N

The Working Group on
ments is currently engaged on its Module
2 deliberations, with the following terms
of reference:

1.To examine the present system
withinthe courtsforthe management
of claims for damages arising out of
alleged medical negligence and to
identify any shortcomings within the
system.

2. To make such recommendations to
the President (of the High Court) as
may be necessary in order to improve
the system and eliminate short-
comings.

Underlying the Group’s Module 2 terms
of reference and its deliberations, there is
an implied assertion that the current
clinical negligence litigation system
contains flaws and shortcomings. There
is, of course, no surprise in this. Ask any
clinical negligence practitioner, who
represents the plaintiff or defendant, and
he or she will state that the current
system is overly adversarial, too lengthy
and too costly. In addition, patients wait
too long to be compensated because
the

dysfunctional.

existing system is somewhat

The Working Group will produce its
Module 2 report in due course and it is
beyond the scope of this editorial to
predict what it may conclude and
recommend. Equally, it would be wrong
to guess its conclusions and/or recom-

Clinical Indemnity Scheme

CWS

mendations in this editorial. One can
anticipate, however, that the Group will
conclude that the current system for the
management of claims for damages
arising out of clinical negligence is past
its “sell-by” date and requires to be sub-
stantially re-vamped.

Meanwhile, in advance of the Group’s
report and the recommendations therein,
there is much that can be accomplished,
on a voluntary basis, by the plaintiff and
defendant parties, by way of introducing
functional changes to the management
of the current clinical negligence liti-
gation system. To bring about this change,
there is a requirement to approach
clinical negligence litigation from a
different perspective. That requirement
brings with it a more trusting and less
adversarial set of relationships between
the parties to the litigation. The emphasis
has to be on honest engagement of each
other by the parties, the earlier sharing of
experts’ reports, the narrowing down of
points of difference, in relation to liability
and causation, with the singular aim of
paying compensation to plaintiffs at con-
siderably reduced delivery costs.

Thus, in advance of the Group's con-
clusions and recommendations, it is
possible for the plaintiff and defendant
parties/practitioners to restructure their
relationships, to engage one another
respectfully and bring about the approp-
riate behavioural changes thus making
the system more functional and recog-

nising that many plaintiffs, in clinical
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Medical
Negligence Litigation and Periodic Pay-

negligence actions, have been damaged/
injured and require to be compensated
appropriately. Similarly, it must be keptin
mind that an adverse clinical negligence
event traumatises hospitals and doctors
whose primary aim is not to cause harm
and/or injury but to bring healing to
patients.

It is time to reform the current system
and to bring about the necessary changes.
The responsibility for this rests equally
with defendants’ and plaintiffs’ pract-
itioners and indemnifiers/insurers. The
good news is that there appears to be
sufficient goodwill between the parties
to bring about the necessary changes. @
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We are all familiar with the term “bundle”
in the commercial environment. Pro-
duct bundling is a marketing strategy
that involves offering several products
for sale as one combined product. You
must purchase the entire bundle or
none at all. The idea is if you purchase
several products together you get the
best value for money. Similarly in
healthcare “you get much improved
outcomes if you combine a small
number of elements, all scientifically
robust into a bundle. A bundle acts as a
cohesive unit to ensure all steps of care
are reliably delivered and documented
appropriately. This should result in
reduced clinical variation and a re-
duction in patient morbidity.” (IHl.org
2005) The
Improvement have developed some
Perinatal Bundles:

Institute for Healthcare

The Elective Induction Bundle
Composite and the Augmentation
Bundle

These bundles
elements three of which are in common.

each contain four

The elements in common are:

e Normal Foetal Status: ascertained by
CTG prior to the commencement of
syntocinon and continuous electronic
monitoring while syntocinon is being
administered.

e Pelvic Examination: This element
included documentation of a com-
plete pelvic assessment with cervical
examination (dilatation, effacement,
position and consistency), station of
the presenting partand an assessment
of the foetal position.

e Hyperstimulation: This element must
be recognised and managed through-
out the administration of syntocinon.
The accepted definition for hyper-
stimulation is > 7 contractions in a 15

minute period, or > 4 contractions in a
10 minute period averaged over a 30
minute window.

