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Introduction to the Lead NCHD Awards 

The Lead NCHD initiative represents a response to “a historic deficit in NCHD representation at 

executive level within Irish Hospitals”. The MacCraith report recommended that “structured 

communication arrangements should be established for trainees, including engaging in solutions for 

patient care”. The contents of this booklet demonstrate that although in its infancy the Lead NCHD 

Initiative is a success story! The Lead NCHD Awards recognise the work undertaken by Lead NCHDs 

during their tenure on their clinical site. The presentation of awards and this booklet are an 

opportunity to share examples of good practice and encourage colleagues to pursue their own 

projects and improvement initiatives. 

The variety of projects demonstrates that Lead NCHDs are promoting a culture of medical leadership, 

facilitating engagement with NCHDs and are keen participators in quality improvement with its many 

benefits for the health service, its staff and patients. 

The projects in receipt of the second annual Lead NCHD awards are: 

1st  Work life, Wellbeing and Efficiency: Valuing Voices Programme - improving quality through 

staff engagement 

  Dr Mortimer O’Connor, Mercy Hospital Cork) 

2nd Medication Good Catch Initiative – A collaborative approach (Dr Louise Hendrick, Temple 

Street Children’s University Hospital) 

3rd   Beating burn out: being kind (Dr Anna McHugh, Letterkenny General Hospital). 

 

I would like to acknowledge Professor Eilis McGovern, Director, NDTP, Dr Philip Crowley, National 

Director, Quality Improvement Division (QID) and Dr Julie McCarthy, National Clinical Lead, Clinical 

Director Programme for their continued support of the Lead NCHD programme and these awards. In 

addition, I would particularly like to thank Dr Catherine Diskin for her unwavering support and 

outstanding leadership in her role as National Lead NCHD 2016-2017 and Ms Juanita Guidera, QID 

Lead Staff Engagement for her guidance and help with the Lead Programme and associated 

Initiatives.  

 

All entries are included in this booklet organised by hospital. With the permission of Dr Healy, Lead 

NCHD Cork University Hospital 2015-2016, Improving the NCHD culture in Cork University Hospital - A 

10 point plan, is also included as it may be of interest to newly appointed Lead NCHDs. 

 

Thank you, 

Louise  

Dr Louise Hendrick 

National Lead NCHD/NDTP Fellow 

National Doctors Training & Planning 
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Work life, Wellbeing and Efficiency: Valuing Voices Programme - improving quality through staff 

engagement 

Dr Mortimer O’Connor1, Ms Fiona Lynch2, Ms Juanita Guidera3, Ms Victoria Collins4, Ms Maureen 

Flynn5, Dr Megan Alcock6, Dr Catherine Diskin7 

¹ Lead NCHD, Mercy University Hospital, Cork 

² Medical Manpower Manager, Mercy University Hospital, Cork 

³ Quality Improvement Division Lead Staff Engagement, HSE, St. Luke’s Hospital, Clonmel 

⁴ Talent Acquisition Specialist, Human Resource Department, Mercy University Hospital, Cork 

⁵ Lead Governance and Staff Engagement for Quality, HSE, St. Steevens’ Hospital, Dublin 

⁶ NCHD, Mercy University Hospital, Cork 

⁷ National Lead NCHD, St. Steevens’ Hospital, Dublin 

 

Introduction 

In 2017, in partnership with the Quality Improvement Division (QID), the Mercy University Hospital 

commenced a programme to test the Valuing Voices Programme as a staff engagement methodology 

designed to build leadership capacity by training and mentoring four local facilitators to engage staff 

and enhance teamwork using a combination of staff listening, action planning and Front Line 

Ownership techniques.  NCHDs had an opportunity to share and act on their ideas and suggestions 

for improvement with the facilitators through a series of listening, action planning and 

implementation sessions. The focus of the work was to improve NCHD wellbeing. 

 

Methods 

The QID Lead for Staff Engagement trained four facilitators in the methodology and provided 

mentoring throughout the process. The Lead NCHD (LNCHD) and Medical Manpower Manager 

(MMM) led the project on site. 20 NCHDs participated in staff listening sessions with the goal of 

improving NCHD wellbeing.  12 NCHDs participated in an action planning session. The action planning 

session focused on 4 themes identified at the listening sessions. Using a frontline ownership ethos, 

LNCHD and MMM coached 12 NCHDs to act on these themes.  The executive management team 

agreed to support and act on the top suggestions for improvement.   

 

Results 

The top 4 themes identified at the listening sessions were: 

1. Introduction of a handover/ward jobs book 

2. Review and improvement of the bleep policy 

3. Enhancing the on-call rota and distribution of work on night/weekend call 

4. Introduction of additional computers to improve efficiency on the ward 

 

NCHD selected their area of greatest interest to develop and implement the required changes. The 

facilitators gave direction and mentorship to the groups. 

 

 

Conclusions 

Through frontline ownership using the Valuing Voices Programme the MUH is improving the 

efficiency of the hospital, the work life of NCHDs and aiding staff wellbeing.  

