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About the healthcare service

The following information describes the service the hospital provides.

StVi ncent 6 s Hagpital is &Model 4t yoluntary public acute hospital, which is

both a major academic teaching centre and a tertiary referral hospital . It is a

member of and is managed by the Ireland East Hospital Group (IEHGY* on behalf of

the Health Service Executive (HSE)through a service level agreement. StVi ncent 0 s
University Hospital is part of the St Vincen
includesStVi ncent 6s Private Hospital and St Micha

StVi ncent 6 s Un i prowides acutey chidrocsaqdierhesgency care across
over 50 different medical and surgical specialies. The hospital is a major designated
cancer centre and comprises a number of national centres including:

the national centre for liver transplant

the national centre for pancreas transplant
cystic fibrosis

pancreatic surgical services
neuroendocrine tumours

orthopaedic sarcoma services.

> > > > > >

The hospital provides specialistcritical care for adjacent hospitals in the region and
supports the national mobile intensive care ambulance service in conjunction with
Beaumont Hospital and the Mater Misericordiae Hospital, one week every month.

St Vincent s Uni v easspartola nétwosk pfihaspithls withpnghe a t e

Ireland East Hospital Group and has a hub-and-spoke model for adult emergency

services whereby the care of critically ill patients is centralisedin St Vi ncent 6s
University Hospital and supported by St Michad 6 s H o ®iniLaoghhire and

other hospitals in the Ireland East Hospital Group. St Mi chael 6s Hospital¢
department has a major trauma bypass protocol in place, whereby patients with

trauma injuries are t akkogpital,o St Vincentds Un
The emergency department in St Vincentds Uni
centre for the HSE South East Dublin region, providing emergency care in association

with St Michael s Hospital and St Columcill e

300,000. The emergency department is the primary referral centre for the region, so

* A Model-4 hospital is a tertiary hospital that provide s tertiary care and, in certain locations, supra -
regional care. The hospital have a category 3 or speciality level 3(s) Intensive Care Unit on site, a
Medical Assessment Unit which is open on a continuous basis 4/7) and an emergency department.
AThe Ireland East Hospital Group comprises eleven hospitals. These are the Mater Misericordiae
University Hospital, St Vincent's University Hospital, Cappagh National Orthopaedic Hospital the Royal
Victoria Eye and Ear Hospital, the National Maternity Hospital, St Columcille's Hospital Loughlinstown,
St Michael's Hospital, Din Laoghaire, the Midland Regional Hospita] Mullingar, St Luke's General
Hospital, Kilkenny, Wexford General Hospital| Wexford and Our Lady's Hospital, Navan The hospital
groupd s a c a drmenis Oniversity College Dublin (UCD).

Page 2 of 73



patients with specific conditions such as stroke and major trauma can be brought
from other hospitals to the emergency depart

Theaverage yearly attendance at St Vincentos
department is over 58,000 (based on 2019-2021 activity data), the total attendances

to the department in 2021 was 60,748 . The daily attendance to the emergency

department for quarter one and quarter two of 2022 ranged from 4,802 to 5,634,

which equated to 172 to 182 attendees per day. The admission rate (conversion

rate) from the department for 2021 was 27%, which is comparable to other Model 4

hospitals. The conversion rate remained relatively stable, month on month for

quarter one and two of 2022, ranging from 21% to 24%. Over that same time

frame, the number of patients discharged or admitted to an impatient bed within six

hours of registration varied from 49% to 56%.

The following information outlines some additional data on the hospital

Model of Hospital 4
Number of beds 614

Among other functions, the Health Act 2007, Section 8(1) (c) confers the Health
Information and Quality Authority (HIQA) with the statutory responsibility for
monitoring the quality and safety of healthcare services HIQA carried out a two-day
announced i nspec tUnigersity&ospitsl to aséessiconepliancé with a
number of standards from the National Standards for Safer Better Healthcare.

To prepare for this inspection, the inspectors’ reviewed information about this acute
hospital. This included previous inspection findings, information submitted by St

Vi n ¢ &JniveSity Hospital, unsolicited information® and other publically available
information.

During the inspection, inspectors:

A spoke with people who used the service to ascertain their experiences of the
service

Vinspector r ef er sersbndapminteddythet Heaith Infarneation gnd Quality Authority
(HIQA) under the Health Act 2007 for the purpose in this case of monitoring compliance with HIQA 6 s
National Standards for Safer Better Healthcare

§ Unsoilicited information is defined as information, which is not requested by HIQA, but is received
from people including the public and or people who use healthcare services.
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A spoke with staff and management to find out how they planned, delivered and
monitored the service provided to people who received care and treatment in
the hospital

A observed care being delivered, interactions with people who used the service
and other activities to see if it reflected what people told inspectors

A reviewed documents to see if appropriate records were kept and that they
reflected practice observed and what people told inspectors.

A summary of the findings and a description of how the service performed in relation
to compliance with the national standards monitored during this inspec tion are
presented in the following sections, under the two dimensions of capacity and
capability and quality and safety. Findings are based on information provided to
inspectorsat a p o i n befoie,uribgianddollowing the on-site inspection.

1. Capacity and capability of the service:

This section describesHI QA6s eval uat i on gavérnahce,eadershjppect i ve
and management arrangements are in supporting and ensuring that a good quality

and safe service is being sustainably provided in the hospital. It outlines whether

there is appropriate oversight and assurance arrangements in place andhow people

who work in the service are managed and supported to ensure high quality and the

safe delivery of care.

2. Quality and safety of the service:

This section describes the experiences, care and support people receive on a dayto-
day basis. It is a check on whether the service is a good quality and a caring one
that is both person centered and safe. It also includes information about the
environment where people receive care.

A full list of all national standards assessedas part of this inspection and the
resulting compliance judgments are listed in Appendix 1.

Compliance classifications

Following a review of the evidence gathered during the inspection, a judgment of
compliance on how the service performed has been made under each national
standard assessed The judgments are included in this inspection report. HIQA
judges the healthcare service to be compliant, substantially compli ant,

partially compliant  or non -compliant with national standards. These are defined
as follows:

Compliant: A judgment of compliant means that on the basis of this inspection, the
service is in compliance with the relevant national standard.
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Substantially compliant: A judgment of substantially compliant means that on the
basis of this inspection, the service met most of the requirements of the relevant
national standard, but some action is required to be fully compliant.

Partially compliant: A judgment of partially compliant means that on the basis of this
inspection, the service met some of the requirements of the relevant national standard
while other requirements were not met. These deficiencies, while not currently
presenting significant risks, may present moderate risks, which could lead to significant
risks for people using the service over time if not addressed.

Non -compliant: A judgment of non-compliant means that this inspection of the service
has identified one or more findings, which indicate that the relevant national standard
has not been met, and that this deficiency is such that it represents a significant risk to
people using the service.

This inspection was carried out during the following times:

Times of Inspector
Inspection
30 August 2022 | 09:00hrs to Dolores Dempsey Ryan Lead
17:00hrs Denise Lawler Support
Danielle Bracken Support
31 August 2022 | 09:00hrs to Emma Cooke Support
15:15hrs Lisa Corrigan Support

Background to this inspection

This inspection focused on national standards drawn from five of the eight themes of the
National Standards for Safer Better Healthcare. This inspection focused in particular, on
four keys areas of known harm, these being:

infection prevention and control

medication safety

the deteriorating patient™ (including sepsis® %
transitions of care.V ¥

> > > >

™ The National Deteriorating Patient Improvement Programme (DPIP) is a priority patient safety
programme for the H ealth Service Executive. Using Early Warning Systems in clinical practice
improves recognition and response to signs of patient deterioration. A number of E arly Warning
Systems, designed to address individual patient needs, are in use in public acute hospitals across
Ireland.

AASepsis isthe body's extreme response to an infection. It is a life -threatening medical emergency.

Y YTransitions of care include internal transfers, external transfers, patient discharge, shift and
interdepartmental handover. World Health Organization. 7ransitions of Care. Tedinical Series on Safer
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A Representatives of the hospit a kex@ctitive management team:
i Chief Executive Officer (interim)
T

medicine and emergency medicine directorate, perioperative directorate,

and diagnostic directorate

i Director of Operations (interim)

i Director of Quality and Patient Safety (interim)

i Director of Nursing

i Director and Deputy Directors of Human Resources
Non-Consultant Hospital Doctors (NCHDs)
Patient Safety and Clinical Risk Advisor
Head of Bed Management
Assistant Director of Nursing for Infection Prevention and Control
Head of Pharmacy
Medication Safety Pharmacist

> > > > > > > >

A representative from each of the following committees:

i infection prevention and control
1 drugs and therapeutics
1 the deteriorating patient programme
1 transitions of care.
In addition, the inspection team visited a number of clinical areas which included:
A Emergency department
A St L ukard (surgical ward)
A St Agnes Ward (medical ward)
A St LsWand @nedical ward).

Acknowledgements

During this inspection, the inspection team spoke with the following staff at the hospital:

Clinical directorsf r om each c¢ | i n clioiealdiredtorfore ct or

hepato-pancreato-biliary (HPB) and liver service directorate, cancer directorate

Group Clinical D University Healthcar&Groupyy i ncent 0 s

—~

(e

HIQA would like to acknowledge the cooperation of the management team and staff who
facilitated and contributed to this inspection. In addition, HIQA would also like to thank
people using the service who spoke with inspectors about their experience of the service.

Primary Care Geneva: World Health Organisation. 2016. Available on line from
https://apps.who.int/iris/bitstream/handle/10665/252272/9789241511599 -eng.pdf

Page 6 of 73



https://apps.who.int/iris/bitstream/handle/10665/252272/9789241511599-eng.pdf

What people who use the emergency department told inspectors and what

inspectors observed

Inspectors visited the emergency department, Acute Medical AssessmentUnit and Acute
Medical Unit on the first day of the inspection. The emergency departmentat St V
University Hospital provides undifferentiated care for adults and children over the age of
14 years with acute and urgent illness or injuries.

ambulance, are referred directly by their general practitioner (GP) or self -refer. The
emergency department has a total planned capacity of 52 comprising:

A three-bedded resuscitation area (open bays)

A two-bedded resuscitation area (isolation cases)

A 32 bays comprising:
0 11 single occupancy cubicles inthe COVID-19 area (excluding resuscitation)
0 14 cubicles
0 one psych cubicle
o four curtained areas in non COVID19 area
o three Rapid Assessment Treatment spaces

A 18 isolation cubicles for isolation streaming.

The department also had a 20 space ambulatory®® treatment zone.

The departmentd €linic Decision Unitwas not operational at the time of inspection. The
unit was adapted in March 2020 to facilitate the establishment of a COVID-19 pathway in
the emergency department and was, at time of inspection, operating in that way due to
ongoing COVID-19 infection prevention and control guidelines.

On the first day of the inspection, the emergency department was extremely busy and the
hospital had implemented the full capacity protocol.™ The hospital 6s i
the month previous to HI QAGds i ndgemtalt i on
management told inspectors that this was a normal occurrence.

At 11.00am on day one of inspection, there were 56 patients in the department. Seventeen
of the 56 patients (30%) were aged 75 years or over. At that time, a total of 39  (70%)
patients were admitted awaiting an inpatient bed . Seven of these patients had been

Attendeest o St Vincentds University céepreseitibyal 6

n

(

8 Ambulatory care or outpatient care is medical care provided on an outpatient basis, including
diagnosis, observation, consultation, treatment, intervention, and rehabilitation services.

™ Full capacity protocol is the final step in a hospital& escalation plans where extra beds are placed
in inpatient wards and corridors of hospitals as a measure to address emergency department
overcrowding.
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assigned an inpatient bed and the remaining 32 patients were awaiting an inpatient bed.
Six patients were boarding in the emergency department in excess of 40 hours while
waiting for an inpatient bed:

three patients were waiting over 40 hours
one patient was waiting 51 hours 18 minutes

one patient was waiting 62 hours 21 minutes

> > > >

one patient was waiting for 83 hours 53 minutes.

Over half of the 56 (54%) patients in the emergency department were in the department
for longer than nationally recognised safe and acceptable timelines. At the time:

A 20 of the 56 patients (36%) were in the department less than six hours from
registration.

A Four of the 56 patients (7%) were in the departmen t for six to nine hours from
registration.

A 24 of the 56 patients (43%) were in the department for nine to 24 hours from
registration.

A Eight of the 56 patients (14%) were in the department for over 24 hours from
registration.

Inspectors spoke with a number of patients in the emergency department to ascertain

their experiences of the care received. Overall, the majority of patients were happy with

the care they received. The majorityofpat i ent s des crra al/el/ldy sniadd
0 e x ¢ e lovel antl Kind.6However, there was evidence on day one of inspection that
admitted patients boarding in the department did not receive the same level of assistance
with personal care that patients admitted to the clinical area might receive. Patients
descrbed assistance wipgdocamp@gheydat therd was @ar aioughof 6
stafféto assist patients with personal care. The delay in providing personal care was
brought to the attention of the clinical nurse manager on the day of inspection andt he
issues were addressed

The findngwas consi stent with the ho20lNawhad s o
Inpatient Experience SurveyA A {vhere 43% of patients considered their overall experience
of the receiving care in the hospital as very good, which was below the national score of
54%. While the majority of patients who spoke to inspectors were accepting of the

AAfhe National Care Experience Programme;is a joint initiative from the Health Information and
Quality Authority (HIQA), the Health Service Executive (HSE) and the Department of Health
established to ask people about their experiences of care in order to improve the quality of health and
social care services in Ireland. The National Inpatient Experience Survey is a nationwide survey asking
patients about their recent experiences in hospital. The purpose of the survey is to learn from
patientsd feedback in order to i mprove hospital care.
Survey are available at: https:/ /yourexperience.ie/inpatient/national -results/
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situation in the emergency department and did not want to make a complaint, others had
raised their concerns about overcrowding and the delay in accessing an inpatient bed with
staff in the department.