The Elective Induction Bundle
Composite includes the element of:

e Gestational Age 39 weeks or greater
documented prior to Induction of
Labour.

The Augmentation Bundle includes
the element of:

e Estimated Foetal Size, documented
prior to initiation of syntocinon e.g.
by palpation or recent ultrasound
examination.

Why Introduce these Perinatal

Bundles?

e Syntocinon is the most commonly
used drug in labour. It may be used to
either induce or augment labour. The
alleged misuse of syntocinon has
been implicated as an associated
factor in a number of cases of cerebral
palsy (CIS, 2011). The birth of any
compromised infant but particularly
one who later develops cerebral palsy
is devastating for the infant and family
and traumatic for the staff involved.

e The increase in the induction rate over
the past 10 years from 26% - 31.6% has
seen a concurrent rise in the caesarean

17% - 258%. A

number of these caesarean section

section rate from

births are performed due to a suspicion
of foetal distress in which syntocinon is
often a contributing factor. A reduction
in the national caesarean section rate
by 1% could save the exchequer 8
million euro according to Professor
Michael Turner.

Background to the Project.
Audit:

In order to assess our present docu-

Care Bundles in Irish Healthcare - is there a role for bundles in a Mater

mentation and management when
syntocinon is administered to either
induce or augment labour, | compiled
an audit of 20 charts, 10 in the induction
of labour category and 10 following
augmentation of labour with synto-
cinon. | reviewed the charts with refer-
ence to the elements of the perinatal
bundle composites. The most notable
finding in the complete audit was that
hyperstimulation was demonstrated in
12 of the 20 cases. Hyperstimulation
was responded to by decreasing or
discontinuing  the and
obtaining an obstetric review only in

syntocinon

the cases where it was associated with
changes in the CTG, which occurred in
half the cases.

The audit was important in that it
demonstrated that all components of
the perinatal bundles are recorded to a
but NOT
consistently and NOT for every patient.

greater or lesser extent,
The sceptics among you may say a
bundle is just a checklist with a fancy
name. That is not so as a bundle consists
of “have to do” interventions, while a
checklist often has "nice to do” elements.
IHl.org says a bundle is a means to
ensure that the application of all inter-
ventions is consistent for all patients at
all times thereby improving outcomes.

Questionnaire:

| compiled a questionnaire for midwifery
staff to elicit their experience of the use
of syntocinon in labour. The question-
naire demonstrated that syntocinon is
frequently used to either induce or
augment labour. There is awareness of
the association between syntocinon,
hyperstimulation and foetal distress, but
not of the possible long-term effect as
in the case of cerebral palsy.
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What is the advantage of

introducing these Perinatal

Bundles?

e Improve patient safety and perinatal
outcomes when syntocinon is use to
either induce or augment labour.

e Raise the awareness of the potential
danger of syntocinon as a drug when
associated with hyperstimulation of

the uterus.

e Promote consistency in monitoring
contractions, recognition and man-
agement of hyperstimulation and
documentation.

Conclusion:

As Meade said “Never doubt that a small
group of thoughtful committed people

can change the world; indeed it's the
only thing that ever has!”

Susan Kelly, Clinical Risk Manager,
Coombe Women and Infants University
Hospital, Dublin.

