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Abstract
This paper sets out an implementation and governance plan for the
introduction of a Quality Care Metrics system into an Older Person Service.
Increasing focus on healthcare failures to deliver safe quality care to
service users requires healthcare leaders to assure the public, the
regulators and the commissioning agents is driving organisational
development programmes.
Nursing Quality Care Metrics allow nurses to systematically measure the
quality of the care they deliver and can be used by senior nurse managers
to evaluate the nursing structure, processes and outcomes of care thereby
strengthening their accountability and their negotiating power at the board
table.
The HSE Organisational Development model is used to assess the current
situation and create a plan to oversee the successful implementation of the
project in a public residential facility for Older Person Services and
Stufflebeam’s Context, Input, Process, Product (CIPP) will formatively and
summatively evaluate the project from initiation through to mainstreaming
stages. The importance of setting up of governance systems to oversee
performance as well as the requirement to examine metrics data in the
context of leadership ability, workplace culture and other quality indicators
is acknowledged
Choice of nursing metrics used to measure quality of care should reflect
interests of nursing team and recipients of care and should be evidence
based and embedded in quality standards to assure professional and
service accountability.
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1 INTRODUCTION
1.1 INTRODUCTION
“Quality of care for the older person is an integral part of healthcare
provision and quality issues are of importance to the provision of excellent
nursing care” (Kitson,1997 p14).
For nurses to truly evaluate the quality and safety of the care they deliver
to their patients, they need to be able to measure the care outcomes
resulting from the structures and processes of care. (Griffiths et al 2008,
Maben et al, 2012, This will enable them to understand and improve the
consequences of their care delivery, identifying trends and causal factors
thereby enhancing their own job satisfaction by being able to demonstrate
to themselves, their managers, the public and the patients they serve, the
value of their contribution to patient care or professional input (Eccles et al,
2001, Doran et al, 2006)
Nursing Quality Care Metrics allow nurses to systematically measure the
quality of the care they deliver and can be used by senior nurse managers
to evaluate the nursing structure, processes and outcomes of care thereby
strengthening their accountability and their negotiating power at the board
table (Griffiths et al, 2008, Foulkes, 2011, Parlour et al 2013, Cusack et al
2014)
This chapter outlines the organisational context, rationale and aims and
objectives for the project. Chapter two explores the evidence in the
literature regarding the value of nursing quality care metrics as an effective
quality assurance approach to evaluating nursing care and a means of
engaging frontline staff in quality improvement planning within a healthcare
organisation. Chapter three outlines the methodology and the
7

organisational model recommended for the implementation of the project.
Chapter 4 will discuss how the project will be evaluated and chapter 5 will
summarise the main points and conclusions regarding planning for this
change and how it may impact on the hospital and the older people that
use the services therein and the wider stakeholders. Chapter 5 will also
outline recommendations that might improve the chances of success of the
nursing metrics project in the hospital.

1.2 ORGANISATIONAL CONTEXT
The implementation of a nursing quality care metrics programme in the
hospital is being introduced to demonstrate to service users, staff,
managers and regulators that a quality and safety focused care is being
delivered to Older People which is also very much aligned with the
Organisational objectives as outlined in the HSE Service plan for Older
People Services 2015.

1.2.1 The Regulatory Position
The ability of Directors of Nursing to be able to assure the public regarding
the quality of the nursing care being delivered in the healthcare system has
never been more vital with trust in the profession seriously undermined by
recent Irish healthcare scandals in maternity services, intellectual disability
services, cancer care and older person services. (Leas Cross Review,
2006, HIQA 2008, Department of Health 2008, Department of Health 2009,
Ryan 2010, HSE Joint Committee on Health and Children, 2014, HIQA
2015).
8

HIQA was established under the Health Act 2007 as part of the Health
Service Reform Programme to drive continuous improvement in the Irish
Healthcare system acknowledging that high quality information needs to be
available to ensure that service plans and health policies are based on
evidence based best practice delivering a high quality service to the Irish
people (Department of Health, 2003).
In order to meet the their legislative responsibilities under the Health Act
2007 (Care and Welfare of Residents in Designated Centres for Older
People) Regulations 2009 and the National Quality Standards for
Residential Care Settings for Older People in Ireland (2009), the Persons
in Charge, usually Directors of Nursing, in HSE Public residential care
facilities are required to ‘monitor and develop the quality of care and
experience of the residents on an ongoing basis’ (p.53). The amended
2013 Regulations of the same Health Act goes a step further and requires
the designated centres to provide an annual review of the quality and
safety delivered to ensure that it meets the standards set by the Authority.
The implementation of a Quality Care Nursing Metrics system in the
hospital will assist the person in charge to highlight their oversight ability in
this regard.
Many HSE public residential care centres for older people do not have the
necessary funding, training or managerial support to introduce IT systems
to monitor and guide improvements in their services thus current practice
can be ad hoc and most definitely time consuming often with significant
delay in feedback of clinical data and thereby delay in improvements or
even worse failure to identify deterioration in quality of service delivered in
a timely fashion (Parlour 2013, RCN 2011)
In their own annual review report of inspections of designated centres for
Older People in 2013, HIQA outlined that with regard to outcome 10:
reviewing and improving the Quality and Safety of Care;
9

³Compliance with this outcome was specifically examined by
inspectors on 52% of the inspections. Inspectors identified 318
actions required to address non-compliance under this outcome in
156 centres. Sixty one per cent of the actions under this outcome
required the provider to establish or improve systems for reviewing
and improving the quality of care, including through the effective use
of clinical data to help identify trends and inform improvement.´
(HIQA, 2013 p.38)

1.2.2 Aligning objectives with the organisational strategy
The HSE National Service Plan 2014 identified two organisational
objectives relevant to this project namely the development and
implementation of an outcome measurement framework, including
development of protocols for regular monitoring of Performance Indicators
(PI) and outcomes and the commitment to working with HIQA to apply
improvement measures through its monitoring and implementation of the
HIQA standards for designated residential centres for Older Persons (HSE
National Service Plan, 2014).
The Nursing and Midwifery Practice Development units (NMPDU) in
Ireland have been involved with introduction of nursing/midwifery metrics in
a number of sites in other Integrated Service areas (ISAs) now being
restructured as Community Health Organisations (CHOs) and in the
evaluation of their impact on the services. Although a system wide
implementation of Quality Care Metrics is not planned in the immediate
future, funding for projects is supported currently by the Office of the
Nursing and Midwifery Services Directorate (ONMSD) and available
through application to the NMPDUs for 2015/2016.
10

1.2.3 Assessment of organisational readiness
The hospital manager is aware and supportive of this project as, being the
named Service Provider, she is also accountable under the legislation for
quality and safety governance and will assume the role of Executive
sponsor of the project. There is an organisational readiness to undertake
this project as Clinical Nurse Managers in the service are seeking to have
a more comprehensive and real time data based evaluation of care so that
they can be assured that care is being delivered according to current
evidence based practice and that it is impacting positively on patient
outcomes.
The driving and restraining forces have been analysed (Appendix 3) and it
is felt that the timing is appropriate for the project. A State of Readiness
and Capacity checklist has been submitted to the Nursing and Midwifery
Practice Development Unit and approval for funding has been received for
the project. (Appendix 5)

1.3 RATIONALE
Currently audits are carried out by Assistant Director of Nursing and/or
Clinical Nurse Managers within the recommended time frames but with
inadequate or absent correlation between contributory causal factors. The
information is not systematically reviewed against performance objectives
and frontline staff do not have ownership of the auditing process and an
insight into nursing performance and subsequent outcomes. Within the
NHS, Chief Nursing Officer Mandie Sunderland (2009) introduced metrics
in the Heart of England Foundation Trust (HEFT), aimed at increasing
patient safety and promoting quality care following an increase in
11

complaints, falls, pressure ulcers and medication management issues.
Following implementation, results indicated significant improvements
across quality of nursing care provision in all areas. Having visited Kings
College Trust in London in February 2013 and having attended a meeting
with Director of Nursing and Clinical Nurse Managers therein, I had the
opportunity to see the nursing quality care metrics dashboard at work. The
meeting was enriched by the breakdown of data per clinical area and the
discussion was patient outcome focused. Decisions taken at this meeting
explored the structures and processes of nursing care contributing to the
measured outcomes reviewing training, staff allocation, recruitment,
absenteeism management and target setting was specifically aligned with
current performance and required improvements.
Although there is work being done nationally on the development of a
nursing metrics system, there is not one currently available in Older
Persons services in HSE South East and there is growing pressure on
staffing resources and maintenance of nursing staff to patient ratios due to
HSE Social Care Division cost containment plans (HSE Service Plan
2015). As I am the Person in Charge (PIC) with legal responsibilities for
assurance of quality driven care under the Health Act 2007 and there is
now an ever growing pressures to account for resources utilised in the
delivery of care (inputs), it is essential that patient outcomes can be
measured against targets (outputs) to indicate performance of the hospital
in meeting its purpose.
If Directors of Nursing are to be able to assure stakeholders that they are
delivering safe quality care in their hospitals, then they must be able to
measure these outcomes and associate them with corresponding
contributory factors i.e. staffing levels, staffing competencies, skill mix,
equipment availability, absenteeism, dependency levels etc. Failure of
Directors of Nursing to demonstrate to National Directors that nursing is a
12

valuable resource in providing a quality and safe service to service users
care by effectively measuring KPIs in a systematic fashion could contribute
to the HSE following the path that led to the adverse events in the MidStaffordshire Trust as highlighted by the Francis Report.

1.4 AIM & OBJECTIVES
By setting aims and objectives, the project team will have a sense of
direction and a coherent overall framework in which to plan the project.
The project plan will enable the team to set specific goals, monitor
progress towards reaching them and evaluate the outcomes to establish if
the project was successful.

1.4.1 Aim
The project will implement a system to collect, correlate and disseminate
key nursing metrics enabling nursing staff to evaluate their care
interventions by consistent measurement of patient outcomes thus
providing assurance to the Director of Nursing, Hospital Management,
staff, regulators and service users that care is being provided in line with
current best evidence based practice and congruent with national and
organisational policies.

1.4.2 SMART Objectives
1) The CHO Operations Manager and Older Person Services manager
will agree to support & release nursing/midwifery staff to train and
become metric facilitators by completing the Permission &
Sponsorship Form by April 30th 2015.
13

2) There will be a nursing metrics policy/ guideline in place within the
organization that is 100% compliant with national standards by April
30th 2015 incorporating an action plan review process and governance
system to escalate and action on any risks or poor performance
identified in Quality Care-Metrics measurement.
3) There will be a computer based system in place to support the project
by June 10th 2015.
(i) The Nursing & Midwifery Quality Care-Metrics-State of
Readiness & Capacity Checklist will be completed and
submitted to the NMPDU by April 10th 2015 in order to
secure funding for the project implementation
(ii) By April 30th 2015 funding will be secured for ICT
resources, ICT support/Training from the NMPDU (e.g.
Laptops, tablets etc. to support real time data- µ7HVW<RXU
&DUH¶ZHEEDVHGV\VWHPGHVLJQHGE\0DQGLH6XQGHUODQG
Heart of England Foundation Trust 2008) to support the
development of Nursing Quality Care-Metrics in Older
Persons Services Carlow/Kilkenny..
4) By April 10th 2015, lead facilitator will be identified and 100% of all
CNM2s will have attended Nursing Quality Care-Metrics information
sessions agreed to collect & agreed to input metric data monthly.
5) By May 31st, CAI (Context Assessment Index) Survey (Appendix 15)
(McCormack et al 2002) will be completed to establish baseline data
with regard to nursing staff perception of culture, leadership and
evaluation prior to implantation of the project.
6) By June 10th 2015, 100% of CNMs will have completed training
14

7) By June30th 2015 Unit 1 will have commenced pilot phase of nursing
metrics data collection
8) By July 31st 2015, 100% units in the hospital will have commenced
collection of nursing metrics data and dashboards on display.
9) By July 31st 2016 – A full 12 month evaluation of the project will be
completed and a report submitted to key stakeholders.
(i)

By December 31st 2015 – a 6 month report on the
metrics data will be disseminated to key stakeholders
and will be included in the hospital Annual Review of
Quality and Safety Report 2015.

(ii)

By June 30th 2016- CAI Survey (McCormack et al
2002) results pre and post implementation of project
will be completed by CNMs and analysed by Nursing
Quality Care-Metrics Project Team to assess any
changes to the context within which care is provided in
clinical areas with regard to culture, leadership and
evaluation

(iii) By June 30th 2016- Patient Satisfaction survey
(Appendix 16) pre and post implementation of project
will be completed by the project team.
(iv) By June 30th 2016-Feedback workshop will be
completed involving key stakeholders in the residential
care facility

15

Planned Outcomes
1) By July 31st 2016- Project Evaluation Report will demonstrate that;
(i)

Quality & Patient safety meetings with CNMs have
Quality Care-Metrics as an agenda item at all
meetings.

(ii) Quality Care metrics are measured consistently and
discussed at monthly Quality & Patient safety
meetings with CNMs.
(iii) Action plans are used consistently to address poor
performance & acknowledge good practice identified
in Quality Care-Metrics measurement.
(iv) Quality Care-Metrics Nursing metrics data are
analysed and trends disseminated at ward level and
reported to Hospital Manager and Area Manager at
Area Elderly Strategy Meetings
(v) Number of complaints received will have reduced
(vi) Clinical incidents and injuries to patients will be
reduced
(vii) CAI analysis will indicate a positive change to the staff
nurses perception of culture, leadership and
evaluation

16

1.5 ROLE OF THE STUDENT IN THE ORGANISATION AND PROJECT
The student will assume the role of Project Director, creating the vision,
championing the change, legitimising the goals and objectives and
securing spending authority and resources for the project. The Project
Director will lead out in the project initiation, participate in the high level
project planning, the development of the Project Initiation Plan (PID) and
provide support for the Project Manager and the team.
It is important that the Leader can articulate a vision of a promising and
desired future state which is genuine, believable and appealing and a
significant improvement on the current state. (Bennis & Nanus, 1985,
Beckhard & Harris 1987, HSE 2008)
Bass and Avolio’s full range leadership (FRL) model as cited by Kirkbride
(2006) offers a practical guide to focus on competencies of
transformational leadership recognising that managers use a full range of
leadership approaches from the laissez- faire (non-leader) to Contingent
reward (classic transactional) through to transformational whereby leaders
demonstrate concern and interest in their followers, encouraging ideas and
influencing others by role modelling high morality, integrity and purpose.
Alimo-Metcalfe & Alban-Metcalfe (2008) explore the importance of leading
competently in engaging way so that a two way process develops between
manager and employees enabling both to feel motivated, satisfied, finding
meaning at work and leading to pride and advocacy of the organisation.
These aspects of leadership will be facilitated within the HSE
Organisational Change Model which the student intends to use in
constructing and planning the implementation of a nursing quality care
metrics project in a residential care facility in the South East.
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1.6 SUMMARY AND CONCLUSION
The metrics project is timely for this organisation and its quality
improvement focus can only aid nursing staff and managers to deliver a
more effective, efficient and safe service to older people in a very
transparent and collaborative way resulting in better outcomes for patients
and a more satisfied and validated workforce.
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2 LITERATURE REVIEW

2.1 INTRODUCTION
This chapter presents the findings from a narrative review of literature on
quality measurement and clinical governance from 1985 to 2015. The
review was carried out to discover how quality nursing care is monitored in
healthcare organisations and the impact this has on patient outcomes and
the culture of the organisation. Implications for practice are considered
and recommendations are made.

2.2 SEARCH STRATEGY
The bibliography assembled for this dissertation included original articles,
systematic reviews, narrative review articles, and other documents
identified through the following databases: CINHAL, Medline. Business
Elite, Emerald and Google Scholar Database searches. Several articles
were also identified through searching reference material of key articles.
Relevant health-related and health authority documents were also
identified by searches using the Google search engine and relevant
website searches (e.g. World Health Organisation, NHS and HSE
websites).
Depending on database and the search evolution, keywords, related terms
and synonyms included: Clinical governance, quality management,
nursing, regulation, accountability and quality care metrics.
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The themes discussed in this chapter reflect the main themes that
emerged when the above literature search was carried out and include a
background to quality care metrics, role of culture and nursing
accountability within quality care. A number of themes emerged; quality,
care outcomes, accountability,

2.3 REVIEW OF THEMES
2.3.1 Theme 1 Quality
Continuous quality improvement (CQI) refers to an organization’s
continuous striving to attain ever higher levels of quality and ever lower
levels of defects (Deming 1986). Crossing the Quality Chasm: A New
Health System for the 21st Century, prepared by the U.S. Institute of
Medicine Committee on the Quality of Health Care in America and
released in March 2001 asserted that quality care should be safe, effective,
patient centred, timely, efficient and equitable and that these six areas for
improvement required commitment from all healthcare professionals in
order to facilitate healthcare providers ‘crossing the quality chasm”. The
institute also referenced the importance of supporting clinicians in applying
evidence and making decisions, setting quality improvement goals for care
processes and outcomes and developing measures for assessing quality
of care. The World Health Organisation (2006) adopts the six dimensions
of quality in their policy document to promote a focus on quality in health
systems acknowledging that “quality remains a serious concern, with
expected outcomes not predictably achieved and with wide variations in
standards of health care delivery and between healthcare systems” (p.3).
Berwick (2003) describes quality as a system property where desired
improvement in outcomes is dependent on a change to the system and he
highlights the need to expand away from theories of control and work
20

standardisation towards encouragement of the imagination, participation
and sense of responsibility of the workforce to reinvent the system.
Deming’s PDSA Cycle is endorsed by Berwick as an important systematic
method for testing change and gaining valuable learning from the
outcomes for the continual improvement of a structure, process or product.
He also emphasises the requirement for a high degree of trust, good
teamwork and a willingness by healthcare professionals to take
accountability for performance rather than shifting blame to external
factors.
In Ireland, NMBI developed the Professional Guidance for Nurses Working
with Older People (2009) in response to recommendations from the Leas
Cross Report (2006) which charges the nurse with developing and
integrating a framework to reflect on practice, implementing evidencebased nursing practices to improve care of the older person and to
“promote continuous quality improvement through regular monitoring and
evaluation” (HIQA, 2009). The Health Information and Quality Authority
(HIQA) was established under the Health Act 2007 as part of a
Government overall Health Service Reform Programme; it is an
independent Authority responsible for driving continuous improvement in
Ireland’s public, private and voluntary health and social care services.
HIQA is responsible for setting, monitoring, investigating and enforcing
quality and safety standards in health and reports directly to the Minister
for Health and Minister for Children and Youth Affairs (HIQA 2009)

The Authority’s approach to the development of standards for health and
social care services is informed by the following key principles: Openness,
Transparency and consultation; Outcome focused; Person-centeredness
and Evidence-based practice (HIQA, 2009). HIQA is responsible for the
registration and inspection of all residential care services for older people
against their own standards and current legislation and it is expected that
21

the Authority will become a licensing authority for public and private
healthcare providers as recommended in Building a Culture of Patient
Safety: the Report of the Commission on Patient Safety and Quality
Assurance (2008). Work is currently underway in the Department of
Health on legislative proposals to establish a licensing framework for
health and social care. This will have significant impact on all healthcare
organisations in the country and establishing an effective quality assurance
framework within services will be of paramount importance in order for
organisations to operate under licence.
Lord Darzi outlines 7 steps he identifies in the NHS Report High Quality for
All as essential in attempting to create a culture that is ‘obsessed’ with
quality care; Bring clarity to quality with a coherent approach to standard
setting, Measure quality, publish quality performance, recognise and
reward quality, raise standards by creating a stronger role for clinical
leadership, safeguard quality by regulation and stating ahead by
supporting innovation (Department of Health, 2008).
It is widely recommended in the literature that health services should
systematically measure, analyse and improve quality by developing their
own quality frameworks, merging pertinent indicators deﬁned nationally,
with those appropriate to local settings. (Department of Health 2008,
Griffiths et al, 2008, White & Bosanquet, 2009, Sunderland, 2009, Foulkes
2011, Parlour et al 2013, Maben et al 2012, HIQA 2013).