Overall, there was consistency with what inspectors observed in the emergency
department, what patients told inspectors about the ir experiences of receiving care in the
department and related findings from the 2021 National Inpatient Experience Survey.

What people who use the service told inspectors and what inspectors observed

in the clinical areas visited

St Agnes Wardand St LsWarg. 6

St L uk e 0 sasdz24-Wéaaded clinical area and was recently changed to a 25-bedded
clinical area to accommodate patients who were moved due to the closure of another
clinical area for refurbishment. On the day of inspection, St Lukeds 1 cl in
four multi-oc c u p an cy three coanss with five beds and one with six beds. There

was one two-bedded room and two single rooms, one single room had en-suite bathroom
facilities. The clinical area had one shower and six toilets and shared shower and toilet
facilities with an adjacent clinical area. At the time of inspection, the clinical area was fully
occupied. The clinical area accommodated male and female surgical and medical patients.

St Ag n e sdsa ¥Bebedded clinical area consisting of four multi-occupancy rooms,
each with five beds, one two-bedded room and one single room without en -suite bathroom
facilities. This clinical area had two showers and four toilets. At the time of inspection,
there were 23 patients o0 raredaccomngpdatd Hale@rar d .
female medical patients.

St L uc ywasa 38bedded clinical area consisting of six multi-occupancy rooms, each
with four beds including en-suite bathroom and shower facilities. There was one three-
bedded multi-occupancy room with en -suite bathroom facilities. There were five single
rooms with en-suite bathroom facilities. At the time of inspection, there were 30 patients
on St Lucyds Ward. The clinical area acco

Inspectors observed staff actively engaging and interacting with patients in a respectful
and kind way. This was validated by patients on the ward who described staff aso v e r y
and fr,idemgtdhegor, Redytbingwasagoodexperienced

Inspectors observed staff offering assistance to patients with their personal care needs
while maintainingthepat i ent 6 s pr i, which ig coasistdnt vdth tigenhunbap
rights-based approach promoted by HIQA. Inspectors also observed many examples of
staff assisting patients to the bathroom. However, patients who spoke with inspectors

across the three clinical areas visited had mixed experiences in relation to the level of
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assistance provided by staff. Some patients were positive about being offered assistance
but other patients had difficulty getting assistance, especially at night time. The experience
recounted by patients on the day of inspection was consistent with the findings from the
National Inpatient Experience Survey 2021, where the hospital scored 75% for offering
patients assistance with meals, this was lower than the national score of 81%, and the
hospital scored 79% with assistance to the bathroom or toilet, below the national score of
85%.

Inspectors did not observe patient information leaflets providing patients with information
on how to make a complaint, s uc h as tYouw SeH/BcEYows Saf Y Patients told
inspectors that they would speak to the nurse or nurse manager, or ask a family member
to make a complaint on their behalf, if required.

Overall, there was consistency with what inspectors observed in the clinical areas visited,
what the majority of patients told inspectors about their experiences of receiving care in
those areas and the findingpifabimsSPaW¥Vian
Survey 2021 and the National Inpatient Experience Survey 2021.

Capacity and C apability Dimension

Inspection findings from the emergency department related to the capacity and capability
dimension are presented under two national standards (5.5 and 6.1) from the two themes
of leadership, governance and management and workforce. The hospital was found to be
partially compliant with standard 5.5 and with standard 6.1 in the emergency department.

In addition, inspection findings from the wider hospital and clinical areas visited related to
the capacity and capability dimension are presented under four national standards (5.2,
5.5, 5.8 and 6.4) from the two themes of leadership, governance and management and
workforce. The hospital was found to be compliant with 5.2 and 6.4, substantially
compliant with 5.8 and partially compliant with 5.5 in relation to the wider organisation.
Key inspection findings leading to these judgments are described in the following sections.

Standard 5.2: Service providers have formalised governance arrangements for assuring the

delivery of high quality, safe and reliable healthcare.

Inspectors found that the hospital had formalised corporate and clinical governance
arrangements in place that defined the roles, accountability and responsibilities for assuring
the quality and safety of healthcare services. The hospital was governed and managed by

¥ Health Service Executive.0¥ o ur Ser v i cThe MdsagemenSas Sedice User Feedback for
Comment 6s, Compliments and Compl aints. Dublin: Health
from https://www.hse.ie/eng/about/who/complaints/ysysguidance/ysys2017.pdf
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the Chief Executive Officer (interim) who had dual reporting responsibilities. The Chief
Executive Officer (interim) reportedt o t he Board of Directors
Group and reported to the Chief Executive Officer of the Ireland East Hospital Group. Two
organisational charts submitted to HIQA as part of the pre -on-site documentation, data and
information request clearly set out the governance reporting and accountability structures
at the hospital.

The Clinical Di r e cthcare Group prdvitled dverall cliaicat odessighti ana
|l eadership at St Vi n dkeemiredter of Nursing was espongibledoo s
the organisation and management of nursing services at the hospital. The Director of
Nursing was a member of the h o s mxetutvé rhamagement team and reported to the
hospital s Chief Executive Officer, and h
East Hospital Groupbs Chief Director of N

Executive management team

The executive management team was responsible for overseeing the executive functions of
the hospital and provided assurance to the Chief Executive Officer (interim) on the
hospitalé6 performance and safety. The team chaired by the Chief Executive Officer
(interim) , met monthly and membership included the group clinical director, all five clinical
directors and the directors of finance, nursing, quality and safety, human resources,
operations, one of the clinical directors from the | reland East Hospital Group, director of
information communication and technology (ICT) and the chair of bed management
committee. Minutes of meetings of the executive management team submitted to HIQA
showed that meetings followed a structured agenda and were well attended. Collated
performance data in relation to scheduled care, unscheduled care and emergency
department activities were reviewed at meetings of the executive management team. The
organisational risk register was also reviewed at meetings of the team, and the team
approved hospital policies, procedures, guidelines and protocols.

Me mber s of tdxexutitemmanpgementltedrs attended performance meetings
between the hospital and the Ireland East Hospital Group held every month, where items
such asfinance, workforce, quality and safety risk issues including serious reportable
events, scheduled and unscheduled care, nursing andcapital projects, and risks on the
hospital 6s wereirevikwed amdydissussedrinspectors were satisfied that the
performance meetings were well attended by representatives from the hospital and
hospital group, and that actions were progressed from meeting to meeting.

At clinical governance level, the hospital had a directorate system in place. The hospital
had recently increased the number of clinical directorates from three to five directorates .
These clinical directorates were:

A medicine and emergency medicine

A perioperative
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A cancer
A diagnostic
A liver and hepato-pancreato-biliary (HPB).

Eachclinical directorate was led by a clinical director who reported and was accountable to
the hospital s Chief Executive Officer (I
Directorate staff may also include a directorate nurse manager and a business manager.
Each clinical directorate had a quality and safety representative assigned to it to provide
support to staff from a quality and safety perspective. Each clinical director provided an
update on their directorate 6 activities and performance at meetings of the executive
management team. Clinical directors also attended meetings of the Quality and Patient
Safety Executive

Quality and Patient Safety Executive

The Quality and Patient Safety Executive was responsible for providing assurance to the
executive management team on known risks and incidents, including serious reportable
events. The executive were operationally accountable to the executive management team.

The Quality and Patient Safety Executive was chaired by the Chief Executive Officer
(interim) and membership included the hospital groupd slinical director, members of the
executive management team, directorate nurse managers and other heads of department
in the hospital. The committee met monthly and meetings followed a structured agenda. A
total of 13 sub-committees reported into the Quality and Patient Safety Executive including
the Infection Prevention and Control Committee and the Drugs and Therapeutics
Committee. Minutes of meetings of the committee submitted to HIQA were comprehensive
and showed that meetings were well attended, action-orientated and actions were
progressed from meeting to meeting.

The hospital 6s Di RatentSabety (irdefim) @Qroaded ah ypdate mwthich
included information on complaints data, trends, quality improvement initiatives in

response to emerging trends and learning notices at each meeting of the Quality and
Patient Safety Executive The h o s p iqualty addspatient safety department also
submitted a summary report to the Quality and Patient Safety Executive every month,
ongoing updates to the executive manageme
Healthcare Group Board Qualityand Risk Committee on a quarterly basis. This report

provi ded i nf or mat i operfomanceimreatidntoshp:i t al 6 s

A total number of clinical incidents reported and trends to emerge from analysis of
reported clinical incidents

A clinical incidents related to infection prevention and control, medication saf ety, falls,
hospital acquired pressure ulcersand challenging behaviour

A patient safety incident reviews
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serious reportable events

national key performance indicators

> > >

complaint data, trends and learning notices

A findings from the National Inpatient Experience Survey.

Information on clinical incidents related to the deteriorating patient and transitions of care
was not detailed in the monthly summary report. This is something that could be included
in future reports.

At operational level, HIQA was satisfied that the hospital had clear lines of accountability
with devolved autonomy and decision-making for the four areas of known harm. The
hospital had the following four committees in place, all were operationally accountable and
reported to the Quality and Patient Safety Executive

A Infection Prevention and Control Committee
A Drugs and Therapeutics Committee

A Deteriorating Patient Committee
A

Bed ManagementCommittee.
Infection Prevention and C ontrol Committee

The hospital had a well established multidisciplinary Infection Prevention and Control
Committee, who had assigned responsibility for the governance and oversight of the

h o s p iinfeatibngprevention and control programme. The committee was operationally
accountable and reported to the Quality and Patient Safety Executive. The committee was
chaired by the Chief Executive Officer (interim) and met every three months, in line with its
terms of reference. Me mber shi p of the committee i ncl
infection prevention and control team, representatives from the senior management team,
an antimicrobial pharmacist, a representative from the quality and patient safety
department and occupational health. A number of sub-committees reported and provided
monthly updates to the Infection Prevention and Control Committee, including the
antimicrobial stewardship committee and the water management committee.

The Infection Prevention and Control Committee approved the annual programme of
activity for the h o s p iinfeatibnpsevention and control team and this was outlined in an
annual infection prevention and control plan. The committee received updates on the
progress of the implementation of the annual infection prevention and control plan, from
the team every three months. The plan is discussed in more detail under national standard
5.5.

Minutes of meetings of the Infection Prevention and Control Committee submitted to HIQA,
were comprehensive and showed that the committee had oversight of key infection

prevention and control performance indicators (including antimicrobial stewardship), audit
findings, infection prevention and control related patient safety incidents and related risks,

L
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relevant infection prevention and control policies and staff education and training. Meetings
were well attended and actions were progressed from meeting to meeting. Overall, HIQA
was satisfied with the governance and oversight of infection prevention and control
practices, and infection outbreaks at the hospital.

Drugs and Therapeutics Committee

The hospital had a well-established Drugs and Therapeutics Committee, who were assigned
with responsibility for the governance and oversight of medication safety at the hospital.
The committee was a sub-committee of the Medical Executive Committee®t® and reported
on medication safety data to the Quality and Patient Safety Executive every month. The
committee, chaired by a consultant geriatrician, met monthly in line with its terms of
reference. Membership of the committee comprised the chief pharmacist, pharmacists
representing clinical pharmacy services, medicines information, medication safety services,
education and training, formulary management at chief 2 level, consultants, non-consultant
hospital doctors, nursing representatives and a representative from the h o s p iquaty 0 ¢
and safety department. The committee was responsiblefordev el opi ng t he
annual medication safety plan. The plan is discussed in more detail under national standard
5.5. Three sub-committees, including the antimicrobial advisory sub-committee, reported
into the Drugs and Therapeutics Committee

Minutes of meetings of the Drugs and Therapeutics Committee submitted to HIQA showed
that the committee had oversight of medication safety incidents, nurse prescribing,
antimicrobial stewardship, clinical audit, policies, patient information leaflets and the
hospital formulary. Meetings were well attended, action orientated and actions were
progressed from meeting to meeting. The medication safety coordinator also submitted a
medication safety report to the Drugs and Therapeutics Committee and the Quality and
Patient Safety Executive every month. This report provided information on the total number
of medication safety incidents reported per month, incidents for review, incident trends and
audit findings. Similarly, the medication safety annual report for 2021 provided information
on the total number of medication incidents reported, incident trends, categories and
incidents by location. The annual report is discussed in more detail under standard 3.3
below.