Driving and supporting safe patient care through effective claims and risk management

Perinatal Bundle - Elective Induction Bundle Composite Appendix 1
Data Collection Tool

Elements:
o Gestational Age 39 weeks or >. Documented prior to initiation of syntocinon.
Team Definition i b — S =2
© Normal Fetal Status:. Assessed and documented prior to initiation of syntocinon and during administration
Team Definition__ 20 minute reassuring CTG prior to commencement of syntocinon, continuous CTG while on syntocinon

o Pelvic E i i This el includes doc ionofac 1 pelvic with cervical examination (dilation,
effacement, station of the presenting part, cervical position and consistency;+/- Bishop's Score), and an & t of the fetal ti
Team Definition__ As above N S & .3 e
oHypersti ion: Recognition and h h the admini ion of syntocinon. >4 contractions in a 10 minute period averaged over a 30-minute period
Team Definition: > 4 contractions in a 10-minute period or > 7 contractions in a |15-minute
period Sk ==

Instructions: Review 5 charts each week where syntocinon was used to electively induce labour.
N: Total number of individual components in place (5 charts X 4 elements= 20)
D: Total number of elective induction components possible in 5 charts reviewed (20).

Month Week

Chart [Gestational Normal Fetal Status | Pelvic Examination 7Tﬂ_\'pcrslimulnlioll 3 [ Total ]

#1 G
| #5 (R e PRI }__ i j
Lo R | — ] mp AR

—> When a rate of 95% or greater compliance is reached for at least __ data points, move to the All or Nothing

Measure (Elective Induction Bundle).
Coombe Women & Infants University Hospital amended from Institute for Healthcare Improvement.
Perinatal Bundle - Augmentation Bundle Appendix 2

Data Collection Tool
Elements:
Estimated Fetal Size (EFS): Documented prior to initiation of syntocinon
Team Definition__Estimated fetal size may be by ultrasound or on
palpation
Normal Fetal Status:. Assessed and documented prior to initiation of syntocinom and during administration
Team Definition__ 20 minute reassuring CTG prior to commencement of syntocinon continuous CTG while on syntocinon
Pelvic Examination: This element includes documentation of a complete pelvic assessment with cervical examination (dilation,
effacement, station of the presenting part, cervical position and consistency;+/- Bishop's Score), and an assessment of the fetal position
Team Definition__As above
oHyperstimulation: Recognition and management throughout the administration of syntocinon. >4 contractions in a 10 minute period averaged over a 30-minute period
T'eam Definition: > 4 contractions in a 10-minute period or > 7 contractions in a 15-minute

period

Instructions: Review 5 charts each week where syntocinon was used to augment labour.
N: Total number of individual components in place (5 charts X 4 elements= 20)
D: Total number of augmentation components possible in 5 charts reviewed(20).

Month Week
T ERSE VLEUrmuI Fetal Status \ Pelvic Examination | Hyperstimulation [ Total l
| 1
{ + {
|
|
—> When a rate of 95% or greater compliance is reached for at least data points, move to the All or Nothing

Measure (Augmentation Bundle).
Coombe Women & Infants University Hospital amended from Institute for Healthcare Improvement.




NoWDOC and the RCGP Quality Assurance Accreditation A

Although the CIS has no remit for provision
of indemnity for GPs, the agency is pleased
to share the details of a quality initiative
designed to provide safe and effective
primary care.

NoWDOC is a GP Co-operative providing
urgent out-of-hours GP care to patients
in the North West. In January 2011 the
Royal College of General Practitioners
(RCGP) Northern Ireland presented
NoWDOC with a Quality Assurance
Accreditation Award. NoWDOC is the
first GP Cooperative to achieve this
quality accreditation and it was the first
inter-national accreditation for the RCGP.
Angela Tysall who was the HSE Service
Manager for the NoWDOC Service during
the accreditation process describes the
experience.

The NoWDOC journey to accreditation
started in 2007 when we began working
with CAWT* to set up a cross-border GP
out-of-hours service for patients living in
designated border areas in County
Donegal. It became apparent to us that
patients were accessing GP out-of-hours
care on both sides of the border and that
the service being accessed in Northern
Ireland was quality assured with strict
quality standards in place. We felt that in
order to develop the NoWDOC service
and other cross border services, we
that the
standards we work to are recognised as
equivalent and accept-able to those in
Northern Ireland.

needed to demonstrate

We made contact with the RCGP and
started working with them to adapt their
accreditation programme for suitability
to the Repubilic of Ireland setting.