22

Figure 1 Relations of structure and process components in dynamics of health outcome. Modified from
Starfield (1973).

Donabedian (1988) contends that quality of care can be classified under
three categories: structure, process, outcome and further asserts that it
cannot be assessed without first having knowledge of the relationships
between structure and process or between process and outcome. Caution
is advised by Donabedian when assessing quality due to the fact that a
number of social and physical factors can influence outcome making it
difficult at times to ascertain the degree to which an observed outcome is
attributable to an antecedent process of care and therefore it is very
important to assess the process itself taking account of relevance,
sensitivity, specificity, timeliness and costliness. Donabedian recommends
that any quality assessment should include elements of structure, process
and outcome (Starfield, 1973).
Organisations need to deliver on value to remain viable and relevant; they
need to be cost effective and deliver improved outcomes to achieve high
satisfaction rates among patients, staff, regulators and funding agencies.
‘Value can be measured and managed only in terms of a defined need that
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is being met, so that outcomes can be clearly identified and costs
compared’ (Porter and Lee, 2015, p.1682)
A study carried out by Cleary et al (2002) with mental health nurses
working in Central Sydney Area Mental Health Service in Australia found
that 92% of nurses believed measuring outcomes could improve patient
care and had been involved in quality improvement or research activities in
the preceding two years.
Lee (2015) discusses reliability, safety, efficiency and patient experience
as important dimensions of performance and are interrelated in defining
the quality of an organisation. He further postulates that recognising that
healthcare must deliver in all aspects of quality and therefore it is essential
that actual patient outcomes are measured willingly so that they can be
‘relentlessly’ improved.
The question that providers should ask when they look at
outcomes data is not who is the best, but how improvement
can be made. And, as they strive to do so, they should then
turn to the many types of quality-related data that collectively
influence the value of their care. (Lee, 2015, p.968)

2.3.2 Theme 2 Care Outcomes
“Outcomes of care improve when older people are cared for by nurses with
demonstrated competence in older person nursing and in environments
that structure nursing care around the needs of the older person” (O’Neill
2006; Harrington & Kovner 2001). To be assured that the structure and
processes of nursing care are effective, nurses need to be able to measure
“nurse-delivered outcomes and patient experiences” (Griffiths et al 2008,
Robert et al 2012). Continuous improvement of patient care is centred on
nurse’s access and uptake of research evidence and feedback data about
nurse sensitive patient outcomes to support their decision making. (Doran
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and Sidani 2006). Weekly and monthly feedback has been reported in
several studies as having a positive effect on clinician behaviour (Doran et
al 2006, Cohen et al 1982, Jones et al, 1996 & Duff & Walker 2010)
whereas in contrast twice yearly feedback did not lead to changed
behaviour (Eccles et al, 2001) and is worth considering when determining
the value of six monthly or even annual clinical audits currently in place to
monitor quality in many Older Person Services.
The NMPDU North West was commissioned by senior nurse management
to conduct an evaluation research study in 2013 to specifically evaluate the
impact of medication management metrics on care delivery in the HSE
North West. Using a mixed methodology of quantitative and qualitative
approaches to data collection, the study identified that at that time there
was limited evidence within the HSE and the NHS regarding the benefits of
system wide measurement of nursing metrics but concluded that the
metrics project had encouraged increased transparency across individual
wards and services. McCance et al (2012) stated that the “use of
appropriate and relevant nursing metrics may provide an opportunity to
demonstrate the unique contribution of nurses and midwifes in delivering
safe, effective and person centred outcomes for patients and clients” .
Foulkes (2011) discusses the value of ‘clinical dashboards’ where
combined metrics scored are visually represented usually with a RAG
status (red, orange, green) to indicate performance at a glance. The
dashboards include various metrics such as falls, falls assessments,
incidence and grade of pressure ulcers, medication management and
infection rates and can be utilised by nurses, senior managers and
commissioning bodies to determine how different units are performing as
regards health outcomes for patients. Doran & Sidani (2007) developed an
outcomes focused knowledge translation framework and postulated that
real-time feedback regarding nurse sensitive patient outcomes leads to
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greater reflection on practice and motivates nurses to adopt best practice
guidelines.
“There is continuing demand to demonstrate effectiveness and efficiency
in health and social care and to communicate this at boardroom level.
McCance et al (2012) identified that KPIs most frequently cited include
pressure sore incidence, failure to rescue, Healthcare Associated Infection
rates, falls incidence, medication errors, hand hygiene, nutritional status
and incidents of complaints but less evidence relating to indicators that
reflect the patient experience.
The American Nurses Association has compiled a database of nursing
quality indicators, the National Database of Nursing Quality Indicators,
using nursing audit data collected from 1,700 hospitals in the United States
(US). These data currently include metrics relating to nursing hours per
patient, staffing levels, skill mix, patient falls, hospital acquired infections,
pressure ulcers, pain assessment, nurse satisfaction and education
(American Nurses Association, 2011):
There has been a definite and deliberate shift towards measurement of
quality as well as cost in the Irish Healthcare setting following recent health
scandals in the HSE and in the UK. The NHS (2008) commitment to
systematically measure and publish information about the quality of care of
frontline services is reflected in similar Irish Policy documents advocating
the importance of measuring patients’ own views on the success of their
treatment and the quality of their experiences and a growing interest on
measuring safety and clinical outcomes (NHS 2008,) Residential Centres
for Older People are required by law to have Annual reports of Quality and
Safety (Health Act 2007, Regulations 2013)
The NHS established the importance of metrics to support a national
quality framework with the premise that patients are entitled to safe,
effective care that is delivered with compassion, dignity and respect. (NHS
2008, Foulkes 2011, Griffith et al 2008)
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NHS Quality Care Metrics- Indicators that reflect safety, effectiveness
and compassion in nursing care
Safety
Failure to rescue (death among patients with treatable complications).
Falls.
Healthcare-associated infection.
Healthcare-associated pneumonia.
Pressure ulcers.
Effectiveness
Staffing levels and patterns.
Staff satisfaction.
Staff perception of the practice environment.
Compassion
Patients’ experience of care.
Patients’ experience of communication.

Table 1 Nursing Metrics NHS Adapted from Griffiths et al 2008

NHS Trusts are required to demonstrate the effectiveness of their
performance, including patient feedback, according to the ‘Framework for
Quality Accounts’ consultation document (DoH, 2009) by specifying quality
indicators, metrics, and patient-reported outcome measures (PROMS).
White & Bosanquet (2009) assert that this development will assist in the
recognition and empowerment of tissue viability nurses in facilitating the
measurement, dissemination and benchmarking in order to improve
pressure ulcer care and prevention which could potentially have significant
cost savings for healthcare facilities.
Maben et al (2012) built on the National Nursing Research Unit report
State of the Art Metrics for Nursing (Griffiths et al. 2008) to explore further
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the nursing metrics that were being utilised both nationally and
internationally. Their report indicated that there has been an increase in
use of metrics and accountability systems such as clinical dashboards in
recent years by international healthcare systems. Aligning nursing metrics
with ‘what matters most’ to patient experiences is a developing trend as
healthcare systems move towards increased partnership approaches to
care delivery (Sunderland 2009, Maben et al 2012, Robert et al 2012,) but
there is still difficulty in achieving consistency and accurate benchmarking
between different healthcare organisations. Risk adjusting outcomes is
required in order to enable comparison across different settings and work
streams and Maben et al (2012) recommend the development of
infrastructures that will enable data collection, analysis and timely reporting
in order to provide accountability, transparency and service improvement
for the patient, the staff, the management, the public and the regulators
(Irvine 1998, Maben et al, 2012)
The NHS introduced “Patient Reported Outcome Measures” or “PROMs”
which refer to self-completed questionnaires given to patients to assess
their self-reported health status before and after certain elective healthcare
interventions in their endeavours to put quality at the heart of everything
the NHS does following the publication of the NHS Next Stage Review
Final Report High Quality Care for All in 2008 that outlined the importance
of assessing effectiveness of care from the patient’s perspective.

2.3.3 Theme 3 Accountability
³Accountability is defined as the fulfilment of a formal obligation to disclose
to referent others the purposes, principles, procedures, relationships,
results income and expenditures for which one has authority. This
disclosure is systematic, periodic, and carried out in consistent
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form…Initiating the disclosure is the responsibility of the one accountable
and not of others´ Bately & Lewis 1982, p.10).
Accountability is further described by Rachel (2012) as being µat the heart
of nursing, weaving its way through nursing practice in all settings and at
all levels…. an energizing force throughout an organization’ (p36). A
culture of accountability exists when people commit to doing what they say,
increasing the credibility of themselves and the organisation as this
approach to work becomes the expected norm in the workplace. In an
accountable environment, Rachel holds that clarity of goals, commitment to
achieve goals and understanding consequences for positive or negative
outcomes must be present. An organisation that permits staff to
consistently fail to meet objectives, promotes an environment where
‘almost there’ is good enough and the opportunity to harvest the
productivity of the workforce is lost due to poor leadership as goals are not
shared and complacency or resistance become the culture. Rachel further
maintains that to foster a culture of accountability, managers need to
create trust, provide direction, provide metrics, engage employees, provide
support, strive for cultural alignment and provide leadership consistency.
Accountability is doing the right thing consistently, day in and day
out, in task and relationship interactions, to fulfil or further the
RUJDQL]DWLRQ¶VPLVVLRQ.
(Rachel, 2012 p 38)
The HSE’s document Achieving Excellence in Clinical Governance in 2010
states that;
The implementation of accountability practices is a permanent
process. The accountability journey will never end. It will take time
for people to really understand the benefits of better accountability;
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it will also require a sustained effort by management and staff to
embed a culture of accountability in the Health Services Executive
(HSE 2010 p.1)
Accountability arrangements are dependent on the culture within an
organisation which is an expression of the values held by people working
in the organisation and it guides their day to day behaviours underpinning
the structures, processes and outcomes whereby healthcare is delivered.
Without accountability in healthcare, service users cannot be guaranteed
access to safe, high quality, cost effective services and the likelihood of
poor outcomes will increase. In order for staff to deliver on the vision
created by the Commission on Patient Safety and Quality Assurance
(2008) that services should be delivered in such a way that results in
“knowledgeable patients receiving safe and effective care from skilled
professionals in appropriate environments with assessed outcomes” (p.3),
they will need to be supported with relevant training, well designed
workplaces and mechanisms for demonstrating regular clinical audit,
collection of quality data and participation in targeted quality improvement
activity.
“Effective governance requires that senior management teams base their
decisions on accurate, reliable and timely information, such as quality and
performance indicators” (Bassett & Westmore, 2012 p.24). Directors of
Nursing manage increasingly complex organisations with competing
priorities and diminishing resources and are accountable for ensuring
positive patient outcomes and other key performance indicators whist
achieving cost target and creating a culture and work environment that
promotes evidence based practice (Stichler, 2006).
Duffield et al (2009) conducted a study that found frontline nursing and
medical staff attributed responsibility for patient safety and positive
outcomes to nurses rather than to senior nurse managers/executives and
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chief executive officers however Erwin (2009) emphasised the importance
of managers holding staff accountable for performance and Klazinga et al
(2011) recommend ingraining performance indicators in to healthcare
governance and management systems. Sunderland (2009) would argue
that introduction of nursing metrics engages nurses directly in performance
measurement and quality improvement planning acknowledging high
standards and addressing areas of concern heretofore there could be a
lack of inclination to assume accountability (Kalisch, 2006).
The HSE Older Person Services key performance indicators (KPI) outlined
in the HSE Service Plan 2014 are strongly linked into monitoring provision
of service and reports on activity which allows for financial analysis and
determination of resources for planning purposes but fall short of the
requirement to provide assurance regarding the quality of these services.
The HSE Social Care Operational Plan (2015, p.52) acknowledges the
necessity to develop and strengthen the suite of KPIs to
«include specific measurable KPIs that clearly demonstrate
progress in achieving better outcomes and against which progress
can be measured on a monthly basis. Particular attention will be
paid to the areas of nutrition and hydration, falls prevention,
medication management and the use of antibiotics in long stay
residential facilities as well as broader issues in terms of response
and use of complaints, management of serious reportable events
etc. (HSE, 2015 p.52)
Whilst this is a welcome development from a quality improvement
perspective, the over reliance on regulatory inspections findings rather that
developing quality frameworks within the system may not be sustainable
and certainly misses out on an opportunity to engage staff to adopt a
proactive manner to quality improvement.
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If nurses and midwives are to combat the increasing focus on data
collection being used by operational management to make decisions,
manage performance and seek assurance regarding quality of care
provided by the organisation, there is a requirement to bring clarity to the
contribution of nursing and midwifery to patient outcomes in order that the
quality of care delivered is sustained and developed and not lost in the
drive to meet organisation performance targets. (Cusack et al, 2014)
To be effective, a healthcare measurement system should consist of
indicators that can; ‘quantify trends and characteristics; describe
performance in achieving health service goals; and provide information to
improve nursing and midwifery care’ (National Council for the Professional
Development of Nursing and Midwifery, 2010 p 3). Nurses can
demonstrate and be held accountable for the effectiveness of their
contributions by using nurse sensitive metrics to measure and improve
outcomes and experiences for patients (Cusack et al, 2014).
The NHS Compassion in Practice Nursing, Midwifery and Care Staff Our
Vision and Strategy (2012) underpinned by six fundamental values: care,
compassion, competence, communication, courage and commitment
recognises the importance of creating a culture that encourages the
development of change champions on the frontline and leadership at every
level in the organisation to communicate and embed these values in care
delivery. Action area three from the strategy concerns the delivery of high
quality care and measuring the impact, and as well as endorsing the High
Quality Care Metrics for Nursing publication by the National Nursing
Research Unit (Maben et al 2012), the strategy outlines plans for the Care
Quality Commission (CQC), HIQA’s counterpart in the UK, to “consider
how to integrate the care metrics into its regulatory processes” and plans
for the NHS Commissioning Board (NHS CB), in conjunction with the CQC
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to “lead on the publication of information that identifies the quality of care
and informs patients and the public” (p 20).
Mandie Sunderland introduced the Open and honest care: driving
improvement programme, an initiative deriving from the NHS Compassion
in Practice Nursing, Midwifery and Care Staff Our Vision and Strategy
(2012) to the Pennine Trust whereby the organisation made a commitment
to strive with patients and staff to provide ‘open and honest care’,
implement quality improvements and further reduce the harm experienced
by patients whilst under the care of the organisation. Their programme
involved a commitment to publish a set of patient outcomes, patient
experience and staff experience measures so that patients and the public
could see how the Trust is performing in these areas. Learning is shared
across services and data collected used to identify required changes to
improve care.

2.3.4 Theme 4 Clinical Governance & Nursing Power
There is continuing demand to demonstrate effectiveness and efficiency in
health and social care and to communicate this at boardroom level. Scally
and Donaldson (1998) discussed the importance of seeking quality
improvement through clinical governance recognizing the need for an
organisational transformation in the NHS promoting clinical leadership and
positive organisational cultures and indicated that professional selfregulation would deal with complex problems of poor performance among
clinicians. Recognition and replication of good clinical practice was
recognised as key to ensuring learning occurred from failures in standards
of care. However, a decade later, the NHS were reeling from the scandals
in substandard healthcare identified in the Mid Staffordshire Report
(Francis, 2013) and more recently the failings emerging from the
Morecombe Bay Investigation (DoH, 2015). The seeming lack of progress
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in this regard may be disheartening but must be evaluated in the context of
an increasingly complex service delivery brief for large organisations such
as NHS and HSE against a background of severe financial and economic
pressures. The requirement for quality frameworks that deliver safe quality
service to service users is paramount (HIQA 2008, HIQA 2013, HIQA
2015, Francis Report 2013, DoH 2015)
Bassett and Westmore (2012) reviewed how a quality governance
framework can help managers and organisations ensure effective
corporate governance by assuring themselves that patients receive good
care. The quality governance framework asks three simple questions of
those responsible for clinical governance (1) Is appropriate quality
information analysed and challenged? (2) Is the board assured of the
robustness of the quality information? (3) Is quality information used
effectively? The answers to these questions provided by quality and
performance indicators should give senior management teams accurate,
reliable and timely information by which they can make decisions and
ensure effective governance of the system. It is important that indicators
or metrics chosen measure quality in a format that can allow patients, staff,
regulators and senior managers to assess the progress of the organisation
‘towards its quality objectives’ (NHS 2008, Reuban & Tinetti 2012,
McCance et al 2012, Maben et al 2012, Parlour 2013)

2.4 IMPLICATIONS FOR THE PROJECT
There is evidence in the literature regarding the lack of attention to
measuring patient outcomes from the patient’s perspectives rather than
those of the clinicians (Rueben & Tinetti, 2012). The requirement to deliver
truly person centred care challenges health professionals as healthcare
delivery systems move towards reimbursement linked to specific
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performance measures such as the ‘Money follows the Patient’
(Department of Health, 2013). This will need to be considered by the
project team and the wider metrics governance group when choosing and
developing the metrics to be measured and the rationale for doing so,
taking account of the mechanisms by which patient’s individual health
goals can be measured.
Further limitations to the utilisation of metrics in a quality assurance
framework centre on the difficulties with measuring more abstract factors
such as dignity, respect, privacy, communication, compassion as they can
be difficult concepts to measure (McCance et al 2012). The project team
and senior managers will have to consider other methods for triangulating
a picture of quality and this approach would be congruent with much of the
findings from the literature review. (Sunderland, 2009).
The NMPDU North West Study conducted by Parlour et al in 2013 used a
mixed methodology of quantitative and qualitative methodology to evaluate
the metrics project and recommended that governance structures to retain
oversight of performance against metrics criteria and that different
approaches to validate the impact of the metrics project on patient
outcomes should be considered taking into account the learning from
recent NMPDU metric project evaluations in the Irish healthcare settings.
Furthermore, the NMPDU evaluations which are the only evaluation of the
impact of quality care metrics in an Irish context, indicate that the metrics
data collection should also ‘take cognisance of the quality of the workplace
including the systems, teamwork and leadership within that can enable or
hinder the sustainability of the initiative’ (Parlour et al 2014 p.9). A review
of the culture of the organisation as regards its commitment to quality
person centred care and the leadership and evaluation skills of staff will be
necessary in order to broaden the approach towards this quality
improvement initiative/ organisational development (OD).
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2.5 SUMMARY AND CONCLUSION
This chapter has provided a critical discussion of the key issues
surrounding quality improvement, clinical governance and the value of
implementing a quality care metrics system in an Older Person residential
service. The literature indicates that nursing/midwifery metrics may furnish
an opportunity to ‘demonstrate the unique contribution of nurses and
midwives in delivering safe, effective and person-centred outcomes for
patients and clients’ (McCance et al, 2012 p1144). The information
collated regarding nursing processes and nurse sensitive outcomes should
facilitate decision makers to concentrate efforts on structures and process
developments that will improve outcomes for patients, alignment with
organisational objectives and the promotion of a positive workplace culture.
There is a consensus in the literature that metrics is a valuable tool for
managers in monitoring and improving performance to achieve quality
outcomes for patients. However, nurse managers need to be mindful of the
need to ensure that the perspective of the patient is captured when
evaluating quality and the challenges involved in meeting individual
requirements for service users. The literature suggests that quality
information needs to be collated from a variety of sources in combination
with metrics data to portray the entire picture. The project will need to
engage frontline staff, developing a culture of ‘Quality and Safety’ by
promoting effective team work and leadership skills in order to progress the
quality improvement agenda. As frontline staff in Older Person Residential
Services have been directly exposed to quality assessments from the
external regulatory Authority HIQA over the last 5 years, they should be
welcoming of this initiative as it will instil in them a greater overall view of
their contribution to high quality care and a method for articulating this to
the inspection teams and senior managers.
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The definitive test of the metrics project will be the evaluation of whether
the well-being of patients is improved, and whether or not this can be
directly associated with the presence or absence of nursing/midwifery
interventions (Scotland National Health Service, 2005).
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3 METHODOLOGY
3.1 INTRODUCTION
“Understanding the cultural and people aspects of change can greatly
enhance our capacity to effectively manage change.” (HSE, 2008 p.10)
Kotter (2001) discusses the importance of leadership investment in
organisational change management (OCM) processes to help drive
individual and organisational performance levels during change in the
organisation, establishing clarity in relation to vision, objectives, roles,
responsibilities and processes. This chapter of the project implementation
plan outlines briefly the rationale for the choice of organisational change
model used to structure the change and describes in detail the
methodology and change management tools used therein.