Deteriorating Patient Committee

The hospital had a Deteriorating Patient Committee who had assigned responsibility for
overseeing the provision of services for the deteriorating patient within the hospital . This
committee was operationally accountable and reported to the Quality and Patient Safety
Executive every three months. The committee, chaired by a consultant in emergency
medicine, met every three months, in line with its terms of reference. Membership of the
committee included, the clinical director for the medical directorate, a consultant

888 The Medical Executive Committee (MEC)acts as a representative of the medical staff. The
committee proposes change and enacts policies, procedures, and other items in an effort to improve
patient care and medical staff structure
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microbiologist, a non-consultant hospital doctor, the director of nursing, assistant director
of nursing for the Ireland East Hospital Group, resuscitation officer(s), Irish National Early
Warning System (INEWS)™* facilitator, critical care outreach coordinator” A Adnd other
heads of department. Minutes of meetings of the committee submitted to HIQA showed
that the committee had oversight of audit activities related to INEWS, performance data
including the National Office of Clinical Audit (NOCAY ¥ Y¥dnd mortality data, risks and
clinical incidents related to the deteriorating patient, relevant policies, and staff education
and training. Meetings were well attended, action orientated and actions were progressed
from meeting to meeting.

Transitions of Care

The hospital had a multidisciplinary Bed Management Committee chaired by a consultant
physician in geriatric medicine who was operationally accountable and reported to the
executive management team every month. Membership of the committee included the
director of operations with responsibility for scheduled and unscheduled care, director of
nursing, lead clinical directors, head of bed management, discharge coordinator, chair of
the medical executive, an emergency department representative and the clinical nurse
manager grade three from critical care. Minutes of meetings submitted to HIQA showed the
committee met monthly, in line with its terms of reference, meetings followed a structured
agenda and the committee had oversightoft he hospi tal 6s pretof or 1
relevant key performance indicators and organisational activity. Meetings of the committee
were well attended, action orientated and actions were progressed from meeting to

meeting. Me mber s of St Vincentdés Healthcare Gr

Overall, HI QA was satisfied t hdormalsdd covporate e
and clinical governance arrangements in place that defined the roles, accountability and
responsibilities for assuring the quality and safety of healthcare services.

Judgment: Compliant

*xxx |rish National Early Warning System (INEWS) - is an early warning system to assist staff to
recognise and respond to clinical deterioration. Early recognition of deterioration can prevent
unanticipated cardiac arrest, unplanned ICU admission or readmission, delayed care resulting in
prolonged length of stay, patient or family distress and a requirement for more complex intervention.
AAAcritical Care Outreach Coordinator is an ICU or CCUnurse who works within the multidisciplinary
outreach team to identify patients at risk of deterioration on the ward , as well as patients with high
early warning system scores. The outreach team provides advice and clinical support to the ward staff
by liaising with the primary and anaesthetic teams as early as possible to respond and deliver the
most appropriate management.

y ¥ yNational Office of Clinical Audit (NOCA)- manages a suite of national clinical audits. Each audit
focuses on a unique area of healthcare, such as hip fracture, major trauma, hospital mortality, ICU
care and joint replacements. Available online from: http s://www.noca.ie/audits/irish -national-icu-audit.
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Standard 5.5: Service providers have effective management arrangements to support and

promote the delivery of high quality, safe and reliable healthcare services.

Findings relating to the e mergency department

The hospital had defined lines of responsibility and accountability with devolved autonomy
and decision-making for the governance and management of unscheduled and emergency
care. There was evidence of strong clinical and nursing leadership in the emergency
department. Operational governance and oversight of the day-to-day workings of the
emergency department was the responsibility of the consultant lead in emergency
medicine. TwWo g oV er nan c dhe &EmergancytDeparément Operations Working
Group and the Medicine and Emergency Medicine Directorate had oversight of
operational processes intheh o s p iemerdericy department including those that impact
on patient flow and surge capacity in the department.

On arrival to the emergency department, all attendees were promptly assessed for signs
and symptoms of COVID-19 and streamed to the appropriate care pathway, in line with
national guidance. Self-presenting attendees checked in at reception and waited to be
called for triage. Patients with no signs or symptoms of COVID-19 were directed to a
specific waiting area comprising 18 chairs. Patients presenting with signs or symptoms of
COVID19 were directed to a separate waiting area. There was minimum physical
distancing of one metre in bot h areas. Inspectors observed that staff working in the
emergency department were wearing appropriate personal protective equipment (PPE)in
line with current public health guidelines .

At 11.00am, there were 56 patients in the emergency department. Three patients were
waiting in the non -COVID-19 waiting area awaiting triage, not all patients were observed
wearing facial coverings. One patient was waiting in the COVID-19 waiting area awaiting
triage, this patient was observed wearing facial covering.

The remaining 52 patients in the main emergency department area were assigned to the
non-COVID-19 or COVID-19 pathway based on their infective status. All patients had been
triaged and assigned to the relevant prioritisation category levels 1-5 in line with the
Manchester Triage System$888 The majority (27) of patients were prioritised as orange
category (priority level 2, review within 10 minutes, very urgent cases). Nineteen patients
were prioritised as yellow category (priority level 3, review within 30 minutes, less urgent
cases). The remaining six patients were prioritised as green category (priority level 4,
review within 90 minutes, standard cases). Staff could view the status of all patients in the
depart ment t heir Ilpvelsaodwaitingsiame ® nvicatelger
electronic operating system.

8888 Manchester Triage Systemis a clinical risk management tool used by clinicians in emergency
departments to assign a clinical priority to patients, based on presenting signs and symptoms, without
making assumptions about underlying diagnosis. Patients are allocated to one of five categories,
which determines the urgency of the patientds needs.
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Continuous and effective flow of patients within and out of the hospital is essential for
optimal service delivery in an emergency department. On the first day of the inspection,
the hospital had 23 beds closed because a clinical area was being refurbished. However,
despite this, inspectors were assured that hospital management had implemented
contingencies to ensure that the hospital
This was done through increasing inpatient capacity in other clinical areas and accessing
bedsinSt Vi ncent 6s Phere weatnebeds orclmicat agebs.closed as a esult
of an infection outboreak on t he days of .HI QA6s i nspect.i

Staff who spoke with inspectors recounted how the delay in discharging and transferring
patients from the hospital impacted effective patient flow from the emergency department.
Between January and July 2022, the h o s p inunzbér 6f bed days lost to delayed
discharges increased month on month, ranging from 960 to 1,305. Over the same time
frame, the monthly delayed discharges (including fair deal) at the hospital ranged from 28
to 44. On the days of inspection, the availability of inpatient beds was further impacted by
the delay in accessing diagnostic services at the hospital, which was as a result of issues
with resourcing equi pment and staffing.

Collectively, the mismatch between availability and demand for inpatient beds, evident on
the days of inspection, impacted the flow of patients through the emergency department
and contributed to the boarding of admitted patients in the department. This in turn
negatively impacted on patient experience times. At 11.00am on day one of inspection, the
waiting time from:

A registration to triage ranged from two minutes to one hour 10 min utes. The
average waiting time was 17 minutes

A triage to medical review ranged from one minute to three hours 54 minutes. The
average waiting time was one hour four minutes

A the decision to admit to actual admission in an inpatient bed ranged from 10
minutes to 10 hours, the average time was four hours 30 minutes. Notwithstanding
this,on t he morning of day tbereaver®datietd Waiing s
longer than 10 hours in the emergency department  five patients were boarding in
the emergency department in excess of 40 hours.

Hospital management had implemented or were implementing measures to improve and
support effective patient flow in the emergency depar tment and increase surge capacity
across the hospital and hospital group. These included:

A establishing the Productive Patient Journey Taskforce which will incorporate the
emergency department 6s .dheeurpase ofthis grouyis to k
establish a structure to implement new and enhanced processes to support
continuous, effective patient flow in
with primary care, St Vincentods Health
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Vincent 6s Privamei Hoesps tldbspiStalColl r el
Community Health Organisation 6 (CHOG6)

maximising and utilising step-down beds in the community in facilities under and
outsidet he governance of SHospitai ncent 6s Uni

using the oOsabhéeiyenét whereby inpatient
Hospital, are used to increase inpatient bed capacity

the hospital carrying out a high level strategic assessment review of its current and
future capacity needs both from a surgical and critical care perspective. This
strategic assessment review will be submitted to the HSE in order to progress a
preliminary business case for future capital investment to increase hospital capacity.

A number of pathways to support patient flow from the emergency department included:

A

streaming patients to established care pathways, where appropriate. For, example,

and syncope® A A pathways

Kkkkk

the stroke, sepsis, respiratory, deep vein thrombosis

transferpati ents to t he hofAssesnieat Uritand Aaute MezlicaM
Unit

transfer patientsto StColumc i | | eds Hospital and St M

the Assistant Director of Nursing with responsibility for patient flow meets with the
multidisciplinary team daily to discuss inpatient bed capacity and demand, and
issues with delayed transfers of care. Information on inpatient capacity and
demand, and patient flow is captured on an information management system,
accessible to nursing and medical staff

meetings with the community nursing homes and Public Health Nurse link person
were held weekly to identify capacity and issues that may potentially impact on the
timely transfer and discharge of patients. For example, issues with homecare
services and social issues, such as homelessness that might negavely impact on
the timely transfer of patients

carrying out additional ward rounding by medical consultant staff Monday to Friday
to identify patients for discharge and or issues impacting on discharge

using the navigation hub meetings with clinical nurse managers to identify, plan
and support patients for discharge and identify issues that may impact on their
timely discharge

proactively working with the Head of Social Care, Older Persons and CHO6 to
facilitate the safe and timely transfer and discharge of patients, and the integration
of unscheduled care at hospital and regional levels

*****

Deep vein thrombosis occurs when a blood clot (thrombus) forms in one or more of the deep

veins in the body, usually in the legs.

AAASyncope isa temporary loss of consciousness often referred to as passing out, usually related to
insufficient blood flow to the brain .
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A liaising with general practitioners (GPs)i n t he hospital 6s ca
timely discharge of patients

A increase access to diagnostic services- hospital management had submitted a
business case to the Ireland East Hospital Group for an additional computerised
tomography (CT)Y ¥ ¥ %¢anner to help increase access to diagnostics in the
hospital 6s ememtgency departm

On day one of inspection, there was evidence that the measures described abovewere
being implemented.

The Acute MedicalAssessmentUni t and Acute Medical Uni t

five beds were located in the Acute Medical AssessmentUnit (short stay unit for six to 12

hours) and 35 beds were located in the Acute Medical Unit (longer stay of 72 hours). The

Acute Medical AssessmentUnit and Acute Medical Unit operated 24/7 and during core

working hours (9.00am-5.00pm), it was staffed by desi gnated staff comprising four whole-

time equivalent (WTE)$8588 consultant physicians supported by five non-consultant doctors
two registrars, one to two senior house officers and one intern.

The medical team were supported by a multidisciplinary team comprising 3.5 WTE
advanced nurse practitioners (ANPs), and health and social care professionals, including a
physiotherapist and occupational therapist. The on-call medical physician was responsible
for the unit outside core working hours (5.00pm -8.00am). The unit also had a designated
nursing staff complement comprising 33.5 WTE (including management grade) and one
WTE clinical skills facilitator. Nursing staff were supported by 14 WTE healthcare assistants.
Performance data, including the number of patients admitted and discharges from the unit,
average and median length of stay and readmission rate were collected and collated every
month.

The Acute Medical AssessmentUnit and Acute Medical Unit were not functioning as
designed, as an alternate flow pathway for patients in order to take pressure from the
emergency department, rather it was used as a pathway from the department. This
indicated to HIQA that the normal mea ns of facilitating patient flow were not as effective

as they should be. This combined with reduced surge capacity and the total volume of
attendees to the hospital s emergency dep
70% of admitted patients in the emergency department.

In the first seven months of 2022 (January -July), 96% of patients admitted to the short
stay Acute MedicalAssessmentUni t were from the hospi Afer
six to 12 hours in the Acute Medical Assessment Unit, hese patients were moved to the

¥ V¥ ¥ computerised tomography (CT) scan combines a series of Xray images taken from different
angles of the body and uses computer processing to create different images of the bones, blood
vessels and soft tissuesin the body.

88888 Whole-time equivalent (WTE) - allows part-time staff working hours to be standardised against
those working full-time. For example, the standardised figure is 1.0, which refers to staff working full -
time while 0.5 refers to staff working half full -time hours.
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Acute Medical Unit where after 72 hours if not discharged, they were admitted under the
care of a specialist medical team and assigned an inpatient bed.

Overall, the hospital had defined management arrangements in place to manage and
oversee delivery of care in the emergency department. However, circumstances suchas
high numbers of attendances to the department combined with issues of ineffective patient
flow, limited surge capacity and reduced access to transitional, rehabilitation and step
down beds in the community impacted on the continuous and effective flow of patients
through the emergency department. Although, hospital management had implemented a
range of measures to improve the flow of patents in the department an d increase surge
capacity, it was evident from findings on day one of inspection, that the measures
implemented to date were not fully effective in managing the potential patient safety risks
associated with lengthy stays in the department.

Judgment: Partially compliant

Standard 5.5: Service providers have effective management arrangements to support and

promote the delivery of high quality, safe and reliable healthcare services.

