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FOREWRD

The RN4CAST consortiwasearchstudy, funded by the European Commission, has
provided a unique opportunity to gain insight into both organisational and nurse
staffing issues acros$ie¢ acute hospital sector in IrelandAs part of the RN4ACAST
(Ireland) study, for thdirst time, both hospitals and medical and surgical units within
thirty out of a possible thirtyone acute hospitaléwith over one hundred bedsave
been surveyedData were collected in 2002010.

The work ofthe international consortium also enables comparisons of Irish findings
with key findings internationally. For example it has proved possible to compare
such issues as patiem to - nurse ratios and patient to health carestaff ratios
across the 1partner countries of the consortium. This is also the case, for example,
for nurse burnout levels, job satisfacti@md nurse perceptions of safety and quality

of care.

RN4CAST (Ireland) provides a portrayal efltish acute hospital sector as operating

in a context of dynamic challenge and change from both internal and external
drivers. There is considerable evidence of significant strain on the nursing staff
working in the sector Nursing stafindicate concen regarding aspects of thguality

and safety of patient care and the availability of sufficient staff and resources to do
their job properly.

We are of the view that unless these and a number of other issues raised in this
report are managed effectivelythere will be detrimental impacts on patient care,
patient safety and retention and recruitment of high quality nursing staff our
health service.

Professor P Anne Scott
Principal Investigator, Irish RN4CAST study
April 2013
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EXECUTN&IMMARY

Health systems around the world are challenged to meet the health needs of
populations through the provision of safe and high quality c&#izens are living
longer and enjoy better healthHowever & people live longer, it is expected that
there may be increasing numbers of older people wstironic conditionsand in

need of longterm care. Moreover, as the population ages, so does the workforce.
These factors will give rise to many health workforce planning issues over the coming
decades.

A number of international studies byProfessor Linda Aiken (University of
Pennsylvania) and her team demonstrate negative effects of-omimmal nurse
deploymentin hospitatbased carghumbers and qualification) on both nurse (e.g.
burnout, job satisfaction intention to leave) and patient care outcomes (e.qg.
mortality, failure to rescue) (International Hospital Outcomes Study, Aiken et al.,
2001, 2002 & 2003).

The RN4CAST consortium consistédl2 European countries (Belgium, England,
Finland, Germany, réece, Ireland Netherlands, Norway, Poland, Spain, Sweden and
Switzerland) The consortium was funded under th& Framework Programme of

the European Commission (FP7) to carry out the thyegr RN4ACAST project (1
January 200931 December 2011)t wascoordinated by Rofessor Walter Sermeus,
Catholic University Leuven, Belgium, with Professor Linda Aiken, University of
Pennsylvania, as Vi€goordinator. A team led by Prof Anne ScotQublin City
University was the Irish member ahe consortium.

The aim of the RN4CASTEtudy was to introduce aninnovative approach to
forecasting health workforce requirements by enriching standard forecasting
methods with considerations of quality of both nursingf§tand quality of patient

care. Thisentailed expandirg typical forecasting models with factors that take into
account how, for example, features of work environments and qualifications of the
nursing workforce impact on nurse and patient outcomes. The project therefore
required the completion of a numbesf inter-related work packages, including an
organizational survey carried out in a minimum of 30 acute hospitals per member
country, and a survey of nurses working in medical and surgical units in these same
acute hospitals.

In Ireland 30 acute hospitalsubof the potential 31 acute hospitals eligible, took
part in the study. The RN4ACAST project has provided an important, and to date
unique, opportunity to gain insight into both organizational and nurse staff issues
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across the entire acute hospital seciarlreland. This report focuses on the findings
from the organizational and nurse surveys, carried out as part of the RN4CAST
(Ireland) project. Data collection for the study took place in 20@910.

Key onclusions

1 There is a dearth of information amursing staff profiles in Irish acute hospitals.
This lack of information is likely to undermine attempts to determine both the
most effective way to deploy nursing staff throughout the hospital, and the
identification of appropriate staff skills mix atand / unit level. Ultimately such
deficit is likely to impact both patient and nurse outcomes.

1 This dearth of information may also suggest a lack of awareness among hospital
managers, including nurse managers, regarding the potential impact of differing
nurse education levels, skill set and experience on patient care and patient
outcomes; once again, potentially, impacting patient and nurse outcomes.

1 Ward staffing levels across the acute hospital sector seems to be based largely on
historical staff comement. Seventy percent of hospitals surveyed indicated that
ward staffing was not matched with patient acuity or dependency levels. This
reality, combined with reduced lengths of stay for patients and the current
ongoing moratorium on staffing, is likely be impacting significantly on ward
based nursing staff.

1 Many nurses, working in acute medical and surgical units across the Irish acute
hospital sector, are concerned regarding the ability of patients to manage their
care following discharge.

1 Many nures working in medical and surgical units across the Irish acute hospital
aSO0G2N) SELINB&aaSR fAGOtS O2yifidghesSyt©S Ay K
respond to problems in patient care reported to them by staff, or in
YIEYyEFE3ISYSyiQa O2YYAtmidsGeg it (G2 LI GASYd al ¥Ss

1 Nurses in over one quarter of large acute hospitals in Ireland reported a
deteriorationin care over the year prior to data collection, e.g. 2@®9.Since
2010 a large number of frontline stafiembershave taken early retement.
When the mplications of this fact is combined with the continuation of the
moratorium on replacing staff who have left the health serviemd other
austerity measures that have been instituted over the past8years3, there is
reason to believe the situation mpdhave deteriorated further.

1 A majority of nurses working in medical and surgical units across the Irish acute
hospital sector reported moderate to high levels of burnout and low levels of job
satisfaction. Issues of burnout and job satisfaction tendo& associated with
features of the nurse work environmentCertain aspects of the work
environment in the acute hospital sector such as support from line managers
was, in general, viewed positivelliloweverother elements such as staffing and
resource adquacy and nurse participation in hospital affairs were viewed
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negatively and sometimes very negatively by nurse respondents. Hospital
average scores hide significant within hospital variationthese issuesThere

are indications from a number of recenttérnational studies that a good work
environment can mediate the effestof less than optimal patientto - nurse
ratios on both patient and nurse outcomes. Therefore it would seem that
improving the nurse work environment is important both for the adveament of the
health care quality and patient safety agenda in Ireland and for reducing burnout levels
and increasing job satisfaction among nurses.

1 A number of acute hospitals appeared to have exceptionally high bed occupancy
rates. International guidelhes would suggest that a bed occupancy rate above
85% is likely to impact on quality of care and hospital functioniingteen out of
the nineteen hospitalsfor which we have dataeported average bed occupancy
rates of over 85%. Nine of these hosmtaéported occupancy rates of above
95%. One hospital reported an average occupancy rate of 100% and one hospital
reported an occupancy rate of 120%.

1 Institutional approaches to meeting patient safety requirements within the acute
hospitals are currentlyfo some degree, open to interpretation by hospital
management and therefore lack standardisation. Managers are aware that they
must establish safety posts, and institute audits and training. However, how such
initiatives are implemented is up to each indival hospital management team,
and ultimately the Hospital CEO (or equivalent) and the Board (in the voluntary
sedor), as evidenced by HIQA (2012a). However HIQA (202@ad) has
recentlylaid down clear guidance on the appropriate governance structunme
approach required to ensure the safe delivery of high quality patient care. It is
now incumbent on the health service to ensure this approach is implemented
across our acute hospital sector.

