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NOCA Audit Impact Committee

Clinical QI Lead, NOCA Governance Board (Chair) Prof Conor O' Keane

Clinical Director Dr Brian Creedon

Executive Director Collette Tully

Head of Data Analytics & Research Dr Fionnola Kelly PhD

Audit Manager Louise Brent / Pamela Hickey
PPl representative Seeking expression of interest
External Ql expert Dr Michael Sykes PhD

Head of Quality & Development (Coordinator) Marina Cronin



N Natipr;al Office Qf
Clinical Audit

AIM

Implementation of the
National Office of Clinical
Audit Strategy 2021-2025

e Focus on Ql

PRIMARY DRIVERS

Responsibility of NOCA
Audit Impact Committee

e Promote NOCA data use for
0]
Ql activities become a core
component of NOCA audits
and registries

A NOCA Impact report

Create QI culture — training,
templates etc.

ACTIVITIES

Leading, training,
templates

e Symposium for clinical leads & chairs
e NOCA QI Champion

e HSELanD QI eLearning programme to
NOCA Audit Coordinators and Clinical
Lead

e Best practice guidance e.g. Audit
Maturity, Reporting templates

e Audit feedback —Ql

e Audit Impact Report
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Data Dissemination: Quality Improvement

Interactive dashboards - Expertise and advice

display KQls in the form of from NOCA team to:
Access to a portal where

SPC (statistical process 1) Help hospital

Hospitals can view and
control) and Run Charts. personnel interpret their

_ _ : use their own data for
These will identify special Jetts

service evaluation,

cause variation and will

quality improvement or 2) Help clinicians and

assist hospitals in

research purposes managers use their data

identifying areas for to implement quality

improvement. . S
Improvement initiatives
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National IHFD 2017-2020
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EVOLVING REPORTING
FROM NOCA
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|Current|y @ Audit Level:

\.

e Large annual reports (100-200 pages)

e Public summary reports

e PDF quarterly reports for hospital groups

e PDF hospital reports for individual hospitals

lTransitioning to @Audit level: I

e Public summary report continues

e Smaller more focused annual reports (40-50 pages)

e Trend reports every 3/5 years

e Interactive Dashboards for hospitals, hospital groups to slice and dice their data

e Interactive dashboards for researchers and the general public to access annual validated published data first at national
level and then at hospital level where appropriate.

e Additional spotlight reports on areas requiring more detailed analysis
e Research publications

| At NOCA level |

e Audit Impact Report
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AUDIT MATURITY MODEL FOR REPORTING NOCA DATA

Stages S

1. Data collection begins 2 Healthcare
mm _Wﬁh providers
Sl |y s
2. Data collection established el i =
- provider
o groups
3. Reliable data to report on o,
Public
4. Audit is established and Pabl summary

Healthcare
providers

«Monthly DVRS

=Quarterky
shboards

Healthcare
provider
groups

Quarterly dashboards
Public

sMational reports
*Public summary
report

sResearch papers
produced by

producing reliable data

Insights from mature audit

HOCA and outside
researchers

Healthcare
providers
sMonthly DVRS
=Quarterly dashboards
Healthcare
provider
groups

sQuarterty dashboards
Public

sReseanch papers

sCondensed reports

+ Interactive tables
updated for
current year
{based on tables in
large annusl
report)

Dashboards
=Public sumimary
report.
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For NOCA

1 HSELand modules —Ql-audit

/ leads

- Q Clinical Lead & Chairs person
A f Symposium
N

)

With Healthcare providers

d Applied Parthership Research
Application to HRB

Q Dr Michael Sykes, Dr. Orla Healy,
Marina Cronin

d Working with HSE QPSD-
Educate to integrate QI info
NOCA audits in a sustainable
way



Key take home messages

d Clinical audit and QI must go
hand-in-hand

O Feedback s crifical
O Interactive dashboards

d Reports — QIl, Audit Impact.

d  Build capability and sustainability
iInfo NOCA audits

d Training, Research.
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QUALITY
IMPROVEMENT
CHAMPION
AWARD 2023

We sought nominations from a person or
team who have shown their dedication to
quality improvement (Ql) within their

hospital/hospital group/healthcare area

¥ @noca_irl #NOCA2023
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