44% ‘extremely’ or ‘very much’ 
more engaged in their work 

after the sessions 

78% ‘extremely’ or ‘very 
much’ encouraged to 

improve quality in their area 

100% good way to get 
to know colleagues 

100% said it 
was fun 
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Taking the Temperature: Wellbeing of NCHDs at University Limerick Hospital Group (ULHG)  

Dr Aisling O’Riordan1, Dr Michelle Canavan2 

1 2Lead NCHDs ULHG 

 

Objectives 

This project looked to assess NCHD morale across the University Limerick Hospital Group (ULHG) and 

to identify key areas of concern, in order to inform future initiatives aimed at improving NCHDs’ 

experience.  

 

Method 

An electronic survey was sent to all NCHDs enrolled with the human resources department of the 

UHLG with a valid email address. This totalled 370 invited participants. The survey contained 13 

questions with a mixture of multiple choice and free text answers to give both quantitative and 

qualitative information. The survey was open to participants from February 21st 2017 to March 27th 

2017.  

 

Results 

There were 101 responses to the survey, giving a response rate of 27%. Respondents were asked to 

rate morale among NCHDs at ULHG with an average of 5/10. On the question of bullying participants 

cited verbal abuse, obstructive and negative attitudes, and feeling undermined. Factors identified 

with bullying include stressful work environment, limited staff and pressure to complete tasks.  

Participants felt the positive aspects of working at ULHG included camaraderie, supportive 

colleagues, good case mix, learning opportunities as well. Their suggestions for improving the NCHD 

experience at UHLG cited a need for increased staffing as a priority, after this they looked for 

improved efficiency through IT and payroll transparency. They also looked for improved induction, 

access to leave and improved communication between staff.  

Finally, when asked what kind of stress management strategies would help respondents looked for 

improved IT and leave featured regularly. NCHDs also suggested yoga, mindfulness and sports 

activities.  

 

Outcomes 

These results have been presented to the management of the hospital and to NCHDs. It has directed 

our work this year as Lead NCHDs and we hope that it will inform the incoming Lead NCHDs in 

Limerick and elsewhere as to what NCHDs’ priorities are.  

 

 



6 
 

 

 

 



7 
 

 

Quality Improvement Project: Improving Clinical Handover 

Dr Ahmeda Ali MSc1, Dr Nazreen Shahrom2, Dr Shefali Rathee2, Dr Imad Abdelrahim2, Dr 

Ahmed Eltigani Elmahdi Hussain3 

1 Lead NCHD, Cavan General Hospital, HSE, Ireland 
2 NCHD, Dept. of Obstetrics & Gynaecology, Cavan General Hospital, HSE, Ireland 
3 Consultant Obstetrician & Gynaecologist, Cavan General Hospital, HSE, Ireland 

 

Background 

Clinical Handover of care is known to be one of the most precarious procedures in modern medicine. 

Failure in handover is a major preventable cause of adverse events for the patient and this is 

principally due to human factors of poor communication and systemic error. The HSE has identified 

the need to improve the quality of clinical handover. This project therefore targets a department-

wide, general hospital-wide issue, therefore the importance of which will only increase. 

 

Objectives 

To investigate and improve the quality of clinical handover within the department of Obstetrics & 

Gynaecology at Cavan General Hospital using the plan, do, study, Act (PDSA) cycle. 

 

Plan 

• To investigate the current clinical handover practice within the department of Obstetrics & 

Gynaecology. 

• To improve the quality of clinical handover, in order to meet the best practice standards for clinical 

handover as laid out by the HSE. 

• To implement a clinical handover amongst NCHD’s, in order to be able to trace accountability. 

• To use the clinical handover model to create a ‘tool kit’ from this project that can be applied to 

other handovers within other specialties, and across both acute sites within the RCSI hospital group. 

 

Conclusion 

There is a strong consensus is that the formal clinical handover face-to-face meeting is maintained, 

supporting best practice guidance that verbal handover should not be replaced, only supported, by 

organised systems. 

 

QI Project Reflections 

Benefits: 

• Greater mutual appreciation and understanding of roles of manager and clinician 

• Wider understanding of a common issue across the HSE and opportunity to benchmark against 

other Hospital groups, and health systems. 

Challenges: 

• Resources – no time in job plans for project. 

• Difficult to bring about behavioural change in a large organisation. 

• Lack of information sharing cross-organisation – different departments and individuals unknowingly 

working on same issues. 

 

 

 

 

 



8 
 

 

 
 

 

 



9 
 

 

A Qualitative Exploration of Non-Consultant Hospital Doctor's (NCHD's) Perceptions of Quality 

Improvement in Ireland 

Dr Ahmeda Ali1, Dr Nazreen Shahrom2, Ms Gillian Whyte3 
1 Lead NCHD, Cavan General Hospital, Ireland 
2 NCHD, Cavan General Hospital, Ireland 
3 Quality & Performance Manager, Cavan General Hospital, Ireland 

 

Background 

Health care professionals aim to provide the highest quality of care. To improve patient care, quality 

Improvement (QI) is considered as an essential component. (Berwick, 2013) 

 

Objectives 

The aim of our study was to understand the current experience NCHDs have of QI and how this varies 

across different specialties and levels of seniority. Secondly it was to identify areas of excellence and 

the barriers that NCHDs face in QI. 