1 A gap exists between the patient safety approach hospitedslare and the
reality as experienced by staff, as measured by nurse survey. The patient safety
agenda has developed rapidly since the data collection period and, in particular,
as a result of the publication of the report of the investigation into duaafety
and governance at Tallaght Hospital. However, in order to reality check the actual
AYLI OG 2F (KSaS RS@OSt2LIYSyGa ola ¢oAGK (K
for safer better care; HIQA 20&p it would be timely to check the perceptions
and experience of front line staff providing patient care.
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Recommendations
We have grouped our recommendations under 5 headings for ease of reference:

1 Access to relevanstaff profile data: an issue for quality and safety of patient
care

Workforce management and planning,

Organisational management and leadership,

Care quality and safety, and

Further research.

= —a -8 A

Access to relevant staff profile data: an issue for quality and safety of patient
care

1. Significant types of data with regards to staff pl@f(medical and nursing) do
not appear to be collected at the organisational level in the acute hospital
sector; or, if it is collected, does not seem to be available to senior nurse
managers. Such data sourg@sd a Business Intelligence Sysjemhichwould
SyrofS aSyA2NJ YIFIylF3aSNEQ | 00Saa G2 OAGlf
statistics, via a type of dashboard, seem urgently needed. Access to relevant
elements of the information should also be available to the ward or unit
managers and other relevamgroupings within the hospital. This would enable
senior hospital mangers to talan holistic view of organisational, unit and team
staffing, rather than the current datpoor, silo approach.

2. It is vital to record the educational and experience levels wfsimg staff at
organisational and unit level. There are internationally identified associations
between nursing educational levels and quality of patient care. Such
associations have been replicated in the RN4CAST study (Aiken et al 2012). Thus
information, on the educational levels of nursing staff, would assist in both
human resource planning and shift rostering at unit level; with a view to
improving the quality of patient care.

3. On that basis of this study attention needs to be winato the relative
inexperience(in terms of years since qualification) of large numbers of staff
nurses working in the medical and surgical units of the acute hospital sector.
This is likely to be a particular issue in the large tertiary centres and university
teaching hospals, where patient acuity and dependency is very high and length
of stay is becoming increasingly shorter. From both a patient safety perspective,
and from a work environment perspective, unit / ward staff profiles needs
careful attention; to ensure approfte skill mix, level of experience and
expertise. Consideration also needs to be given to the appropriate mentoring /
clinical supervision of recently qualified nursing staff.
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4. Data on medical and nursing staff numbers, and profile (including country of
original nursing/medical qualification), should be held in an integrated data
base, accessible via an appropriddesiness intelligence syste(®!S. Medical
and Nursing workforce planning should be an integrated activity at both the
national and organisanal levels, in order to ensure effective use of staff,
experience, expertise and skill mix.

5. Staff turnover rates, in particular nursing staff turnover rates, should be
recorded at organisational level angviewed at organisation, regional and
nationallevels in order to help monitor such issues as staff morale and attrition
rates; as these may ultimately impact patient care and patient outcomes.
Appropriate monitoring of turnover rates will also assist in more effective
manpower planning at organisatial level.

6. The importance of recording staff illness / absentee rates at both unit and
organisational levels seems clear. Such information can provide vital insights
into staff morale on the particular unitit may also help trackhe impact of
issues suchas high patient turnover and increasingly dependent, acutely ill
patients (churn) on nursing staff in particular. Such information may also help
inform appropriate maternity leave policy development in specific areas of
service delivery. This is particdla relevant to nursing staff in Irish acute
hospitals. The average age of the Irish medical or surgical staff nurse is 35 years
according to our data. Given the predominantly female gender of the Irish
nursing workforce many of these staff nurses arechld-bearing years and
despite increases in the duration of statutory maternity leave over recent years,
this is still likely to impact on the iliness / absentee patterns in this particular
group of staff.

Workforce management and planning

7. On the basis fothe findings of this study the model of nurse workforce planning
in Irish acute hospitals is largely historical. A more rational basis for nurse
workforce planning must be identified. (HIQA (201Zheme 6 on warkforce,
articulates some of the relevantonsiderations.) Recent work by Behan et al
(2009), on behalf of the Expert Skills Working Group, should be built on and
extended to take into account such factors as the educational level of staff,
skills, patient acuity and dependency and so forthorder to both develop a
sufficiently complex model and generate guidelines for safe staffing levels /
staff-patient ratios (also see recommendations5 land 18 below). The
developing evidence base regarding the mediating effect of the nurse work
environment, m both nurse and patients outcomes, should be monitored and
integrated in workforce planning and management models where relevant.
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8. Introducing a streamlined performance management and development system
(PMDS) and/or Personal Development Planning (PDPgegso across the
organisation would enable nurse managers to discuss with nursing staff their
career goals and continuing professional development needs. Training and
development requirements, thus identifiecdtould feed into hospital service
plans, actionplans and continuing professional development initiatives across
the organisation. At present hospital training budgets and continuing
professional development (CPD) initiatives seems somewhat ad hoc. Such PMDS
discussions with staff would go a significargty in portraying, to staff, that both
unit and hospital managei@e interested in the personal career development of
staff members; and wish to support this in a systematic wayso far as
resources allow

Organisational Management and Leadership

9. The effects of both internal and external drivers of change (that impact on staff
and work environment in particular) should be identified, measured, monitored
and managed, in ways that prioritizes protection of patients and front line staff
in their provsion of patient care. This is a key responsibility of senior hospital
management, particularly in the current austere environment.

10.Consistent with recommendations from the report of the national
empowerment study on nursing and midwifery (Scott et a@03) we
recommend , once again, that existing organisational communication strategies
be reviewed, and measures taken to ensure the existence of meaningful
strategies to address the perceived invisibility of nursing in the organisation. In
particularcognsanceshould take of the need to balance medical, nursing and
administration input into strategic planning and both strategic and operational
decision making. Directors of Nursing should, by virtue of their role and
responsibilities, sit at the corporat@ble to represent, visibly, nursing in such
decision making processes. This should be the case through the various layers /
levels of the HSEor any such body that replaces it in the future. It goes without
saying that nurses in leadership roles mussem that they are equipped to
fulfil these roles effectively, thus ensuring appropriate influence and
contribution to the management of our acute hospitals and, in particular, to the
guality of care and patient safeggenda.

11.b dzNBE S a Q LIS MmibSdriteht 2ng af in@rést decause an empowered,
committed workforce is a requirement for the delivery of high quality, humane,
patient-centred health care. In the national empowermesiiudy (Scott et al
2003) the nurses and midwives surveyed, clearlycaldited empowerment as
including both personal and institutional factors. The recommendations in that
national study included a focus on organisational development, management
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development, educational provision and practice development. Although many
of the recommendations have been addressed over the past decade some,
particularly in the area of organisational development, have not. Also some of
those that were in the process of being addressed such as management
development, continuing educational prowsi and practice development are in
serious danger of being undermined in the current environment of austerity. It
is recommended that a review be carried out on progress to date in
implementing the recommendations from Scott et al (2003), and that an
updated action plan be prepared and implemented.

12.There is a growing evidence base suggesting that the work environment of
nurses impacts on both patient and nurse outcomes. Our findings suggest
marked withinrhospital and between hospital variation in the work
environments of the nurses in our study. Key areas for intervention at hospital
and ward levels are improving leadership and management support and
involving nurses in decisiemaking and governance. It is recommended that
Directors of Nursing considehné inclusion of nurses involved in the provision of
direct care in hospital governance, within relevant committees, to improve
cohesion amongst staff from across the organisation.

13.There is a need to monitppn an ongoing basi® 2 0 K Yy dzNE Savih al GA & T
their job and with nursing as a care€rhis isin order to ensure that nursing
remains a desirable career in Ireland, especially as graduate opportunities
remain limited and public sector conditions are under consistent review.