The RCGP Quality Assurance Accred-
itation programme sets out 73 standards
and these standards ensure that the GP
out-of-hours service meets legal and
professional requirements; ensures that
risks to patients and staff are managed

Dr Diarmuid Hegarty, Medical Director, NoWDOC; Angela Tysall, HSE Service Manager for the

NoWDOC Service; and Dr Martin Coyne (NoWDOC Chairperson at the time)

and minimised; and that the service
meets the requirements of the clinical
governance agenda.

The essential features of the programme
are that it is professionally led and multi-
disciplinary in nature with a focus on the
activities of the entire out-of-hours team
and the service delivered to patients. The
accreditation process involves written
submissions and an external peer review
involving a detailed site visit, interviews
with the co-op management, GPs,
reception and clerical staff as well as
conducting vehicle inspection and inter-
views with drivers,

Our multi-disciplinary team worked on
developing and improving systems in
the service for two years in preparation
for the assessment by the RCGP. We
experienced tangible quality improve-
ments within the service while preparing
foraccreditation and it was a very positive
experience for the staff and GPs involved.
We were well supported during this time
by the RCGP and the ethos was very
educative

definitely  formative, and

supportive.

Our RCGP site assessment took place on
January 14th and on January 26th we
were notified that we had achieved

accreditation. The feedback from the
assessment team was very positive and
they made a special note of the additional
care we have taken to ensure that patients
with access issues, sensory problems and
disabilities are well cared for. It is a source
of tremendous pro-fessional satisfaction
for everyone in NoWwDOC to be able to
demonstrate to others that we provide a
high quality service. It is very important
to us that patient care and the patient
experience is central to how we organise
and develop our service and that patients
are involved in this process.

If you is interested in finding out more
about the accreditation award and the
NoWDOC experience, please contact Dr
Diarmuid Hegarty, NoWDOC Medical
Director on (074) 917 8135.

Note:

Co-operation and Working Together
(CAWT) is a cross border health and social
care partnership comprising the Health
and Social Care Board and the Public
Health Agency in Northern Ireland, the
HSE in the border counties and the
Southern and Western Health and Social
Care Trusts in Northern Ireland.

Angela Tysall, Project Manager,

National Advocacy Unit, Quality and Patient
Safety Directorate
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Case Report: HSE fail to secure High Court Order...

HSE fail to secure High Court Order
compelling medical treatment of
four-year old

The Health Service Executive very recently
made an application to the High Court
seeking an Order directing medical treat-
ment be given to a four year old boy
suffering from leukaemia, against the
wishes of the child’s parents.

The boy’s parents had refused to consent
to a second round of treatment for their
son, who also suffers from Down
Syndrome. They told the Court that they
wished to obtain opinions from paediatric
oncologists abroad, before subjecting
the child to further treatment here. They
said the child was in remission, but that in
the event that he had a relapse, they
would give permission for further

treatment.

The HSE argued that time was of the
essence in the treatment of the child, and
stated that he would have an 80%
prospect of survival if the treatment was
administered now. They described the
proposed treatment as “life-saving”. The
HSE argued that they had a responsibility
to vindicate the legal and constitutional
rights of the child and had made the
application to court in order to protect
his interests.

View of the Court:

The application was heard by Mr Justice
Nicholas Kearns, who held that it would
be wrong for him to make an Order
directing that the child undergo further
“distressing” treatment, in circumstances
where there was no imminent threat to
his life and where the parents wished to
seek a second opinion from specialists
abroad. The Judge spoke with the parents
of the child in private and stated that he
was satisfied that they were completely

Driving and supporting safe patient care through effective claims and risk management

responsible and had the
best interests of their child
at heart, and further that
they understood the con-
cerns expressed by the
hospital and the risks in-
volved in deferring further
treatment. He adjourned
the matter for a period of
two weeks to allow the
parents to make enquiries
abroad.