 

Methodology 

A ten question anonymous online questionnaire was distributed to all the NCHDs in a district general 

hospital in Ireland. The completed questionnaire results remained anonymous. Data was analysed, 

and all quantitative data and figures presented in this study was derived from the questionnaire. 

 

Results 

Majority of the NCHDs had completed zero QI projects, and they were neither satisfied or dissatisfied 

with their past QI experience. Majority of participants had not received any formal QI training, and 

over 70% believed that QI training should be made mandatory. Over half of the NCHDs believed that 

lack of QI knowledge/methodology and lack of time were the main barriers which discouraged them 

from taking part in QI projects. 

 

Conclusion 

NCHDs need to be trained in QI. Without developing this competence, NCHDs are unlikely to create 

projects which can potentially make a difference to improve patient care. Without providing NCHD's 

with the tools and time to lead change, they are likely to become demoralised, and will never fully 

engage with the QI agenda. 

 

Recommendations 

1. Protected, bleep-free time should be allocated to all NCHDs in training on a regular basis for 

QI projects. 

2. All clinical supervisors should be trained in QI methodology and their role should expand to 

include providing advice and support to NCHD's participating in and leading QI projects. 

3. The allocation of a Quality Improvement/Audit Facilitator based at Cavan General Hospital. 
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The Long-awaited Transfer of Tasks – How are we Performing? 

Dr Ahmeda Ali¹ Dr Daire Sean Gibbons² Dr Hammad Khan Danish² Dr Nazreen Shahrom³ 

¹Lead NCHD and GP Trainee, Cavan General Hospital, Ireland 

²NCHD, Department of Medicine, Cavan General Hospital, Ireland 

³NCHD, Department of Obstetrics and Gynaecology, Cavan General Hospital, Ireland 

 

Background 

The transfer of tasks involves the transfer of intrinsic elements from the medical staff to the nursing 

staff. Each hospital in Ireland is required to prioritise this matter and to ensure that the necessary 

tasks are undertaken and implemented.  

 

Aim 

The aim of this audit is to evaluate and verify the Transfer of Tasks at Cavan General Hospital.  

 

Standard, indicator and target 

The Nursing/Medical Interface section of the Haddington Road Agreement (Appendix 7, Point 4). 

 

Methodology 

Data was collected in the Department of Medicine, and Obstetrics & Gynaecology. This was 

examined over a two week period in 2016. Data recorded included the location of the patient, and 

the task undertaken by the NCHD/nursing staff. In addition, an anonymous survey of ten nurses 

working, in the same hospital, was carried out. This survey enquired as to the reasoning behind 

declining to partake in the transfer of tasks. 

 

Results  

The majority of ward based tasks are still being undertaken by the NCHD’s. According to the data 

collected, the main wards of current concern are Medical 1 and Surgical 2. A survey of ten nurses, 

showed that over 60% of nurses believed that they were not adequately trained to undertake the 

intrinsic elements of the tasks. 

 

Conclusion 

From an organisational point of view, in order to effectively use valuable resources for clinical care, 

one can argue that the essential concept is that there must be a need to reduce the reliance on 

NCHD’s to undertake ward based tasks. Appropriate designation will consequently lead to fewer 

delays in patient centred care. 

 

Action plan 

Increase the awareness of the HSE guidance document. Presentation to hospital management in 

order to provide further training for the nature and feasibility of the Transfer of Tasks. Re-audit in 6 

months. 
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Beating burn out: being kind – Occasional Acts of Kindness 

Dr Anna McHugh1, Dr Catherine Diskin2, Ms Juanita Guidera3, Dr Lynda Sisson4 

1 Lead NCHD Letterkenny General Hospital  

2 National Lead NCHD/NDTP Fellow 
3 QID Lead Staff Engagement  
4 HR Lead Staff Health and Wellbeing and Occupational Health 

 

Background 

Aging populations, increasing demands, lack of collegiality and healthcare systems under strain mean 

physician burn out is becoming a worrying epidemic that poses a real threat to quality care provision 

for patients. Staff engagement is the opposite to burn out. Engaged, positive, mentally resilient staff 

have been proven to improve patient care, outcomes and personal job satisfaction. 

Question: Can low key daily interventions prevent burn out and boost staff engagement? 

 

Method 

In Donegal an “OAK” – Occasional Act of Kindness - initiative was launched in the challenging winter 

months. NCHD’s, Hospital Consultants, GP's and allied health professionals were invited to attend a 

lunch time session where complimentary refreshments were provided. Colleagues were simply 

encouraged to sit for even 5 minutes and have a chat. Staff checked in, asked how colleagues were 

coping and took an interest in each other’s lives. The aim was to boost collegiality, overcome bullying 

in the work place and to encourage occasional acts of kindness to one another when stressed. An 

online survey adapted from Wilmar Schaufeli's validated staff engagement tool was completed by 

participants. 