14.Increasing patiento-nurse ratios, high levels of burnout, concerns about the
quality of care and patients safety issues are among the list of factors that Lu et
al (2005, 2012) indicate are associated, internationally, with reduced levels of
job satisfaction and increasingtention to leave. Within the Irish acute hospital
context these factors are, increasingly, being compounded with reduced lengths
of stay, ever increasing demands for hospital care and deteriorating pay and
conditions. Despite, or perhaps because of, therent climate of austerity, and
against a worsening world shortage of qualified nursing staff, health service
managers and leaders need to work to retain our highly capable nursing
workforce This can be achievday supporting improvements in those elemts
of the nurse work environment that are not solely dependent on additional
costly investment¢ e.g. staff involvement and positive recognition and
feedback.
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Care Quality and Safety

15.There was considerable variation in both nupient ratios and sff-patient
ratios across hospitals in this study. Some of this variation is likely appropriate
given the different patient profiles both within and across the acute hospital
sector in Ireland. However, in light of the variation found in this study, coeabin
with the fact of the dominance of historical staffing as the predominant model
of workforce planning in and across the acute sector, this matter requires
further attention. Given the international evidence (replicated in this study),
supporting a closassociation between nursgatient ratios and patient safety,
the time would appear ripe to work with HIQA to consider carefully the
development of guidance on safe-optimum nursepatient ratios; taking into
account the differing needs and dependency lsvef difference groups of
patients in institutional care in the acute hospital sector in Ireland. The HSE,
perhaps in collaboration with HIQA, should consider the development of a
standard in this area, recognising elements such as the positive medéitety
of staff education levels and positive work environmef@n the basis of the
standard staffingyuidelines could then be generated.

16.Nurse participants in three quarters of the study hospitals reported a lack of
confidence that management in their bpitals would respond to patient care
problems identified and reported to management. This is a very worrying finding
which suggests a requirement for urgent attention from hospital managgm
as identified by HIQA (201p&ystems should be implementduat ensures that
(@) staff are encouraged to raise concerns regarding patient care with hospital
management when appropriate,(b) that management, in turn, acknowledge
such concerns and outline the proposed course of action, and (c) that
appropriate govemance oversight is maintainedas recommended by HIQA
(2012a,b) . Failure to do s@noresthe recommendations from the Commission
on Patient Safety (Government of Ireland 2008)IQA recommendations
(2012a,h) and explicit HSE policy on whistle blowingEH®11). Such failure
would also suggest that our health service leaders and managers have not
learned the lessons emanating from the Lourdes Hospital Inquiry (DoHC 2006).

17.An integrated approach to clinical governance should be developed in a manner
that ensures the most effective impact of the safety officer role, within the new
clinical directorates and integrated hospital groups currently being developed
within the HSE. Such an approach did not appear to exist consistently, at the
time of data collectio, across the Irish acute hospital system. However, as
indicated above, the requirement for such an approach has been clearly detailed
by HIQA (2011).
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Further Research

18. Our findings provide insight into both the level and type of nursing work
NB LJ2 NLESRT (F adzy6R2y S¢ RdzS G2 GAYS «k NBa2 dzNDO
provides insights into the levels of nanrsing work reported to be engaged in
frequently by nurses across the acute hospital sector. We recommend that a
focused piece of research be condedtinto the actual levels of clerical and
20KSNY deNBNYY 3¢ ¢2N] Sy3IFISR Ay o0& ydzNBESaE
including an analysis of the nursinglated content of this work, if any. Such
research would contribute an element of an evidence bdeedecisions
regarding both current nursing activity and the most appropriate use of the
nursing workforce. It may also help clarify a more effective way to manage
clerical work at ward / unit level.

19. As can be seen from figure X5ee p48) nurses generdl viewed the ability,
leadership and support received from unit nurse managers positively. However
there is clearly room for further improvement and mean hospital statistics
masks within hospital differences that should be investigated further. It is
recommended that the impact of clinical management training, to date, be
further evaluated. Building on the current worK the National Leadership &
Innovation Centre for Nursing & Midwifery (NCLINK)ther needs analyses for
continuing professional devgbonent with regards to ward / unit managers,
assistant directors and directors of nursiggades should be conductedo
ensure that relevant structures, tools and training is provided to support local,
middle and senior managers especially in the currerdryv turbulent
environmentg a context that is likely to continue for the next¢®b years at a
minimum.

20. The impact of International work experience on practitioner practice is poorly
investigated in health service research. However literature from busizesl
managements disciplines indicates that international work experience improves
the ability to plan and problensolve: both important facilities in achieving
positive patient outcomes (Robinson et al 2003, Michel and Stratulat 2010). In
light of (a) he large number of Irish nurses who have either been educated and
/ worked overseas as nurses, and who have returned to work in the Irish health
service, and (b) the significant number of overseas nurses who have been
recruited into the Irish health senacover the past decade or sit seems
pertinent to incorporate such information into staff profile data bases. It is also
timely to engage in research that explores the impact of international health
service experience on nurse performance, judgement@dacision making.
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21.Further research is required which would explore and identify any relationships
that may exist between nurse experience levels and organisational outcomes
such as hospital hygiene, rates of MRSA and other hospital acquired infections,.
Existing data from HIQA, HSE Health Protection Surveillance Centre and other
routinely collected sources would facilitate such research.

22.The Quality and Patient Safety Directorate of the HSE has recently conducted a
pilot study of the culture of safety irrish hospitals, using the g&ncy to
HealthcareResearch andQuality (AHRQnstrument part of which was used in
this RN4CAST study. Rolling that study out to all the acute hospitals will give a
baseline for safety culture in Ireland against which outceroan be measured in
future studies.
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INTRODUCTION AND STUDY OVERVIEW

Health systems around the world are challenged to meet the health needs of
populations through the provision of safe and high quality c&#izens are living
longer and enjoyoetter health. As people live longer, it is expected that there may
be increasing numbers of older people with severe disabilities and in need of long
term care. Moreover, as the population ages, so does the workforce sésmmt is
therefore needed regating thetypes of specialist skilthat will be required, taking

into account that healthcare treatments change with the introduction of new
technology, the effects of the ageing population on the pattern of disease, and the
increase in the number of older patients with multiple chronic conditions.
Consequently European health systems will have to invest in an efficient and

effective work force of the highest quality.

A number of international studies b¥rofessor |l

Linda Aiken (University of Pennsylvanejd her
team demonstrate negative effects of naptimal
nurse deployment (numbers and qualification) ©
both nurse (e.g. burnout, job satisfaction, intentio
to leave) and patient care outcomes (e.g. mortalit
failure to rescue) (International Hospitau@omes
Study, Aiken et al., 2001, 2002 & 2003).

Figure 1 RN4CAST Consortium Member

Spain q B recig ?‘}4‘\:
The RN4CAST consortiuRigure1) consists of 12 - &
=2

European countries (Belgium, England, Finlaft——

Germany, Greece, lIreland Netherlands, Norway, Poland, Spain, Sweden and

Switzerland).
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Three International Cooperating Partner Countries (ICPC) of the European
CommissionBotswana, China and South Afjigaovided a broader perspective to

the study.

The consortium was funded under th& Framework Programme of the European
Commission (FP7) to carry outetithreeyear RN4CAST project (1 January 23019
December 2011). It was coordinated byofeéssor Walter Sermeus, Catholic
University Leuven, Belgium, with Professor Linda Aiken, University of Pennsylvania,

as ViceCoordinator.