Findings relating to the wider hospital and other clinical areas visited

HIQA found that the hospital had management arrangements in place in relation to the
four areas of known harm for the wider hospital and clinical areas as follows:

Infection Prevention and Control
The hospital had an infection prevention and control team comprising:

-

A 3.15 whole-time equivalent (WTE) consultant microbiologists

>~

Four WTE non-consultant hospital doctors at specialist registrar and registrar grades

>\

Six WTE infection prevention and control clinical nurses specialists

>\

One WTE assistant director of nursing with responsibility for infection prevention
and control

>\

Two WTE surveillance scientists

>~

One WTE surgical site surveillance coordinator

>\

Two WTE antimicrobial pharmacists

>~

1.5 WTE administrative support.

Staff had 24/7 access to a consultant microbiologist. The hospital did not have an
overarching infection prevention and control programme “™ as per national

Fkkkkok

An agreed infection prevention and control programme as outlined in the National Standards for
the Prevention and Control of Healthcare-Associated Infections in Acute Healthcare Services(2017),
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standards,” # A ABudt had an infection prevention and control plan. The infection prevention
and control team had responsibility for the implementationof t h e h o snfedtiagna |l 6 s
prevention and control annual plan and reported on progress in implementing the annual
plan to the Infection Prevention and Control Committee every three months . The team

also submitted an annual report to the Infection Prevention and Control Committee.

The infection prevention and control annual report for 2021, submitted to HIQA was
comprehensive. It comprised a number of reports, including an alert organism surveillance
report, performance against key infection prevention and control performance indicators
and a hand hygiene audit report. HIQA noted that some of the reports had identified
recommendations to improve infection prevention and control practices at the hospital,

but time -bound action plans to support the implementation of all recommendations were
not developed. This can be easily remedied after this inspection, as action plans provide a
framework to implement recommendations from reports and ensure that identified
changes are made to improve healthcare services.

The hospital had an Antimicrobial Advisory Committee assignedwith responsibility for the
devel opment and coordination of the hospi
committee was accountable and reported to the Drugs and Therapeutics Committee and
the Infection Prevention and Control Committee. The antimicrobial stewardship team
comprised a consultant microbiologist supported by two clinical pharmacists. The
antimicrobial stewardship team developed an annual plan that outlined its key objectives
for the year and produced an annual report detailing the achievements in meeting the
objectives in the plan, surveillance data, audit findings and education sessions provided to
non-consultant hospital doctors.

Medication safety

The hospital had a clinical pharmacy servicey ¥ ¥ ¥ Which was led by the hospitald shief
pharmacist. The hospital had approval for:

A 46 WTE pharmacists
A 22 WTE pharmacy technicians.
At the time of inspection, tHaeknind\WEEpdcanaes 6 s

six clinical pharmacists and three pharmacy technicians, which represented a variance of
13% of the depart ment opharnsapigh and phardacyaeachthicianstaffu a

sets out clear strategic direction for the delivery of the objectives of the prog ramme in short-,
medium- and long-term, as appropriate to the needs of the service.

AAAARAalth Information and Quality Authority. National Standards for the Prevention and Control of
Healthcare-Associated Infections in Acute Healthcare Srvices Dublin: Health Information and Quality
Authority. 2017. Available online from: https://www.higa.ie/reports -and-publications/standard/2017 -
national-standards-prevention-and-control-healthcare.

¥ ¥y Y Aklinical pharmacy service is a service provided by a qualified pharmacist which promotes and

supports rational, safe and appropriate medication usage in the clinical setting.
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complement. HIQA was satisfied that hospital management were actively working to recruit
pharmacy staff.

The Drugs and Therapeutics Committee developed a medication annual plan, which
comprised short-, medium- and long-term objectives to support medication safety practices
at the hospital. The areas of focus identified in the short-term plan for 2022 included,
analysis of medication incidents reports and quality improvement initiatives related to
patient dischar ge amhecoRPmittek prodscedrad anud medeaia e
safety report, which provided information on medicat ion safety incidents, including the
guality improvement initiatives implemented in response to clinical incidents, such as
medication safety huddles.558888 Medication safety incidents are discussed further under
standard 3.3 below.

Deteriorating patient

The hospital did not have a deteriorating patient improvement programme, but had a
Deteriorating Patient Committee with assigned responsibility for overseeing the care
provided to the deteriorating patient. This included oversight of the implementation of
national INEWS and sepsis guidelines at the hospital.

Transitions of Care

HIQA was satisfied that the hospital had management arrangements in place to monitor
issues that impact effective, safe transitions of care. Transitions of care incorporates

internal transfers, shift and interdepartmental handovers, external transfer of patients to
other healthcare services and patient discharge. The hospi tal 6s Bed N
Committee had oversight of scheduled and unscheduled care activities and issues
contributing to delayed discharges at the hospital.

Nursing, medical and support staff workforce arrangements

An effectively managed healthcare service ensures that there are sufficient staff available
at the right time, with the right skills to deliver safe, high -quality care and that there are
necessary management controls, processes and functions in place

The h o s p iDiremtbr @fsHuman Resources was operationally accountable for the human
resource department and reported to the h o s p iChief Exécsitive Officer (interim). The
director also reported on performance to the Director of Human Resources in the Ireland
East Hospital Group.

The hospital s tot al approved compl ement
inspection, 1169.2 WTE nursing positions were filled, which represented a variance of
63.56 WTE (5.2%) between the approved and actual nursing staff complement. Clinical
nurse managers provided inspectors with documentary evidence in relation to staffing

888888 A huddle is a short, stand-up meeting 8 10 minutes or less 8 that is typically used at the start
of each shift in a clinical setting.
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levels in their clinical areas. On the days of inspection, there was evidence of nursing
staffing deficits in the range of 15% to 24.5% in the three clinical inpatient areas visited.
This was a concern for HIQA. Nurse staffing levels in the emergency department is
discussed under national standard 6.1 in the emergency department section. The hospital
used agency staff and existing nursing staff worked extra shifts to fill shortfalls in the
nursing staff roster. While hospital management were actively working to recruit nursing
staff to fill vacancies, reliance on agency staff and staff working extra shifts to fill shortfalls
in the staff roster is not sustainable.

The hospitalé ®tal approved posts for healthcare assistants was 196.84 WTE. At the time
of inspection, 179.35 WTE healthcare assistantpositions were filled. Documentary evidence
submitted to HIQA showed that there was a deficit of healthcare assistants in the range of
10% to 20% in two of thethree c |l i ni cal areas visited duri
inspection.

The hospital had a total approved complement of 530.82 WTE for medical staff
(consultants and non-consultant hospital doctors). All consultant positions were filled on a
permanent or locum basis, but the hospital did have a deficit of ten WTE non -consultant
hospital doctors.

Thehospi t al Oactal absepteeism ratelfor May 2022 was 3.5% excluding COVID-19
absenteeism, which when included increased the absenteeismrate to 5.27%. The

hospt al 6 s rate of absenteeism was | ower t ha
4.7% and below the national rate of less than or equal to 4%. Supports in place to address
absenteeism are discussedfurther under national standard 6.4.

Staff t raining and education

The Quality and Patient Safety Executive had oversight of the staff uptake of mandatory
training. The Director of Human Resources also provided an update on the uptake of
mandatory training at meetings of the executive management team.

Staff were required to complete online mandatory training in relation to fire training, hand
hygiene and manual handling. Staff were also required to complete mandatory and

essential training relevant to their scope of practice and role. Staff u ptake of online
mandatory trainingwas r ecor ded oelecttoricdrairting sygtamtardl 6 s
attendance at training was monitored by the hospitalb s Lear ni ng and Or
Development Department. Attendance and uptake of mandatory and essential training in
relation to the four areas of known harm was also recorded at local clinical area level.
Further details on staff uptake of mandatory and essential training is provided under
national standard 3.1.

Overall, the hospital had management arrangements in place to manage, support and
oversee the delivery of safe and reliable healthcare in the wider hospital and clinical areas
visited on the days of inspection. Notwithstanding this, there were staffing deficits in all
clinical areas visited during HI QAds insp
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management were actively working to address staff vacancies across all disciplines the
short-term measures of using agency and staff working extra shifts to fill sho rtfalls in the
roster is not sustainable and is a patient safety risk.

Judgment: Partially compliant

Inspection findings relating to the Emergency Department

The following section outlines other findings from the ins pection as they related to
the emergency department. Findings and judgments are presented under three (6.1,
1.6 and 3.1) of the four national standards from the National Standards for Safer
Better Healthcare relating to the themes of workforce; p erson-centred care and
support; and safe care and support assessed in the emergency department

Standard 6.1 Service providers plan, organise and manage their workforce to achieve the

service objectives for high quality, safe and reliable healthcare.

The hospital had workforce arrangements in place to support and promote the delivery of
high-quality, safe and reliable healthcare. Staffing levels for medical staff in the emergency
department were maintained at levels to support the provision of 24/7 emergency care.

The emergency department had 8.53 WTE consultants in emergency medicine. One of the
consultants in emergency medicine was the assigned clinical lead for the department and
was responsible for the day-to-day functioning of the department. The consultant was
operationally accountabl e and r ep o Mddeiae atdo
Emergency Medicine Directorate All nine consultants in emergency medicine were on the
specialist register with the Irish Medical Council. One consultant had sessional
commitments in other hospitalswi t hi n t he St Vincentds Hea

Fdhkkkkk

A senior clinical decisionmaker at consultant level was on site in the emergency
department each day, with availability on a 24/7 basis . Attendees to the emergency
department were assigned to the consultant on call until admitted or discharged. If
admitted, the patient was admitted under a specialist consultant and boarded in the
emergency department while awaiting an inpatient bed.

The hospital was an approved training site for non -consultant hospital doctors on the basic
training and higher specialist training schemes in emergency medicine. Consultants in the
emergency department were supported by 33 WTE non-consultant hospital doctors at
registrar, senior house officer and intern grades, providing 24/7 medical cover in the
department 13 registrars and 15 senior house officers. Five WTE (15%) of the 33 non -
consultant hospital doctor positions were unfilled at the time of inspection  four at

Fkkdokk

Senior decisionmakers are defined here as a doctor at registrar grade or a consultant who has
undergone appropriate training to make independent decisions around patient admission and
discharge.
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registrar grade and one at senior house officer grade. Just under half (45%) of the non -
consultant hospital doctors were on a training scheme.

The emer gency de p anursimetafft(idckiding managenvest drades)
complement was 77.52 WTE On the first dayofins pecti on, the depa
nursing staff complement was 75.64 WTE This represented a variance of 1.88 WTE, a
difference of 2.4% between the approved and actual nursing staff complement. Hospital
management were managing the difference in nurse staffing levels through an ongoing
recruitment campaign, the use of agency nurses and existing staff working additional
hours, which is not sustainable in the long -term.

On the first day of inspection, the department were running short on the number of nurses
rostered on day and night shift. The department did not have its full rostered complement
of 18 WTE staff nurses (including management grades) on day duty and 18 WTE staff
nurses (including management grades) on night duty. Due to short-term absenteeism, the
department was short two WTE (11%) staff nurses on day duty and four WTE (22%) staff
nurses on night duty.

Inspectors reviewed nursing staff rosters from the preceding four -week period and these
showed that short-term absenteeism did impactonthe d e p a r t mese s$taifisg levels.
During this period, the department was short in the range of four to eight (22% -44%) staff
nurses during the day and three to nine (16 -50%) staff nurses at night. While, the shortfall
in nurse staffing levels over the four -week period was generally in the mid-20%, inspectors
noted that on one occasion it was 44% and on another occasion it was 50%.

The nurse manager for the medicine and emergency medicne directorate had overall
nursing responsibility for the emergency department. A clinical nurse manager grade 3 was
rostered on duty Monday i Friday during core working hours (8am-6pm). A clinical nurse
manager grade 2 was rostered on each shift (day and night). Nursing staff were supported
by 15 WTE healthcare assistants six were rostered on day duty and six on night duty.
However, rosters from the preceding four -week period showed that, due to short -term
absenteeism, the department was short in the range of one to th ree (17%-50%) on the
rostered complement of healthcare assistants during some day and night shifts.

The hospital will be included in the phase 2 roll out of the Framework for Safe Nurse
Staffing and Skill Mix in Adult Emergency Care Settings in Ireland launched by the Minister
of Health in June 2022.A AAA APhfs framework supports emergency department nurse
managers and hospital management to assess and plan their nursing and support staff

workforce to meet the needs of their specific emergency care setting. The framework will

AAAA IDepartment of Health. Framework for Safe Nurse Staffing and Skill Mix in Adult Emergency Care
Settings in Ireland. Dublin: Department of Health. 2022. Available online:
https://assets.gov.ie/226687/1a13b01a -83a3-4c06-875f-010189bele22.pdf
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help determine if an uplift in nursing and support staff is required for the emergency
department at St Vincentds University Hos

Other members of the multidisciplinary team in the emergency department included:

A five advanced nurse practitioners
an infection prevention and control nurse

a clinical pharmacist
three clinical skills facilitators

a general practitioner (GP) liaison nurse

> > > > >

ot her health and soci al care professio
therapist, psychiatric liaison nurse and physiotherapist

Medical and nurse staffing was an identified risk recorded on both the medical directorate
ri sk register and hospital s corporate ri
controls and actions to mitigate this risk and these controls were reviewed and updated
every month at meetings of the executive management team and Medicine and Emergency
Medicine Directorate.

It was evident from staff training records re viewed by inspectors that nursing and medical
staff in the emergency department undertook multid isciplinary team training appropriate to
their scope of practice every two years. The hospital had a system in place to monitor and
report on staff attendance at mandatory and essential training. Essential training relevant
to the four areas of harm was overseen by the clinical nurse manager and clinical skills
facilitators assigned to the emergency department.