 

Results 

Staff engagement scale  Agree/Strongly 
Agree 

Boosts Collegiality and Strengthens relationships at work 97% 

Would make me more likely to take the initiative to help a colleague if they 

were struggling 

90% 

Boosts my energy at work 80% 

Increases my mental resilience at work 83% 

Enhances my enthusiasm at work 90% 

Helps me persevere, even if things are not going well 87% 

Helps me to continue working even for long period of time 63% 

Helps to instill a sense of pride in the work place                  84% 

Boosts overall morale at work 93% 

  

Conclusions 

Low key daily interventions can be effective in promoting staff engagement and positively influencing 

patient care, as one participant fed back "Simple things make a big differences." 
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CRISBAR - Computerized Clinical Handover 

Dr Derek O’Keeffe, Dr Ramona McLouglin, Mr Brian Mullins  

¹ Lead NCHD University Hospital Galway 

² Medical Manpower Manager, University Hospital Galway 

³ Clinical Director, University Hospital Galway 

 

Background 

Clinical handover is defined as “the transfer of professional responsibility and accountability for some 

or all aspects of care for a patient, or group of patients to another person or professional group on a 

temporary or permanent basis”. Failure of effective handover is a major preventable cause of patient 

harm. Handover is usually given attention when things go wrong. After review of hospital 

procedures, it was realized that like most hospitals in Ireland, there was an informal handover 

procedure in place. However no formal clinical handover mechanism existed for UHG medical teams 

to handover to the Medical Registrar on call over the weekend.  Therefore this projects objective was 

to develop a formal clinical handover system for UHG to improve patient care and outcomes. 

 

Methods 

In August 2016, I engaged with all stakeholders in the hospital to discuss development of a formal 

clinical handover system in UHG. Arising from this consultation we instigated a formal face to face 

paper based weekend patient handover system to improve patient care, which was based on the HSE 

endorsed internationally recognized ISBAR (Identification, Situation, Background, Assessment, 

Recommendation) handover protocol.  After three months piloting and auditing the 

participation/feedback of the various medical teams with the formal clinical handover, I met with the 

hospital physicians group and presented our results. They immediately saw the benefit of the formal 

ISBAR weekend handover format and encouraged us to develop it further.  

 

Results   

A digital handover system (CRISBAR – Computerised Record ISBAR) was developed and implemented 

in January 2017.  We now have a HSE intranet web based computerized ISBAR handover system that 

allows medical teams to highlight patients for handover to the medical registrar on call. Due to the 

success and portability of our developed CRISBAR system at UHG, it has now been rolled out across 

other hospitals in the Saolta group. 
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The establishment of a Multidisciplinary Research Meeting in the Regional Hospital Mullingar 

Dr Doireann Joyce 

NCHD Lead and SpR in General Surgery, Regional Hosptial Mullingar, Co. Westmeath 

 

Introduction 

The Regional Hospital Mullingar is a Level III facility that delivers healthcare to a diverse group of 

patients. All age groups are managed in this institution. Services include medicine, surgery, 

paediatrics, and obstetrics and gynaecology. These departments are supported by allied healthcare 

professionals including nutrition and dietetics, physiotherapy, speech and language therapy, and 

occupational therapy. Each of the aforementioned hospital departments carries out research in their 

area of expertise, however there is little scope for dissemination of this information within the 

hospital.  The aim of this project was to establish a multidisciplinary research meeting in the Regional 

Hospital Mullingar in order to increase awareness of research studies that have been carried out. 

 

Methods 

An application for approval for the running of a research meeting was sought from the General 

Manager. A ‘Call for Abstracts’ poster indicating the proposed date for the meeting was displayed in 

all clinical areas in the hospital. A suitable venue for the meeting was booked and poster display 

boards were arranged. A meeting chairperson was selected with the purpose of leading the meeting. 

Judges were chosen for abstract selection and marking of presentations. 

 

Results 

A provisional deadline for abstract submission of the 1st of March 2017 was chosen with the meeting 

scheduled for Friday the 16th of June 2017. In total 22 abstracts were submitted by staff members 

from a variety of hospital departments including medicine, paediatrics, obstetrics and gynaecology, 

pharmacy, speech and language therapy and occupational therapy. 8 abstracts were selected for oral 

presentations and 10 for poster presentations. Prizes were awarded for the top 3 oral presentations 

and the top 2 poster presentations.  

 

Conclusion 

Healthcare professionals are interested in conducting and presenting clinical research. A 

multidisciplinary research meeting is a viable method of disseminating research that is carried out 

within the hospital.  
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Establishing a culture of NCHD teaching in Midland Regional Hospital Tullamore 

Dr Jimmy Lee1,, Dr Safras Sattar2, Ms Nicola Fay3 

1 Lead NCHD, Midland Regional Hospital Tullamore 

2 NCHD Committee Member, Emergency Department, Midland Regional Hospital Tullamore 

3 Regional Librarian, Midland Regional Hospital Tullamore 

 

Background 

The Research and Education Centre was opened in 2016, and though many hospital staff used this as 

an opportunity for organizing education sessions, NCHDs did not yet have an established teaching 

programme. We felt this was an opportunity to establish not only a teaching programme, but a 

culture of clinical education amongst NCHDs through a weekly teaching programme, delivered largely 

by Consultants and Specialist Registrars.  