Dublin City Universityas the Irish member othe consortium. The Irish team was
led by Professor P Anne Scott, Principal Investigator, and involved Dr Anne
Matthews, project coordinator, Dr Roisin Morris, research fellow, Professor Anthony
Staines, expert on administratively colled patient discharge data, and Ms Daniela
Lehwaldt andDr Marcia Kirwan, researcher assistants / PhD students on the project.
In the early months of the project an Irish Stakeholder Advisory Group was
established, comprising representatives from key mgsihealthcareand patient
organisations in Ireland. This advisory grqupvided important input and advice
through the duration of the project, from issues regarding access through to advice
on dissemination of project findingsheaim of the RN4CASSiudy was to introduce

an innovative approach to forecasting health workforce requirements by enriching
standard forecasting methods with considerations of quality of both nursing staff
and quality of patient cargn addition to focusing on traditional sufypand demand
factors. Thigntailedexpanding typical forecasting models with factors that take into
account how, for example, features of work environments and qualifications of the
nursing workforce impact on nurse and patient outcomes. The projectetbes
required the completion of a number of inteelated work packages, as shown in
Figure 2 belowThe DCU team led Work Package 8 (WP8): Human Resource Policy
Synthesis. The work carried out under that work package is not included in this
report and asummary can be found dtttp://www.dcu.ie/snhs/pdfs/RN4CAST%20
%20Workforce%20planning%20update df
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This report focuses on the findings of the nussevey and, where appropriatsome
findings from the organisational survegarried out within Work R&kage 5 of the
RN4CAST, as outlined below.

Figure 2 RNACAST Work Package responsibilities

WP1: Management & Coordination
WP Leader: K.U.Leuven (a)

WP3: Workforce
Planning/

Forecasting
WP Leader: UKU

WP8: Human

WP5: Nurse Resource Policy
Survey Data Synthesis
Collection WP Leader:

DCU

WP Leader:
PENN

WP6: Patient K.U.Leuven (b

Outcomes Data
Collection
WP Leader: KCL

WP4: Protocol WP Leader: ISCII WP7: Data
Finalization/ integration &

Harmonization Analysis
WP Leader: \

WP2: Dissemination & Stakeholders
engagement
WP Leader: KCL

KU Leuven Katholieke Universiteit Leuven, Belgium

KCL YAy3Qa [/ 2fttS3S [2YyR2y> Y

UKU University of Kuopio, Finland

PENN University of Pennsylvania, USA

ISCII InvestenISCIII Instituto de Salud Carlos Ill, Ministerio de Ciencia e
Innovcién, Madrid Spain

DCU Dublin City University
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RN4CAST project overview
Data collection throughout the consortium was focused on general medicine and

surgery wards in acute hoggls. The following Table 1 shows the numbers of
hospitals and nurses included in the study across all participating European

countries.

Tablel Participating hospitals and nurses across all countries

Country Hosptals Nurses Nurses per hospital Meafstandarddeviation)
Belgium 67 3186 48 (21)
England 46 2918 63 (26)
Finland 32 1131 35 (15)
Germany 49 1508 31 (17)
Greece 24 367 15 (7)
Ireland 30 1406 47 (14)
Netherlands 28 2217 79 (41)
Norway 35 3752 107 (69
Poland 30 2605 87 (15)
Spain 33 2804 85 (37)
Sweden 79 10 133 128 (108)
Switzerland 35 1632 47 (17)
TOTAL 488 33659 65

Aiken et al (2012a)

In Ireland general medical and surgical wards in 30 acute adult hospitals were
included in the study. Thisomprises all acute hospitals in Ireland, with one
exceptiort, whichhad in excess of 100 beds at the time of hospital recruitment. Thus
within the Irish contextthe RN4CAST studyrovides a detailed snapshot of the

national acute hospital sector during tlgata collection phase: 20@92010.

It isintendedthat this report will assist health service and nurse management within
hospitals to plan the nurse workforce in their hospitals effectively, and to address
the issues raised in relation to nurse anakipnt outcomesHowever, it isnecessary

to look at these issueslso at both national and regional levels. It is therefore
anticipated that this report will be useful to a number of national and regional

bodies such as the Department of Heal®@ffice ofthe Nursing& Midwifery Services

1 One acute hagital with over 100 beds declingd participatein this study due to pressure of work and lack of
resources during the 2009/10 data collection period.
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Directorate of the HSE, the Directorate of Quality and Patient Safety (H&ih H
Information and Quality Authority (HIQA)and regional Nursing and Midwifery

Planning and Development Units.

In common with all participatg countries four categories of data were collected as

part of the study:

1. Organisational characteristics (number of beds, teaching status and so forth) of
the participating hospitals. The organisational questionnaire can be found at
AppendixC.

2. Nurse suvey data: questionnaire completed by nurses working in 30 acute
hospitals concerning their practice environment, jsétisfaction, workload, and
perceived quality of care. The questionnaire used for this study can be found in
AppendixB.

3. Patient survey dat: questionnaires completed by patients on their individual
hospital experience. The patient satisfaction questionnaire used in this research
came from the US based Hospital Consumer Assessment of Health care Providers
and Systems (2005). The patient syrweas carried out in 10 of the 30 study
hospitals. The patient questionnaire used in the study can be found in Appendix
D. The results of the patient survey are fully detailed in AppeAdikthis report.

4. Patient outcomes data: information on length ofagt diagnoses, procedures,
discharge status, and so fortkEach hospital was asked for permission for the
study team to access their Hospitatpatient Enquiry (HIPE) data through the
| St K { SNIWAOS HeaEhSAdakziVeDl&athéd albolit{ patient
outcomes through the use of routinely collected dischadgéa for patients with
specific medical conditions or who had specific surgical procedlrResults

relating to this aspect of the study are not included in this report.

The following Figure 3 ek&s to clarify the combination of data collected for the

RN4CAST study and its potential in terms of data analysis.

RN4CAST NATIONAL REPOBRT IRELAND




Figure 3 RN4ACAST data collected

Nurse questionnaire Patient questionnaire

Hospital discharge dat- Hospital characteristics

During the analytical process the four data sets were linkeckttugy. After these
sets of d#& were linked by hospital, all hospital identifiers were removed and

hospitals were coded with mumber.

The focus of this report is on the finding®m the organisational survey aritie
nurse survey for all participating hospitalkhe patient survey @as carried out in 10

of the 30 study hospitals. Full details of the result of the patient survey can be found
in Appendix D of this reporfThe anonymity of individual participants, nursing units
and hospitals is preservedtllo hospitals or individuals ardentifiable in any reports

produced from this study.

2Designed by Luk Bruyneel for a presentation by Prof W Sermeus entitled RNACAST Nurse Forecasting: Human
Resources Planning in Nursing, presenteBa@ty Dialogue on the Planning for a wailled nursing and social
care workforce in the European Union. Venidely, 12 May 2009.

RN4A4CASTNATIONAL REPORflor IRELAND _




ETHICAL CONSIDERATIONS AND PROCEDURES

Based on the hospital inclusion criteffiar the European study, 32 hospitals with
more than 100 inpatient bedsit the time of hospital recruitmentand where
routinely-collected patient discharge data were available, were approached in
Ireland. Ethical approval for the study was obtained from Dublin City University
Research Ethics Committee (REC) in March 2009. Following this all 32 eligible
hospitals were apmwached seeking ethical approval to conduct the stiidy.

Ultimately 30 hospitals participated in the study.

Although the processes varied greatly in many cases, approval for the study was
obtained inthe 31 hospitals SSme Research Ethics Committees (RECpm@ed
applications for more than one hospital site. These groupings are based on Health
Service Executive regional groupings or hospital groupings. However some of these
hospitals had additional local access permission procedures which either preceded
or followed the application to the REC. Other hospitals had a local REC only and
separate applications were prepared for all of these. Very little consistency was

found across the processes.