3.2 CRITICAL REVIEW OF APPROACHES TO ORGANISATIONAL
DEVELOPMENT
A change model is a device which helps the team leader to understand the
change process and undertake a change management project in an
organisation. Burke (1994) maintains that three criteria should be applied
in choosing a change model; easy for project leads to understand, close fit
to organisation and sufficiently comprehensive to facilitate data collection
and inclusion of all important information. It is important that the planners
accept that models will not suit all circumstances as there will always be a
degree of chaos and therefore a focus on people and relationships within
the organisation is required to manage the unpredictability of change
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(Burke 1994, Kotter 2001, Kotter 2008, Karp & Helgo 2009) Understanding
why people resist change is key to implementing change successfully
therefore an organisational analysis to identify the current situation,
problems and the forces that may be impacting on these problems is good
practice when undertaking to implement a new structure or process.
(Kotter, 2001).
Cummings and Worley (1997) state that organisation development (OD) is
a “system wide application of behavioural science knowledge to the
planned development and reinforcement of organisational strategies,
structures and processes for improving an organisation’s effectiveness
(p.2). Handy (1993) asserted that all systems are in a continuous state of
flux and that it is desirable to channel the differences into positive actions.
There are a number of different types of organisational change models to
consider; Lewin’s Model provides the basis for modern change theory with
three stages defined; unfreezing, transitioning and refreezing (Lewin,
1951). This model emphasised the dynamic nature of change in the
transitional phase of the model whilst also illustrating the need to reinforce
the change in the refreezing phase. Mintzberg (1978) further emphasised
the importance of the planning phase when he demonstrated how intended
strategies can lead to changes being realised. Stepped models followed
with Kanter et al (1992) 10 change commandments recommended to drive,
plan and implement change; and Kotter’s 8 step model highlighting the
importance of building coalitions and creating a shared vision (Kotter,
2001). These linear models, however describe the processes as distinct
steps allowing for contingency planning but not for the interaction or
movement between these steps and the unpredictability of the change
process. More recent models have been developed as cyclical models
(HSE, 2008, Senior and Swailes 2010) which, although expounding many
of the same steps and processes, allow for the more dynamic nature of
change moving away from the more static earlier models of organisational
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development. Nelson (2003) maintains that this approach encourages a
contextualised holistic viewpoint which enables change to be understood
as a “discontinuous phenomenon having the benefits, without the
limitations, of rational contingency models” (p 18).

3.3 RATIONALE FOR OD MODEL SELECTED
Conchie (2006) outlines that there are seven demands of leadership;
visioning, sharing of values and beliefs, challenging team experiences,
need for a mentor, building wide constituencies, an ability to make sense of
experience and having an acute sense of who they are. In selecting a
model to implement the quality metrics project in the hospital, the author
felt it was appropriate to select a model that fit the organisation and the
authors own value system to enhance the leadership capabilities required
to ensure success of the project.
A comprehensive literature review was undertaken by the Health Policy
Unit in Trinity College Dublin to provide a comprehensive overview of
theoretical change models, approaches to change, tools for change and
key factors for enabling and managing change in the current climate to
support the development of the HSE Change Model – (McAuliffe & Van
Vaerenbergh 2006). The HSE change model is influenced by Kotter’s 8
step model which resonate with many current managers in that it
recognises the people aspects, the importance of building coalitions,
creating a vision and focusing on need to illicit buy-in of employees to
succeed. According to Kotter (1995), sustained improvement is based on
understanding and applying the multistage process and “Leadership,
leadership, and still more leadership” (p. 31).
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Figure 2: Adapted from John P. Kotter, "Why Transformation Efforts Fail," Harvard Business Review (MarchApril 1995)

The HSE change model takes Kotter’s model a step further in that it is
designed as a circular rather than linear model allowing for unforeseen
consequences to emerge and reflection and review to occur. Kotter’s
model is advocated by Applebaum et al (2012) to be most useful as an
implementation planning tool, but they recommend that complementary
tools should also be used during the implementation process to adapt to
contextual factors or obstacles.
The HSE change model has a strong evidence base recognizing that
change ‘’is not linear, it is a continuous and adaptive process in which all of
the elements are interrelated and can influence each other. Organisational
change is also dependent upon people changing. Therefore, it cannot be
predicted easily and can emerge over time’’ (HSE, 2008, p.4).
The HSE model is people centred and considers the cultural aspects of
change (HSE 2008). It encourages collaboration with different agencies,
communities, services, staff, patients, trade unions and between different
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levels of the organisation placing a “particular emphasis on partnership and
team working” (p.5). By motivating people with a clear vision and strong
values, the team leader should be able to use the HSE change model to
challenge the team to achieve the objectives of the quality care metrics
implementation plan.

Figure 3: HSE Change Model adapted from Improving our Services ʹ A Guide to Managing Change in the HSE

3.4 HSE CHANGE MODEL
The complexity and size of the HSE requires managers and clinicians to
work on several levels throughout their working week dealing with
pressures within the organisation and with immediate local demands. The
HSE change model helps to bring detached external enterprises and
internal requirements into one comprehensible approach (McAuliffe & Van
Vaerenbergh, 2006).
It is important that the scope of the project is defined before commencing
with the implementation plan. For the purpose of the dissertation, the
scope includes the full completion of the initiation and planning phases with
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a comprehensive plan regarding the implementation and evaluation of the
project. In the scope of the project is the identification of areas of potential
efficiency gains & production of a prioritised action plan. Out of scope,
however is the implementation and final evaluation of the action plan.

3.4.1 Initiation
This step is important in building the foundation for the implementation of
the metrics project and to garner support across the hospital and wider
service. The different stages were built upon to develop the Project
Initiation Document (PID) which will form the basis of the plan for the entire
project from start to finish.
.

Identify what is driving the need for change and the degree of urgency
A PESTLE, SWOT and force field analysis are tools used to analyse which
factors in the environment are helpful to the organisation, and which may
impede progress to the project (Appendix 1). The PESTLE acronym stands
for political, economic, sociological, technological, legal and ethical factors
and it serves as a mechanism for identifying forces that require a response
from the project team in terms of managing their influence on the
implementation of the project. The programme for Health Service Reform
and the development of the new Community Healthcare Organisations
towards a commissioning model is identified as a major driving force as it
will be linked to performance review. It will be important for health care
services to have a quality measurement framework in place that can
deliver consistent and reliable data so that the focus on performance does
not become solely a cost based analysis as was the case in the Mid
Staffordshire scandal in the NHS 2013 (Francis 2013). The current Social
Care Directorate proposals to reduce nursing staff ratios on public
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residential care facilities and the lack of valid and reliable data regarding
nurse sensitive performance indicators to counter these proposals is
creating a sense of urgency to the requirement to implement the project.
The regulators and legal requirements of the Service provider (HSE) and
the person in charge (Director of Nursing) is a major driving force from a
top down viewpoint but may not resonate initially with frontline staff. The
recent appointment of an Assistant Director of Nursing with the necessary
skill set to lead out on the project and the current availability of funding
from the NMPDU (Nursing and Midwifery Practice Development Unit) are
major supporting factors and combined with the support of the hospital
manager who is the provider nominee for regulatory purposes, the project
has secured a mandate to proceed. Securing frontline and union
engagement with the project in a busy, tightly resourced organisation could
potentially be challenging and will require careful monitoring and project
team focus. The SWOT and Force Field analysis in appendix 2 and 3
respectively assist in clarifying the driving and restraining forces and
outline how these forces might be increased or decreased to aid the
project implementation. Lewin (1951) recommends that change projects
should focus on removing or reducing resisting forces as concentrating on
generating or increasing driving forces will only result in the resisting forces
increasing in strength to compensate. The PESTLE, SWOT and Force
Field Analysis are useful in identifying ideas for consideration in the
development of the PID.
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Considerations for Project Initiation Document
PESTLE, SWOT & Force Field Analysis
o

Develop & provide education of staff re new system

o

Highlight small wins, communicate relentlessly at all levels in the organisation,
Listen to staff views and ideas

o

Low cost delivery of project – use internal resources – training on site

o

Seek NMPDU support

o

Meetings with staff- allow staff to express fears and to take ownership of project

o

Involve unions from the onset

o

Provide training, protected time for data collectors (CNMS) as part of their
allocated supernumery hours

o

Highlight regulators role

o

Disseminate Annual Review of Quality and Safety Report 2014 –audit
performance

o

Management presence on the floor

o

Highlight benefits of project to the wider organisation & interest groups

o

Communicate vision to staff, peers and managers

o Get involved with local implementation groups to ensure project can be utilised
for benchmarking quality in the region
Table 2 Considerations obtained from PID- PESTLE, SWOT & Force Field Analysis

Clarify leadership roles and identify the key influencers and stakeholders
The HSE change model prompts the project team to identify and analyse
the power and influence of different stakeholders on the proposed
implementation plan and to consider the level and method of engagement
required with each stakeholder individual or group (Figure 4).
The main bulk of the stakeholders are in the upper outer quadrant
indicating high interest and high power which suggests that these are the
key stakeholders who require to be managed throughout the project
implementation. The larger the bubble, the more engagement required.
Among these requiring a planned focus are the nursing union and union
rep, the hospital manager, the NMPDU and the nurse management team.
Service users will be engaged more fully when the project goes live though
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and part of the communication strategy will be to update the resident’s
forum on progress via their monthly meetings and the hospital newsletter.

Stakeholder Assessment
Satisfy

LINE MANAGER
Nursing Staff Rep
INMO REP
Union Re INMO
HIQA
Admin Assistant
Medical Officer
Consultant Geriatrician

Opinion
formers.
Keep them
satisfied with
what is
happening
and review
your analysis
of their
position
regularly

Manage
ADON

CNM2 group
NMPDU
Union re SIPTU
CHO
Service User
Allied Health Professionals
Linear (HIQA)

High

Key
stakeholders
who should
be fully
engaged
through full
communicati
on and
consultation.

Inform
Patients often
fall into this
category. It
may be
helpful to
take steps to
increase their
influence by
organising
them into
groups or
taking active
consultative
work.

This group
do not
require
energy if
time and
resources
are
stretched.

Power

Monitor

High

Low
Level of Interest

Figure 4: Stakeholder Analysis -adapted from Englund, Graham & Dinsmore Creating the Project Office ©
2003 www.englundpmc.com

The stakeholder diagram should be reviewed to identify alliances that may
be potential sources of support, as well as those that may work together to
oppose the policy. The project management team can develop specific
strategies based on these key alliances, either to reinforce a potentially
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supportive alliance or to separate a potentially threatening alliance. (WHO,
1999). Although it is unlikely that the project will generate huge interest
from the medical and allied health professional staff it would be favourable
to keep them informed regarding the progress to minimise the risk of their
feeling marginalised and thus possibly opposing the project.

Plan
Stages

inform

Project communication Plan
Communication- stakeholder participation
consult
partnership
control

Project
Initiation

Nurse Union
Nurse Union Rep
Frontline nursing
staff

Hospital Mgr
NMPDU

Project
planning

Patients & families

Hospital Mgr

Implementa
tion

Hospital Mgr
CHO

Medical staff &
AHPs
Patients &
families

Monitoring
& Review

HIQA, CHO,

Assistant Director
of Nursing
Nurse mangers /
(Quality and Patient
Safety Committee)
NMPDU
Nurse managers
Frontline nursing
staff
Nurse Union & Rep
NMPDU
Hospital Manager
Nurse managers
Frontline nursing
staff
Nurses, patients,
families, NMPDU

Project
Mgt Team

Project
Mgt Team

Project
Mgt Team

Project
Mgt Team

Table 3 Stakeholder Participation Matrix

The stakeholder participation matrix in Table 4 resulted from critical
discussions with the senior nurse management team (project team) to
establish the best way forward to structure the project to maximise positive
stakeholder influence and minimise opposition. (Feeney & Murphy, 2014;
Spath, 2013; Tague, 2005)

Assess readiness and capacity for change
Lewin (1951), Kotter (1995) talk about the importance of organisational
readiness, the need to upset the current state of play and create an
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alternative vision so that the proposed change will be embraced/
introduced effectively. In order to secure funding, an organisational
readiness check list had to be completed and submitted to the NMPDU for
funding approval (Appendix 5).
Smith (2005) states that individual and organisational readiness and
capacity for change should be based on a solid foundation of mutual trust
and respect. Empowering staff by involving them in considering options
and making decisions and giving them a sense of ownership are important
to consider in order to foster trust in the change process. In preparing for
the change, Clinical Nurse Managers have been long informed of the
intention to introduce a metrics system to augment the audit processes in
the hospital and have been open to the new development deciding with the
senior nurse managers (project team managers) in relation to the specific
metrics to be selected for the project. The hospital manager is supportive
of the project and the NMPDU has approved the funding required to
provide education sessions and purchase of the software. Thus an
effective mandate has been secured in this stage of the project.

Attend to organisational politics
Managing internal politics within the organisation is an essential part of
managing change (HSE, 2008). The culture of the organisation and the
different inter-relationships of people at all levels are important
considerations in planning and monitoring organisation developments. The
Clinical Nurse Managers are central to the plan to implement a nursing
metrics system but would be strongly influenced by frontline nurses and an
opposing viewpoint if unions not on side with the project. The metrics will
facilitate the Clinical Nurse Managers to demonstrate their governance at
ward level to HIQA inspectors if successfully implemented which could be
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an incentive but time management and the constant demands being made
on the ward leaders needs to be understood and managed to prevent
possible resistance which could seriously undermine the success of the
project. By not assuming that resistance from stakeholders is necessarily
bad, change agents can avail of opportunities to listen to the ‘resistors’ and
‘potentially increase the likelihood of successful implementation, helping
build awareness and momentum for change and eliminating unnecessary,
impractical, or counterproductive elements in the design or conduct of the
change process.’ (Ford et al 2008 p. 363). Communication failures are
huge factors in creating or exacerbating resistance to change (Amason
1996, Dent & Goldberg, 1999)
The HSE change model stresses the importance of the project
management team recognising “the role and contribution of trade unions,
regulatory bodies and professional associations…working with them in
understanding culture and bringing about change” (HSE 2008, p.28).
The key stakeholders will form a steering group to guide the project and
ensure that all interested parties are in the communication loop and
committed to the project. The roles and responsibilities for each part of the
Project Management Structure is outlined in the PID (Appendix 14).
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Steering Group
Executive Sponsor - Hospital Manager
Project Director -Director of Nursing
Staff Rep -CNM2 /Senior Staff Nurse
Union Representative
Resident Representative

NMPDU/ ONMSD
Quality Care' metrics
Governance

NMPDU Project Officer
Clinical Risk Manager

Project Manager (ADON)

Project
Team
CNM2s

Figure 5: Project Management Structure

Identify the leverage points and opportunities for change
A SWOT analysis assisted in identifying the strengths and weaknesses
internal and external to the hospital. In terms of identifying leverage and
opportunities, there are a number of areas of good practice relevant to the
metrics project; clinical practice audits are currently being undertaken in
the hospital by senior nurse managers and clinical Nurse Managers at
ward level, Clinical Nurse Managers have taken up link nurse management
roles for different areas of clinical practice and link nurses are in place for
specific responsibilities regarding these areas of clinical practice. This
nurse management approach coupled with the regulatory demands on the
service has assisted in fostering a culture of performance review which will
aid in creating the enthusiasm for the metrics project. Many organisational
changes in the past in the hospital were brought about under the
‘Partnership Model’ and good rapport and working relationships were built
up between staff grades, union members and managers during these
change processes which will assist in levering change for the
implementation of the metrics project.
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At national level, the Director of Nursing is an Executive Committee
Member of IADNAM, the Irish Association of Directors of Nursing and
Midwifery which continues to be a supportive networking group that has
facilitated exposure to the metrics project in action in the UK as mentioned
in chapter 1 and nomination to a national forum panel currently reviewing
staffing levels, skill mix and the impacts on quality and safe care for service
users of public residential facilities in Ireland. This is one of the major
driving forces for the project as there is a clear deficit in quality data from
this healthcare sector whereby National Directors are dependent on
external regulatory reports to measure the quality of care delivered to older
people in our public community hospitals and although HIQA reports are a
significant indicator of good practice, they may not always be an objective
measure of quality and governance as indicated in recent media exposure
of appalling standards of care in some HSE facilities under their remit.
It is hoped that that this project being implemented in conjunction with the
NMPDU will eventually allow for a collation of metrics data across older
person services as other sites come on board with the project. The Older
Person Services subgroup of IADNAM is actively pursuing further
engagement with the Office of Nursing and Midwifery Services Directorate
(ONMSD) with the objective of working towards provision of a national
evidence based quality performance database for Older Person’s services
particularly residential care facilities to encourage benchmarking, quality
improvement and good patient outcomes.

Perform an initial assessment of the impact of the change, Outline the
initial objectives and outcomes for the change, Agree initial resource
requirements and Outline the initial business case for change.
A Project Impact Statement was prepared and can be viewed in appendix
6; it outlines the behavioural, structural, personal and cultural impacts
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expected taking into account internal and external factors identified in the
PESTLE and SWOT analysis. The impact statement allows a wholesystem view of the change process and assists in the generation of options
that inform the overall aims and objectives of the project. The metrics
project aims to introduce a system that enables nursing staff to focus on
evidence based practice and evaluation of care interventions to provide
assurance to the organisation, it’s members, service users and it’s
regulators. It therefore should contribute to the development of a culture
where a strong focus on evaluation of evidence based care is ‘the way
things are done around” the hospital in terms of early recognition of trends
and adaption of practices that contribute to positive patient outcomes
leading to confidence for the service users, budget holders and regulators
in the quality of services delivered. The Context Assessment Index survey
of the Nursing staff pre and post implementation of the project will give an
indication regarding the impact of the project on culture, leadership and
evaluation. (McCormack, 2001)
The objectives and planned outcomes for the change have been outlined
in detail in Chapter 1, a risk assessment (appendix 7) has been carried out
to determine possible issues which might undermine the project. The major
risk issues identified were inadequate skill levels and staffing levels of
nursing staff to complete the data collection frequently and accurately
enough to make a significant impact on quality improvement regarding the
delivery of evidence based care to residents. As an education plan is
currently being planned with NMPDU support and current staff vacancies
have been approved for permanent filling, the major preventative actions
to address this has been addressed along with further contingency
planning should actual predicted risks become a reality. The project
management team need to be aware of the possibility of emergent risks
not foreseen and will need to ensure that a robust communication structure
is in place to deal with same should they arise.
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As funding for the IT requirements have been successfully obtained from
the NMPDU and the supernumery requirement for CNMs (data collectors)
has been incorporated into the business case submitted to the Operations
Manager for Older People Services to retain adequate and safe nursing
whole time equivalents (WTEs), a specific business case has not been
completed for this project.

3.4.2 Planning
This phase of the OD change model defines the specific detail of the
project plan and establishes concrete support for the change process.

Building Commitment
(Build a shared vision, Communicate the vision and the business case for change,
Increase readiness and capacity for change, Demonstrate that change is
underway)
A Project Initiation Document (PID) has been completed in consultation
with the Project Manager (Appendix 14) and the project team to submit to
the key stakeholders as part of the overall governance of the project. The
PID can be used to secure widespread interest, commitment and support
for the project with a shared vision for the future of the organisation.