HIQA found that the percentage of staff attendance and uptake at mandatory and essential
training could be improved. Training records for nursing staff showed that:

A 55% of nurses were compliant with hand hygiene practices i significantly below
the HSEG6s target of 90%

A 55% of nurses were up to date in basic life support training
A 55% of nurses were up to date with training on the national early warning system

A 55% of nurses were up to date with training on the national maternity warning
system

A 96% of nurses were up to date with training on medication safety
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A all nurses were up to date in training on national guidance in clinical handover and
Introduction, Situation, Background, Assessment, Recommendation (ISBARY ¥ ¥ V¥ ¥¥
communication tool

A 55% of nurses were up to date in training on the Manchester Triage System.
Training records for medical staff showed that:
A 31% of medical staff were up to date in basic life support training

Overall, HIQA found that as a result of short-term absenteeism, the emergency department
had a shortfall of two WTE on the number of nurses rostered on the first day of inspection .
Immediate risks to patients posed by this deficit were being prevented by the use of
agency staff and existing staff working overtime to maintain the nursing roster , but this is
not sustainable in the long term. However, a review of nursing rosters for the four -weeks
previ ous to HI QAO6s i n s pwere signiicant shastfialls w thelnurhblera t
of nurses rostered and the actual number of nurses on duty during the day and at night.
Generally, the shortfall in nursing staff was in the range of the mid 20% howe ver, on one
occasion it did reach 44% during the day and 50% at night. HIQA was concerned about
the potential patient safety risk as a result of the nurse staffing shortfall . Hospital
management need to plan, organise and manage their workforce to ensure t he service is
responsive to changes in workload or resources to ensure the delivery of high-quality, safe
services. Furthermore, staff attendance at and uptake of mandatory and essential training

is an area that needs to be improved. It is essential that hospital management ensure that
all clinical staff have undertaken mandatory and essential training appropriate to their
scope of practice and at the required frequency, in line with national standards. This issue
should be readily fixable, and should represent a key focus for early improvement efforts
following this inspection.

Judgment: Partially compliant

Standard 1.6: Service userso6 dignity, pri

People have a right to expect that their digni ty, privacy and confidentiality would be
respected and promoted when attending for emergency care .5858888 Staff working in the

¥ ¥y Y 4déntify, Situation, Background, Assessment and Recommendation (ISBAR) communication tool
is a structured framework which outlines the information to be transferred in a variety of situations,
such as bedside handover, internal or external transfers (for example, from nursing home to ho spital,
from ward to theatre), communicating with other members of the multidisciplinary team, and upon
discharge or transfer to another health facility .

8888888 Health Information and Quality Authority. Guidance on a Human Rightsbased Approach in
Health and Social Care ServicesDublin: Health Information and Quality Authority. 2019. Available
online from: https://www.higa.ie/reports -and-publications/quide/guidance -human-rights-based-
approach-health-and-social-care-services
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h o s p iemexdericy department were committed and dedicated to promoting a person-
centred approach to care. Staff were observed by inspectors to be kind and caring towards
patients in the department.

On day one of the inspection, inspectors observed patientséprivacy and dignity promoted
and respected during clinical assessmens and when providing care. Curtains were drawn
around patients accommodated in multi-occupancy areas and the doors of single rooms
were closed. Patients sitting on a chair awaiting admission were provided with a blanket at
night and were provided with light meals and drinks throughout the day. On day two of the
inspection, inspectors observed four patients accommodated on trolleys on corridors in the
emergency department. The privacy and dignity of these patients could not be protected in
the same way as those accommodated in cubicles andmulti-occupancy areas. Maintaining
confidentiality in such a location was also difficult.

These findings were consistent with the findings from the 2021 National Inpatient
Experience Survey,where in relation to questions specifically related to the emergency
department, the hos p i ts@oille @as similar to the national average score. Specifically, with
regard to:

A communication with doctors and nurses in the emergency department, the hospital
scored 8.0 (national average - 8.0)

A privacy when being examined or treated in the emergency department, the hospital
scored 8.2 (national average - 8.3)

A being treated with respect and dignity in the emergency dep artment, the hospital
scored 8.8 (national average - 8.8).

The hospital had implemented a number of person-centred initiative s to improve the
experiences of older persons attending the emergency department and or to reduce or
avoid the need for these patients to come to the emergency department. These included:

A Older Persons Assessment Hub (OPRAH) there was a designated area in the
emergency department where older persons were assessed by a multidisciplinary
team and a plan of care developed, which integrated relevant services in the
community. The service is led by the geriatric emergency medicine consultant in the
emergency department and staffed from the existing complement of staff in the
department. The service had two designated advanced nurse practitioners who were
Older Person Assessment Liaisons (OPAL).

A Emergency Department in the Home (EDITH)  this service was developed to
support frail and older persons living in the catchment area of the hospital who
require additional support to be able to remain in their home or place of residence.
The team comprised a non-consultant hospital doctor at registrar grade in
emergency medicine or geriatric medicine and or an advanced nurse practitioner in
geriatric medicine and an occupational therapist to support the provision of care in
t he p ehomeonpiase of residence. The service refers patients to a range of
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different pathways according to their assessed needs, for example, primary care
referral to the GP or Public Health Nurse, the Community Intervention Team,™
hospital outreach pathways and community pathways. The service was operational
during the week (Monday to Friday) 10.00am to 8.00pm and at the weekends
(Saturday and Sunday) 8.00am to 6.00pm.

A Working with the Community Intervention Team to identify those patients where
enhanced services or acute intervention may be needed for a defined short period of
time, which may be provided at home, in a residential setting or in the community,
as deemed appropriate and thereby facilitate early discharge.

Overall, there was evidence that hospital management and staff were aware of the need to
respect and promote the dignity, privacy and autonomy of people receiving care at the
hospital, and this is consistent with the human rights -based approach to care supported
and promoted by HIQA. Notwithstanding the initiatives implemented for the older person,
the practice of boarding admitted patients in the emergency department impacted on the
effective functioning of the department as evident by the patient experience times, and did

i mpact on any meaningf ul promoti on nagwith he
personal care. This challenge was recognised by hospital management on the days of
inspection.

Judgment: Partially compliant

Standard 3.1: Service providers protect service users from the risk of harm associated with

the design and delivery of healthcare services.

The hospital collected data on a range of different quality and safety indicators related to
the emergency department, in line with the national HSE reporting requirements. Data was
collated on the number of presentationstoandad mi ssi ons from t he |
department, delayed transfers of care and ambulance turnaround times. Collated
performance data and compliance with relevant national key performance indicators was
reviewed at meetings of relevant governance and oversight committees 8 Emergency
Department Operations Working Group, Executive Management Team, Medicine and
Emergency Medicine Directorateandp er f or mance meetings with
Healthcare Group and Ireland East Hospital Group

FkkkkFkK

A Community Intervention Team (CIT) is a specialist, health professional team which provides
a rapid and integrated response to a patient with an acute episode of illness w ho requires enhanced
services or acute intervention for a defined short period of time , which may be provided at home, in a
residential setting or in the community as deemed appropriate, thereby avoiding acute hospital
attendance or admission, or facilitating early discharge.
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Performance data on the patient experience time collected on day one of inspection,
showed that at 11.00am, the hospital was not compliant with any of the national key
performance indicators for the emergency department set by the HSE At that time:

A 34 (61%) attendees to the emergency department were in the department for more
than six hours after registration. This was not in line with the national target which
requires that 70% of attendees are admitted to a hospital bed or discharged within
six hours of registration.

A 31 (55%) attendees to the emergency department were in the department for more
than nine hours after registration. This figure falls short of the national target of
85% of attendees being admitted to a hospital bed or discharged within nine hours
of registration.

A Seven (13%) attendees to the emergency department were in the department for
more than 24 hours after registration. The department was below the national
target which aims for 97% of patients to be admitted to a hospital bed or disc harged
within 24 hours of registration.

A 17 (30%) attendees to the emergency department were aged 75 years and over.
65% (14) of these patients aged 75 years and over were admitted or discharged
within nine hours of registration. This was not in line with t he national target that
99% of patients aged 75 years and over be admitted to a hospital bed or discharged
within nine hours of registration.

A Two (12%) attendees to the emergency department aged 75 years and over were
not discharged or admitted within 24 hours of registration. The national target for
this indicator was 99%, which the department fell short of.

Hospital management had developed a quality improvement plan to address findings of the
National Inpatient Experience Survey related to communication and dignity, respect and
privacy.

Similar to other emergency departments, t
performance indicator for ambulance turnaround time interval of less than 30 minutes. In
June 2022, 11% of ambul ances that attended the h
turnaround time interval less than 30 minutes, which further demonstrates how the issue

of ineffective patient flow in the emergency department affects the timely offload and

review of patients.

Risk management

Risks were managedat emergency department level with oversight of the process assigned
to the clinical nurse manager grade three and the Assistant Director of Nursing for the
emergency department. Risks that could not be managed at local and directorate level
were escal ated to and orgamusatiordleisk register. Atlthe time ofs
inspection, there were five risks recorded on the medical directorated Esk register, two of
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the risks related to the emergency department c a p a c risk of transmigsion of
COVID19. Both risks were risk-rated h i g h the risk r el -aateémd, t
with a score of 20 and the other risk related to the transmission of COVID-19 was also risk-
rated red, with a score of 20. Actions and controls to manage and minimise the risks were
setoutinthe h o s p iotganisaliaal risk register and inspectors identified evidence of the
actions and controls being applied to reduce the identified risk . Organisational and
directorate risk registers were reviewed and updated at monthly meetings of the executive
management team and Medicine and Emergency Medicine Directorate Risks not managed
at hospital |l evel were escad@dugBbardc. o t he S

Infection prevention and control

A COVID 19 management pathway was in operation in the emergency department. On
arrival to the department, attendees were screened for signs and symptoms of COVID-19
and assigned to the appropriate pathway. Symptomatic patients had access to COVID19
rapid testing. The infection status of ea
operating system. A prioritisation system was used to allocate patients to the single
cubicles. Staff confirmed that terminal cleaning” A A A AWwA% carried out following suspected
or confirmed cases of COVID19. The emergency department was generally clean and well

maintained. There were no neutral or negative pressure isolation rooms in the department.
Medication safety

A clinical pharmacist was assigned to the emergency department. Medication reconciliation
occurred on patient admission. All medication information, policies, procedures protocols
and guidelines were available on an educational software application for mobile phones and
computers at point of care. Medication safety huddle s were provided by pharmacists to
staff in the emergency department, when needed.

Deteriorating patient

The hospital was using the INEWS version 2 observation chart to support the recognition
and response to a deteriorating patient in the emergency department. Compliance with the
use of, and completion of the INEWS observation chart was audited. There was evidence
that action plans were developed to address audit findings and a repeat audit carried out to
monitor the effectiveness of change in practice. The emergency medicine early warning
system was not used in the emergency department and while there was a plan to
implement the system, inspectors were told the date of implementation and roll out was
dependent on staffing levels in the department. The ISBARcommunication tool was used
when requesting patient reviews. Compliance with ISBAR was audited. A multidisciplinary
safety huddle was held in the emergency department each day at 8.30am to discuss the
activity, staffing and the status of patients in the department. Medical and surgical clinical
handover occurred from 3.00pm to 4.00pm and nursing handover occurred at shift

AAAAATEMINal cleaning refers to the cleaning procedures used to control the spread of infectious
diseases in a healthcare environment.
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changeover (7.30am and 8.00pm). The practice of nursing handover was supported by an
up-to-date formalised policy.

Transitions of care

The ISBARcommunication tool was used for internal and external patient transfers. The
hospital used an interdepartmental handover sheet when transferring patients within the
hospital.

Management of patient  safety incidents and serious reportable events

HIQA was satisfied that patient safety incidents and serious reportable events related to
the emergency department wer e r e pnamademaht i n
framework. Patient safety incidents and serious reportable events related to the
department were tracked and trended by the quality and pat ient safety department and
feedback on emerging trends and themes was provided to the nurse manager grade three,
Assistant Director of Nursing and the directorate nurse manager for the Medicine and
Emergency Medicine Directorate.The hospi tal és Serious | nc
oversight of the management of serious reportable events and serious incidents that
occurred in the emergency department.

Management of complaints

HIQA was assured that complaints related to the emergency department were managed

l ocally, in accordance wi t.l€Conplaiets  rdlating mithe al 0
emergency department were tracked and trended by the quality and patient safety
department with oversight from the Quality and Patient Safety Executive. Feedback on
emerging trends and themes was provided to the nurse manager grade three and Assistant
Director of Nursing for the emergency department, and was shared with nursing staff
thereafter.

While acknowledging the many measures that hospital management had implemented to
seek to manage patient flow and surge capacity, and reduce the immediate and potential
risk to patient safety, HIQA found that the measures implemented to date were not fully
effective in managing the issues in the emergency department. On the day of inspection,
the level of patients boarding in the department was symptomatic of ineffective patient
flow and limited surge capacity. This impacted on the waiting times of those where a
decision to admit had been made. Considering the increase in morbidity and mortality
associatedwith prolonged waiting times in the emergency department, this was a concern
for HIQA.

Judgment: Partially compliant
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Standard 5.8: Service providers have systematic monitoring arrangements for identifying
and acting on opportunities to continually improve the quality, safety and reliability of

healthcare services.