Responses from RECs also varied considerably. In some caseS ¢h&irp y Q& | LILINE O |
was granted as the project was deemed to have no ethical issues which needed to

be consideredy a full committee In other cases clarification was required on some

issues following consideration by the REC. Patient information leaflets aggusted

to reflect recommended changes. In one case the committee requested that a new
application be submittedand this extended the process to eight months. The

process of obtaining ethical approval to conduct the study in all hospitals took over

nine months. The length of time for this process varied between 1.5 weeks and

twenty six weeks.

Following the obtaining of ethical approval, access to the hospital and its nurses was

sought through the Directors of Nursing (DoNd)is process was often gamged as

% One of these hospitals subsequently declined to participate (related to a substantial drop in bed numbers) and
another efused access within a group approval process.
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meetings were sometimes requested and clarifications sought. In one case, during

this element ofthe process, access was deniethus reducing the number of
KaLWAdlrfta G2 ond 5dNAy3I GKAa FOOSaa yS3z2ida
by the DoNs as the first point of contact for the DCU researchers. This was a really

crucial resource and the research team are very grateful for the help and support

given bythese 30individuals Thelink persons were generally members of the nurse

managemehnteam or from Nursing Practice Development within the hospital.

The cover letter which accompanied the nurse questionnaire clearly explained that

by submitting the questionnaire the nurse YR LI GASYy G F2NJ LI GASY
survey)was giving consenfor the data to be used by the researchers. It also

explained that withdrawal was possible at any time and researcher contact details

were supplied.
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ORGANISATIONAL SURVEY RESULTS

Data collection
Data for the organisational profile questionnaire werelecled between October

2009 and Apti2010. Directors of Nursing (Ds) were approached prior to the study
and following the granting of ethical approval from Research Ethics Committees
and/or Nursing Research Access Committees. Thirty out of thirty orldsOfave
approval and supmrt for the study. Either the D% or an appointed RN4CAST link
person completed the organisational questionnaire. Some parts of the mumestire
required liaison with fAance or Hman Resources (HRJepartments of the hospital

(for example, overall expenditure and medical staffing numbers). This proved to be
problematic in some cases agganisational data collection swided with industrial
unrest in the Irish health service. A wetdcrule at hospital level delayed or inhibited
the provision of certain data. Feedback following completion of the questionnaire
noted the large amount of detailed information required and the difficulties in
accessing the data, due in part to the wadcrule athospital level. Some questions
and respnses required further clarification at the time of data analysis, and at this
point hospital link people were invaluable to the project team. Organisational profile
data were obtained from all 30 participating adult acute care hospitals from across
Ireland. This data provides a very interesting overview of the Irish public, acute

hospital sector in 20090.

Description of study hospitals

All of the hospitals included were publigs per the inclusion criterion of having HIPE
discharge data availahleTwehe hospitals were university hospital€ighteen
classified themselves as regional referral centres amdhospitals were national
referral centres. Hospital services included emergency (30), intensive care (28), open
heart surgery (4) and transplant surge(4). Variations in annual activity, bed
occupancyand number of bedsn medical and surgical wards were also evident.
Factors that influencgthe running of hospitals were reported as mergers with other

hospitals, moving of wards, substantial increasebed numbers and substantial
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decrease in bed numbers. Some hospitals opened new buildings and facilities, while

others had to close major facilities.

There have been many reported reconfigurations and changes within participating

hospitals, including:

19 had reconfiguration of wards

11 had a substantial decrease in bed numbers
11 had new facilities opened

11 had new buildings opened

8 reported the closure of major facilities

8 reported mergers with other hospitals

= 4 4 -4 -4 -2 -2

4 reported substantial increase in bedmbers

At the time of data collectiofSeptember 200g May 2010)a recruitment moratorium

was in place across the Irish health service (effective fromcM2009 and ongoing).
This mor#&orium prevents the replacement of staff members who leave the public
health service, or of those who are on various typeteafie¢ such as longerm leave

due to illness, holiday leave and maternity leavehe moratorium is a measure
introduced by government to reduce staff costs in the health service, in response to a
global recession and a severe downturn in the Irish economy since September 2008.
Many of the dove reported reconfigurationsvere explained as being influenced
either by the recruitment maatorium and /or increase in dagase activity.
Irrespective of whih particular set of issues were at play, this data portrays the Irish
acute hospital sector as operating in a context of dynamic change and challenge from

both internal and external drivers.

Key indicators relating to the hospitals are shown in the falhgwi able 2.
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Table2 Hospital Characteristicg*

Number| Size of University/ | High Inpatient | Number
Open hospital Not technology| admission/| of
beds* | (levels set hospital year registered
in (heart or nurses
RN4CAST transplant WTE
according surgery)
to bed
numbers
892 Large yes yes 22,689 1,375
(>400)
702 Large yes Yes 32,583 1,307
623 Large yes Yes 27,000 987
620 Large yes Yes 15,911 1,051
612 Large yes Yes 16,228 954
605 Large yes Yes 21,833 955
554 Large yes 24,137 948
474 Large yes 23,156 688
435 Large yes 24,086 726
402 Large yes 9,993 504
349 Medium yes 9,581 374
(200-399)
334 Medium 16,683** 455
333 Medium 19,144 596
332 Medium 20,476 538
324 Medium 14,065 462
317 Medium 15,957 395
283 Medium 14,118 341
262 Medium yes 8,750 301
246 Medium 15,478 529
220 Medium 11,313 284
213 Medium yes 7,675 267
206 Medium 14,826 334
199 Small 18,829 287
(<200)

*Hospital data listed in order, starting with the gtest number of beds

** 2010 data taken from the HSE Regional Service Plan West 2011 (HSE 2011)

***Hospital Identifiers are not used in this table as to do so would enable identification of hospitals
throughout the report
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An inquiry into bed occupancwtes was also included in the organisational survey. Nineteen
hospitals reported their rateA bed occupancy rate of greater than 85% can be
expected to impact negatively on quality of care and hospital functioning (Keegan

2010, http://download.drfosterintelligence.co.uk/Hospital Guide 2012.pdf

Thirteen of the 19 who responded hadcupancyates above 85%.

Table 3Average bed occupancy rates per hospital

Hospital ID | Occupauwy rate
1
2 93
3 83
4
5 98
6
7 96
8
9
10 86
11 66
12 99
13
14
15 82
16 95
17
18
19 97
20 96
21 93
22
23 85
24 120
25 96
26 95
27
28 83
29 100
30 84
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http://download.drfosterintelligence.co.uk/Hospital_Guide_2012.pdf

Contracted weekly working hours

Weekly working hours were reportefdr medicalstaff, registered nursingtaff and
healthcareassistants (HCAsYhe range reported was between 388 hours, with
some medical staff having a 33 hour working week. Nurses in Irelor#ting
fulltime, worka standard 37.5 hours per week. ferences in medical working hours
reflected recent changes to consultant contractde@lth Service Executive (HSE)

2008a)

Staff umbers

As the organisational profile was completed by a member of the nurse management
team, the participants were generalBble to provide numbers for registered and
non-registered nursing staff. However medical staffing numbers often had to be
requested from other departments within the hospital. This seems to have led to
missing responss to a number of these questions. Bhimay be due to poor
communication practices between departments or may be associated with the-work
to-rule. It does however indicate that there is little communication between the
professional groups in Irish hosp#atith regard to workforce planning.his may be

of some concern as skill mix changes are taking place with botegsions in Ireland

which couldhave consequences for care delivery.