When the matter came
before the Court two
weeks later, the Court was
informed that the matter
had been settled and a
treatment regime for the
boy had been agreed
between the hospital and
the child's parents. No
Order of the Court was
required.

Analysis:

This case can be compared with a
November 2010 case where the HSE made
an application for an Order allowing
doctors to administer anti-retroviral pro-
phylaxis to the newly born child of a HIV-
positive mother. The HSE argued that
administration of these drugs for a four
week period from birth would signifi-
cantly reduce the risk of HIV transmission
to the child. The mother of the unborn
child opposed the administration of the
drugs on the basis they represented a
serious risk to her child. Mr. Justice
Bermingham held that the mother’s op-
position to the anti-retroviral drugs was
“unjustified” and would put her unborn
child at unnecessary risk. He held that it
was necessary for the Court to override
the wishes of the mother as it was in the
best interests of the child to have the risk
of HIV transmission reduced and granted

an Order directing that the child should
receive such medical treatment as
doctors considered necessary to achieve

this.

It is evident from these two cases that,
when considering whether to grant an
Order compelling medical treatment of a
minor, against the wishes of the child’s
parents, the Court will take into account
whether there is any imminent threat to
the child as a result of not having the
treatment. Further, the Court will look to
the reasonableness of the parent’s be-
haviour and their understanding of the
risks involved and ultimately what is in
the best interests of the child in question.
These applications for treatment appear
to be dealt with very much on a case by
case basis, based on the individual facts
of each case.

Zoe Richardson
Solicitor/Clinical Claims Manager




National Modified Early Warning Score and Education Programme (Compz

The Health Service Executive (HSE) is
committed to the provision of safe, high
quality care for patients. Patient safety
and quality are central to the delivery of
healthcare. The HSE, among others, is a
signatory to the ‘Patient Safety First’
declaration of commitment. There is an
increasing body of evidence to show that
patients who have become acutely
unwell on general wards may have
received suboptimal care and that action
taken during these early stages can
prevent deterioration progressing to
cardiac arrest’. The National Early Warning
Score and associated education pro-
gramme for the early detection and
management of deteriorating patients is
about improving outcomes for patients
by improving the safety record in our
health The National
Warning Score initiative, and associated

services. Early
education programme, is a work stream
of the Acute Medicine Programme, in
the Critical
Emergency  Medicine,

association  with Care,

and  Elective
Surgery programmes, Quality and Patient
Safety, Office of the Nursing and Mid-
wifery Services Director, Clinical Indem-
nity Scheme, the Assistant National
Director, Acute Hospital Services - Inte-
Irish
Association of Directors of Nursing and

(IADNAM)

grated  Services  Directorate,

Midwifery and  Therapy
Professionals.

A national governance group, following
consultation, has agreed a National
Modified Early Warning Score (MEWS)
system, and associated education
programme for implementation in acute
hospitals. There is now a nationally
agreed practice for recognising and
responding to clinical deterioration, avail-
able for implementation and use in

the acute adult services. While other

countries have recommended and
sought to do this Ireland is the first to

achieve it.

Recent evidence and international
experience has identified that a system-
atic approach to identification and
management of the deteriorating patient
can improve patient outcomes, prevent
death and

warning scores have been developed to

reduce morbidity. Early

facilitate early detection of deterioration
by categorising a patient’s severity of
illness and prompting nursing, and other
healthcare professionals, to request a
medical review at specific trigger points,
utilising structured communication tools
whilst following a definitive escalation
plan. Essential components to ensure
early recognition and treatment of the
deteriorating patient include the following
- staff education, accurate observations
recording and score calculation, a de-
finitive escalation policy, rapid response
systems, effective clinical communication,
education, clinical audit and evaluation.