The hospital had systematic monitoring arrangements in place for identifying and acting on
opportunities to continually improve the quality, safety and reliability of healthcare services.

Monitoring serviceds performance

The hospital collected data on a range of different clinical measurements related to the
quality and safety of healthcare services in line with the national HSE reporting
requirements. Data was collected and reported every monthf or t h e H Spatest
safety indicator report (HPSIR) Collated performance data relating to finance, workforce,
quality and patient safety risks, including serious reportable events, scheduled and
unscheduled care activities, nursing and capital projects was reviewed at monthly
performance meetings between the hospital and Ireland East Hospital Group and meetings
of the executive managementteam. The chi ef cl i nical directo
Group attended meetings of the executive management team.

The hospital reported clinical incidents through the National Incident Management System
(NIMS).Y ¥ ¥ ¥ ¥ TiHére was evidence that the h o s p itinaylrepating of clinical incidents
(percentage of incidents created within 30 days of date of notification) had improved from
63% to 75 % in quarter four of 2021, inlinewith t h e H&tiBrialdarget of 70%.

Risk management

HIQA was assuredthat StM ncent 6s Uni versity Hospital
processes in place to monitor and manage risk and escalate risk appropriately. The
hospital 6s organi sat i on aimonthly rsektings ef gxecutive r w
management team and meetings of the Quality, Safety and Risk sub-committee of St
Vincent 6s Healt hcar e GCheluEpecuBive Officar.(intefirn)eepdnteds
on t he hhagls-natedirisks td the Ireland East Hospital Group every month.

The hospital submitted copies of their organisational risk register, clinical directorate risk
registers and local risk registers related to the clinical areas visited during the course of the
inspection to HIQA. All risk registers viewed by inspectors had controls and actions in place
to mitigate identified risks. There was evidence that risks that could not be managed at
directorate level, such as risks associated withinfection prevention and control, insufficient
staffing and inadequate inpatient bed capacity were escalated from the directorate risk
registers to the organisational risk register. These risks are outlined further in national
standard 3.1.

¥y YV THE National Incident Management System (NIMS) is a risk management system that enables
hospitals to report incidents in accordance with their statutory reporting obligation to the S tate Claims
Agency (Section 11 of the National Treasury Management Agency (Amendment) Act, 2000).
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The hospital had one patient advice and support lead who acted as the main contact for
patients, their families and carers.

Audit activity

St Vincent 6s H E€lmical Auditonanitt€erhad w\yeBight of all clinical audit
activity acrossthe hospital group. The committee, chaired by a consultant clinical
pathologist, met a minimum of six times a year and was operationally accountable and
reportedto St Vi ncent 6s Head, it linewvath its ter@s ab reference.
Membership included the Chief Executive Officer (interim), head of clinical audit and the
director of quality and s afety. The head of clinical audit provided feedback from the Audit
Committee to clinical directors. Minutes of meetings of the Clinical Audit Committee
submitted to HIQA showed the meetings were well attended, action-orientated and actions
were progressed from meeting to meeting.

Management of serious reportable events

The hospital 6s Serious I ncident Maheagemen
management of reporting, review and management of category one incidents and serious
reportable events, which occurred in the hospital and were responsible for ensuring that all
patient safety incidents were managed in line with the HSEG Bicident Management
Framework.

The SI MT was c hai rChdf BAegutiveé Offcer inteisny) and enénmibership
included clinical directors, patient safety and risk advisor, members of the executive
management team and relevant heads of departments, as applicable. The committee met
monthly and more recently two weekly and was operationally accountable and reported to
the executive management team, in line with its terms of reference. Minutes of meetings
submitted to HIQA indicated that preliminary assessments and final review reports were
reviewed and attendance at meetings of the SIMT was good. Serious reportable events
were tracked and trended each month and reviewed at meetings of the Quality and Patient
Safety Executive In addition, there was governance oversight of serious reportable events
by the executive management team and at the monthly performance meetings with the
Ireland East Hospital Group.

Management of patient  safety incidents

The hospital had systems and processes in place to identify and manage patient safety
incidents. Patient safety incidents and serious reportable events related to the clinical areas
visited were reported to the National Il nc
Incident Management Framework. The Quality and Patient Safety Executive had
governance and oversight of reported patient safety incidents. Patient safety incidents were
also discussed at performance meetings with the Ireland East Hospital Group and at the
executive management team meetings. Feedback on patient safety incidents was provided
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to staff by clinical nurse managers at shift handover. Patient safety incidents related to the
four areas of known harm are discussed further under national standard 3.3.

Feedback from people using the service

Findings from National Inpatient Experience Surveys were reviewed at meetings of the
Quiality and Patient Safety Executive and updates were provided to the executive
management team. The hospital was working to implement quality improvement initiatives,
in response to the National Inpatient Experience Survey findings (2021). The quality
improvement plans were focused on improving discharge summaries and providing
discharge specific information to families.

Overall, the hospital had systematic monitoring arrangements in place to identify and act
on opportunities to continually improve the quality, safety and reliability of the healthcare
servicesthey provided. However, the hospitald s r aepatedalinical incidents to the
National Incident Management System within 30 days of date of notification is le ss than the
national target of 7 0% and this is something that needs to be reviewed and addressed
following H 1 Q An8pection.

Judgment: Substantially compliant

Standard 6.4: Service providers support their workforce in delivering high quality, safe and

reliable healthcare

The hospital had occupational and other support systems in place to support staff in the
delivery of high-quality, safe healthcare. Staff had access to and were aware of how to
access occupational health services and the employeeassistance programmethrough a
dedicated page onthe StVince nt 6 s He al tlitranatr lespeGorobserved a good
working atmosphere between management and staff in the clinical areas visited. Staff
recount ewel dupportedy nd t h eahdrhaving@d cegpo o d wo r ki nayithr
line managers and felt that they could raise concerns about the quality and safety of
healthcare services. Clinical nurse managersalso felt comfortable about escalating
concerns to their assistant directors of nursing and felt supported to do so.

Non-consultant hospital doctors who spoke with inspectors felt supported and included as
part of the multidisciplinary team, and as members of relevant governance committees,
such as the Drugs and Therapeutics Committee and the Deteriorating Patient Committee.
The lead non-consultant hospital doctor had responsibility for providing support to non -
consultant hospital doctors. Supports provided included information and advice on mental
health and medical staff had access to the Employee Assistance Programme. Additional
support for non -consultant hospital doctors was also available through the Royal College of
Physicians of Ireland. Non-consultant hospital doctors were satisfied with on-call rostering
arrangements and felt well supported by consultant colleagues during core and outside
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core working hours. Over 90% of non-consultant hospital doctors were on a training
scheme and inspectors were told that mentoring and supervision was provided by
consultants during core working and outside core working hours.

The hospital had an up-to-date staff planning policy which outlined the human resources
directorated eesponsibilities for coordinating staff planningand the hos pi t al ma
responsibilities for reviewing and approving resources necessary to meet the needs of
patients. The human resources directorate also had responsibilities for the assessment of
organisational learning and development needs.

Overall, HIQA was assured that the hospital had occupational and other support systems in
place to support staff in the delivery of high -quality, safe healthcare.

Judgment: Compliant

Quality and Safety Dimension

Inspection findings in relation to the quality and safety dimension are presented under
seven national standards (1.6, 1.7, 1.8, 2.7, 2.8, 3.1 and 3.3) from the three themes of
person-centred care and support, effective care and support, and safe care and support.
Key inspection findings leading to these judgments are described in the following sections.

Standard 1.6: Service userso6 dignity, pri

Staff promoted a person-centred approach to care and were observed by inspectors as
being respectful, kind and caring towards people using the service. Inspectors observed
staff offering assistance to patients with their individual needs and protecting their privacy.
For example, inspectors observed that privacy curtains were drawn in multi-occupancy
rooms when patients were being assessed receiving personal care or being assisted into
bed or when assisting with dressing.

For the most part, the physical e nvironment in the clinical areas visited promoted the
privacy, dignity and confidentiality of patients receiving care. The clinical areas had single
rooms one clinical area visited had two isolation rooms, one of these rooms had en-suite
bathroom facilities. A second clinical area visited had one single room with no en-suite-
bathroom facilities. The third clinical area had five single rooms, all with en-suite bathroom
facilities and the multi-occupancy roomsin this clinical area also had en-suite bathroom
facilities. The lack of en-suite bathroom facilities meant patients with an infection risk or
mobility issues had to use commodes in multi-occupancy rooms which had the potential to
impact on their privacy and dignity.
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The findings from the 202 1 National Inpatient Experience Survey show that the hospital
scored 83% in relation to maintaining pat
slightly below the national score (87%). Pat i ent 6s per sonal i nfo
visited during the inspection was observed to be protected and stored appropriately.

Overall, there was evidence that hospital management and staff were aware of the need to
respect and promote the dignity, privacy and autonomy of people receiving care at the
hospital and this is consistent with the human rights -based approach to care supported and
promoted by HIQA. However, the limited number of en -suite bathroom facilities within the
hospital impactedon t he abil ity to promote and pro
especially those accommodated together in multi-occupancy rooms for infection prevention
and control reasons.

Judgment: Substantially compliant

Standard 1.7: Service providers promote a culture of kindness, consideration and respect.

Inspectors observed staff actively listening and effectively communicating with patients in
an open and sensitive manner, in line with their expressed needs and preferences. For
example, inspectors observed staff telephoninga p a t familp tb @evide them with an
update on the patient® condition. Staff were also observed responding in a timely and calm
way to a patient who was confused and tr ied to leave the clinical area a number of times.

Inspectors also found evidence of a person-centred approach to care, especially for
vulnerable patients receiving care in the clinical areas visited. For example, inspectors
observed how staff responded promptly to a falls alarm for patients at risk of falling. One of
the clinical areas visited had five low beds$8888888 to reduce the severity of the injuries
related to falls of vulnerable patients associatedwith getting in and out of high beds. In
another clinical area visited, there was a n  6-ef#h d f e wheweifamidy (hembers visiting
a seriously ill relative or a relative at end of life could stay overnight.

Overall, HIQA was satisfied that hospital management and staff promoted a culture of
kindness, consideration and respect for people accessing and receiving carein the three
clinical areas visited in the hospital. Relevant findings related to the emergency department
are discussed under national standards 1.6 in the emergency department section of this
report.

Judgment : Compliant

88888888 Low beds can help to prevent harm from falls - particularly for patients w ith delirium who
are at risk of falling out of bed, but who cannot be given bedrails as they might try to climb over
them.
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Standard 1.8: Service userso6 c o mgdmptly, ogedy a

and effectively with clear communication and support provided throughout this process.

The hospital had a compl ai nts macomgantme nt
ma n a g e me n tYoupSetvicecyyur Sag and had local complaints management
guidelines for staff. The director of quality and safety was the designated Complaints
Officer assigned with responsibility for managing complaints and for the implementation of
recommendations arising from reviews of complaints.

The QualityandPat ent Safety Executive had over si
complaints management process.Col | at ed data and infor mat
compliance with national guidance and standards on complaint management was
submitted to the Quality a nd Patient Safety Executive and to the Ireland East Hospital
Group's complaint managers and patient liaison forum every month. The Quality, Safety
and Risksubc ommi tt ee of St Vincentds Healthcar
complaints.

The complaints officer reported to the director of quality and patient safety (interim) and
was supported by three quality coordinators. The complaints team comprised one WTE
patient advice and support lead but, at the time of inspection, the position was not filled on
a full-time basis (0.8 WTE was filled with a deficit of 0.2 WTE). The hospital had approval
for two WTE patient advice and support administrators, 0.8 WTE of these positions were
filled and 1.2 WTE was unfilled. However, despite the unfilled positions, there was evidence
that the hospital responded promptly to complaintsa s p e r ¢ &Hoer SEhECE Bour
Sajyopolicy.

Documentation submitted to HIQA showed that in 2021, 89% of formal complaints were
resolved within 30 workingdays, whi c h was a b oatienaltalget of H®/&E@r s
closing complaints and higher than other hospitals within the Ireland East Hospital Group
(84% for voluntary hospitals and 67% for statutory hospitals). In 2022 , for the year to
date, the hospital had achieved 79% compliance in resolution of formal complaints within
30 working days.

In 2021, the hospital received 2,093 complaints 142 complaints were formally resolved
and 1,951 were resolved at local clinical area level. Complaints (verbal and written) were
tracked and trended by the complaints lead to identify emerging themes, categories and

the departments involved. Themes identified in 2021, included communication,p at i e n
property and visiting restrictions. The hospital had introduced quality improvement
initiatives as a result of some complaints received. For example, during the COVID-19
pandemic, the hospital introduced the V¥ ¢t A B e s tinitidvesinfirespodise to visiting
restrictions, where families and friends could send special messages and photographsto

¢
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inpatients. Following the introduction of this initiative, the hospital experienced a reduction
of 42% in complaints related to communication.

Staff in the clinical areas visited were knowledgeable about the complaints management
process. Staff who spoke to inspectors were aware of how verbal complaints were
managed and were provided with feedback on complaints at shift handover. When a formal
complaint was made to the quality and safety department, this information was shared

with staff on the ward.

Inspectors observed that there was no information about access to advocacy servicesfor
patients displayed in the clinical areas visited.