The primary focus of the RN4ACAST study was on nurses in direct care provision, in

medical and surgical uniig acute hospitals (i.e. staff nursesjoweverdata on

other staff working in these hospitals were also collected, in order tamexe

relationships between the staff groups. Some of the terms used to collect these

data in the organisational questionnairbl5 lj dzA NER Of  NAFTFAOIF A2y @
YIEYyF3ISNE NBFSNNBR G2 [/t Aahd (rtical NlosgzNBE S  a | v |
Manager Il (CNM®2X G2 G KSNJ NBIA &G BadBoRClinjtalzNErsey 3 adl ¥
Manager Il (CNM)3 Assistant Directors of Nursing (ADoNs)NBcClinical Nurse
{LISOALfAAGA O/ Db{&d0 YR | ROl ya&Rtered dzZNBE S t NJ
YVdZNREAY 3 adFFFéE Ay (GKS LNRAK aSG0Ay3a NBTFSNN

The folbwing table, Tablet, containsinformation regarding ratios between key

staff groups in Irish hospitals.
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Table4 Ratios between key staff groups in Irigtospitals

Hospital ID Number of nurses Number of staff Medical Wards: Surgical Wards:
per doctor in the nurses per NCHD| number of staff number of staff
hospital nurses to HCA nurses to HCA
staff staff
1 3.6
2 3 7.8 5.7
3 3.2
4 3.1 3.8 5.4 5.8
5 B8
6 4.6 4.3 2.8 9.1
7 25 3.2 28 26
8 3.1 3.4
9 4.5 27.5
10 4.3 8.4
11 3.6 2.6 3.4
12 2.4 2.8 25 7.8
13 2.9 815
14 2.5 11.4 12
15 3.1 3
16 3 3.2 3.6 4.1
17 3.8 4.2 8.9 9
18 3.7
19 3.2 3.9 5.4 6.1
20 4 4.4 6.1 13.7
21 4.3 5.2 4.8 135
22 3.1 6.3 3.8
23 3.4 3.9 4.3 4.8
24 3.7 3.5 2.7 1.9
25 4.1 &5 8
26 2.4 3 35 4.3
27 4.4 5.2 585 3.8
28 3.4 3.6 3.4 2.1
29 2.8 815 9 4.6
30 2.6 5.5 32.2 28.3

From the above table it is evident that there are stark differencegrademix in

this group of large acute Irish hospitals. Participating hospitals provided data which

suggests that in medical wards, for examglee variationin ratio can be as great

as from three nurses to each member of HCA stgffto 32 nurses per member of

HCA staff. This is important for a number of reasons not least of which is that

RN4A4CASTNATIONAL REPORflor IRELAND _




further, more sophisticated analysis of this data furse patient ratios and staff
skill mix) provides evidence that not only are nurse staffing levels critical to
patient safety, but the ratio of nurses to other staff members is also of critical
importance (Kirwan et al 203). See section below ongtient safety for some

discussion of this issue.

Staff turnover

Staff turnover information was difficult to retrieve; data on registered nurse
turnover were available from only 7 hospitals. While some hospitals did not record
nurse turnover, other records ctdinot be obtained due to the worto-rule which
occurred at the time of data collection. The mean for those who did report nurse
turnover was 10.7% somewhat similar to previous findings from within Ireland

(McCarthy, Tyrell and Cronin 2002).

Nursing saff education and norEU qualifications

Hospital respondents were asked in this study for the numbers of their nursing staff
educated to degregeither preregistration or postegistration) or Masters level.
Additionally they were asked for data on the mbers of their nursing staff who
trained outside the Bropean Union (EU) Not all hospitals responded to these
qguestions as the data wergot, and currently are nqtroutinely recorded. Some

hospitals gave estimates rather than a definite figure.

It would seem important to collate this type of data for workforce planning
purposes. In particular the education levels of the nurse workforce have been
repeatedly linked to the quality of patient care (Aiken et al 20@&sichay
Akkadechanunt et aR003, Estabraks et al 2005, Bruyneel et aD09 Kendal
Gallagher and Blegen 2008iken et al 2011KendalGallagher et al 20)1In this
study data regarding the education levels and country of training of nurses were
collected through the nurse questionnaire al$towever thes reflect data from the
respondents to the nurse questionnaire rather than data held at the instdnél
level. Thus crosshecking of datdrom the nurse survey with orgasational data or

verification of institutionally held data is not psible
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Sickness/absence

Although this question was not answered by all respondents, it wasilpesto
calculate overall restd. The percentage of sickness/absence annually was 5.89% for
registered nurses and 6.88% for nmegistered nursing staff. This consistent with
Healthstat statistics for 2012 (Healthstat 201@hich reports average nurse
absentee rates as running at 5.6%ith some hospitals reporting rates as high as
12.%4 This is clearly a significant challenge for hospital managers inrajesred
nurse managers in particulaBuch illness / absentee rates are also significantly
higher than the HSE target of 3.5% set in the National Service Plan for 2012 (HSE
2012). It is worth noting thathe Boorman Review (2009) of the UK NHS, stressed
the need to invest in staff health and wékking. The report indicates that
organisations which prioritise staff health and weding have lower rates of

sickness absence, improved patient satisfaction and better overall performance.

Organising and managg work in the hospital
The RN4CAST study revealed details about workforce planning on wards in the study
hospitals. Hospitals were asked how they planned the nursing workfogtaffing

levels on wards were foun@ut of a possible n = 3®) be:

1 largelyhistorical (n=24)

1 not based on a formal system (n=25)

i varying across wards (n=23),

1 reviewed regularly in almost half the hospitals (n=14)

1 not determined by reference to benchmarks, in just over half the hospitals
(n=17)

1 not set to match existing benchmias (n=20)

1 not set to exceed existing benchmarks (n=28)

1 not matched to patient acuity or dependency (8%)

1 somewhat based on informal review of patient acuity (n=18)

1 not planned on a shifby-shift basis using patient acuity/ dependency (n=23)
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Staff appraisal
i staff do not have a formal annual appraisal review with managers (n=24)
9 training needs of nursing staff are reviewed at least once a year in half of the
hospitals (n=15)
1 thereis a laclof annual professional development review for nursing staff
(n=20)
O FAYFYOALFf adzlJLI2NI F2N ydzZNESAQ LINRPTFSaaaAz2

i study leave support for professional development and training (n=27)

Hospital budget for education and training of nurses

Only 9 hospitals answered a question about the budigetmedical and surgical
nurse training and development. Others stated that the Centres for Nurse & Midwife
Education, Nursing & Midwifery Planning and Development Units and/or Practice

Development Units hold the budgets.

Patientsafety
Patient safety has become a primary focus for healthcare organisations worldwide
(Kirwan et al 203). In the Irish setting this has gained momentum in recent years for

a number of reasons including the following:

9 Investigations andinquiries into some very public failures in healthcare
provision in Ireland (Government of Ireland, 1997; Department of Health and
Children (DoHC)2006; Health Information and Quality Authority (HIQA),
2008).

1 The formal establishment of HIQA, an agencyvarmal responsibility to set
standards for health and social care in Irelangersee quality assance of

this provision HIQA was established 2007.

1 The acceptace, by Government, and the impfentation of the
recommendations of the Report of the Conission on Patient Safety and
Quality Assurance (DoHC 2008)
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Previous work hashown correlations between both nurse education levels (Aiken et

al 2003, Estabrook et al 2005) and nucgeatient ratios ( Aiken 2002, Needleman et

al (26) and Needleman etl2011), andpatient safety outcomes. Organisational
safety culture is also frequently linked to safety outcomes. The RN4CAST study gave
us anopportunity to take an overview snapshof the safety culture in the 30 acute
hospitals participating in thisrish national study. The research team decided to
include, in the nurse questionnaireseven items drawn from the larger Hospital
Survey on Patient Safety Culture (Agency for Healthcare Research and Quality,

20074a).