To assist in communicating the vision and the business case for change,
project deliverables were collated and submitted as part of the PID to the
Metrics Steering Committee which consists of the Executive Sponsor
(Manager for Older Person Services), Project Director (Director of
Nursing), staff nurse representative (senior staff nurse), union
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representative, resident representative and NMPDU Project Officer. Roles
and responsibilities for the steering committee and the project team are
outlined in greater detail in the PID (Appendix 14)
The setting up of the steering group is an effective way of formalising
support for the project and may minimise risk of resistance as it will
facilitate patients, staff, managers, trade unions and the NMPDU to be
engaged at the initiation stage and during the progression of the project.
This engagement should increase readiness and capacity for change and
demonstrate to all stakeholders that change is underway.
The Project team have prepared a Nursing Metrics Information leaflet for
distribution to all relevant stakeholders as identified in the stakeholder
analysis (Appendix 11)
The objectives of the communication strategy for the metrics project were
mapped out to explore what were the most appropriate methods: the
frequency required, the target audience, the deliverables of
communication, the format in which the information should be presented
and who should take ownership of the specific parts of the strategy (Table
4). The resulting strategy was incorporated into the Project Initiation
Statement and will be used to formulate actions required to ensure
communication is prioritised at all stages of the project from initiation to
review. (Cooper et al, 2015)

Communicati Objective of
on Type
Communication

Medium

Frequenc Audience
y

Owner

Deliverable

Format
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Preliminary
Outline /aim of the Face to
face
meetings with Project
Stakeholders
Gain support for the
project

Once

DON

&
Stakeholder
s including
union

Discuss setting up of
steering group

Stakeholder
Meeting

Executive
sponsor

Introduce the project - Face to
Face
team, Project
Manager and the
project. Review
project objectives
and management
approach.

Once

Email with
summary of
discussion and
confirmation of
date and time for
Stakeholder
meeting

Email Stakeholders

Consider
newsletter
explaining
project

Send newsletter

(print off email for
stakeholders
without regular
access to
computer)

Executive
Sponsor
- Project
Team
Stakeholder
s

DON
Agenda
Distribute copies
Project Meeting Minutes to all stakeholders
Director
& project team
members
&
Approved PID
Project
Mgr
Soft copy archived
on Shared folder
for the project.

Project
Mgr

Sign off on PID
Project Team
Meetings

Weekly
Review status of the Face to
project with the
Face
team.
Conf. Call

Project
Team

Agenda
Meeting Minutes
Project Schedule
& PID

- Soft copy
archived on Shared
folder for the
project

Technical
Design
Meetings

Discuss and develop - Face to
any technical design Face
amendments
required for the
project.

Project
NMPDU Agenda
Team And Project Meeting Minutes
Officer
NMPDU
Governance
Group

- Soft copy
archived on Shared
folder for the
project

Monthly
Report on the status
Project Status of the project to
Meetings
sponsor
(management).

As
Needed

- Face to Monthly
Face
Conferenc
e Call

Project Status Report the status of - Email
Reports
the project including
activities, progress,
costs and issues.

Monthly

Manager for Project
Mgr
Older
People
Services
Carlow/Kilk
enny

- Slide Updates - - Soft copy
Project Schedule archived on Shared
folder for the
project

- Project
Project
Manager
Sponsor
- Project
Team
Stakeholder
s
- CHO

- Project Status
Report
- Project
Schedule

- Soft copy
archived on Shared
folder for the
project

Table 4: Communication Strategy: Adapted from HSE Improving our Services: A UƐĞƌ͛ƐGuide to Managing
Change in the Health Service Executive and Project Management Tools downloaded from:
www.projectmanagementdocs.com
Determining the detail of the change

55

(Assess the current situation against the future vision for change, Feedback this analysis
to key stakeholders, Describe what needs to change)

The Context Assessment Index and patient satisfaction survey will set a
baseline to assist with evaluation of the project and establish the current
situation against the future vision for change. A review of national and
international literature has been undertaken to inform the design of the
project. The project team will carry out the surveys and report on finding to
the steering committee who will review the PID and approve it before it can
progress further. This will ensure that stakeholder groups can have input
into the planning from the onset.
Stufflebeam’s Context, Input, Process and Product Evaluation Model
(CIPP) which will be used to evaluate the project has been utilised to
determine trends in the regulatory, legislator, organisational and
professional bodies namely the HIQA standards, HSE organisational
strategy and the NMBI Professional Code of Conduct and to ensure that
the project is aligned with their objectives (See Appendix 12).
The Gantt chart (Appendix 8) outlines the timelines for the project and
gives clarity to the team regarding deadlines and tasks to be carried out in
the implementation phase.
The PID (Appendix 14) outlines the project scope and deliverables,
management and governance structures, project schedule, risk
management and action plan, stakeholder communication plan, evaluation
plan, project and document controls.

56

Developing the implementation plan
(Design the detail of the future state, assess the impact of the detailed design, Outline
and agree the plan for implementation, Complete the detailed Implementation/Project
Plan)

New IT systems and nursing metrics & governance policy will be in place
which will facilitate the Annual review of Quality and Patient Safety
required by HIQA and the Legislation. Metrics data will be measured
monthly on the ‘Test your Care’ system and real time data will be fed back
to each unit and placed on dashboards on prominent display throughout
the hospital resulting in increased transparency to service users. The
Quality and Safety Committee will have readily available data to inform
decision making at nurse management level and will enhance the visibility
of the nursing contribution to care giving senior nurse managers an
instrument for profiling the profession and seeking resources to maintain
and improve performance that will ultimately result in improved quality of
care for patients and residents of Older Person Services in the author’s
Community Healthcare Organisation.
All those who are going to be implementing the change will be involved in
agreeing the plan for implementation as all stakeholders are either
represented on the steering committee or are part of the project team.
The PID (Appendix 14) will be signed off at the steering group committee
meeting prior to implementation of the project. It is important that full
engagement is embraced to ensure that the project will continue to run
over the year ahead and into the future notwithstanding the need to hold
onto the sense of urgency to achieve the change.
The pace of the change process and how it impacts on people and other
service providers must be kept in mind to ensure engagement and longerterm energy and sustainability. This must be balanced with a sense of
urgency to achieve the change.
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3.4.3 Implementation
(Implement the change, Sustain momentum)

The Project Director (author) and Project Manager (Assistant Director of
Nursing) will need to take cognisance of the team dynamics in order to
lead out on a successful implementation of the project. Coghlan and
McAuliffe (2003) assert that one of the major functions of managers is to
motivate individuals in the organisation to enhance growth and
effectiveness. In developing the project team, the focus should be on
creation of a collective purpose whereby the individuals are supported and
encouraged to become involved and to develop their skills while the
organisation benefits from the process in terms of improved outcomes
(Schein, 1993). Weekly meetings with the project team and quarterly
meetings with the stakeholder should ensure that the communication
strategy is followed and that the impact of the changes can be monitored
as the project progresses in consultation with staff and trade unions.
Visibility of management on the ground to address issues as they emerge
will be important in conjunction with continued support for staff in
implementing new skills required for the change.
To sustain momentum, the project team will require supports and leaders
that are depended on to commit to role modelling the new behaviours that
the metrics project will need to feel valued and motivated to continue with
the project. Small wins should be celebrated and units that are
underperforming in the metrics data should be encouraged to reflect on
practice in a supportive environment where it is made clear that investment
in staff through training or coaching will be provided if required. In order to
understand how staff are responding to change, open, honest and
respectful communication should be encouraged and issues should be
dealt with as timely as possible to avoid unnecessary exacerbation of
problems.
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The risk assessment and action plan should be kept under review and
reassessed if required as emergent risk may occur which will need to be
managed.
Stakeholders should receive reports as outlined in the PID and Gantt chart
so that their interest is retained in the project and the sense of ownership is
cultivated to promote the change being bedded down in the organisation.
The project team should consider further newsletters/ information leaflets
to assist with the visual communication of the message and
acknowledgement of successes especially to external stakeholders who
may not be able to witness the changes obvious in the wards i.e.
dashboards, data collection in action, feedback to Quality and Safety
meetings.

3.4.4 Mainstreaming
DĂŬŝŶŐ/ƚ͚dŚĞtĂǇtĞŽKƵƌƵƐŝŶĞƐƐ͛
(Acknowledge success and achievement, Support integration of the change, Ensure
decision-making processes support the change)

The weekly data collection and real time data feedback will become
‘business as usual’ as weekly reports will be generated as part of the
handover processes in all clinical areas. Other quality data such as
compliments and complaints and feedback from the resident’s and
relative’s forums will be monitored. Achievements and innovations will be
celebrated on a monthly basis as determined by the project team. The
Metrics steering group will meet monthly and receive updates and decision
making will be enhanced by the collaboration of all views as the project
develops over the year. Records will be kept of all meetings, training
attended, salient email communication to assist with transparency and
evaluation of the project.
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Evaluating and Learning
(Build a system to refine and continuously improve, Learn from the change process and
establish best practice for change, Review the temporary change support structures,
systems and roles)

Weekly meetings of the project team to collect, analyse and disseminate
reports of quality care metrics in conjunction with monthly meetings with
Quality and Safety Committee will ensure that processes are in place to
continuously monitor developments and improvements at organisational
and service level. Monthly reports on quality and safety are submitted to
the Hospital Manager as part of the governance structures, these reports
will be enhanced with the metrics data. The involvement of the NMPDU in
the steering group and the close working with the project team at the initial
start-up of the project will ensure access to metrics updates from other
work streams taking on this project.
The author who will assume the role of Project Director of the project has
expressed an interest in joining the national Older Person Services work
stream being established by the NMPDUs in order to contribute and keep
abreast of nursing metrics development within the Irish healthcare context.
The CIPP model as mentioned earlier is being used to evaluate the project
from initiation through to completion and this is explained in greater detail
in Chapter 4.
When the evaluation has been completed after 12 months, the steering
Committee will be invited to attend a feedback workshop to inform part of
the evaluation process after which they will receive a full report and their
views will be sought regarding the continuation of the metrics project and
whether or not the project team can be discontinued and what support
structures and systems might be worth keeping if the project is to continue.
Ongoing implementation and monitoring of metrics will most likely be
monitored through a national metrics collection system to facilitate
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benchmarking and shared learning. At Community Healthcare
Organisation level, the data should be useful in monitoring data through an
organisational performance management system yet to be developed in
Older Person Services.

3.5 SUMMARY AND CONCLUSION
It will be necessary to provide direction, motivation and mentoring to keep
the team focused on the project and to be able to communicate the
objectives and both individual and team progress in meeting them.
Keeping the stakeholders informed and supportive will also be a challenge
but it will essential that a good rapport is maintained in all the relevant
networks. It will be important to encourage and facilitate team members to
challenge themselves, use their own initiative and to keep things simple
maintaining a transparent approach where mistakes can be acknowledged
and amendments to the project are encouraged to get it back on track if
required.
In terms of developing a vision for change, it will be important to build on
work already carried out in the hospital developing Clinical Nurse Manager
leadership roles in the hospital. It will be beneficial to the project to utilise
the different skills and characteristics of the team to meet the objectives of
the project and this will be assessed based on studies carried out by Belbin
(1981). It has been practice at meetings to share learning from attending
external healthcare facility visits, training and conferences and to strive
towards best practice in delivery of care and to participate in audits.
Therefore the nurse management team in the hospital already share a
vision of a hospital where quality care is improved by measuring what we
do and have indicated that they would value a more consistent and robust
system to ensure performance is maximised to deliver the best care
possible to patients.
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4 EVALUATION
4.1 INTRODUCTION
Green & South (2006) define Evaluation as “Determining the value or
worth of a healthcare initiative against a standard of acceptability. To
examine or judge”, whilst it has also been defined as the “the systematic
examination and assessment of the features of an initiative and its effects,
in order to produce information that can be used by those who have an
interest in its improvement or effectiveness” (WHO 1998).
Ovretreit (2002) identifies four categories of interventions that can be
evaluated in healthcare; Treatments, services, policies and organisational
changes such as new structures or processes. Lazenbatt (2002) discusses
efficiency, effectiveness, economy and equity as important aspects to
consider when evaluating objectives and outcomes. Evaluation of a
process such as the nursing metrics project requires the examination of
procedures and tasks involved to begin as soon as the initiative begins so
that the success or failure can be monitored as it progresses and problems
can be identified early and the project adapted accordingly. Outcome
evaluation obtains descriptive data on the project and documents short
term results whilst remaining focussed on the fundamental objectives of
the project. Ovretreit (2002) suggests that the evaluation design of an
intervention should be selected by consideration of the following criteria;
user perspective; the type of intervention; the target for the change; the
value criteria; the information required by the users; the outcomes that will
be of interest; the possible influences that may have contributed to the
resulting outcomes and recommends that these factors should be clearly
defined in the terms of reference or contract for the evaluation.
The consideration of all these criteria when planning, implementing, and
assessing quality improvement initiatives can be a complex process due to
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the involvement of multiple groups of people and the overall aim to meet
both the needs of service providers and service users. The author felt that
Stufflebeam’s Context, Input, Process, and Product (CIPP) evaluation
model would be a suitable framework to systematically guide the
conception, design, implementation, and assessment of the quality care
metrics project and assist in providing feedback and decision of its
effectiveness for continuous improvement to the key stakeholders. This
chapter outlines the four constituents of the model and analyses each
part’s role in determining the project’s success.

4.2 OVERVIEW OF OD’S STRUCTURE AND EXPECTED OUTCOMES
Expected outcomes/ Products
Quality Care metrics are measured
consistently, and discussed at all
monthly Quality & Patient safety
meetings with CNMs.
Action plans are used consistently
to address poor performance &
acknowledge good practice
identified in Quality Care-Metrics
measurement.
Quality Care-Metrics Nursing
metrics data are analysed and
trends disseminated at ward level
and reported to Hospital Manager
and Area Manager at Area Elderly
Strategy Meetings
Number of complaints received
will have reduced

Input
Context

Project Team

CAI survey

Steering Committee

Patient SAtisfaction
Survey

IT Systems

Training
Project Pan

Product

Process

Stakeholder Workshop
to review expected
outcomes vs actual
outcomes

Metrics Data collection

Clinical incidents and injuries to
patients will be reduced

Project Team
facilitation
Steering group
Governance

CAI analysis will indicate a positive
change to the staff nurses
perception of culture, leadership
and Evaluation

Figure 6: Nursing Metrics OD Structure & Expected Outcomes
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The Metrics Project Team is composed of the Assistant Director of Nursing
(Project Manager), the Clinical Nurse Mangers (project team members and
data collectors) and the Project Officer from the Nursing and Midwifery
Practice Development Unit (NMPDU). The project Manager will report into
the steering group consisting of the key stakeholders; Hospital Manager
(Executive Sponsor), Director of Nursing (Project Director/Sponsor), Staff
and service user representatives, Union representative and the Project
Officer from the Nursing and Midwifery Practice Development Unit. The
project team will evaluate the metrics project and will be responsible for
adhering to the timelines for evaluation processes as established in the
PID (Appendix 14). The project manager will take responsibility for
preparing evaluation report for quarterly steering group meetings. This
evaluation report will be used to review project and to direct amendments
to the project plan as required in order for plan to meet its objectives.

4.3 EVALUATION MODEL
Stufflebeam’s Context, Input, Process, and Product (CIPP) evaluation
model as discussed earlier breaks the evaluation down into four
components and is designed to logically guide both evaluators and
stakeholders in presenting relevant questions and performing evaluations
at the beginning of a project (context and input evaluation), while it is under
way (input and process evaluation), and on completion of the project
(product evaluation)
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Context
Evaluation

Core
Values

Plans

Product
Evaluation

Outcomes

Goals

Input
Evaluation

Actions

Process
Evaluation

Figure 7: ĚĂƉƚĞĚĨƌŽŵ^ƚƵĨĨůĞďĞĂŵ͛Ɛ/WWDŽĚĞůŽĨǀĂůƵĂƚŝŽŶ;ϭϵϴϯͿ

The CIPP evaluation model emphasizes “learning-by-doing” to identify
corrections for challenging project elements. As Stufflebeam has stated,
the most fundamental principle of the model is “not to prove, but to



improve” (Stufflebeam & Shinkfield, 2007, p. 331). The CIPP evaluation
model establishes and provides useful information for judging decision
alternatives; it assists an audience to judge and improve the worth of a
project and it assists in the improvement of policies and project processes.
This model describes two distinct purposes of evaluation; formative
evaluation which is conducted for the purpose of improving the project and
summative evaluation conducted for the purpose of accountability which
requires determining the overall effectiveness or merit of the project.
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4.3.1 Context Evaluation
Effective professional leadership is recognised as being important in
setting the direction of an organisation, developing its culture, maintaining
effective governance and delivering safe and high quality services.
(Commission on Patient Safety and Quality Assurance, 2008). In order to
evaluate the impact of the Quality Care Metrics Project on the delivery of
safe, quality care, it is important to assess the context with which care is
currently provided.
The project sets out to evaluate context in three ways
1.

The Context Assessment Index (CAI) assesses culture, leadership

and evaluation (Appendix 15). The culture of the hospital needs to be
understood if meaningful and sustained change is to be achieved
(McCormack 2002). The CAI assists in establishing the types of context
that enable or prohibit effective evidence-based and person-centred
practice and can indicate whether or not a ward has become more
receptive to change. McCormack (2009) cautions that a high score does
not automatically signpost that the context is strong and the organisation
ready for change. Further analysis of the organisation to determine if staff
have engaged in any practice development activity and how care is
evaluated which assists to confirm whether or not the score reflects the
context. . An area with self-determined low context scores might be more
amenable to change as they may have greater insight into practice.
This evaluation survey will be completed pre implementation and post
completion of the project to assess if there have been any changes in the
culture, leadership and evaluation approaches to care delivery. This
approach was used in the NMPDU Metrics project in the north east and
one of their recommendations from their evaluation of the project included
the use of the CAI in further project evaluation designs with a number of
other approaches to validate the impact of the project on nursing care
outcomes.
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2.

Evaluation of project application to HIQA standards, HSE

organisational objectives & NMBI nursing/midwifery professional code of
conduct to assess the context or environment in which the change is being
implemented and to assess if the project objectives are aligned with
current evidence based practice. (Appendix 12)
3.

(a) Assesses what needs to be done? Formative evaluation- Identify

the needs, and the opportunities for tackling the gaps identified in service
delivery. This has been useful in setting objectives for the metrics project
and in making project planning decisions with the team.
(b) Assesses if it was done as planned? Summative evaluation –
have all the needs assessments been completed as per project plan?
Whether or not the needs have been assessed effectively to link the
project with current thinking on quality measurement. (Appendix 13Context Evaluation)

4.3.2 Input Evaluation
Input Evaluation asks how it should be done. This component of CIPP
evaluation is useful in designing the project to meet identified needs or gap
in service delivery, identifying project strategies and processes to achieve
objectives. Evaluating the mechanism for achieving the objectives asks the
project designer to question issues which need to be considered to enable
the project to be successful. This process has guided the project team
towards training needs of data collectors, seeking funding for tablets to aid
this process and consideration of mechanisms for acknowledging
successes as the project progresses to ensure staff are motivated to
engage with the project. (Appendix 13: Input evaluation). The author found
this evaluation model to this point very useful in evaluating the progress of
the project through the initiation and planning phase of the HSE model.
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4.3.3 Process evaluation
Process evaluation and product evaluation will be carried out after the
project has been implemented and will not be the subject of this
dissertation.
Process evaluation gauges the changes required in the organisation in
order to implement the project and also measures whether the elements of
the project are being implemented as intended. It asks is it being done?
This component of the evaluation will link in with the implementation stage
and the focus is on monitoring of the project’s processes and potential
technical barriers that may identify required project adjustments.

4.3.4 Product Evaluation
Product evaluation determines and examines the general and specific
outcomes of the project and asks if the project succeeded? This stage of
the evaluation happens on completion of the project and measures,
interprets and judges anticipated and unanticipated outcomes. The CAI
and patient satisfaction survey will be repeated at this stage, a feedback
workshop will be held with the key stakeholders (represented by the
steering committee) to ascertain if the expected outcomes were realised by
reviewing documentation with regard to survey findings, meetings, agenda
items, action plans processes, complaints, clinical incident data and the
metrics data itself will also be evaluated. The merits and worth (i.e.
benefit/cost) of the metrics project will be assessed and a summative
evaluation decision as to whether the project should be continued will be
taken by the steering group at this stage.
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4.4 DISSEMINATION PLAN
Mueller et al (2008) evaluated different strategies for disseminating
evaluation results to project stakeholders: print reports only, reports and
web site, reports and workshop, or all three dissemination methods and
concluded that multiple strategies increased usefulness, satisfaction and
further dissemination of the results. The project team have discussed use
of newsletter and information leaflets (Appendix 11) throughout the project
and plan to disseminate evaluation findings in a written report to the
steering committee and possibly on HSEland if deemed appropriate in
terms of shared learning and profiling of the service.