Escalation Of Care

Inline with requirements of the regulatory
body, the Health Information and Quality
Authority (HIQA) it is the responsibility of
each acute hospital service to outline
clearly their escalation protocol for
deteriorating patients at present and in
the future. The protocol should take into
account the recommendations of the
Acute Medicine and Critical Care
Programmes. An escalation protocol sets
out the organisational response required
in dealing with different levels of
abnormal physiological measurements
and observations. This response may
include appropriate modifications to
nursing care, and therapies, increased

monitoring, review by the primary

medical practitioner or team or calling for
emergency assistance from intensive
care or other specialist teams. Primary
responsibility for caring for the patient
with  the
practitioner or team. In this context, the
the
additional supporting actions that must

rests primary  medical

escalation  protocol  describes
exist for the management of all patients.
Although should be

tailored to the circumstances of the

these actions

facility, it should include some form of
emergency assistance where advanced
life support can be provided to patients
in a timely way. A protocol regarding
escalation of care is an essential require-
ment for responding appropriately to
clinical deterioration.

Rapid Response Systems

Where severe deterioration occurs it is
important to ensure that the capacity
exists to obtain appropriate emergency
to the
occurrence of an adverse event such as

assistance or advice prior
a cardiac arrest. Different models that
have been used to provide this assistance
include senior medical staff, Emergency
Response Teams (ERT), and critical care
outreach. The emergency assistance pro-
vided as part of a rapid response system
is additional to the care provided by the
attending medical practitioner or primary
medical team.

Clinical Communication

Effective communication and team work
among clinicians is an essential require-
ment for recognising and responding to
clinical deterioration. Communication
failures between teams contribute to
delays in referrals and in delivering
appropriate essential care, which con-
tributes to increased morbidity and

mortality2. A number of structured
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communication protocols exist that can
be used for handover and as part of
The
recommended communication tool for

ongoing patient management.
healthcare professionals, when com-
municatinginrelation to the deteriorating
patient, is ISBAR — (I = Identify yourself, S=
Situation - describe it, B= background to
patient’s condition, A= Assessment, R=
Recommendation).

Education

Having an educated and suitability skilled
and qualified workforce is essential to
provide appropriate care to patients
whose condition is deteriorating. Edu-
cation should provide knowledge of
observations and identification of clinical
deterioration, as well as appropriate
clinical management skills. Skills such as
communication and effective team work
are needed to provide appropriate care
to a patient whose condition is deter-
iorating, and should also be part of staff
development and empowerment. The
education programme recommended by
the HSE is the COMPASS® programme.
This will be available to healthcare staff
such as doctors, nurses and therapy
professionals. The training needs to be
coordinated by designated staff within,
or supporting, the healthcare facility. In
addition continuation of training in basic
life support and professional develop-
ment training in advanced life support
programmes, appropriate to the clinical
facility, is advised. Compass is an inter-
disciplinary  education
designed to enhance healthcare pro-

programme

fessionals understanding of patients who
are clinically deteriorating and the sig-
nificance of altered clinical observations.
It also seeks to improve communication
between healthcare professions, adopt a
patient centred, quality driven approach,

enhancing the timely management of
patients. The education programme was
developed in conjunction with the
development and implementation of a
Modified Early Warning Score (MEWS)
and the implementation of a redesigned
general (MEWS) observation chart for
clinical practice areas. The programme
has been modified to suit the Irish health-
care system with the kind permission of

ACT Health, Australia.

Evaluation and Audit

Evaluation of new systems is important
to establish their efficacy and determine
what changes might be needed to
optimise performance. Ongoing mon-
itoring is necessary to track changes in
outcomes over time and to check that
these systems are operating as planned.
Clinical audit is recommended to support
the continuous quality improvement
process in relation to implementation of
the national MEWS system. The recom-
mended minimum standard for audit
includes: Utilization of the ISBAR com-
munication tool, utilisation and accuracy
of completion of the patient observation
chart incorporating the MEWS, and
utilization of the ‘track and trigger’ re-
sponse mechanism - the MEWS Protocol.
should  be
determine whether they are improving

Systems evaluated to
the recognition of and response to
clinical deterioration. Evaluation may
include collecting and reviewing data on
calls for emergency assistance, adverse
events such as cardiac arrests, unplanned
admissions to intensive care and hospital
deaths.