In the study nurses weralsoasked to gve their ward an overall grade on patient
alr¥Sted ¢KAaA AGSY 2NAIAYFGSR Ay (GKS 1'3Syo
survey (200@) on patient safety culture. It was coded on a 5 point scale from
WWFLFAEAYIQQ (2 WWSE &afirfg befief patetxSafetyA G K KA IKSNJI

In responseto organisational survey questionbospitals reported that there are
staff membersin quality and safety rolesA lack of national guidelines around
appointments to such roles has led to inconsistencies in graieg Tablé). This

has implications for the advancement of patient safety in Irish hospital (Kirwan
2012).Responses also indicated that staff are trained in issues related to quality and

safety, that safety audits are conducted and trends analysed.
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Table 5 Quality andsafety personnel in post in study hospitals in 20810

Safety Posts Yes (n)| Assistant Clinical Clinical Admin Admin Admin Medical Chief Senior Pharmacist Grade not
Director of Nurse Nurse Grade 6| Grade 7| Grade 8| Scientist Pharmacist Specified
Nursing Specialist | Manager 2
Quality Manager | 22 3 1 3 1 2 6 6
Clinical Risk 26 5 2 6 4 9
Manager
Haemovigilance 30 7 1 22
Officer
Pharmacovigilance| 10 1 3 6

Officer
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Table6 In-service safety training provision in pacipating hospitals in 200, 2010.

Yes (n) Is training mandatory?
Regular irservice training in — :
the following areas: Yes (n) | No (n) | Missing | Valid %
yes
Clinical risk management 27 6 12 10 33.3%
/Patient safety
Infection control 30 21 2 7 91.3%
Blood transfusion practice 29 22 1 7 95.7%
CPR 30 24 0 6 100%
Manual handling 30 24 0 6 100%
Adverse clinical event 26 6 13 10 31.6%
reporting
Informed Consent 14 3 7 18 30%
Open disclosure for adverse 21 4 10 15 28.6%
clinical events
Medication safey 26 10 6 12 62.5%
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NURSE SURVEY

Questionnaire

The questionnaire used in the nurse survey was gra@e questionnaire that had been
developed by the consortium. Wording was harmonised for all partierdhis European
RN4CAST stugyno rephrasing ofitems within questionnaires was pssible The

guestionnaire included:

1 Demographics, including gender, age, nurse education, fulltime status, years worked.

1 The 32 item Practice Environment Sstale of the Nursing Work Index, incorporating
the following sales (from Lake 2002):

o Staffing and resource adequacy
o Nursing foundations of quality of care
o Nurse mrticipation in hospital #airs,
o Nurse manager ability, leadership and support for nurses,
o Collegial nursghysician relationships.
o Additional items (rostly relating to nursghysician relationships)
1 The Maslach Burnout Inventory (Maslach et al 1996
o Three subscales: Emotional Exhaustion, Depersonalisation and Personal
Accomplishment

1 Job satisfaction, intention to leave and recommending the hospitalothers
(Sochalski et al 1997, Sochalski and Aiken 1999, Clarke and Aiken 2008)

1 Two global items on empowerment from the University of Western Ontario Work
Empowerment Prograr(Laschinger 1996)

1 Perceptionf quality and safety(Sochalski et al 1997o&alski & Aiken 1999, Clarke and
Aiken 2008)incident occurrence, adverse event reportif@dded for Irish RN4ACAST
study).

1 Three questions relating to fregncy of events reported taken from the Hospital
Survey on Patient Safet@ulture (Agency for Heditare Research and @ity

2007a);safety and qualityrelated inservice education (Ireland only)
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9 Workload(Sochalski et al 1997, Sochalski and Aiken 1999, Clarke and Aiken 2008).
o0 Hours worked, workload and colleague$Sochalski et al 1997, Sochal&khiken
1999, Clarke & Aiken 2008).
o Non-nursing work and work left undonéSochalski et al 1997, Sochalski and

Aiken 1999, Clarke and Aiken 2008

Contentvalidity indexing

Content Validityindexing (CVI) is a process whereby independent expert ratersageahe

content of the questions asked in a survBaters score each item on a 1 to 4 scale, with 1 =

not relevant and 4 = highly relevamaters are asked to rate the questions in relation to the
target audience of the survefror the RN4CAST (Irelarsdirvey, the experts were 8 nurses

who worked in hospitals in Ireland. These volunteers comprised a convenience sample,
identified through personal contacts, following additional ethical approval from the DCU
Research Ethics Committee (this element of thiedy was not part of the original
submission to the DCU REC). The volunteer participants rated the questions on the survey
with regards to whether the questions were relevait G KS LI NI A OA LI y i Qa &
Participants completed the rating process ioel anonymously, in September 200%he

scores were aggregated and analyzed for chance agreement between reter€VI rating

scores indicates to the researcher whether or not the instrument measures what he/she
hopes it will measureand the likelihoodthat the data collected reflects the context under
analysis. For the RN4CAST study CVI ratings were calculated for two scales included in the
nurse questionnaire. The CVI rating on the Practice Environment Scale wa$d.78e
Maslach Burnout Inventorthe CVI ratingvas lower at 0.64 (possible rangelplowest to

highest):Both ratings were deemeadcceptable?

Procedure

Between October 2009 and May 2010, questionnaires were distributed among nurses
working at 112 medical and surgical wards at thepa@ticipating hospitals across Ireland.
Between 2 and 4 wards per hospital took part. The relevant wards were selected with the

Directors of Nursing and the hospital link persons, where more than 4 wards were available.

4 Polit et al (2007) developed a formula integrating @MI score into a modified kappa statistic calculation in order to
correct for chance. The modified kappa evaluation criteria are: Fai0.89; Good.60;0.73; and Excellen#).74. See
Squires et al (2012) for further discussion of content validity indexing.
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The findings from this national stey of nurses working in medical and surgical wards in 30

out of 31 large acute hospitgin Ireland are presented below.

RN4CAST NATIONAL REPORT IRELAND




34

NURSE SURVEY RESULTS

Responseate
The nurse survey was distributed in Ireland to a total of 2,495 nurses in medical andilsurgic

wards in 30 acute hospitals. A total of 1,406 nurses completed the survey, which equates to
an overall response rate of 56%. Response rates per hospital ranged fr@8/@a&hile

those at ward level ranged from 5% to 100% (i.e. from 1 to 24 respondents

Table 7Nursing response rates for participating hospitals

HOSPITAL ID| Number of nurse responses % Response rate
! 2y 39% Overall, of those nurses
2 Zz :ZZ: who responded to the
4 36 51% nurse survey, 44.6% (n=
> 4 59% 622) were working in
6 30 58%
7 32 = surgical wards, 48.1%
8 44 51% (n=670) in medical wards
° i 51% and 7.3% (n=102) in mixed
10 29 64%
11 29 38% medical/surgical wards.
12 45 68%
13 82 62% In order to ensure
14 59 56% anonymity for nurse
15 56 59% participants only hospital
16 60 76% level results are presented.
17 55 54%
18 50 71%
o 48 53% Table7 presents the
20 i °4% response rates for
ot > o4% participating hospitals.
22 33 56%
23 19 38%
24 53 54%
25 51 55%
26 47 54%
27 48 59%
28 59 51%
29 59 67%
30 66 69%
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Demographic profile of nurseaspondents

Overall 94% of the nurse respondents were female. The majoritgspiondents were aged
between 30 and 39 (44%) while almost 32% of respondents were less than 30 years of age.
Twenty fve percent of nurses were aged between 40 and 59 while less than 1% were over

60 years of age.