 

Objectives 

As there was no previous teaching programme dedicated to NCHDs, it was initially difficult building 

enthusiasm for such a programme. Particularly amongst trainees, who rotated largely from major 

centres in Dublin, the culture was one of a “service rotation”, where one expected little-to-no 

educational supports. At times, consultants would cancel last minute, and so a smaller rota of last 

minute lecturers was required. A push factor away from teaching was its proximity to lunchtime, and 

this was countered by organizing drug sponsors to bring lunches. Finally, bleeps during teaching were 

a major disruption for both lecturers and NCHDs, and so establishing protected teaching time in the 

hospital bleep policy was an integral factor to its success.  

 

Outcomes 

For interns, the nationally mandated intern teaching programme was never delivered in Tullamore. 

This contributed to the “non-teaching” culture for this rotation. A video-link with the Mater 

Misericordiae University Hospital was established for this, and again, establishing protected bleep-

free teaching time was a major factor in its integration. 

Finally, the first annual NCHD Award for Excellence in Clinical Education was awarded. This was voted 

on by any hospital staff or student who felt the efforts of an NCHD to teach others (whether they be 

fellow doctors, nurses, or students) be recognized. This award was the first of its kind for an NCHD in 

Tullamore. 

The programme was designed to be easily transferrable to the incoming NCHD committee, with a 

rota of consultants and their contacts. The programme could easily be transferred to other sites, 

particularly those in similar settings, such as Midland Regional Hospitals Portlaoise and Mullingar.  
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NCHD wellbeing initiatives boost engagement and can promote NCHD retention 

Dr Warren Connolly 

Lead NCHD Mater Misericordiae University Hospital 

 

Introduction 

Workplace health programmes have been identified by the WHO as one of the ‘best buy’ options for 

mental health and wellbeing promotion. From this the HSE has issued the “HSE People Strategy 

2015-2018” which is focused on staff wellbeing. Such initiatives have been proven to increase 

productivity and motivation, bring teams together, build morale and decrease work-related stress.  

 

Aim 

To provide novel NCHD wellbeing work place initiatives and determine its impact on NCHD 

engagement, morale, talent retention and absenteeism. 

 

Methods 

We carried out two projects simultaneously. Firstly we held NCHD wellbeing seminars which had a 

focus on life-work balance, leadership and self-care. The second idea was to facilitate a multispecialty 

break and handover for on call NCHDs. The objective was to improve communication between 

specialties and to create a team environment on call. We provided food to optimise attendance 

which was funded by NDTP. Strength of agreement was assessed by the five-point Likert scale. 

 

Results 

Forty-nine per cent (54) of 110 eligible NCHDs completed the post intervention questionnaire and 

27% (30) the pre intervention questionnaire. Among post-intervention respondents 64% were 

female, 74% (40) intern, 15% (8) SHO and 11% (6) registrars. The majority of those who engaged with 

the initiative either “believed” or “strongly believed” it was interesting (100%), improved NCHD 

communication and handover (92%) and boosted morale (100%). 96%(52) of NCHDs said they were 

“satisfied” or “very satisfied” with their job post the wellbeing initiative compared to 83%(25)  

before(p=0.032). 95% of NCHDs said they would consider  the provision of such initiatives when 

choosing a future employer.  

 

Conclusion 

The wellbeing projects have been proven to improve NCHD engagement, and improve job 

satisfaction. They have also shown potential to improve NCHD retention. This may have important 

implications for workforce planning for the HSE in a time of large scale NCHD immigration.  
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Implementing Electronic Clinical Handover in a University Teaching Hospital: Physician Attitudes 

and Clinical Outcomes 

 
Dr JJ Coughlan1, Dr Thomas M Ross2, Dr Richard Liston2 

1Lead NCHD University Hospital Kerry, Tralee 2NCHDs University Hospital Kerry, Tralee 

 

Objectives  

The aim of this project was to introduce a reliable, standardised, reproducible method of performing 

clinical handover regarding inpatients within our medical department. We also sought to assess the 

attitudes of physicians within our department to medical handover. 

 

Implementation of the initiative including barriers and enablers encountered 

BARRIERS 

Staff User buy-in  

Lack of auxiliary staff  

Engagement from senior decision makers 

Capital No funding provided for project 

Cultural New System 

Increased workload 

Infrastructural No dedicated computer system.  