4.5 SUMMARY AND CONCLUSION
The checklist methodology of the CIPP model makes it very user friendly
as it brings together all aspects of the project from initiation to conclusion
and facilitates a transparent evaluation for stakeholders.
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5 DISCUSSION & CONCLUSIONS
5.1 INTRODUCTION
This chapter will critique the metrics planning process completed and will
identify the conclusions. Learning regarding planning for change and its
impact on the author and how it may affect the staff implementing the
project and the patients and residents that use the service is examined.
The usefulness of the project in contributing to practice is explored and
recommendations are made as to how the success of the organisational
development may be facilitated are articulated.

5.2 PROJECT IMPACT
The initiation and planning stages of the Metrics implementation plan have
been completed and although it is not possible to judge the merits and
worth of the project at this stage of the project, there are indications that
the project will be welcomed and it is currently on target to deliver on
planned deadlines.

5.2.1 Stakeholders
The stakeholder analysis was very useful in identifying members of the
steering committee and the setting up of the group has been very effective,
not only in terms of establishing governance and communication structures
but also in terms of creating a sense of urgency, obtaining senior
management ‘buy in’ and creating a clear link between the metrics project
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and the HSE strategy in relation to quality improvement in Older Person
Services.
The Office of Government Commerce (2005) cited four common causes of
project failure; 1. Lack of clear links between the project & the
organisation's key strategic priorities, including agreed measures of
success. 2. Lack of clear senior management & regulator/government
ownership & leadership. 3. Lack of effective engagement with
stakeholders. 4. Lack of skills & proven approach to project management
and risk management.
.Patients and residents are major stakeholders of the metrics project as
recipients of care and each with their own views, have an interest in
healthcare decisions. The patient representative has been a vital
component of the steering group from the start and has been very
thorough in scrutinising the 2014 Annual Quality and Safety Report for the
hospital injecting a very fresh perspective into the project and challenging
healthcare provider’s perceptions of quality care and what we should be
measuring.
Some of the literature had identified the danger of the administrative
burden for nursing staff associated with metric measurement and audit; it is
vital for the project going forward that time spent on data collection does
not impact negatively on time allocated to actual development and
implementation of the changes to practice required to illicit better outcomes
for patients. It is envisaged that the securement of funding to provide
enhanced information technology systems will relieve some of this burden
freeing nurses to do more. Listening to nurses and taking their views on
board, working with them to find solutions to problems arising will be a key
component of the communication strategy empowering nurses to take
ownership of their contribution and evaluation of care outcomes for
patients.
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5.2.2 Culture
‘A supportive hospital culture is key to making important advances in
quality improvement’ (Draper et al, 2008 p.3). Their study of the role of
nurses in hospital quality improvement identified several key strategies that
help foster quality improvement, including: Supportive hospital leadership
actively engaged in the work; Setting expectations for all staff, not just
nurses, that quality is a shared responsibility; Holding staff accountable for
individual roles; Inspiring and using physicians and nurses to champion
efforts; and providing ongoing, visible and useful feedback to engage staff
effectively.
Creating an organisational climate where people are engaged and willing
to work is a goal of every manager. Developing the plan for the metrics
project enabled the author to utilise all the skills of management; planning,
organising, leading and controlling; The setting of objectives and
determining in advance how these objectives would be met; using the HSE
Change model and PDSA approach (Plan, Do, Study, Act cycle) to
monitor, anticipate and react to change; influencing stakeholders to
achieve objectives; role modelling; acting decisively and controlling the
project by establishing and implementing mechanisms to ensure that
objectives are achieved.
Goffee and Jones (1998) culture assessment tool when applied to the
author’s organisation indicated that it rated high in the ‘sociability’ and high
in the ‘solidarity’ dimensions thus determining the culture to be ‘communal’
in nature. A communal culture usually has characteristics of strong
visionary leadership with ‘teamwork and participation’ acting as triggers for
innovation which is possible throughout the organisation and longer term
projects should appeal to the members of this organisation. It would seem
that this would be fertile ground for the metrics project as staff will identify
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with the values and mission of the organisation but Goffee and Jones
caution that this type of culture, because of its close knit community, can
lead to a ‘loss of perspective, intolerance of criticism, and complacency’.
Hence there is strong possibility of resistance to change because the unit
is perceived by the staff to be functioning to a high level despite the
potential problems in care delivery that may be identified by the metrics
project.

5.2.3 Power
In order to successfully implement change, it is essential for leaders to be
aware of their positional and personal power attributes so that they can
exert influence over the project when required. The Project Director
(author) has legitimate power, reward power, knowledge power and has
control over boundaries with the ability to choose how to communicate with
subordinates, peers, managers, stakeholders. Increasing personal power;
referent, expert and connection will enhance the Author’s power base and
facilitate problem solving as the project progresses.
As leaders of health-care institutions think about the design and
implementation of quality-improvement programs, it will be important
for them to make accurate assessments of organizational culture
both before and after implementation of these initiatives. An
essential feature of organizational culture in health-care institutions
will be one that creates accountability for quality improvement at all
levels, from top-level management to individual caregivers.
(Glickman et al, 2007)

73

5.3 STRENGTHS OF THE PROJECT
Change projects in healthcare are often undertaken informally and can
work out for the organisation however formalising the approach to this
project implementation is certainly a better way to capitalise on the
strengths of the organisation and to find strategies to improve or eliminate
weakness. Evaluating strengths and weaknesses with the project team
facilitated staff understanding and involvement in the project. Reflecting on
Kotter & Schlesinger’s (1979) six methods for overcoming resistance;
education and commitment; participation and involvement; facilitation and
support; negotiation and agreement; manipulation and co-option; Implicit
or explicit coercion has been helpful in building commitment in the initiation
stage of the project and each approach is useful at different times. Ford et
al (2008) views resistance as a way of obtaining feedback and believes
that it should be used constructively to increase awareness of the project
getting back on track if required by amending the change process or by
building further engagement to address past issues and create a new
future.
The project has been received with enthusiasm from the key stakeholders,
the nursing staff, who will implement the change exposing their practice for
performance measurement to assist in validation of their role and to
improve quality care for their patients.

5.4 LIMITATIONS OF THE PROJECT
There is quite a dearth of evidence of the benefits to patient care from
metrics particularly in the Irish healthcare system and there can be
significant difficulties in determining measurements for more intangible
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attributes of care such as compassion, dignity or respect. (McCance et al.
2012).
Other aspects of healthcare such as medical decisions may have
significant impact on patient outcomes and it is important that these are
identified when analysing outcome data.
µWKHOHVVRQWREHOHDUQHGLVWKDWRQHPXVWIRFXVRQZKDWRQHLV
responsible for, what one can improve and what is in most need of
improvement´
(Donabedian 2003 p26)

5.5 RECOMMENDATIONS
Cusack 2014 used a mixed methodology of quantitative and qualitative
approaches to data collection in the NMPDU Dublin North recommended
that “corporate governance groups within services should retain oversight
of performance against metrics criteria as appropriate”. This study also It
was also felt that due diligence should be given to the recommendations
from their evaluation when setting up governance or control structures.
With respect to evaluating the contribution that nursing makes to the
delivery of high quality care of older people, it is important that the Director
of Nursing takes cognisance of the fact that data solely associated with the
nursing metrics criteria will not epitomise the complete picture. Metrics data
collection must be examined in the context of other quality indicators
including complaints, compliments, observation and external audits. Much
of the literature indicates the importance of understanding the workplace
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environment and the systems, teamwork and leadership within that can
enable or hinder quality focus and the sustainability of this initiative
(Parlour et al, 2013 p.9)
The Royal College of Nursing summit on clinical dashboards (RCN 2011)
promoted the view that the choice of indicators used to measure quality of
care is critical and should be based on what is important to the patient and
the nursing team.
Nursing metrics should be evidence based and embedded in quality
standards to assure professional and service accountability which will
enhance their ‘credibility and acceptance from professionals and patients’
(Maben et al, 2012).
In addition to being evidence based, metrics should also be aligned with
current legislation, national and international standards and local Policies,
Procedures, Protocols and Guidelines (Cusack 2014).

5.6 SUMMARY AND CONCLUSION

The use of the HSE change model (2008) has helped to set out a
comprehensive plan which structures the management of the change
process and will ensure that the momentum will continue to fully implement
the Quality Care Metrics successfully throughout the hospital and possibly
across the older person services facilities within the Community Healthcare
Organisation. The evaluation process has been clearly defined and set
against the objectives as set out in chapter one. Finally, the discussion
chapter reviewed findings from the project as it relates to the literature, the
authors experience of the initiation and planning stages and
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recommendations for the implementation and future of the project are
outlined.
Linda Aiken in her interview with Kerfoot and Douglas (2013 p.275)
acknowledges that there is need for a range of nursing research but sees
“no rationale for large-scale nursing outcomes research investigating
clinical patient outcomes to receive a lower priority within the National
Institutes of Health than other research”
Currently nurses are involved in regular clinical audits which are
burdensome requiring manual inputting and analysing of data which is time
consuming as reports and action plans have to be generated each time.
Nursing metrics will assist in promoting a culture of quality and safety,
producing reliable and consistent data that reflects the quality of nursing
care delivered to patients. With current budget restraints and recent high
profile reports damning the performance of some of our nursing
colleagues, it has become critical that services who care for some of the
most vulnerable in our society have systems in place that give those
responsible for clinical governance early indications of poor or unsafe
practice whilst also allowing excellence in care to be acknowledged and
rewarded (Sunderland, 2009)
“While the theme of the recommendations will be a need for greater
cohesion and unity of culture throughout the healthcare system, this will
not be brought about by yet further ‘top down’ pronouncements but by
engagement of every single person serving patients in contributing to a
safer, committed and compassionate and caring service”– Robert Francis
(2013)
Furthermore, this may allow decision-makers at practice level to
concentrate work on areas that are seen as priorities, from a patient care,
policy and organisational perspective. As a consequence this type of
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approach ‘should’ compel improvements in the quality of nursing and
midwifery care experienced by patients and the development of a positive
workplace culture (Parlour, 2013)
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7 APPENDICES
APPENDIX 1:

PESTLE ANALYSIS TEMPLATE

Situation being analysed: Quality Care Metrics Implementation Plan
PEST analysis (political, economical, social, technological, legal, and ethical) assesses a
market, including competitors, from the standpoint of a particular proposition or a
criteria examples
ecological/environmental
regulatory bodies and processes
government policies
government term and change
advocacy groups
funding, grants and initiatives
community pressure- groups
international pressure- groups
wars and conflicts

Economical

criteria examples

HSE Social Care ±cost
constraints
Focus on value for moneyMoney follows the patient
Cost of care ± public residential
facilities vs private nursing home
resulting in proposals to reduce
nursing staff to HCA ratios

home economy economy
trends overseas economies
general taxation taxation
specific to product/services
seasonality issues
customer/end-user drivers
interest/ exchange rates
international trade and
monetary issues
funding, grants and
initiatives

Social

Technological

criteria examples

Accountability to
public,
management, regulators
Public confidence & Staff
morale

Lack of quality data Older
Person Services(OPS)
Current availability of software
package through NMPDU
funding

Political
Programme of Health Service
reform HSE/ Government
austerity policies
Focus on value for moneyMoney follows the patient
New Community Healthcare
Organisations & Move towards
Commissioning model
HIQA Regulatory body
Mid Staffordshire Scandal NHS

criteria examples
lifestyle trends demographics
consumer attitudes and opinions
media views law changes affecting
social factors technology image
consumer buying patterns
fashion and role models major
events and influences buying
access and trends
ethnic/religious factors
advertising and publicity ethical
issues

criteria examples
current legislation
future
legislation
international
legislation

Increased societal pressures
from austerity programme

legal
responsibilities of DON Person
in charge under the Health Act
2007

Ethical
Care delivery not being
systematically measured and
improved
People not being assured of
quality

competing technology
development research
funding
associated/dependent
technologies replacement
technology/solutions
maturity of technology
manufacturing maturity and
capacity information and
communications consumer
buying
mechanisms/technology
technology legislation
innovation potential
technology access, global
communications
criteria examples
ethnic/religious factors

business.
Note: PESTLE analysis can be useful before SWOT analysis because PESTLE helps to
identify SWOT factors. PESTLE and SWOT are two different perspectives but can contain
common factors
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APPENDIX 2:

SWOT ANALYSIS TEMPLATE

Quality Care Metrics Implementation Plan
criteria examples

Strengths

Weaknesses

criteria examples

Advantages of proposition?
Capabilities?
Competitive advantages?
USP's (unique selling points)?
Resources, Assets, People?
Experience,
knowledge,
data?
Financial reserves, likely
returns?
Marketing - reach,
distribution, awareness?
Innovative aspects?
Location and geographical?
Price, value, quality?
Accreditations, qualifications,
certifications?
Processes, systems, IT,
communications?
Cultural, attitudinal,
behavioural?
Management cover,
succession?

Hospital Manager support

Funding not ready available for
IT tablets to facilitate

Disadvantages of
proposition?
Gaps in capabilities? Lack
of competitive strength?
Reputation, presence and
reach? Financials?
Own known
vulnerabilities?
Timescales, deadlines and
pressures?
Cashflow, start-up
cashdrain?
Continuity, supply chain
robustness?
Effects on core activities,
distraction?
Reliability of data, plan
predictability?
Morale, commitment,
leadership?
Accreditations, etc?
Processes and systems,
etc?
Management cover,
succession?

Philosophy and values?

Expertise of new Assistant
Director of Nursing
Funding available from NMPDU

CNMs/staff nurses have busy
caseloads

Motivation of CNM Team
- Enhanced role for Nursing Increase motivation for
nursing staff & greater
retention of staff
- Opportunity for increasing
nurse input into quality
agenda at CHO level

All Staff nurses not involved in
audit re audit at ward level

Promise to release CNMs to
concentrate on quality care
metrics

Poor relationship with Social
Care management structures -

Inadequate
communication
processes at times
Change fatigue

Risk of reduction in nursing staff
providing impetus for change-

Nursing Profession resistance
CHO not in post

Some CNMs enthusiastic & link
nurses in place all units
criteria examples

Opportunities

Threats

criteria examples

Market developments?
Competitors' vulnerabilities?
Industry or lifestyle trends?
Technology development
and innovation? Global
influences? New markets,
vertical, horizontal?
Niche target markets?
Geographical, export,
import? New USP's?
Tactics: e.g., surprise, major
contracts?
Business and product
development?
Information and research?
Partnerships, agencies,
distribution?
Volumes, production,
economies?
Seasonal, weather, fashion
influences?

Political Forces- HSE reform

Failure to continue to meet
HIQA standards & achieve
required targets

Political effects?
Legislative effects?
Environmental effects?
IT
developments?
Competitor intentions various?
Market demand?
New technologies,
services,
ideas?
Vital contracts and
partners?
Sustaining internal
capabilities?
Obstacles faced?
Insurmountable
weaknesses?
Loss of key staff?
Sustainable financial
backing?
Economy - home, abroad?
Seasonality,
weather
effects?

Quality Improvement initiative

Nursing staff resistance

Increase Partnership with
NMPDU/ONMSD
NMPDU funding

Nursing staff availability ±
shortages of nursing ±
recruitment & Agency

Skill Mix is currently hot topic,
need to establish contribution
value of nursing team

Technology failure
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APPENDIX 3:

FORCE FIELD ANALYSIS
FORCE FIELD ANALYSIS

Identifies driving forces & restraining forces affecting change in the working environment

Ideas to increase
driving forces

DRIVING FORCES

Highlight regulators
role
Disseminate Annual
Review of Quality
and Safety Report
2014 –audit
performance
Management
presence on the floor

HIQA Regulatory
requirements

Aversion of staff to Develop & provide
learning new system education of staff re
new system

Commitment by
Nurse Management

Change fatigue

Highlight benefits of
project to the wider
organisation
&
interest groups

Identified gap in the
current service Lack of Quality Data
to determine
effectiveness of care
High
level
of
autonomy

Budgetary
constraints

National strategy
ONMSD
Funding available
through NMPDU

Perceived/ real
increase in workload
± could become IR
issue

Communicate vision
to staff, peers and
managers
Get involved with
local implementation
groups to ensure
project can be
utilised for
benchmarking quality
in the region

RESTRAINING
FORCES

Fear of losing the
current state of
contentment
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Ideas to decrease
restraining forces

Highlight small wins,
communicate
relentlessly at all levels
in the organisation,
Listen to staff views and
ideas
Low cost delivery of
project – use internal
resources – training on
site
Seek NMPDU support
Meetings with staffallow staff to express
fears and to take
ownership of project
Involve unions from the
onset
Provide training,
protected time for data
collectors (CNMS) as
part of their allocated
supernumery hours

APPENDIX 4:

STAKEHOLDER ANALYSIS
Stakeholder Worksheet
Power

Stakeholder

Stakeholder Matrix
Support /
Resistance

Level of Interest

Influence of Direct Control
Others
of Resources

Y Axis
Score

Technical

Social

X Axis
Score

Stakeholder Interests

2.0

4.5

3.5

2.0

4.5

3.6

Approach to Stakeholder

Z Axis

Ambitious; wants project to succeed

LINE MANAGER

Impact Assessment

Is widely respected across the organization;
usually successful getting resources for projects;
not actively supportive on FRONTLINE projects
unless obvious benefits to service
respected by CNMs Hospital management CHO
colleagues.

Schedule regular one on one meetings
Provide info about strategic impact of project
Get support for each change
Keep informed
Provide challenging assignments
Give positive feedback, especially on team
activities

likes IT system work -workload increase
possible
interested in quality of care & assurance re
same
interested in hospital reputation not
particularly interested in nursing metrics
interested in metrics that involve AHP input

recognition of contribution to nurse management
role
purchasers of care

inform, support, listen to concerns

rehab focused- interested in pt outcomes

influential if supportive of project

2.0

ADON

4.5

2.5

3.3

4.0

2.5

3.0

0.5

CNM2 NURSE ADMIN

4.0

2.5

3.1

3.5

3.0

3.2

1.0

CNM2 group

4.0

1.5

2.5

3.5

4.0

3.8

1.5

INMO REP

4.5

1.5

2.7

1.5

4.5

3.5

4.0

NMPDU

3.0

4.5

3.9

4.8

3.5

4.0

1.0

Union Re INMO

3.0

3.0

3.0

1.5

4.8

3.6

3.0

Union re SIPTU

2.0

1.5

1.7

1.0

3.5

2.6

2.5

HIQA

4.5

2.5

3.3

4.0

1.0

2.1

2.0

CHO

2.0

4.5

3.5

2.0

1.0

1.4

2.5

Admin Assistant

1.5

1.0

1.2

2.5

3.5

3.2

2.5

Service User

1.5

1.5

1.5

1.0

4.5

3.3

2.5

Medical Officer
Allied Health
Professionals
Consultant
Geriatrician

2.5

1.2

1.7

1.0

1.0

1.0

2.5

2.4

1.0

1.6

1.0

1.0

1.0

2.4

2.3

0.8

1.4

1.0

1.0

1.0

2.3

Figure 8: Source: Englund, Graham & Dinsmore Creating the Project Office © 2003
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Technically very sharp; wants to be
challenged; early adopter of new ideas
and technologies
sees benefit of project for audit purposes &
monitoring of quality
very practical, capable, influential with colleagues give positive feedback
workload will increase
very practical, professional approach to work,
regular meetings, provide info re benefits for
interest in audit & efficient processes
respected by colleagues
indiviidual units and overall hospital, invest in
trainng, IT equipment
workload will increase, interested in staff
CNMs key to success
regular meetings, consultation with union(s) NB,
welfare, patient focused (dementia) INMO
collaborative approach
rep
want project to succeed
adds weighting to project
allign with NMPDU approach, encourage
benchmarking of data and feed into wider picture
interest only in staff nurse welfare
influential if supportive of project
inform - ensure staff welfare issues addressed
promptly
interest only in staff nurse welfare
influential if supportive of project
inform - ensure staff welfare issues addressed
promptly
interest in quality of care
inform HIQA report
use as leverage to
ensure awareness re project
resource project if required
interst in KPIs and meeting Service Plan could use information positively to retain resources create awareness allign objectives with HSE
outcomes
& budget and demonstrate performance
Service plan keep informed

practical approach

inform re progress & expected outcomes test
serice user friendliness of project
keep informed
keep informed
keep informed

Notes:

Power and Level of Interest rated on
a 1 to 5 scale with 5 being the greatest
power or level of interest
Technical means: interest in the project
because of new generation technology or
success will cause technical improvements.
Social means: What is in it for me or
for my colleagues or for my company?