Overall, HIQA was assured that the hospital had systems and processes in place to respond
promptly, openly and effectively to complaints and concerns raised by people using the
service.

Judgmen t: Compliant

Standard 2.7: Healthcare is provided in a physical environment which supports the delivery

of high quality, safe, reliable care and protects the health and welfare of service users.

On the day of inspection, inspectors visited three clinical areas and observed that overall,
the hospital ds physical environment was g
evidence of general wear and tear of woodwork and floor surfaces, which did not facilitate
effective cleaning. Hospital management were progressing with plans to refurb ish ward
areas and one ward was closed due to refurbishment on the days of inspection.

Wall-mounted alcohol-based hand sanitiser dispensers were strategically located and
readily available, with hand hygiene signage clearly displayedthroughout the clinic al areas.
Inspectors noted that hand hygiene sinks throughout the hospital conformed to national
requirements.”™™™  However, there were non-clinical hand hygiene sinks in some of the
dirty utility rooms in some of the clinical areas visited.

The bed pan washer in one clinical area visited was out of service for four months and staff
were using a bedpan washer in another clinical area. No risk assessment had been
completed regarding this workaround. Inspectors were concerned that the practice
presented an infection prevention and control risk and requested that hospital management
complete an immediate risk assessmentto identify and control any potential risks to patient
safety. A risk assessmentwas completed and inspectors were satisfied that relevant
controls, which included a business case for funding for replacement equipment, were put

Fkkdkdokk

Department of Health, United Kingdom. Health Building Note 00-10 Part C: Sanitary
Assemblies United Kingdom: Department of Health. 2013. Available online from:
https://www.england.nhs.uk/wp -content/uploads/2021/05/HBN_00-10_Part_C_Final.pdf
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in place to potentially mitigate the risk to patients. This needs to be progressed to ensure
the measures identified were implemented.

The hospital had implemented processesto ensure appropriate placement of patients with
suspected or confirmed communicable disease the infection prevention and control nurse
liaised with bed management on the placement of patients daily. Notwithstanding this, the
hospital did have a shortfall in isolation rooms and the ag eing infrastructure was an
infection prevention and c o n brganidatiomairiskkegistes.c

Infection prevention and control signage in relation to transmission -based precautions was
observed in the clinical areas visited. Where precautions were in place, patient charts were
stored out si de PREwds available@wgside isotatran rooms and clinical areas
where patients with confirmed or suspected infections were accommodated. Staff were
also observed wearing appropriate PPEIn line with public health guidelines at the time of
inspection. Physical distancing of one metre was observed to be maintained between beds
in multi-occupancy rooms Doors to isolation rooms were observed opened in all three
clinical areas visited and this was brought to the attention of the clinical nurse managers.
More stringent attention is required to ensure that the doors to isolation rooms are closed
at all times.

Cleaning supervisors and clinical nurse managers had oversight of the cleaning and
cleaning schedules in the clinical areas visited, andclinical nurse managers were satisfied
with the level of cleaning staff in place to keep the clinical areas clean and safe.
Environmental cleaning was carried out by an external contract cleaning company who met
with the infection prevention and control team weekly. Cleaning staff were available during
core working hours and outside of core working hours. Discharge and terminal cleaning
was being carried out by designated cleaning staff.

Cleaning of equipment was assigned to healthcare assistants.In all clinical areas visited,
inspectors found that while most of the equipment viewed was cleaned, there was some
evidence of equipment not being cleaned. Opportunities for improvement in relation to the
cleaning of some patient equipment were noted and brought to the attention of clinical
nurse managers on the days of inspection.

Hazardous material and waste was safely and securely stored in eachclinical area visited.
Appropriate segregation of clean and used linen was observed. Used linen was stored
appropriately.

In summary, HIQA was not fully assured that the physical environment supported the
delivery of high-quality, safe, reliable care and protected the health and welfare o f people
receiving care, especially vulnerable patients. This included:

A alack of en-suite bathroom facilities, which increased the risk of cross-infection

A issues with cleaning of equipment
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A abed pan washer that was out of service for four months

A doors of isolation rooms that were left open.

HIQA acknowledges that hospital management were progressing with the refurbishment of
ward areas to reduce the risk of infection outbreaks and to support effective cleaning.
However, notwithstanding this, the issues identified on the days of inspection did present a
potential risk to patient safety.

Judgment: Pattially compliant

Standard 2.8: The effectiveness of healthcare is systematically monitored, evaluated and

continuously improved.

The hospital monitored and reviewed information from multiple sources that included,;
patient safety incident reviews, complaints, risk assessments audit findings, infection
surveillance reports and patient experience surveys.

Infection prevention and control monitoring

HIQA was satisfied that the Infection Prevention and Control Committee were actively
monitoring and evaluating infection prevention practices in the hospital. The clinical areas
visited on the days of inspection had achieved a high level of compliance (over 90%) with
environmental audits and the average environmental hygiene audit score across the
hospital for quarter one and two of 2022 was 92%, which was above the national HSE
target of 90% .

The overall patient equipment audit score across the hospital for quarter one and two of
2022 was 87%. The patient care equipment audit findings for August (2022) for the three
clinical areas visited ranged from 76% to 8 9%. Audit findings were shared with clinical staff
and action plans were implemented to address areas of non-compliance. The infection
prevention control team, clinical nurse managers and the assistant directors of nursing
were responsible for and had oversight of the implementation of action plans arising from
audit findings.

Hospital management monitored and regularly reviewed performance indicators in relation
to the prevention and control of healthcare-associated infectons.A A A A A AfhipAinfection
prevention and control team submitted a healthcare-associated infection surveillance

report to the Infection Prevention and Control Committee ever y three months and t hese

AAAAAAedlth Service Executive. Performance Assurance Process for Key Performance Indicators for
HCAI AMR in Acute HospitalsDublin: Health Service Executive. 2018. Available on line from:
https://www.hse.ie/eng/about/who/healthwellbeing/our _-priority -
programmes/hcai/resources/general/performance-assuranceprocess-for-kpis-for-hcai-amr-ahd.pdf
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reports were also shared with consultants and staff in the clinical area. In line with the
H S Eratonal reporting requirements, t he hospital reported on rates of:

Clostridioides difficile

Carbapenemase Producing Enterobacterales (CPE)
Hospital-acquired Staphylococcus aureusblood stream infections
Hospital-acquired COVID-19

staff cases of COVID-19 and outbreaks of COVID-19.

> > > > >

T he h o satient safetpisdicator report for quarter one and two of 2022, indicated
that:

A the hospital reported between four and 12 new cases of hospital-acquired CPE
detected per month

A new cases of hospitatacquired Clostridioides difficile continued to rise above the
national target rate of target of <2/10,000 bed days

A cases of hospital-acquired Staphylococcus aureus blood stream infection continued
to rise above the national target rate of <0.8/10,000 bed days

A the hospi t aMétilin-Resistast Sthpbywococcus areus (MRSA, CPE,
Clostridioides difficile and COVID-19 were higher in quarter one and two in 2022 ,
when compared to rates for the same periods in 2021.

There was evidence that quality improvement initiative s, such as the upgrading and
refurbishment of clinical areas to help effective cleaning, increasing screening for multi -
drug resistant organisms and staff education were implemented to address high infection
rates.

Antimicrobial stewardship monitoring

There was evidence of monitoring and evaluation of antimicrobial stewardship practices at
the hospital. These included participating in the H S Er@atonal antimicrobial point
prevalence study, audit of antimicrobial stewardship practices and reporting on compliance
with ten antimicrobial stewardship-related key performance indicators every three months.
The findings of the October 2021 point prevalence survey showed the hospitalé sse of
antimicrobial therapy decreasedin 2021 (38.8%) when compared to 2020 (43.2%). This is
commendable. The hospital® performance with relevant antimicrobial stewardship key
performance indicators were reviewed at meetings of both the Infection Prevention and
Control Commitee and the Drugs and Therapeutics Committee Documentation provided to
inspectors showed that in quarter two of 2022, five of the key performance indicators for
antimicrobial stewardship were below the set target, this is an area that could be improved.
Inspectors noted that there was no time -bound action plan identified to address the non-
compliance.
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Medication safety monitoring

There was evidence of monitoring and evaluation of medication safety practices at the
hospital, for example audits were carried out in:

A venous thromboembolism (VTE) prophylaxig’ Y Y Y ¥ ¥ ¥ ¥ ¥
daptomycin dosing and levels
prescribing of intravenous ferric carboxymaltose

medication incidents reported every month

> > > >

the use of reversal agents in procedural sedation and opioid free anaesthesia
audits.

Relevant medication related key performance indicators, clinical audit findings and
medication safety incidents were reviewed at monthly meetings of the Drugs and
Therapeutics Committee. There was evidence that quality improvement initiatives were
introduced to improve medication practices at the hospital. This included the introduction
of medication safety huddles on one clinical area visited and in the emergency
department. Risk-reduction strategies in relation to medication safety are discussed
further under national standard 3.1.

Nursing quality care metrics358888888 was an agendaitem discussed at monthly meetings of
the Quality and Patient Safety Executive and data on the metric s was collected every two

months. All three clinical areas visited achieved a high score (100%) for medication safety
practices in the nursing quality metrics.

Deteriorating patient monitoring

The hospital collated performance data in relation to INEWS audits and the findings were
presented at meetings of the Deteriorating Patient Committee, the Quality and Patient
Safety Executiveandtothe St Vi ncent 6s H E€lamical Audit&Conemiti€r o u p

The hospital audited the use and completion of the INEWS adult patient observation chart
and found that the accuracy in calculating the INEWS score increased from 74% in March
2022 t0 86.6% in June 2022. However, there was a 4.6% decrease in compliance with
increasing the frequency of observations in response to the changes in the patient 6 s
condition. A second audit to assess compliance with the INEWS escalation protocol
showed that there was poor documentation of the escalation process HIQA was satisfied
that time-bound action plans were developed to implement recommendations to improve

the escalation and responseswhen a patientés | NEWS score

Inspectors reviewed 20 INEWS charts and found that the charts were completed correctly
in all 20 records. However, inspectors noted that while there was evidence of compliance

V¥ ¥y Yendus thromboembolism (VTE) prophylaxis consists of pharmacologic and non-pharmacologic
measures to diminish the risk of deep vein thrombosis (DVT) and pulmonary embolism (PE).

858888888 Quality care metrics provide a measuring system that is specific to the measurement of
nursing and midwifery care processes in individual care areas
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with the INEWS escalation protocol, not all charts reviewed were fully compliant with the
h o s p ipblieylinGedation to the documentation of the escalation and plan of care . There
was limited use of the ISBAR communication tool to support communication between
healthcare staff and the medical team in relation to patients whose condition had
deteriorated. These findings were brought to the attention of the clinical nurse managers
on the days of inspection.

Transitions of care monitoring

The h o s p ibedararagement department monitored performance data in relation to the
average length of stay for medical and surgical patients, bed occupancy rates, admissions,
transfers, delayed discharges, waiting list and emergency department patient experience
times. On the day of inspection, the average length of stay for medical patients was 10.5
days, which is above the HSED target of less than or equal to seven days. The average
length of stay for surgical patients was 6.6 - 7.0 days, which is above the HSED target (less
than or equal to 5.2 days).

The hospital monitored compliance in using the patient handover form introduced in
January 2022, to support staff and care teams to communicate essential patient
information when patients were transferring from one area to another area within the
hospital. There was evidence from audit and re-audit findings that the rate of compliance
with the use of the form had increased from 55% in April 2022 to 83% in August 2022.
This is commendable.

Inspectors observed performance data displayed on performance boards in the clinical
areas visited. Staff in the clinical areas visited told inspectors that audit findings including
INEWS audits resultswere shared with staff at clinical handover.

Overall, HIQA was satisfied that the hospital had systems and processes in place to
monitor, analyse, evaluate and respond to information from multiple sources in order to
inform continuous improvement of services and provide assurances to the hospitald s
executive management team, the St Vince nt 6 s H eGaoup Bbardsandahe Ireland East
Hospital Group on the quality and safety of the services provided at the hospital. However,
the hospital needs to continue to effectively monitor INEWS audit findings, equipment audit
findings, patient flow and antimicrobial stewardship performance indicators to continually
improve the quality and safety of the service. Auditing of clinical practice is essential to
ensure that care and services provided at the hospital are in line with standards and
guidance, it identifies areas for improvement and provides hospital management, and
people who use the service with assurances on the quality and safety of the care and
services provided.

Judgment: Substantially compliant
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Standard 3.1: Service providers protect service users from the risk of harm associated with

the design and delivery of healthcare services.

The hospital had systems and processes in place to proactively identify, evaluate and
manage immediate and potential risks to people using the service. Risks in relation to the
four areas of known har m wergarisatfoeatriskrregistet, o n
which was reviewed at monthly meetings of the hospitald executive management team, St
Vincent 6s Heal t hc the leelat@rEasuHospiBldGeoupdT haen dhos p i t
organisational risk register had controls and actions in place to mitigate the recorded risks.
High-rated activerisksr e c or de d o0 n drdaresatibnalsigk regiser rélated to this
monitoring programme included:

A Infection prevention and control: risk due to a lack of single rooms and en -suite
bathroom facilities, ageing infrastructure, limited inpatient bed capacity, limited
screening for multi -resistant drug organisms and infection prevention and control
resources.