Handover required manual input of information  

Limited to one computer initially 

Limited engagement from IT staff 

ENABLERS 

Staff Management (Clinical Director, General Manager) 

Consultants: Agreed at Clinical Governance meeting to fully support pilot 

Capital Cost neutral solution utilised 

Cultural Educational talks given to staff  

Staff invited to submit proposals for improving system. Promoting ‘ownership’ of 

pilot 

Infrastructural Handover template created utilising simple Microsoft Word based system  

Minimal technical know-how required 
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Measured outcomes of the initiative including to staff or of resources 

Measured Outcomes were pre-specified with results as follows:  

- Total number of handovers performed per week: 32 Handovers per week. (6/day) 

- Compliance with Mandatory handover of ICU/CCU patients: Average 61% (Range 33%-89%)  

- Physician Attitudes to the handover pilot (Assessed via anonymised surveys): Satisfaction with 

handover improved (24% vs 81%, p=0.000914). Handover was now felt to be a standardised 

process (33% vs 81%, p=0.007595). Confidence in handover increased (18% vs 81%, 

p=0.000943) and doctors felt that the process did not increase their workload (36% vs 94%, 

p=0.000485) 

 

Sustainability of the initiative 

Sustainability would be improved by providing auxiliary staff to run the project with NCHD 

Lead/Consultant/Clinical Director overview as the transient nature of NCHDs is a significant barrier to 

this. 

 

Potential transfer to other sites 

Our system is a simple cost neutral solution which is easily transferrable to other sites and requiring 

minimal technical know-how or IT support.  
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Medication Good Catch Initiative – A collaborative approach 

 

Dr Louise Hendrick1, Ms Reena Patel2, Ms Caroline O’Connor3, Ms Paula Day4  
1 Lead NCHD, Temple Street Children’s University Hospital 
2 Chief Pharmacist, Temple Street Children’s University Hospital 
3 Head of Nursing Development, Temple Street Children’s University Hospital 
4 Risk and Legal Services Manager, Temple Street Children’s University Hospital 

 

Background 

Medication errors and adverse drug reactions are a common cause of patient harm in the hospital 

setting1. Pre-existing medication safety initiatives in Temple Street included the RESPOND reporting 

system for errors and near misses. The latter includes incidents “that never reached the patient, or 

that reached the patient but did not cause harm”2 and are an important way to identify process or 

systemic failures in order to prevent adverse events. A review of the number of near miss reports 

suggested possible under-reporting.  

 

 

Objectives 

A collaborative medication safety working group was established and barriers to reporting were 

explored. Identified barriers included difficulty navigating through RESPOND, with required 

information often not readily to hand, the time taken to complete reports with a minimum of 8 

minutes per case, the assumption that another staff member would complete the report and a lack 

of feedback on submitted reports.  

 

Methodology 

In order to address this, a new paper-based alternative was developed and launched April 2017. The 

form comprises a simple ‘tick the box’ design, taking 1-2 minutes to complete with anonymisation 

and optional signature. Near misses were rebranded as good catches and both the NCHD and Nurse 

champions promoted communication about the implementation, encouraging staff to report and 

with a reward approach (with a trophy awarded to the individual reporting the highest number of 

good catches). This was a cost effective measure with carbon copy booklets on all wards.  

 

Outcomes 

This resulted in a marked increase in good catches from 92 to 467 for March-July 2017 vs 2016. A 

programme for structured feedback includes a quarterly medication safety newsletter and ward 

based feedback (currently on 2 wards and due to be extended following successful pilot) on a 

monthly basis. Additional measures included re-emphasizing the importance of the safety pause and 

a zero-interruption while dispensing (with nursing wearing special aprons) approach in response to 

identified good catches. 

 

 

 

 

                                                           
1 Kirke C, Tighe P, Colohan G, Harnett B, Creaton G, Delaney T. A Collaborative Study of Medication Safety in Four Irish Hospitals. Irish 
Pharmacy Journal. February 2007;68-73. 
2 Marella WM. Why worry about near misses? Patient Saf Qual Healthc. 2007;4:22-26. 
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A programme for NCHD wellbeing 

Dr Louise Hendrick1, Dr Catherine Diskin2 Dr Adrienne Foran3 

1 Lead NCHD, Temple Street Children’s University Hospital 
2 National Lead NCHD/NDTP Fellow, Temple Street Children’s University Hospital 
3 Clinical Director and Consultant Neonatologist, Temple Street Children’s University Hospital 

 

Background 

There has been increased focus on physician wellbeing over the past few years, due in part to the 

association between poor wellbeing and burnout and reduced patient safety¹. Publication of the RCPI 

national survey on physician wellbeing in April 2017² has provided information on NCHD in Irish 

Hospitals for the first time. Results identified 80% of doctors reported significant work stress, one 

third experienced burnout and two-thirds felt they would not discuss mental health problems.   

 

Methodology  

Based on the domains of wellbeing and with the support of NDTP and Temple Street Medical Board a 

series of five workshops were held over five months covering finance (tax accounting and pension 

management), wellbeing (tai chi, acupressure, and stress-management), interview skills, self-

awareness, self-reflection and resilience. This was supported by approval and funding for an upgrade 

of the doctors’ residence and a second paediatric registrar on call shift (from Monday to Friday 5-

10pm), two areas identified as issues in an initial survey on NCHD issues (in which all NCHDs 

considered wellbeing moderately or extremely important). NCHDs were encouraged to practice the 

principles of resilience, namely sleeping, eating and exercising. Sessions were opened to all staff with 

HR, occupational health and consultant involvement contributing to an open and supportive 

environment in which issues were discussed. 