Weighting factors for Power and Level
of Interest total to 1 for each category.
Support and Resistance rated on a
scale of 1 to 5, with 1 as supportive
and 5 as most resistant.
Weighting:
- Influence of Others
- Direct Control of Resources

- Technical
- Social

Figure 9: Stakeholder Analysis represented in diagram
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0.4
0.6
1
0.35
0.65
1

APPENDIX 5:

READINESS CHECKLIST
Nursing & Midwifery Quality Care-Metrics
State of Readiness & Capacity Checklist

Nursing & Midwifery Quality Care-Metrics State of Readiness &
Capacity Checklist

97

Nursing & Midwifery Quality Care-Metrics
State of Readiness & Capacity Checklist
Rate your organisation from the perspectives of capacity and readiness to
implement the Quality Care-Metrics
Areas for Consideration
The Executive Management team are aware and supportive of the implementation of Nursing and
Midwifery Quality Care-Metrics

Readiness
How do you rate your
ŽƌŐĂŶŝƐĂƚŝŽŶ͛Ɛ
readiness?
Yes
No

A Quality Care-Metrics Governance Group is in place and an implementation plan is in development
Consider the Identification & Management of:
 A phased roll-out across wards/units in your service
 Area specific metrics to be collected in wards/units in your service
There is a clearly defined governance reporting process to feedback and disseminate findings from the
Quality Care-Metrics e.g. ward communication boards, monthly staff meetings
 There is an action plan review process and governance system to escalate and action on any risks or poor

performance identified in Quality Care-Metrics measurement.
 There is a Whole Systems Approach on how findings can be disseminated and utilised in conjunction with
key nursing and midwifery data to improve care delivery.

98

Yes

√

√

The organisation is confident that it has the capability and capacity to successfully support the
implementation of Nursing and Midwifery Quality Care-Metrics
Please Identify Required Resources:
 A Quality Care-Metrics Project Lead/Champion with allocated time & responsibility
 Agreement to support & release nursing/midwifery staff to train and become metric facilitators
 Nurse /Midwife Managers have been identified & have agreed to collect & input metric data monthly
 ICT resources and ICT support is available e.g. Laptops, tablets etc
 Internet &/or Wi-fi availability: online or offline metric collection will both be possible

Capacity
How do you rate your
ŽƌŐĂŶŝƐĂƚŝŽŶ͛ƐĐĂƉĂĐŝƚǇ͍

я
я
я
я
я
√

я
я
я
я
я

я
я

я
я

я

я
я

я

No

APPENDIX 6:

PROJECT IMPACT STATEMENT

Evaluating the impact of your project - Fill in the table, identifying up to 3 issues within each category
(behavioural, structural, personal, cultural), each with a statement describing the situation now and a
description of how you intend the situation to be at the end of the programme.

Describe here how things are now in relation Describe here how things should (ideally) be when
to the issue
the issue has been addressed
Behavioural: describe current patterns of behaviour/
attitudes of the key people involved with the issue
Staff disinterested in audit, responsibility seen as
CNM or link nurse responsibility
Focus on patient care –excellent care but
documentation and audits seen as time consuming
and irrelevant to patient care needs or outcomes

Behavioural: what sort of behaviours would (ideally) be evident
when the issue has been addressed?
Staff will be interested in patient outcomes and will be able to
identify positive changes to care delivery to patients from
measurement and evaluation of outcomes

Managers focused on costs, complaints and reactive
management.

Managers can associate costs with performance.

Patients –recipients of care

Patients- evaluators of care –informed choice

Regulators – have to search for individual audits and
quality improvement initiatives
Structural: describe the way roles and
responsibilities are currently organised

Regulators- overall view of quality improvement progress and
clear readily available evidence re DONs assurance of care
Structural: describe how roles/responsibilities would be
organised once this issue has been addressed

CNMs & ADONs carry out audits & create and
receive audit results

Staff nurses will become more involved in audit

Managers receive audit reports only to answer
specific
concerns
raised
by
Staff/patients/relatives/Parliamentary questions/FOI
requests

Managers will receive monthly quality review to evaluate
performance against cost and thus assurance re care delivery
Assist in meeting service plan requirements

Patients – recipients of care, ad hoc/infrequent
satisfaction surveys
Regulators – use HIQA assessment framework to
evaluate quality – risk of subjective determinations
Personal: describe how you participate in and
contribute to the current reality
Difficult to track audits and ensure that care delivery
is being monitored effectively. Time consuming and
ineffective feedback at times to frontline staff
Cultural: describe “how things are done around
here” now, e.g. accepted ways of doing things,
implicit understandings
Caring for patients is a priority – audit does not add
to patient outcomes or staff satisfaction

Patients will receive information and can influence the quality
agenda
Regulators – will have annual review of Quality and Safety
report which will be supported by nursing metrics data –
increased evidence and objectivity in assessment of quality
performance
Personal : describe how you will participate in and contribute
to the new reality
Monthly oversight of quality of care will assist in focusing staff
on performance and outcomes and in the provision of clear
evidence based data to staff, patients, regulators and managers
regarding quality and cost respectively. Increased effectiveness
in quality measurement and feedback
Cultural: what will be “ the way things are done around here”
when the issue has been addressed?
Caring for patients is a priority – measuring outcomes directs
quality improvement and results in better outcomes for patients
and staff
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APPENDIX 7:

RISK ANALYSIS & ACTION PLAN

Category

Risk

Likelihood

Impact

Skills

Inadequate coverage of skills
caused by lack of
experience/training of nursing staff
re audit/metrics resulting in
inaccurate data collection and
misrepresentation of quality of care.

High (4)

Very High
(5)

Inadequate coverage of skills
caused by inability to recruit
suitably-qualified staff resulting in
resourcing/scheduling issues

Low (3)

Unable to retain nursing staff due to
unattractive prospects resulting in
significant staff resignations/early
retirements

Medium
(3)

Unable to release CNM/ staff
nurses for protected data collection
time due to nurse staff shortages
and budget constraints resulting in
significant staff resignations/early
retirements

Medium
(3)

Parties do not share understanding
of purpose, due to lack of clarity,
resulting in poor buy-in

Low (2)

Skills

Skills

Skills

Management

RAG
status

20

Very High
(5)

15

Medium
(3)

9

Medium
(3)

9

High (4)

8
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Risk Management Approach/ Mitigating Actions

Early Warning
Signs

Preventative Actions:
Ensure education re metrics
remuneration is available to nursing staff & appropriate to
learning needs
Response Action if Risk occurs: Meet with CNMs and/or
other stakeholders; Provide further education and/or pilot
trials; review data collectors & reallocate responsibilty if
required.
Preventative Action: Submit business plans for filling
vacant posts to NRS.
Participate in recruitment drive.
Reduce agency by provision of specified purpose contracts
while awaiting NRS to process candidates
Response Action of Risk occurs: Meet with project mgt
team, reschedule metrics project timelines- review staffing
structures & bed configuration with Hospital Manager

resistance to project
low staff morale

Preventative Action: Motivation via contractual terms,
good job design, good working environment and personal
development opportunities. Lobby through positional power
and networks for retention of safe nursing levels.
Response Action if Risk occurs: continue to highlight to
management the risks of patient and staff safety. reduce
bed numbers to accommodate safe staffing levels.

Low morale. High
staff turnover.

Preventative Action: review rosters and ensure that CNMs
have sufficent supernumery time to fulfill data collection
requirements along with other commitments of their role.
Response Action if Risk occurs: review alternative
methods of data collection - senior management team, link
nurses to take on specific areas of nursing metrics to
spread worlkoad, consider rescheduling data collection
intervals.

Low morale. High
staff turnover.

Preventative action: Definition of stakeholder needs and
clear plan with well-defined deliverables. Use of sound
project management methodology.
Response Action if Risk occurs: Review project plan

Differing views on
forward plan.
Confused messages
in draft publications.
Non-attendance at
meetings

Low numbers of
poorly-qualified
applicants. Repeated
advertisements.

APPENDIX 8 GANTT CHART
Quality Care Nurisng Metrics Implementation Plan

WBS Task

Lead

End

1

Dissertation M.Sc. Healthcare Mgt

1.1

project proposal

Wed 10/9/14 Mon 24/11/14

1.2
1.3
1.4
1.5
1.6
1.7
1.8

Chapter 1: introduction
chapter 2: Literature Rev iew
Chapter 3: Methodology
Chapter 4: Ev aluation
Draft Submission Dissertation
Final Submission Dissertation
Reflectiv e Diary w rite up

Fri 10/10/14
Fri 10/10/14
Sat 17/1/15
Wed 11/2/15
Thu 12/3/15
Tue 21/4/15
Tue 21/4/15

Fri 16/1/15
Fri 16/1/15
Tue 10/2/15
Wed 11/3/15
Mon 20/4/15
Wed 13/5/15
Wed 13/5/15

1.9

Prepare Defence Presentation

Thu 9/4/15

Wed 22/4/15

Thu 23/4/15

Wed 13/5/15

1.10

G. Bassett

Start

redesign follow ing feedback from practice

Wed 10/9/14

session
Project Initiation Phase

2.1

PESTLE Analy sis

2.2

SWOT Analy sis

Wed 11/2/15

Fri 27/2/15

2.3

Force Field Analysis

Fri 27/2/15

Tue 24/3/15

2.4

Stakeholder Analy sis

Fri 27/2/15

Tue 24/3/15

Wed 25/3/15

Fri 10/4/15

Wed 11/2/15

Fri 10/4/15

Wed 11/2/15

Fri 10/4/15

Wed 11/2/15

Mon 20/4/15

2.5
2.6
2.7

Readiness & Capacity checklist
completed
Nursing Metrics Policy Completed
Initial Project Initiation Document PID
drafted
G.Bassett & J

Sat 17/1/15

Fri 10/4/15

Sat 17/1/15

Tue 10/2/15

3

Project Planning Phase

3.1

project impact plan

3.2

Communication Plan Completed

3.2.1

Initial discussions w ith Stakeholders

Wed 11/2/15

Thu 9/4/15

3.2.2

Stakeholder Meeting

Mon 20/4/15

Mon 20/4/15

Mon 30/3/15

Mon 20/4/15

Galw ay

Wed 11/2/15

Fri 6/3/15

Mon 9/3/15

Fri 10/4/15

Project Initiation Document rev iew
3.3

Completed & signed off by Steering
group
J Galw ay

4

Project Implemtation Phase

4.1

Pre implementation Surv ey CAI

Project Team

4.2

Pre Implemtation Pt Satisfaction Surv ey

Project Team

Thu 30/4/15

Fri 29/5/15

4.3

Training Of CNMs completed

Project Team

Mon 20/4/15

Wed 10/6/15

4.3.1

Dev elopemnt of training course

Mon 20/4/15

Wed 10/6/15

Wed 10/6/15

Tue 21/7/15

Wed 1/7/15

Fri 31/7/15

Mon 27/7/15

Fri 31/7/15

Project Mgr

NMPDU Pjt
Officer
NMPDU Pjt

Mon 20/4/15

Fri 5/8/16

Thu 30/4/15

Fri 29/5/15

4.3.2

Ev aluation of training Course

4.4

pilot phase completed

4.5

Review of pilot phase & project
Plan

Project Mgr &

4.6

Project 'goes liv e' 5 units

Project Mgr

Sat 1/8/15

Mon 3/8/15

4.7

5 month Ev aluation

Project Team

Sat 1/8/15

Thu 31/12/15

Project Mgr

Thu 10/12/15

Thu 31/12/15

Officer
CNM UNIT 1 &
Project Team
Steering Group

report submitted to DON for inclusion in
4.8

Annual Rev iew Of Qailty & Patient
Safety Report

4.9

CAI Surv ey post project implementation

Project Team

Mon 30/11/15

Thu 30/6/16

4.10

Patient Satisfaction Surv ey

Activ ites Team

Mon 30/11/15

Thu 30/6/16

Stakeholder feedback Workshop

Project Mgr &

Completed

Project Team

Thu 30/6/16

Thu 30/6/16

Thu 30/6/16

Fri 5/8/16

4.11

12 month ev aluation of the project w ill be
4.12

completed and a report submitted to key
stakeholders.

Project Mgr &
Project Team
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2016 Aug

2016 Jul

2016 Jun

2016 May

2016 Apr

2016 Mar

2016 Feb

2016 Jan

2015 Dec

2015 Nov

2015 Oct

2015 Sep

2015 Aug

2015 Jul

2015 Jun

2015 May

2015 Apr

2015 Mar

2015 Feb

2015 Jan

2014 Dec

2014 Nov

2014 Oct

W
o
r
k
D
a
y

Wed 13/5/15

2

G.Bassett

Show Weekends

2014 Sep

Public Residential Care Facility South East
Project Lead: DON / ADON
Project Start Date: 10/9/2014 (Wednesday)
Today's Date: 4/5/2015 (Monday)

APPENDIX 9:

NURSING METRICS ͚dEST YOUR CARE͛ OLDER PEOPLE SERVICES

Pressure Ulcer

Question

Question (reporting description)

A Pressure Ulcer risk assessment was conducted within 6 hours of admission/transfer
to the unit/ward and was dated, timed and signed by the assessing staff member

Risk Assess 6 Hours ADM

A reassessment of pressure ulcer risk was undertaken within last 3 month period

Reassessment done

If the individual is identified as at risk, a care plan with pressure ulcer prevention
measures is evident

Care plan Preventative Measures

If identified as at risk, a daily skin inspection has been recorded on the care plan/ skin
inspection chart

Daily Skin Inspection

If a pressure ulcer is present, the grade is documented on the relevant documentation

Grade Recorded

Falls Assessment
Question

Question (reporting description)

A Falls Risk Assessment was conducted on admission/transfer which was dated and
signed by the assessing staff member

Falls Risk Assessment

A Falls re-assessment was conducted within the last 3 month period

Reassessment done 7days

If the individual is identified as at risk, a Care Plan with identified interventions to
minimise the risk of falls is evident

Care Plan with Interventions

If the individual has fallen, post falls documentation has been completed

Post Falls Documentation

Medication Storage and Custody
Question

Question (reporting description)

A Registered nurse/midwife is in possession of the keys for Medicinal Product Storage

RGN/RNM holds keys

All medicinal products are stored in a locked cupboard or locked room

Meds in locked room/cupboard

All medication trolleys are locked and secured as per local organisational policy and
medication trolleys have no unsecured medicinal products (on open shelves of trolley)

Trolleys locked, no open meds

MDA Drugs
Question

Question (reporting description)

MDA drugs are checked & signed at each changeover of shifts by nursing staff. (By
member of Day Staff & Night Staff)

MDAs checked am & pm

Two signatures are entered in the MDA Drug Register for each administration of an
MDA drug

Two Signatures in Drug Register

The MDA Drug cupboard is locked and keys for MDA cupboard are held by designated
nurse/midwife

MDA Cupboard Locked & Keys

MDA drug keys are kept separate from other medication keys

MDA Keys Separate

Medication Administration
Question

Question (reporting description)

The prescription documentation provides details of the individuals’ legible name and
health care record number

Name and HCRN

The Individuals’ identification band has correct and legible name and healthcare record
number or photo ID is in use

ID Band/ Photo ID

The Prescription is legible, states drug dose, frequency, route & prescriber’s signature

Legible, Dose, Freq, Route, Signature

The allergy status of the individual is clearly identified on the front page of the
prescription chart

Allergy Status

The individuals’ weight is recorded on the front page of the prescription chart

Weight

Omission codes are evident for all medication not administered as prescribed

Omission Codes
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The individual’s locker or bedside/ or surrounding environment is free of unsecured
prescribed medicinal products

No unsecured meds

Nursing Assessment
Question

Question (reporting description)

The Individuals’ name and healthcare record number are on each page/screen

Name and HCRN

Presenting complaints/reason for admission/attendance is recorded

Presenting Complaint on Adm

Past medical or psychiatric history are recorded

Past History

The allergy status is clearly identified on relevant nursing documentation

Allergy Status

Infection status/alert is recorded

Infection Status

All risk assessments have been completed within the set timeframes as per local
organisational policy

Risk Assessments Completed

Nursing Care Plan
Question

Question (reporting description)

Nursing care plan is evident and reflects the individuals’ current condition

Care Plan reflects current condition

Nursing Interventions are individualised, dated, timed and signed

Interventions dated signed

Evaluation of nursing care plan is evident and has been updated accordingly

Evaluation updated

NMBI Guidance
Question

Question (reporting description)

All entries are dated and timed (24 hour clock)

Dated, Timed 24 HR Clock

All written entries are legible, in permanent ink and signed

Legible, permanent ink, signed

All entries are in chronological order

Chronological order

All abbreviations/ grading systems are from a national or local approved list/system

Abbreviations approved

Alterations/corrections are as per NMBI Guidance

Alterations correct

Discharge Planning
Question

Question (reporting description)

There is documented evidence of Discharge Planning

Evidence of D/C Planning

A predicted Date of Discharge is documented

Predicted Date of Discharge

There is evidence of individual and family involvement in communication in the
discharge plan

Individual/Family Involvement

Invasive Medical Device
Question

Question (reporting description)

The date of insertion of the Peripheral vascular catheter (PVC) and an assessment of
the insertion site is recorded on the care plan

PVC Date of Insertion

A clinical decision has been made not to remove or replace the Peripheral vascular
catheter if in situ longer than 72 hours

Removal 72 hours

The clinical indication for insertion of the indwelling urinary catheter is recorded

Clinical Indication Urinary Catheter

Restraint Monitoring
Question

Question (reporting description)

A Residential Restraint Register is maintained on the unit/ward

Restraint Register

There is evidence of audit/monitoring on the use of Restraint, detailing incidents or
accidents and/or patterns of restraint use

Audit & Monitoring
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Restraint Assessment
Question

Question (reporting description)

A risk assessment of the individual has been undertaken and is documented

Risk Assessment Completed

The reason for the application of the restraint device is documented

Reason for Application

There is evidence that informed consent was obtained or a best interests assessment
(Discussion with individual/family) was undertaken

Informed Consent

A Restraint Release and Review Chart is /was maintained accurately to monitor the
individual for the duration of the use of the restraint

Release and Review Chart

There is evidence of a reassessment with criteria and timeframes in the individuals’
care plan /diary notes every 24 hours during the restraint use

Reassessment 24 hrs

Environment
Question

Question (reporting description)

The unit/ward area and individual bed space is clean and clutter free

Clean Clutter free

Corridors and fire exits are free from obstacles which hinder movement

Corridors fire Exits Free

Signage for individuals, visitors and staff is available, clear and concise

Signage Clear

A Statement of Purpose is readily available on the unit/ward

Statement of Purpose

A Patient or Resident Guide/Hospital Information Booklet is available

Info Booklet

Policies/Procedures and Guidelines are available in this unit/ward with a signature list of PPPGs and Signatures
all nurses verifying they have read the contents
The most recent HIQA Inspection Report is available and the Health Act and Standards HIQA Inspection Report
Document are displayed in this unit/ward
Health Promotion Material/Leaflets are available for individuals and visitors in this
unit/ward
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Health Promotion Leaflets