Spreading the Word

An essential part of the initiative is to
spread awareness of the programme to
all key stakeholders therefore a multi-

Driving and supporting safe patient care through effective claims and risk management

disciplinary information day highlighting
this initiative and the Compass pro-
gramme was held June 22nd 2011 in
Farmleigh House with 166 attendees
representing 61 different Irish healthcare
organisations including acute care sector,
PCCCandvariouseducational institutions.
The aim of the day was to showcase the
progress to date and ensure awareness of
the National Modified Early Warning
Score and associated education pro-
gramme (Compass). Presentations from
the day are available for review with the
kind permission of all speakers on http://
www.stateclaims.ie/Clinicallndemnity
Scheme/presentations.html.

Further information on the National Early
Warning Scoresand Education Programme
(Compass) is also available on the HSE
Intranet site

http://www.hse.ie/go/nationalearly
warningscore/

Authors: Anne Marie Oglesby, Clinical Risk
Advisor, Clinical Indemnity Scheme;

Eilish Croke, Lead National Early Warning
Score Project;

Avilene Casey, Chair of Early Warning Score
National Advisory Group

1-Smith GB et al. 'Hospital-wide Physiological
Surveillance. A new approach to the
identification and management of the sick
patient’ Resuscitation 2006; 71: 19-28.

2National Confidential Enquiry into Patient
Outcome and Death (2005) An acute problem.
National Confidential Enquiry into Patient
Outcome and Death. http://www.ncepod.org.
uk/2005report. Accessed June 28th 2011,
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Medico-legal
Helpline
Monday - Friday
09.00-17.30 hr.

Tel: 01-664 0909

Amended CIS notification
form and amended STARS
picklist
can be accessed via http://www,

stateclaims.ie/(linicallndemnityScheme/
IncidentNotiﬁcationRequirements.html

Comments and
Submissions

can be forwarded to
info@stateclaims.ie

The CIS newsletter is also
available on our website @
www.stateclaims.ie
in CIS Publications section
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Recently Uploaded Presentations

www.stateclaims.ie/Clinical
IndemnityScheme/presentations.html

® National Modified Early Warning Score and Education Programme
(Compass), Farmleigh House, Dublin

® The National Early Waming Score and Associated Education
Programme, Eilish Croke.

® Acute Medicine Programme, Professor Shane 0'Neill.

® Guiding Framework and Policy for the National Early Warning
Score System to Recognise and Respond to Clinical Deterioration
National EWS System Project and associated Education Programme.

® Implementation of the National Early Wamning Score and
associated Education Programme.

© MEWS and MET initiative. Local implementation experience:
AMNCH Dr John Cullen.

© MEWS Bleep System in Connolly Hospital, Dolores Dempsey:Ryan,
Nurse Practice Development Coordinator (Acting)
Connolly Hospital.

© Nurses experience and attitudes toward an EWSS and MET.
Gerry Allen, Advanced Nurse Practitioner in Cardiology,
South Infirmary-Victoria University Hospital Cork.

I

© How to implement and continuously improve -
Quality Improvement vs. Quality Assurance.

® Report of Audit Subcommittee, Maria Donnelly, AMNCH.

© (OMPASS Programme Overview, Maria Horgan,
St. Luke’s Hospital, Kilkenny.

The State Claims Agency,
Clinical Indemnity Scheme,
Treasury Building, Grand Canal Street, Dublin 2.

Clinical Indemnity Scheme Newsletter July 2011




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated FOGRA27 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