 

Results 

Both quantitative and qualitative feedback was obtained with all NCHDs agreeing they had learned 

practical techniques which they could use at home or work, which would be helpful on an ongoing 

basis and felt more supported by participating in the sessions. Pre- and post- self-reported stress 

levels decreased from an average of 7 to 3 following the wellbeing session. 

Qualitative feedback included “The talks encouraged us to view challenges from a different 

perspective and develop new strategies to help in the workplace” and “Even the fact that my 

employers see this as something important to offer me makes me feel more valued and supported”. 

NCHDs reported they felt better able to manage stress and to talk about issues or difficulties they 

were facing. 
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“It isn’t the mountains ahead to climb that wear you out; it’s the stone in your shoe” 

-Muhammad Ali 

 

Background 

On December 2nd 2015, CUH Salary Department announced that due to an administrative error, 

224 of 298 NCHDs would not be paid their overtime. A similar event had occurred the year 

previously in December 2014. That evening, social media was full of suggestions that CUH as an 

institution did not value its doctors, urging others not to work there again. The issue was swiftly 

resolved in the days after the non-payment of overtime. It was not, as some believed, a ploy on 

the part of hospital management to defer payment until the next calendar year. It was simply an 

administrative error in the salaries section of the hospital. The episode highlighted, however, a 

latent belief amongst doctors that they were not properly valued by the hospital. 

 

Objective 

To examine ways in which the culture in CUH can be improved so that doctors appreciate that 

they and their training are valued by the hospital. 

 

1. Induction 

First impressions last. The CUH induction for new doctors starting in July is a valuable opportunity 

to properly welcome new doctors. The induction process should take place in the main CUH 

auditorium, without exception, affording this occasion the importance it deserves. Previous 

inductions have taken place in smaller, overcrowded rooms because the main lecture theatre was 

being otherwise used. Coffee and scones should be provided. Each doctor should get an induction 

pack containing: 

 

a) A history of CUH, how it has evolved, and where it will be in future 

b) At outline of the clinical directorate model and the opportunities for NCHDs to participate 

in hospital life through various committees 

c) Preset ID passwords for the various hospital IT systems 

d) An ID card, either processed before arrival with a digital passport photo having been 

submitted, or organised on the induction day 

e) Information on salaries, HR etc., including contact details. 

 

There should be brief introductions from the CEO, Clinical Directors and NCHD leads, if available. 

Each directorate should then hold more specific inductions later that week, e.g. one for 

anaesthetic SHOs, one for medical registrars, one for paediatric SHOs etc. A social evening should 
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be planned by the lead NCHDs for the first Thursday of that week, welcoming new doctors to 

Ireland, to Cork and to CUH. 

2. Language 

Culture is often conveyed through symbols and language. Both the terms “Non- consultant 

hospital doctor” and “junior doctor” are pejorative terms. They don’t describe one’s  strengths or  

accomplishments but instead highlight  one’s lack of seniority or what one has not yet achieved. 

CUH should become a pioneer in Irish medicine in deciding to use more positive terms to describe 

its medical workforce – examples may include “doctors in training”, “residents” etc. Perhaps 

suggestions could be taken from the hospital staff and the three most popular terms put to a 

hospital vote. CUH should then adopt this term into its vocabulary in relation to all matters arising 

with its doctors. 

 

3. Identity 

Successful organisations create a brand, not just for customers, but so that employees can 

identify with a collective, e.g. Munster Rugby. Hospitals are ideally placed to tap into this desire 

people have to be part of a collective. Every doctor realises that current medical practice means 

that patients are not treated by an individual but by a collection of individuals working in 

synchrony to provide the best care possible. CUH should issue every doctor with a lanyard, 

proudly emblazoned with the CUH logo. Lanyards could be colour coded – red for Registrars, 

Green for SHOs, blue for interns – so that people can identify with their own “tribe” and so that 

consultants and nurses can spot a doctor’s level of experience at a glance. CUH should ensure that 

doctors have scrubs that are similarly colour coded, with the word “DOCTOR” on the back and the 

CUH logo featuring proudly on the front. 

 

4. Recognition 

CUH currently recognises the “Intern of the Year” which is a very valued custom within the 

hospital with some illustrious previous winners. There is no recognition as personally valued as 

the recognition from one’s peers. There should also be an “SHO of the Year” and a “Registrar of 

the Year” within each Directorate, as voted for by the doctors themselves, with the end of year 

awards ceremony expanded so that all of the hospital attends and recognises the work of people 

who have excelled. 

 

5. Training Quality Assurance 

Almost every post within CUH is a training post. Anecdotally, some posts are invariably better 

than others. The very act of measuring the quality of those posts would ensure  that training 

providers fulfil their obligations to  their juniors that extend beyond mere service provision. Every 

CUH intern and SHO post should be assessed with an end of year survey, administered and 

collated by the doctors themselves, with the results published, so that the very good training jobs 
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can be applauded and the jobs that are not providing high quality training can be improved as 

needs be. 