APPENDIX 10:

NURSING METRICS; EXAMPLE OF A RESULTING DASH BOARD

All locations
Pressure Ulcer
Falls Assessment
Medication Storage and Custody
MDA Drugs
Medication Administration
Nursing Assessment
Nursing Care Plan
NMBI Guidance
Discharge Planning
Invasive Medical Device
Restraint Monitoring
Restraint Assessment
Environment
Total

Jul Aug Oct Nov Dec Jan Feb Mar Apr
2014 2014 2014 2014 2014 2015 2015 2015 2015
60%

62%

79%

78%

50% 100% 100% 79%

86%

67%

67%

47%

73% 100% 50% 100% 82%

88%

33%

83%

90%

94% 100% 80% 100% 71%

83%

25%

88%

83%

90% 100% 86%

78%

88%

100% 62%

68%

79%

67%

69%

64%

60%

81%

75%

100% 89%

83%

60%

91%

67%

86%

67%

67%

67%

89%

80%

70%

40%

80%

20%

67% 100% 33% 100%
100% 100% 67%

67%

80%

64%

83%

100% 73% 100%

50% 100% 100% 100%

100% 100%

60%

78%

60%

80%

57%

73%

38%

67%

0%

71%

65%

75%

66%

82%

83%

75%
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93%

72%

84%

80%

87%

62%

80%

80%

Appendix 11:

Nursing Metrics Newsletter:
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APPENDIX 12:

CIPP EVALUATION OF PROJECT
Application to HIQA standards, Organisational Objectives & Nursing/Midwifery professional Code of conduct

Applying the CIPP Evaluation Model to the Standards for Quality and Strategic Objects of the HSE Organisation, Healthcare Regulator and
NMBI Code of Professional Conduct
Standard, Objective, Professional Code of Conduct

Theme 1 Monitoring, Evaluation and Quality
Improvement
HIQA National Quality Standards for Residential Care Settings for
Older People in Ireland
Standard 30: Quality Assurance and Continuous Improvement
The quality of care and experience of the residents are monitored
and developed on an on-going basis.
The HSE National Service Plan 2014
The commitment to working with HIQA to apply improvement
measures through its monitoring and implementation of the HIQA
standards for designated residential centres for Older Persons
HIQA National Standards for Safer Better Healthcare
STANDARD 2.8 The effectiveness of healthcare is systematically
monitored, evaluated and continuously improved.
NMBI PROFESSIONAL GUIDANCE FOR NURSES WORKING WITH
OLDER PEOPLE 2009
STANDARD 5: QUALITY OF CARE
The nurse caring for the older person evaluates and enhances the
quality and effectiveness of his/her nursing care and practice

Evaluation
Formatively and summatively assess whether the project monitors the quality of care
and experience on an ongoing basis
Formatively and summatively assess whether the project develops the quality of care
and experience of residents on an ongoing basis
Context evaluation: identify the current leadership, evaluative attitudes and culture to
ascertain commitment from frontline staff to apply improvement measures
Process evaluation:
Design project that will engage frontline staff to apply improvement measures by
monitoring and implementing HIQA standards for designated residential centres for
Older Persons
Product Evaluation
Indicators:
ͻ Relevant outcome measures are monitored and improvement actions developed
ͻ There are structured approaches to monitoring and reporting of national and locally
agreed quality and performance indicators and notifiable information
ͻ Staff receive relevant training on measuring and monitoring quality of healthcare.
ͻ Improvement plans are developed and implemented in response to quality and
performance information e.g. analysis of complaints.
ͻ/ŶĚŝĐĂƚŽƌƐĨŽƌŚĞĂůƚŚĐĂƌĞƋƵĂůŝƚǇŝŶĐůƵĚĞƉĂƚŝĞŶƚĂŶĚƐƚĂĨĨĞǆƉĞƌŝĞŶĐĞ͘
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Standard, Objective, Professional Code of Conduct

Theme 2 Evidence Based Quality Care
HIQA National Standards for Safer Better Healthcare
STANDARD 2.1 Healthcare reflects national and international
evidence of what is known to achieve best outcomes for service
users.
The HSE National Service Plan 2014
The development and implementation of an outcome
measurement framework, including development of protocols for
regular monitoring of Performance Indicators (PI) and outcomes
(HSE National Service Plan, 2014).

Theme 3 Nursing Leadership
NMBI PROFESSIONAL GUIDANCE FOR NURSES WORKING WITH
OLDER PEOPLE 2009
STANDARD 6: PROFESSIONAL DEVELOPMENT
DOMAIN 4: ORGANISATION AND MANAGEMENT OF CARE
4.1 Effectively manages nursing care of the older person within
the multi-disciplinary team
4.2 Leads and empowers nursing team within their scope of
practice

Evaluation
Context evaluation: identify the current leadership, evaluation focus and culture to
ascertain commitment of staff to access and utilise national and international
evidence
Input evaluation: Design project that will assess whether the healthcare is reflective
of national and international evidence of what is known to achieve best outcomes for
service users
Product evaluation:
ͻ^ƚĂĨĨƌĞĐĞŝǀĞƌĞŐƵůĂƌƵƉĚĂƚĞƐŽŶƋƵĂůŝƚǇŽĨĐĂƌĞƉƌŽǀŝĚĞĚďǇƚŚĞƐĞƌǀŝĐĞ
ͻ^ĞƌǀŝĐĞĞǀĂůƵĂƚĞƐĐƵƌƌĞŶƚƐŽƵƌĐĞƐŽĨŝŶĨŽƌŵĂƚŝŽŶƚŽŝŵƉƌŽǀĞŝƚƐĂƐƐƵƌĂŶĐĞƉƌŽĐĞƐƐĞƐ
for quality.
ͻ^ĞƌǀŝĐĞďenchmarks performance with other providers and demonstrates consistent
ƉĞƌĨŽƌŵĂŶĐĞ͘ͻWƌŽŐƌĞƐƐŽŶƚŚĞŝŵƉůĞŵĞŶƚĂƚŝŽŶŽĨƋƵĂůŝƚǇĂŶĚƐĂĨĞƚǇŝŶŝƚŝĂƚŝǀĞƐŝƐ
included in a publicly available annual report.
ͻZĞǀŝĞǁŽĨŶĂƚŝŽŶĂůĂŶĚŝŶƚĞƌŶĂƚŝŽŶĂůŝŶĚŝĐĂƚŽƌƐǁŚŝch is aligned with national
initiatives and informs local adaptation.

Context evaluation: Enables nursing team to deliver high quality, patient-centred
evidence-based care.
Process evaluation: Uses available resources to systematically evaluate the quality,
effectiveness and efficiency of care of the older person nursing practices, including
the relationship between outcomes and care interventions.
Initiates measures to improve nursing care based on evaluation findings.
Outcome evaluation: Identifies aspects of care important for quality monitoring, for
example, functional status, skin integrity, nutritional status, medication management
and safety practices.

Table 5 CIPP applied to Standards, Professional Reguatory Body and Organisational Objectives.
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APPENDIX 13:

CIPP EVALUATION OF THE QUALITY CARE METRICS PROJECT

Using the Context, Input, Process, and Product Evaluation Model to Guide a Quality Care Metrics Project
Component I: Context ͞tŚĂƚ
 Assess the setting for the intended service
evaluation
needs to
PESTLE
Analysis
Table
6
Identify the needs,
be
SWOT Analysis
and the assets and
ĚŽŶĞ͍͟
Force field Analysis
opportunities for
Stakeholder Analysis
addressing the needs.
Conduct Context Assessment Index Survey (CAI)
Conduct Patient Satisfaction Survey
 Reviewed current audit practice schedules and methods for
feedback
 Conducted initial quantitative assessment of recent audits
 Discussions with stakeholders including nursing unions
 Obtained support from Executive Sponsor
Component 2: Input
͞,Žǁ
 Reviewed relevant literature.
evaluation
should it  Defined Aim and Objectives of the Project
Prescribe a project to
be
 Completed Project Impact Statement
meet the identified
ĚŽŶĞ͍͟
 Consulted NMPDU re exemplary projects
needs, and identify
 Nursing Metrics Policy/guideline sourced from NMPDU
and assess project
͚WƌŽĐĞĚƵƌĞĨŽƌDĞƚƌŝĐƐĂƚĂŽůůĞĐƚŝŽŶKW^͛
strategies and
 Submitted Nursing Metrics State of Readiness & Capacity checklist
procedural designs.
application form to NMPDU
 Identified Project Manager
 Formed Project Team
 Provide training re Metrics and Data Collection for CNMs
 Organised Stakeholder Meeting(s)
 Project Initiation Document (PID) completed by Project Team led by
Project Manager & supported by Project Director (DON)
 Evaluation Design Completed
 Communication Plan Completed
 Risk assessment and Action Plan to manage risks Completed
Component 3: Process ͞/Ɛŝƚ
 Project Team meet weekly
evaluation
being
 Data Collection commenced (Pilot Scheme)
DŽŶŝƚŽƌƉƌŽũĞĐƚ͛Ɛ
ĚŽŶĞ͍͟
 Pilot Scheme reviewed, necessary amendments made
process and potential
Nursing Metrics Project ‘Goes Live’
procedural barriers,
 Steering Committee meet quarterly
and identify needs for
 Project Initiation Document (PID) approved by Stakeholder
project adjustments.
Committee
 Review of PID monthly or as required
 Keep record of agenda and minutes of Stakeholder Meetings
 Keep record of agenda and minutes of project Team Meetings
 Quarterly report to Stakeholder Committee
 Communication Plan reviewed
 Reviewed Project Team self-reflections with permission
Component IV:
͞ŝĚƚŚĞ  Conducted post-project quantitative assessments of the context
Product evaluation
project
and quality of care
Measure, interpret,
succeed
- CAI Survey Completed & analysed
and judge project
͍͟
- Patient Satisfaction Survey & analysed
outcomes, and
- project Team Reflections reviewed at end stage with permission
interpret their merit,
 Review of Nursing Metrics Data (almost) midway (5 months)
worth, significance
 Review of Nursing Metrics Data (12 months)
and probity
 Conduct feedback Workshop with Stakeholder Committee on
completion
Table 7: CIPP Evaluation adapted from Zhang et al 2011
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completed
я
я
я
я
31/5/2015
31/5/2015
я
я
я
я
я
я
я
я
я
я
я
я
10/6/2015
20/4/2015
я
я
я
я
я
30/6/2015
31/7/2015
20/4/2015

31/7/2016
31/7/2016
31/7/2016
31/12/2015
31/7/2016
5/8/2015

APPENDIX 14:

PROJECT INITIATION DOCUMENT

Assuring Quality and Patient SafetyA Nursing Quality Care-Metrics Implementation
and Governance Plan
Older Person Services

Project Initiation Document

Version: 1.0
31/3/2015
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1. ,QWURGXFWLRQ

1.1. 3XUSRVH
The Project Initiation Document (PID) contains the key elements of information required to
direct and manage a project. The PID has two principle purposes:
 to ensure that the Project Manager has a sound basis on which to ask the Operations
Manager to make a commitment to the project; and
 to act as a base document against which the Project Manager and Operations
Manager can assess progress, change management issues and ongoing viability
questions.
1.2. %DFNJURXQG
The implementation of a nursing quality care metrics programme in the hospital is being
introduced to demonstrate to service users, staff, managers and regulators that a quality
and safety focused care is being delivered to Older People which is also very much aligned
with the Organisational objectives as outlined in the HSE Service plan for Older People
Services 2015.

2. 3URMHFW'HILQLWLRQ 2EMHFWLYHV
The project will implement a system to collect, correlate and disseminate key nursing
metrics enabling nursing staff to evaluate their care interventions by consistent
measurement of patient outcomes thus providing assurance to the Director of Nursing,
Hospital Management, staff, regulators and service users that care is being provided in line
with current best evidence based practice and congruent with national and organisational
policies.
Target date for commencement of project July.31st 2015
Target date for evaluation of project July 31st 2016

2.1. 3URMHFW6FRSH
In Scope:
The project will focus on the following nursing metrics; Pressure Ulcers, Falls Assessment,
medication storage and custody, MDA drugs, Medication Administration, Nursing
Assessment, Nursing Care Plan, NMBI documentation guidance, Restraint Monitoring,
Restraint Assessment and Environment.
Out of scope:
There is scope for inclusion of all 4 Older Person Services sites in the Carlow/Kilkenny area
and extending the project to include additional nurse sensitive indicators. Whilst this might
be introduced at some stage in the future, it will not be part of the current project.
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2.2. 3URMHFW'HOLYHUDEOHV
Deliverable

Evidence

Time frame

The CHO Operations Manager and Older Person Services manager
will agree to support & release nursing/midwifery staff to train and
become metric facilitators

completing the
Permission &
Sponsorship
Form
Policy Document

April 20th 2015

Application form

April 10th 2015

Approval
confirmation

April 20th 2015

Software &
Hardware

June 10th 2015.

Lead confirmed
Information
session
attendance sheet
Survey
documentation
returned

April 10th 2015
April 10th 2015

Training records
July Metrics data
available from
Unit 1
Metrics data
available from all
units on a monthly
basis
Report

June 10th 2015
July 31st 2015

Annual Review
Report
Survey data &
Analysis Report

December 31st 2015

Survey Data &
Analysis Report
Feedback forms

June 30th 2016

Report

July 31st 2016

There will be a nursing metrics policy/ guideline in place within the
organization that is 100% compliant with national standards
incorporating an action plan review process and governance system
to escalate and action on any risks or poor performance identified in
Quality Care-Metrics measurement.
The Nursing & Midwifery Quality Care-Metrics-State of Readiness &
Capacity Checklist will be completed and submitted to the NMPDU
to apply for funding
funding will be secured for ICT resources, ICT support/Training
from the NMPDU (e.g. Laptops, tablets etc. to support real time
data- µ7HVW<RXU&DUH¶ZHEEDVHGV\VWHPGHVLJQHGE\0DQGLH
Sunderland Heart of England Foundation Trust 2008) to support the
development of Nursing Quality Care-Metrics in Older Persons
Services Carlow/Kilkenny..
There will be a computer based system in place to support the
project
lead facilitator will be identified
100% of all CNM2s will have attended Nursing Quality Care-Metrics
information sessions agreed to collect & agreed to input metric data
monthly
CAI (Context Assessment Index) Survey pre implementation stage
will be completed
(to establish baseline data with regard to nursing staff perception of
culture, leadership and evaluation) (McCormack et al 2002)
100% of CNMs will have completed training
Unit 1 will have completed pilot phase of nursing metrics data
collection (1 month pilot)– commence 1st July
100% units in the hospital will have commenced collection of
nursing metrics data and dashboards on display by August 1st 2015

5 month report on the metrics data will be disseminated to key
stakeholders
5 month data (August to December) will be included in the hospital
Annual Review of Quality and Safety 2015
CAI Survey (McCormack et al 2002) results pre and post
implementation of project will be completed by CNMs and analysed
by Lead facilitator of the Nursing Quality Care-Metrics project to
assess any changes to the context within which care is provided in
clinical areas with regard to culture, leadership and evaluation
Patient Satisfaction survey pre and post implementation of project
will be completed
Feedback workshop will be completed involving key stakeholders in
the residential care facility
A full 12 month evaluation of the project will be completed and a
report submitted to key stakeholders.
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April 20th 2015

May 31st 2015

August 31st 2015

December 31st 2015

June 30th 2016

By June 30th 2016

Planned Outcomes



By June 30th 2016- Evaluation report will demonstrate that;



Quality & Patient safety meetings with CNMs have Quality Care-Metrics as an
agenda item at all meetings.



Quality Care metrics are measured consistently and discussed at monthly Quality &
Patient safety meetings with CNMs.



Action plans are used consistently to address poor performance & acknowledge
good practice identified in Quality Care-Metrics measurement.



Quality Care-Metrics Nursing metrics data are analysed and trends disseminated at
ward level and reported to Hospital Manager and Area Manager at Area Elderly
Strategy Meetings



Number of complaints received will have reduced



Clinical incidents and injuries to patients will be reduced



CAI analysis will indicate a positive change to the staff nurses perception of culture,
leadership and evaluation

$VVXPSWLRQV





Senior Nurses & Clinical Managers will support the Nursing Metrics project
implementation
Nursing staff will support the practice changes required by the project
Staff will be released to attend training
The NMPDU will support the Nursing Metrics project as required.

&RQVWUDLQWV
(1) Financial – dependent on NMPDU funding. Otherwise achievable within existing
resources.
(2) Time – dependant on availability of Nurse Staffing resource to undertake project at
ward level – dependant on full filling of current staff nurse and Healthcare Assistant
vacancies
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3. 3URMHFW*RYHUQDQFH

3.1. 3URMHFW0DQDJHPHQW6WUXFWXUH
The personnel involved in managing the project will be the Director of Nursing and the
Assistant Director of Nursing will be invited to be the Project Manager due to her prior
experience in Quality Assurance in her role as Infection Prevention and Control Nurse
Specialist.

Steering Group
Executive Sponsor - Hospital Manager
Project Director -Director of Nursing
Staff Rep -CNM2 /Senior Staff Nurse
Union Representative
Resident Representative

NMPDU/ ONMSD
Quality Care' metrics
Governance

NMPDU Project Officer
Clinical Risk Manager

Project Manager (ADON)

Project
Team

Figure 10 Project Management Structure

The Project Management Structure is outlined in the diagram and will comprise the
following components:
1) Oversight - Steering Committee
2) Management & Execution - Executive Sponsor (Hospital Manager), Project Director
(project sponsor-DON), Project Manager and Project Team members

3.2. 7KH6WHHULQJ&RPPLWWHH



The Steering Committee includes representatives from the key organizations
involved in the project oversight and control, and any other key stakeholder groups
that have special interest in the outcome of the project.
The Steering committee will act individually and collectively as a vocal and visible
project champion throughout their representative organizations;
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The Steering Committee will approve project deliverables, help resolve issues and
policy decisions, approve scope changes, and provide direction and guidance to the
project.
The Steering Committee will assist in the provision of resources, and securing
funding, acting as liaison to NMPDU and ONMSD.
Membership consists of Executive Sponsor (Hospital Manager), Project Director
(Director of Nursing), Staff Representative (CNM2 /Senior Staff Nurse), Union
Representative, Resident Representative, NMPDU Project Officer and Clinical Risk
Manager.

3.3. ([HFXWLYH6SRQVRU




The Executive Sponsor is the HSE Manager for Older Person Services
Carlow/Kilkenny and is ultimately responsible for approving spending authority and
resources for the project and for decision making.
The Executive Sponsor provides support for the Project Director (sponsor) and
Project Manager and has final approval of all scope changes, and signs off on
approvals to proceed to each succeeding project phase.
The Executive Sponsor may elect to delegate some of the above responsibilities to
the Project Director (project sponsor)

3.4. 3URMHFW'LUHFWRU 3URMHFW6SRQVRU







The Project Director (Project Sponsor) is the Director of Nursing who has
demonstrable interest in the outcome of the project and is responsible for securing
spending authority and resources for the project.
The Project Sponsor will act as a vocal and visible champion, legitimising the
project’s goals and objectives, keeping abreast of major project activities, and is the
main decision-maker for the project.
The Project Sponsor will participate in and/or lead project initiation and will
participate in project planning (high level) and the development of the Project
Initiation Plan.
The Project Sponsor will provide support for the Project Manager; assisting with
major issues, problems, and policy conflicts; removing obstacles; is active in
planning the scope; approving scope changes; signing off on major deliverables; and
signs off on approvals to proceed to each succeeding project phase.
The Project Sponsor will chair the steering committee on this project and may elect
to delegate any of the above responsibilities to other personnel either on or outside
the Project Team

.
3.5. 3URMHFW0DQDJHU



The Project Manager is the Assistant Director of Nursing, Kilkenny Older Person
Services.
The Project Manager is the person responsible for ensuring that the Project Team
completes the project.
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The Project Manager develops the Project Plan with the team and manages the
team’s performance of project tasks.
It is also the responsibility of the Project Manager to secure acceptance and approval
of deliverables from the Project Sponsor and Stakeholders.
The Project Manager is responsible for communication, including status reporting,
risk management, escalation of issues that cannot be resolved in the team, and, in
general, making sure the project is delivered in budget, on schedule, and within
scope.