A Workforce: insufficient staffing resources to manage increasing organisational
workloads.

A Communication: risk associated with delayed receipt of discharge letters and
outpatient clinical letters by general practitioners (GPs)

Each clinical directorate had their own risk register and there was evidence that risks not
managed at directorate level were escalated to the organisational risk register.

Infection prevention and control

The infection prevention and control team maintained a local infection prevention and
control risk register which was reviewed every six months by the chair of the Infection
Prevention and Control Committee. Risks that could not be managed locally were escalated
to the executive management team and recorded on the organisational risk register.

Infection o utbreak preparation and management

HIQA was satisfied that the hospital screened patients for multidrug resistant organisms.
This included screening patients who were transferred from other hospitals or institutions,
patients with a history of multidrug resistant organisms and all inpatients who were in the
hospital for more than 30 days. Patients who were suspected or symptomatic for COVID-19
were screened at point of entry to the hospital. Patients were screened on admission for
CPE Between January and August2022, 72% of patients admitted to the hospital was
screened for CPE which represented a 10% increase in compliance with national

guidelines™ ™ when compared to CPE screening levels of67% in 2021. However, HIQA

Fkkkdkkdokk

Health Service Executive. Requirements for Screening for Carbapenemase Producing
Enterobacterales (CPE)2019. Available online from:
https://www.hse.ie/eng/about/who/healthwellbeing/our _-priority -
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noted that not all patients with an infective status were isolated within 24 hours of
admission or diagnosis as per national guidance. This practice needs to be addressed.

In 2021, t he hospital had 13 infection outbreaks which included ten COVID-19 and three
CPE outbreaks. In 2022 (January to August), there were a total of 43 COVID-19 outbreaks
and five CPE outbreakswith three opened at the time of inspection. A multidisciplinary
outbreak team was convened to advise and oversee the management of outbreaks. The
infectious diseasesoutbreaks summary report of 2021 submitted to HIQA was
comprehensive and outlined control measures, potential contributing factors and
recommendations to reduce recurrence of a similar outbreak. HIQA was also provided with
a copy of a CPE outbreak summary reportfor 2022, action plans were developed to ensure
the implementation of recommendations from outbreak reports. For example, the following
measures were implemented in 2022 to reduce the incidence of CPE outbreaksat the
hospital:

A screening of all patients on admission for CPE and weekly screening in outbreak
areas

A weekly environmental screening of water outlets and regular dosing of drains in the
affected areas and daily placement of appropriate chemicals in sink outlets

A ongoing infection prevention and control education for staff on outbreak wards.

At directorate |l evel, the didrectorsofnasingand n
clinical nurse managers at clinical area level, had responsibility for and oversight of the
implementation of recommendations from infection outbreak reports. Staff on the wards
visited confirmed that infection prevention and contr ol link nurses provided refresher
training to staff. The consultant microbiologist also visited the clinical areas weekly and
more often, when required.

Medication safety

HIQA was satisfied that the hospital had implemented risk-reduction strategies for high-risk
medicines. The hospital had a list of high-risk medications. Inspectors observed the use of
risk-reduction strategies to support safe use of medicines in relation to anticoagulants,
insulin and opioids in the clinical areas visited. The hospital had also developed a
medication prescription and administration record, which included a section to support safe
prescribing, monitoring and administration of antimicrobials requiring therapeutic drug
monitoring and a specific section to enhance safk prescribing of anticoagulants and had a
separate insulin medication record.

programmes/hcai/resources/cpe/requirements-for-screening-for-carbapenemase producing-
enterobacterales-cpe-april-2019.pdf
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The hospital had developed a list of sound-alike look-alike medications (SALADs) A AAAAAA
and inspectors observed SALAD alertstickers on sound-alike look-alike medications.
Inspectors observed medication safety information displayed on noticeboards in treatment
rooms. Staff had access to up-to-date medicines information at point of prescribing,
preparing and administration. Medication safety alerts related to oral anticoagulants and
memos related to drug shortages were emailed to clinical nurse managers for sharing with
staff. Clinical areas had a dinical pharmacist service, and medication reconciliation was
completed for patients on admission.

Deteriorating patient

The hospital had implemented the INEWS version 2 observation chartand staff in the
clinical areas visited were knowledgeable about the INEWS escalation process for the
deteriorating patient and reported that there was no difficulty accessing the medical team
to review a deteriorating patient. In addition, the hospital had an outreach critical care
team who reviewed patients with a high early warning score in any clinical area. The
critical care outreach team also visited wards (Monday - Friday during core working hours)
to review patients up to 48 hours following discharge fromthe ho s p i ttansive<ard
Unit and the relevant non-consultant hospital doctor at registrar grade (medical or
surgical) reviewed patients at the weekend.

Transitions of care

The hospital had systems in place to reduce the risk of harm associated with the process of
patient transfer in and between healthcare services and support safe and effective
discharge planning. The hospital had a discharge coordinator to facilitate effect ive
discharge planning across allclinical directorates. Structures in place to support effective
transitions of care included:

A daily multidisciplinary team meeting to review inpatient bed capacity and demand

A fit for home initiative , which included setting a planned date for discharge on
admission, patient referral to a multidisciplinary team and referral to community
support services, if required

A using a universal referral form to support the referral of patients to a rehabilitation
unit, stepdown beds or convalescence beds when delays are encountered with
discharging patients home.

A multidisciplinary team clinical handover was held daily at 8.15am where on-call
consultants and medical staff shared information in relation to patients admitted during out
of hours to specific teams that required review.

AAAAAASAME ADS ar-alikedoBkeauncke drugsé6. The existence of si mil
names is one of the most common causes of medication error and is of concern worldwide. With tens

of thousands of drugs currently on the market, the potential for erro r due to confusing drug names is

significant.
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To support patient flow, access to beds and effective discharge planning, the hospital had
set up a Productive Patient Jouney Taskforce to implement new and enhanced processes
to support continuous, effective patient
conjunction with primary care, St Mi chael 6s Hospital, St
Columcill eds Hospital, Il rel and E aGsganisationstp i
(CHO®).

Information on p atientflow was avai | abl e daentrortictsystenh. dhe pospitad |
experienced challenges with the mismatch between inpatient bed capacity and demand,

this included demand for patient beds transferred backt o St Vi ncent 6s LU
from other hospitals following treatment. The hospital had recently secured funding from

the HSE to scope out a capacity review that would inform future capital development
projects.

Policies, procedures and guidelines

The hospital had a suite of up-to-date policies, procedures and guidelines in relation to all
four key areas of harm monitored on this inspection. All policies, procedures, protocols and
guidelines were accessible to staff viaa computerised document management system.

Uptake of mandatory and essential training

The hospitald kearning and Organisational Development department tracked staff uptake
of online mandatory training using an electronic training system. On the days of inspection,
there was evidence that clinical nurse managers had oversight of the uptake of training for
their clinical area.

The hospital had mandatory training programmes for infection prevention and control,
medication safety and INEWS Formal and informal training relevant to infection prevention
and control was set out in the annual plan for 2022 and included training on hand hygiene
and transmission-based precautions.

Staff uptake of mandatory training in hand hygiene in the last 24 months was:

A 75% for nursing staff - below the HSE target of 90%. Inspectors noted that there
was evidence that staff in the three clinical areas visited were compliant with the
HSEG6s target of 90% f dromMasmtdJuhep@p2.ene p

A 71% for healthcare assistants- below the HSE target of 90%.

A 25% for medical staff - below the HSE target of 90%.

Staff uptake of mandatory training in standard and transmission -based precautions in the
three clinical areas visited was:

A 100% for both nursing staff and health care assistants.
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A records for uptake of mandatory training in standard precautions and transmission -
based precautions for medical staff were not submitted to HIQA.

Staff uptake of mandatory training in donning and doffing of personal protective clothing in
the three clinical areas visited was:

A 100% for both nursing staff and healthcare assistants.

A records for uptake of mandatory training in donning and doffing of pe rsonal
protective clothing for medical staff were not submitted to HIQA.

Training relevant to medication safety was included in induction training for medical staff
which included training on safe prescribing. Nursing staff were also provided with
medication safety training as part of their induction training. The uptake of mandatory
training in medication safety in the last two years was:

A 87% of nursing staff

A records for uptake of mandatory training in medication safety for medical staff were
not submitte d to HIQA.

The uptake of mandatory training in INEWS V2 in the last two years was:

A 53% of nursing staff 1 below HSE target of 85%
A 66% of nurses completed IMEWS training

A records for uptake of mandatory training in INEWS for medical staff were not
submitted to HIQA

A 82% of nurses had completed training on clinical handover
A 55% of nurses were up to date in training on the Manchester Triage System.

Non-consultant hospital doctors who spoke with inspectors reported that they have a
national employment record where they update their mandatory and essential training.

Other training was also provided for staff, such as

A 73.6% of nursing staff had completed falls and harmful fa lls prevention and
management learning training

A 67.14% of nurses had completed fundamentals of delirium training

A 43% of nursing staff and 29% of healthcare assistants had completed end -of-life
care and final journey workshop training.

Staff uptake of the flu vaccine in 2021, was reported as 89.2% for medical staff and 58%
for nursing staff and healthcare assistants, which was below the HSE target of 75%.
Increased uptake of flu vaccine among nursing staff and healthcare assistants needs to be
promoted by hospital management.
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In summary, HIQA was satisfied that the hospital had systems in place to identify and
manage potential risk and harm associated with the four areas of known harm  infection
prevention and control, medication safety, the deteriorating patient and transitions of care.
Efforts were made by hospital management to provide mandatory training over the period
of the COVID-19 pandemic. Notwithstanding this, staff attendance at and uptake of
mandatory and essential training is an area that could be improved. It is essential that
hospital management ensure that all clinical staff have undertaken mandatory and essential
training appropriate to their scope of practice and at the required frequency, in line with
national standards.

Judgment: Substantially compliant

Standard 3.3: Service providers effectively identify, manage, respond to and report on

patient safety incidents.

The hospital had patient safety incident management systems in place to identify, report,
manage and respond to patient safety incidents in line with national legislation, policy and
guidelines. The Quality and Patient Safety Executive had governance and oversight of
reported patient safety incidents. Patient safety incidents were also discussed at
performance meetings with the Ireland East Hospital Group and at the executive
management team meetings.

Clinical incidents were tracked and trended, this included serious reportable events,
medication safety incidents, hospital-acquired pressure ulcers, challenging behaviour, falls
and infection prevention and control incident rates. The top ten clinical incidents reported
in 2021 included incidents related to staffing, patient flow and communication (clinical
handover).

Staff who spoke with HIQA were knowledgeable about how to report a patient safety
incident and were aware of the most common patient s af ety i nci de n tasd
pressure ulcers Inspectors were informed that clinical incidents were reviewed by the
assistant directors of nursing and clinical nurse managers for each clinical area and
reviewed at meetings of each clinical directorate.

Information relating to patient safety incidents was shared with staff at shift handover .
Staff also had access to the quality and safety electronic dashboard system to view patient
safety incident trends.

Infection prevention and control incidents

The infection prevention and control team review ed all infection prevention and control
related patient safety incidents and made recommendations for corrective action or
preventative measures. Infection prevention and control related patient safety incidents
were reported monthly to the Quality and Patient Safety Executive. The hospital was
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tracking and trending infection prevention and control patient safety incidents and had
introduced measuresto improve patient safety in this area.

Medicati on safety i ncidents

The medication safety coordinator and the chair of the Drugs and Therapeutics Committee
reviewed medication safety incidents and escalated high-risk medication safety incidents
to the Medical Executive and to the Quality and Patient Safety Executive. Medication
safety incidents were categorised according to National Coordinating Council for
Medication Error Reporting and Prevention (NCCMERP) There were 593 medication
safety incidents reported in the hospital in 2021, a decrease of 11% when compared to
2020. The Drugs and Therapeutics Committee produced a monthly and an annual
medication incident report. The annual report for 2021 detailed the medication safety
incidents by preventable and non-preventable incident trends, by category and by
location. The report also outlined the actions taken in response to the incident findings.

The deterio rating patient and incidents

Clinical incidents related to the deteriorating patient were discussed at the Deteriorating
Patient Committee meetings. In quarter one of 2022, 20 patient safety incidents related to
the lack of compliance with the escalation protocol for INEWS and interdepartmental
clinical handover were reported. There was evidence that the hospital had implemented
guality improvement initiatives to improve practice.

Overall, HIQA was satisfied that the hospital had a system in place to identify, report,
manage and respond to patient safety incidents, in particular, in relation to the four key
areas of harm. The hospital was tracking and trending infection prevention and control
patient safety incidents and had introduced practice to improve patient safety.

Judgment: Substantially compliant

Conclusion

HI QA carried out an announced inspection
compliance with national standards from the National Standards for Safer Better
Healthcare. The inspection focused on four areas of known harm  infection prevention
and control, medication safety, deteriorating patient and transitions of care.

Capacity and Capability

St Vincent 6s Uhal forealised dorporatearsd glinitabgbvernance
arrangements in place for assuring the delivery of high -quality, safe and reliable healthcare
with effective oversight by the Board of Directorsof StVi ncent 6 s He ahdtthe c
Ireland East Hospital Group. The hospital had defined management arrangements in place
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