 

 

6. Human Resources and Salaries 

Interactions between doctors and administration could be improved upon. Perhaps a website 

could be established by CUH on its intranet, explaining clearly what a doctor’s entitlements are, 

how salary is calculated, how overtime is calculated, how tax is calculated etc. I suspect that many 

of the enquiries to CUH salaries and administration relate to the same recurring issues. Perhaps 

once every month, a representative from the administrative staff could come to the main hospital 

building at a pre-designated time and answer any questions people have, either collectively or 

individually. 

  

7. Engaging with Senior Management 

At a recent NCHD forum meeting in CUH, the CEO offered in future to speak to Specialist 

Registrars on various matters in relation to life as a Consultant and the management 

responsibilities that entails. Specialist Registrars, regardless of whether they are at the start or the 

end of their training would find it very valuable to have a clearer insight into the Consultant 

interview process, how clinicians engage with senior management, changes in the structure of 

hospital governance etc. A short programme of lectures on these topics, given by senior 

management, would give CUH trainees a considerable advantage in advancing their training 

towards a consultant post. 

 

8. Task Transfer 

A recent, internally published, three year survey of the intern experience in CUH revealed that the 

single biggest thing that interns would change to improve their training was to reduce the undue 

reliance on them to undertake ward-based tasks that, from an organisational point of view, would 

more appropriately be undertaken by colleagues. CUH lags behind the equivalent Dublin teaching 

hospitals, for example, in insisting that ward based tasks such as ECGs, first dose intravenous 

medicines, phlebotomy and intravenous cannulation, are solely the responsibility of a doctor. A 

national plan is underway to ensure that these tasks are distributed more fairly and CUH should 

ensure that this occurs as soon as is possible. 

 

9. Infrastructure 

Many wards in CUH have just two computers per ward, shared by doctors, nurses and therapy 

staff. There in no non-clinical area in the hospital where doctors can go to do various tasks, from 

printing an inpatient list, to checking an x-ray result to accessing a paper for journal club. I suggest 
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doubling the number of computers on each ward, but also ensuring that each ward has an office 

area for doctors so that they can undertake the vital administrative parts of their job, removed 

from the hurly burly of ward life. I also suggest a computer room for doctors so that they can 

access journals and other educational material online in an appropriate environment. 

 

The doctors’ Res in CUH is in need of refurbishment. One of the biggest barriers to a nicer Res is a 

cultural shift required amongst doctors themselves and how they shouldn’t mistreat it by leaving 

it untidy, with foodstuff lying around etc. What is clear is that there is not enough space for 

personal items such as bags or coats. Similarly a kitchen area where one can simply make a cup of 

coffee would be a welcome addition. 

 

10. Publishing Recent Wins 

The recent disquiet over the overtime issue in December 2015 did not reflect the enormous 

progress that has been made in CUH in recent years from an NCHD perspective. Put simply, there 

has never been a better time to be an NCHD in CUH and the recent gains should be made obvious 

to all: 

a) Most of CUH’s NCHDs are EWTD compliant. CUH has an EWTD committee with direct 

involvement with senior management that meets twice a month. 

b) There have never been more positions on various hospital committees through which 

NCHDs can get involved in shaping CUH as an institution. 

c) CUH has never had more educational opportunities available from departmental journal 

clubs, though to departmental Radiology meetings, to SHO teaching, intern teaching and 

the weekly hospital Grand Rounds. 

d) CUH has very high pass rates for MCRP exams with a comprehensive Consultant-led 

tutorial schedule before each exam and a very high rate of SHOs progressing on to Higher 

Specialist Training 

e) There is a real appetite amongst senior management to involve NCHDs in improving the 

training opportunities the hospital provides. 

 

Conclusion 

Management Consultant Peter Drucker is attributed with the quote “Culture eats strategy for 

breakfast”. What is being increasingly realised in the business world is that creating the right 

organisational culture is a valuable recruitment tool. The marketplace for recruiting junior doctors 

used to be local. It is now national and even international - each of the top three Irish graduates 

from UCC medicine class in 2015 chose to undertake their intern training in Dublin rather than in 

CUH. Staff retention in medicine is problematic for reasons beyond the remit of CUH. Morale 

amongst junior doctors is undoubtedly low due to pay cuts and uncertainty over training 

prospects. Operating within this difficult national environment is a huge challenge for CUH. 
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An organisation’s culture is embodied by the rituals, myths, symbols and stories that make up the 

organisation’s history, its priorities and its vision for the future. CUH should not anchor its 

ambition for its NCHDs in the low expectation of doctors’ working conditions in times past, but 

should continue to build on its recent advances, driven by senior management, to make its NCHD 

cohort feel respected and valued. Collectively improving the small aspects of CUH life - the “tiny 

noticeable things” - will ensure that CUH is a hospital that people will be proud to be a part of. 
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