3.6. 3URMHFW7HDP



The Project Team includes the Project Manager (project Lead), Senior Clinical Nurse
Managers (CNM2s) and Junior Clinical Nurse Managers (CNM1s) and the Project
Officer NMPDU
The Project Team Members are responsible for executing tasks and producing
deliverables as outlined in the Project Plan and directed by the Project Manager, at
whatever level of effort or participation has been defined for them.

3.7. 8VHU5HIHUHQFH*URXS±6HUYLFH8VHUV 5HVLGHQWVRIWKH&RPPXQLW\+RVSLWDO
The Service Users Representative is a members of the Residents Forum.
Their responsibility is to accurately represent the patient’s needs to the Project Team, and
to validate the deliverables that describe the product or service that the project will produce.
Customer Representatives are also expected to bring information about the project back to
the service user community via the Resident’s Forum.
Towards the end of the project, Customer Representatives will assist in the evaluation will
provide feedback to the Project Team.
3.8. 0HHWLQJV
The structure and the Roles and Responsibilities are outlined in the following slide.
• The Steering Group will meet quarterly as required
• During phase 1 (initiation) of the project: to approve the Project Initiation Document
(including objectives, timelines, etc)
• On subsequent occasions to get a project progress reports & authorise key stages/
decisions of the project
• The Project Team will meet on a weekly/fortnightly basis
The Residents Forum Chairperson will review all documents and will be invited to attend
steering group.
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3.9. 5ROH'HVFULSWLRQV
Steering Group

Project Manager

Ensure the project is
established and
appropriately managed

Leads the project on a dayto-day basis

Provide overall direction and
leadership for the delivery
and implementation of the
project
Ensure that the project is
aligned with Hospital & HSE
Strategic objectives
Ensure that the project
Manager and project team
have adequate resources to
deliver the project
Resolve any issues that are
escalated from the project
Manager

Project Team

Ensures that the overall
project is appropriately
structured into work streams
Drives overall project plan &
project direction
Monitors the progress of all
project team members &
compliance with the Policy
document(s) related to the
project
Ensures project meetings
with Unit leads takes place
on a weekly basis
Develops Steering Group
Update / Report

Ensure that the project in on
target and meets its
approved objectives

Ensures an appropriate
stakeholder and cross
hospital engagement plan is
established and is
implemented

Sign off on key project
milestones / deliverables

Manages overall project risks
and issues

Monitor for changes in the
external environment that
may impact on the project
Play an advocate role across
the Hospital for the project

Reports to project Director
(sponsor) on a weekly basis
Escalates to Steering Group
risk and issues where
appropriate
Plays an advocate role
across the Hospital for the
project

118

Responsible for
planning of the
project
Provides the
relevant leadership
& expertise from
specialist areas
Represents the
interests of
stakeholders in
Clinical areas

NMPDU
Governance
Group
Establish and agree
a standardised set
of Nursing &
Midwifery Metrics
Provides the
resources in terms
of software,
hardware and
education to the
project.

Identifies
opportunities in
metrics project &
takes the lead in
implementing these

Works with the
project manager
and project team to
review procedures
for data collection

Directly works on a
metrics tasks on a
day to day basis

implemented with
respect to the work
stream

Reports on a
weekly basis to the
project team &
communicates all
relevant information
clearly to the project
team

Liaises with other
key stakeholders as
required who impact
on the project
Interacts with and
involve the project
team in the
activities of the
NMPDU Goverance
group

4. 3URMHFW3ODQ

Quality Care Nurisng Metrics Implementation Plan
Show Weekends

Public Residential Care Facility South East
Project Lead: DON / ADON
Project Start Date: 10/9/2014 (Wednesday)
Today's Date: 10/9/2014 (Wednesday)

WBS Task

Lead

Start

End

1

Dissertation M.Sc. Healthcare Mgt

G. Bassett

Wed 10/9/14

Wed 13/5/15

171

0%

246

0

246

g

2

Project Initiation Phase

G.Bassett

Sat 17/1/15

Fri 10/4/15

58

0%

84

0

84

g

2.1

PESTLE Analy sis

Sat 17/1/15

Tue 10/2/15

17

25

0

25

2.2

SWOT Analy sis

Wed 11/2/15

Fri 27/2/15

13

17

0

17

2.3

Force Field Analysis

Fri 27/2/15

Tue 24/3/15

17

26

0

26

2.4

Stakeholder Analy sis

Fri 27/2/15

Tue 24/3/15

17

26

0

26

Wed 25/3/15

Fri 10/4/15

12

17

0

17

Wed 11/2/15

Fri 10/4/15

41

59

0

59

Wed 11/2/15

Fri 10/4/15

41

59

0

59

Wed 11/2/15

Mon 20/4/15

47

69

0

69

Wed 11/2/15

Fri 6/3/15

17

24

0

24

2.5
2.6

Readiness & Capacity checklist
completed
Nursing Metrics Policy Completed

2016 Aug

2016 Jul

2016 Jun

2016 May

2016 Apr

2016 Mar

2016 Feb

2016 Jan

2015 Dec

2015 Nov

2015 Oct

2015 Sep

2015 Aug

2015 Jul

2015 Jun

2015 May

2015 Apr

2015 Mar

2015 Feb

2015 Jan

2014 Dec

2014 Nov

2014 Oct

Work
%
Cal Days Days Col
Days Done Days Done Left or

2014 Sep

[4 2]

Initial Project Initiation Document PID
2.7

Completed in consultation w ith key
stakeholders

3

Project Planning Phase

3.1

project impact plan

3.2

Communication Plan Completed

3.3

G.Bassett & J
Galw ay

Project Initiation Document rev iew
Completed
J Galw ay

0%

Mon 9/3/15

Fri 10/4/15

24

33

0

33

Mon 30/3/15

Mon 20/4/15

15

22

0

22

Mon 20/4/15

Fri 5/8/16

333

474

0

474

4

Project Implemtation Phase

4.1

Pre implementation Surv ey CAI

Project Team

Thu 30/4/15

Fri 29/5/15

21

30

0

30

4.2

Training Of CNMs completed

Project Team

Mon 20/4/15

Wed 10/6/15

37

52

0

52

Mon 20/4/15

Wed 10/6/15

37

52

Wed 10/6/15

Tue 21/7/15

30

42

Wed 1/7/15

Fri 31/7/15

23

31

0

31

Mon 27/7/15

Fri 31/7/15

5

5

0

5

Mon 3/8/15

4.2.1
4.2.2

Dev elopemnt of training course
Ev aluation of training Course

Project Mgr

NMPDU Pjt
Officer
NMPDU Pjt
Officer
CNM UNIT 1 &

0%

4.3

pilot phase completed

4.4

Review of pilot phase & project
Plan

Project Mgr &

4.5

Project 'goes liv e' 5 units

Project Mgr

Sat 1/8/15

1

3

0

3

4.6

5 month Ev aluation

Project Team

Sat 1/8/15 Thu 31/12/15

107

153

0

153

Thu 10/12/15 Thu 31/12/15

15

22

0

22

Project Team

Steering Group

g

g

r

report submitted to DON for inclusion in
4.7

Annual Rev iew Of Qailty & Patient

Project Mgr

Safety Report
4.8

CAI Surv ey post project implementation Project Team

Mon 30/11/15

Thu 30/6/16

149

214

0

214

4.9

Patient Satisfaction Surv ey

Activ ites Team

Mon 30/11/15

Thu 30/6/16

149

214

0

214

Stakeholder feedback Workshop

Project Mgr &

Completed

Project Team

Thu 30/6/16

Thu 30/6/16

1

1

0

1

Thu 30/6/16

Fri 5/8/16

27

37

0

37

4.10

12 month ev aluation of the project w ill be
4.11

completed and a report submitted to key
stakeholders.

Project Mgr &
Project Team

5. %XGJHW
Funding for ‘Test Your Care’ Software Package and Computer Tablets sought from NMPDU
South East and approved.
Training release required for 10 CNMS
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6. 5LVNDQG,VVXH0DQDJHPHQW

Risk Analysis & Action Plan
Category

Risk

Skills

Inadequate coverage of
skills caused by lack of
experience/training of
nursing staf f re
audit/metrics resulting in High (4)
inaccurate data
collection and
misrepresentation of
quality of care.

Skills

Skills

Skills

Likelihood Impact

Inadequate coverage of
skills caused by inability
to recruit suitablyLow (3)
qualif ied staf f resulting
in resourcing/scheduling
issues

Unable to retain nursing
staf f due to unattractive
prospects resulting in
Medium (3)
signif icant staf f
resignations/early
retirements

Unable to release CNM/
staf f nurses f or
protected data collection
time due to nurse staf f
shortages and budget
Medium (3)
constraints resulting in
signif icant staf f
resignations/early
retirements

Parties do not share
understanding of
Management purpose, due to lack of
clarity, resulting in poor
buy-in

Low (2)

Very High
(5)

Very High
(5)

Risk Management Approach/
Mitigating Actions

Early
Warning
Signs

20

Preventative Actions:
Ensure
education re metrics remuneration is
available to nursing staf f &
appropriate to learning needs
Response Action if Risk occurs:
Meet w ith CNMs and/or other
stakeholders; Provide f urther
education and/or pilot trials; review
data collectors & reallocate
responsibilty if required.

resistance
to project
low staf f
morale

15

Preventative Action: Submit
business plans f or f illing vacant
posts to NRS.
Participate in
recruitment drive.
Reduce
agency by provision of specif ied
purpose contracts w hile aw aiting
NRS to process candidates
Response Action of Risk
occurs: Meet w ith project mgt
team, reschedule metrics project
timelines- review staf f ing structures
& bed conf iguration w ith Hospital

Low
numbers of
poorlyqualif ied
applicants.
Repeated
advertiseme
nts.

Preventative Action: Motivation
via contractual terms, good job
design, good w orking environment
and personal development
opportunities. Lobby through
positional pow er and netw orks f or
retention of saf e nursing levels.
Response Action if Risk occurs:
continue to highlight to management
the risks of patient and staf f saf ety.
reduce bed numbers to
accommodate saf e staf f ing levels.

Low
morale. High
staf f
turnover.

Preventative Action: review
rosters and ensure that CNMs have
suf f icent supernumery time to f ulf ill
data collection requirements along
w ith other commitments of their role.
Response Action if Risk occur s:
review alternative methods of data
collection - senior management
team, link nurses to take on specif ic
areas of nursing metrics to spread
w orlkoad, consider rescheduling
data collection intervals.

Low
morale. High
staf f
turnover.

RAG
status

Medium (3)
9

Medium (3)

9

High (4)
8
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Dif f ering
view s on
Preventative action: Def inition of
f orw ard
stakeholder needs and clear plan
plan.
w ith w ell-def ined deliverables. Use Conf used
of sound project management
messages
methodology.
in draf t
Response Action if Risk occurs : publications
Review project plan
. Nonattendance
at meetings

7. 6WDNHKROGHUDQG&RPPXQLFDWLRQ3ODQ
Communication
Type

Objective of
Communication

Medium

Frequency

Preliminary
meetings with
Stakeholders

Outline /aim of the
Project

Face to face Once

Audience

Owner

Deliverable

Format

Project
sponsor

DON

Email with summary
of discussion and
confirmation of date
and time for
Stakeholder meeting

Email Stakeholders

Gain support for the
project
Discuss setting up of
steering group

Stakeholder
Meeting

Introduce the project
team, Project Manager
and the project. Review
project objectives and
management approach.

Consider newsletter
explaining project
- Face to
Face

Once

- Project
DON & Agenda
Sponsor
Project Meeting Minutes
- Project Team Mgr
Approved PID
- Stakeholders

(print off email for
stakeholders without
regular access to
computer)
Send newsletter

Distribute copies to all
stakeholders & project
team members
Soft copy archived on
Shared folder for the
project.

Sign off on PID
Face to Face Weekly
Conference
Call

Project Team
Meetings

Review status of the
project with the team.

Technical Design
Meetings

Discuss and develop any - Face to
Face
technical design
amendments required for
the project.

Monthly Project
Status Meetings

Report on the status of
the project to sponsor
(management).

Project Status
Reports

Report the status of the - Email
project including
activities, progress, costs
and issues.

As Needed

Monthly
- Face to
Face
- Conference
Call

Monthly

Project Team

Project
Mgr

Agenda
Meeting Minutes
Project Schedule &
PID

- Soft copy archived on
Shared folder for the
project

Project Team
And NMPDU
Governance
Group

NMPD
U
Project
Officer

Agenda
Meeting Minutes

- Soft copy archived on
Shared folder for the
project

Manager for
Project - Slide Updates Older People Manager Project Schedule
Services
Carlow/Kilken
ny

- Soft copy archived on
Shared folder for the
project

- Project
Project - Project Status Report - Soft copy archived on
Manager - Project Schedule
Sponsor
Shared folder for the
project
- Project Team
- Stakeholders
- CHO

121

8. 3URMHFW(YDOXDWLRQ3ODQ
Using the Context, Input, Process, and Product Evaluation Model to Evaluate & Guide the
Quality Care Metrics Project

Component 1:
Context evaluation
Identify the needs,
and the assets and
opportunities for
addressing the
needs.

Component 2: Input
evaluation
Prescribe a project to
meet the identified
needs, and identify
and assess project
strategies and
procedural designs.

“What
needs to
be
done?”





“How
should it
be
done?”



















Component 3:
Process evaluation
Monitor project’s
process and potential
procedural barriers,
and identify needs
for project
adjustments.

“Is it
being
done?”

Component 4:
Product evaluation
Measure, interpret,
and judge project
outcomes, and
interpret their merit,

“Did the
project
succeed
?”

















Assess the setting for the intended service
PESTLE Analysis
SWOT Analysis
Force field Analysis
Stakeholder Analysis
Conduct Context Assessment Index Survey (CAI)
Conduct Patient Satisfaction Survey
Reviewed current audit practice schedules and methods for
feedback
Conducted initial quantitative assessment of recent audits
Discussions with stakeholders including nursing unions
Obtained support from Executive Sponsor
Reviewed relevant literature.
Defined Aim and Objectives of the Project
Completed Project Impact Statement
Consulted NMPDU re exemplary projects
Nursing Metrics Policy/guideline sourced from NMPDU
‘Procedure for Metrics Data Collection OPS’
Submitted Nursing Metrics State of Readiness & Capacity
checklist application form to NMPDU
Identified Project Manager
Formed Project Team
Provide training re Metrics and Data Collection for CNMs
Organised Stakeholder Meeting(s)
Project Initiation Document (PID) completed by Project Team led
by Project Manager & supported by Project Director (DON)
Evaluation Design Completed
Communication Plan Completed
Risk assessment and Action Plan to manage risks Completed
Project Team meet weekly
Metrics Data Collection commenced (Pilot Scheme)
Pilot Scheme reviewed, necessary amendments made
Nursing Metrics Project ‘Goes Live’
Steering Committee meet quarterly
Project Initiation Document (PID) approved by Stakeholder
Committee
Review of PID monthly or as required
Keep record of agenda and minutes of Stakeholder Meetings
Keep record of agenda and minutes of project Team Meetings
Quarterly report to Stakeholder Committee
Communication Plan reviewed
Reviewed Project Team self-reflections with permission
Conducted post-project quantitative assessments of the context
and quality of care
- CAI Survey Completed & analysed
- Patient Satisfaction Survey & analysed
Review of Nursing Metrics Data (almost) midway (5 months)
Review of Nursing Metrics Data (12 months)
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√
√
√
√
31/5/2015
31/5/2015
√
√
√
√
√
√
√
√
√
√
√
√
10/6/2015
20/4/2015
√
√
√
√

30/6/2015
31/7/2015
20/4/2015

31/7/2016
31/7/2016
31/12/2015
31/7/2016
5/8/2015

worth, significance
and probity



Conduct feedback Workshop with Stakeholder Committee on
completion

Component 4
Stakeholder
Feedback Workshop



Assess the achievement of programme goals at the end of the
project
Assess the progress made towards the achievement of
programme indicators
Assess the impact of a programme on intended recipients
Utilizing the results of a year-one evaluation to revise the
programme goals in year two
Consider evaluation of a five-year project
Utilize evidence (data) to continue, revise or stop the project
Assess why the project was successful or a failure after its
completion








9. 3URMHFW&RQWUROV
Project control is that element of a project that keeps it on-track, on-time and within budget
(Lewis, 2000).
The Steering Committee will act as the control function for the Project with remit to ensure
that cost, risk, quality, communication, time, change, procurement and human resources
are managed effectively.
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11. $SSURYDO%RGLHV
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APPENDIX 15:
Culture

CONTEXT ASSESSMENT INDEX

Weak characteristics іۛۛۛۛۛۛۛۛۛۛї
Lack of clarity around boundaries
Unclear values and beliefs
Low regard for individuals
dĂƐŬͲĚƌŝǀĞŶŽƌŐĂŶŝƐĂƚŝŽŶ
Lack of consistency
Not receptive to change

Leadership Traditional, command and control
leadership
Lack of role clarity
Lack of teamwork
Didactic approaches to
teaching/learning/managing
ƵƚŽĐƌĂƚŝĐĚĞĐŝƐŝŽŶͲŵĂŬŝŶŐƉƌŽĐĞƐƐĞƐ
Lack of appropriateness and
transparency
Lack of power and authority
Evaluation Absence of any form feedback and
information
Narrow use of performance
information sources
Evaluations rely on single rather than
multiple methods
Poor organisational structure

MCCORMACK ET AL (2002)

Strong characteristics
Boundaries clearly defined
(physical, social, cultural and
structural)
Able to define culture(s) in terms
of prevailing values and beliefs
Values individual staff and clients
Promotes learning organisation
Consistency of individuals' role or
experience to value relationship
with others, team working, power
and
authority, rewards/recognition,
receptiveness to change
Transformational leadership
Role clarity
Effective teamwork
Enabling/empowering approach
to teaching/learning/managing
Appropriate and transparent
ĚĞĐŝƐŝŽŶͲŵĂŬŝŶŐƉƌŽĐĞƐƐĞƐ
Power and authority understood

Feedback on individual, team and
systems
Use of multiple sources of
information on performance
Use of multiple methods (clinical,
performance and experience)
Effective organisational structure

Table 8: Adapted from McCormack et al 2002
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Applications to Implementation and Evaluation of Metrics Project
The culture of a practice setting needs to be understood if meaningful
and sustained change and person centred practice is to be achieved
(McCormack 2002).
The following pre-requisites are required
 an understanding of the context and culture of the organisation
 a commitment to user involvement
 a recognition of desired practice approaches that are clinically and
cost effective
 a culture that fosters a commitment to team development as a
component of clinical effectiveness
 recognition that for change to be successful it needs to be
practitioner owned, organizationally supported and undertaken
using a systematic approach (McCormack et al 1999 p.258)
To affect and sustain change organisations need transformational
leaders that build cultures where all staff are empowered to be leaders
in their own roles, creating a shared vision and encouraging innovation
and person centred practice. (Schein 1985, McCormack et al 2002,
Martins & Terblanche 2003 )

Measurement is an essential component of an organisation that strives
to implement evidence into practice (McCormack et al, 2008)
A variety of sources should be used to evaluate practice (Griffiths et al
2008, Sunderland 2009, Maben et al 2012)

APPENDIX 16:

PATIENT SATISFACTION SURVEY - ͚dEST YOUR CARE͛

Patient Experience
Question

Yes/No

Are you satisfied with the cleanliness of the ward?
As far as you know do the nurses clean their hands between patients?
Have you received adequate information from nurses about your
medication?
Have nurses given you enough privacy when being examined or
treated
Do nurses treat you with respect and dignity on this ward?
Do you get enough help from staff to eat your meals?
Do you feel involved in decision making about your nursing care?
Do you think nurses do everything they can to control your pain?
When using the Nurse Call bell/buzzer, is it answered promptly?
Have nurses on the ward talked to you about going home?
Would you recommend this hospital/service to your family or friends?
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