

Wl kil of isfoenation is Being paeantad?
Survey data respondents sbed to provide
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((Trese completing the survey are oxked to )
desoribe an experiance of the Fealth
servive they have had i the last six
months that had an impact on them
| guaaitative and guaitathm fomnats )

answmr abamn questicrs about the
argsriance. Eght of e quastions are @ &
triad format davelogsd aroured e e
centred themes of:

1. Empathy, respect and dignity

2, "Wy weorld’ — more than s health conditicn
3. Tha jourmey through healthcara

4, Parinering in decl=ior-making.

5. Taamn workineg

6, Acoess to servoes

7, Information
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How to interpret the triads:
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“Parson-cenitned coordinatad care gives
me the services | need, when and where
| remed them, B i3 based onoa full
undarstaradiog of my B and sy world,
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Engage with us on twitter @NationalQPS or by email at ngps@hse.ie
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