Figure 4contains a brakdown of the mean age of nurse respondents (i.e. respondients

direct carg across all participating hospitals.

Figure 4 Breakdownfanean age of nurses in direct care across hospitals (overall mean is 35)

Mean nurse age

123456 7 8 9101112131415161718192021222324252627282930

Hospital ID

Working patterns and experience levels

Eighty four percent of respondents in the Irish study worked on a full time basis, 50% were
working in the survey hospital forde than 5 years, 29% were working in the hospital for
between 5 and 10 years while approximately 14% were working in the hospital for between
10 and 20 years Based on our RN4ACAST data, hospitals outside Dublin and / or smaller
hospitals have older, morexperiencednurses (as defined by number of years since
qualification) although the patient profile may not be as acute as in the large Dublin

hospitals. This would suggest that attention needs to be paid to the profile, including the
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experience levelof the ward nursing team. For exam@egen et al 2001, Manojlovich et al
2011 and Patrician et al 2011 all draw attention to the experience level of nursing staff as
being an important factor in preventing adverse events such as medication errors, patient

falls and infections

Figure 5 illustrates the mean number of years the respondents spent working as nurses
across hospitals.

Figure 5 Mean number of years respondents worked as a nursdisplayed across
hospitals (overall mean 12 years).

Mean number of years working as a nurs

HospitallID

Nurses were also asked how many years they worked in their current field (medical or
surgical). This is an indication of the level of expertise of the nurse workforce in those areas.
The average number of years across all the hospitals that nurses bddedvin their

particular field of nursing was 10 years.

Figure 6illustrates the mean number of years the respondents have spent in their current

area of nursing
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Figure 6 Mean number of years nurses worked in their current field (medical or scad)

Mean number of years in the current fielc
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The data pesented above, which have been provided to the individual participating
hospitals, may help hospital managdrs examine the experience and expertise of ithe

nursingworkforce in comparison with other acute hospitaisthe sctor.

Nurse enpowerment

Staff perceptions of empowerment are of interest because an empowered, committed workforce is a
requirement for the delivery of high quality, humane, patiesintred health care. Survey responses

to global empowerment questions thin the RN4ACAST study were found to be consistent with those
observed for a national random sample of nurses (from all areas of practice) and midwives, in a
survey of empowerment, in Ireland in 2001 (Scott et al 2003). Approximately 50% of respondents
across both surveys agreed that overall, their work environment empowered them to accomplish
their work in an effective manner. Approximately 38% of respondents across both surveys agreed

that they considered their workplace to be an empowering environment.
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Nurse Workload

Three findings considered to be reflective of nurse workload in the study are:
i Patient to nurse ratio
1 Levels of nomursing work carried out
1 Levels of necessary work left undone

Patient to nurse ratio
Nurses wereasked to indicate the totanumber of patients on the ward on their last shift,

along with the total number of registered nurses who provided direct patient care on that
shift. These data were used to calculate the patiBnnurse ratio. This can be used as an
indication of nurseworkload. Across the hospitals the mean patitoinurse ratio was 7

patients per nurse.

The following graph illustrates differences in overall patient to nurse ratios across

participating hospitals.

Figure 7 Nursereported patient-to-nurse ratio (i.e. the number of patients per registered
nurse on the last shift)
Patient to nurse ratio
10
9
8
7
6
5
4
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Another indication of workload was calculated using the total number of patients on the
ward and the total number of staff who provided direct care (registered nurses and other
care staff, for example care assistants). Across the hospitals the mean for this ratio was
calculated as 5 patients per member of the direct care stHfie following graph suggests

differences across hospitals between the patitoiregistered nurse ratio ahthe patient
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to- total staff ratio.As can be seen there is considerable variation across hospitaises in
some hospitals reportedveragenurseto-patient ratios as high as 8gatients per nurses

The most favourable nursi-patient ratio reportedwas 5.35 in hospital 17.

Figure 8Patientto-registered nurse and patiento-total direct care staff taff nurses,HCASs)

=
o

m Patient
to
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Levels of nomursing work carried out
! fAad 2F AGSYa GKAQKZINKEAFRE o690 xBEeSad od
questionnaire and nurses were asked how often they performed these tasks on their most

recent shift. The overall results for these items are presented beidvigure 9
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Figure 9 Non-nursing work carried out across all 30 hospitals

Frequency of tasks carried out by nurses or
their most recent shift

100

m Never
m Sometimes
Often

In an Irish cotext some of these tasks are carried out by nurses as part of their normal

duties, therefore it is not useful to break these results down further. However two items

which can be argued to be most clearly ramrsing (at least when carried out frequently)

are presented below with differences notable between hospitals. These items, taken from

0KS ydzZNES 1jdzSaidA2yy kyAdiNESA YIINBO I NIES NI 2/NRY A/ 13y &y
Of SNA OF £ Rdzi A S a ¢thenutiderSof rAiNdswhK rdsponded eltieyedldr doS

to the question regarding the tasks, therefore they must be interpreted keeping in thend

overallnumber of responses from each participating hospital.
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Figure 10
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Figure 11 Numbers of nurses, per participating hospital, who indicated that they perform
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Levels of necessy nursing work left undone
Nurses were asked to indicate which nursing activities were necessary but left undone
because they lacked the time to do them, on their most recent shilfirteen items were

listed as below

1. Adequate patient surveillance

2. Skin care

3. Oral hygiene

4. Pain management

5. Comfort/talk with patients

6. Educating patients and family

7. Treatments and procedures

8. Administer medications on time

9. Prepare patients and families for discharge
10. Adguately document nursing care

11. Develop or update nursing care plans/care pathways
12. Planning care

13. Frequent changing of patient position

The number of items identified as left undone iear consideably between nurses (between
0 and 13 item} The following graph indicates the mean number of items left undone on the

last shift by nurses in participating hospitals due to lack of time.

Figure 12 Mean number of necessary nursing activities reported as left undone on the last
shift due to lackof time

Mean number of activities left undone
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The Nursing Work fivironment
The Nursing Work Index (NWI) is an internationally validated questionnaire for surveying

nurses on their practice environment. The instrument allows the measurement, evaluation
and comparison of importandimensions/factors in the nurse practice environment. The
guestionnaire was developed from the Magnet Hibals research(Kramer et al 1989;

McClure et al 1983).

Factor analysis resulted in three NWI derived questionnaires: the Revised Nursing Work
Index (NWAR; Aiken & Patrician, 2000), the Practice Environment Scale of the Nursing Work
Index (PESIWI; Lake, 2002) and the Practice Environment Indelx E3Ebrooks et &002).

In the RN4CAST study the MBSI was used since this is recommendeda Nusing Care
Performance Measurdy the AmericanNational Quality Forun{Lake 2007)This factor

analytic derivation was specifically developed to measure the dynamics within the nursing

work environment It helps usanalysethe consequences of these dynamion both nurse

and patient outcomes (Lake, 2002). The instrument contains 32 questions about the practice
environment on a 432 Ay i [A]1SNI &0FfS owadNpy3afte RAAL
FANBESQOUd | KAIKSNI a02NB nsug Biith@ Ipréssrite of thekitand K S NJ
Five factors are traditionally visualized using the-RE\8, depending on the care setting and

selectian of questions Taunton et aP001; McCuskeret al 2004,Li et al 2007Bruyneel et al

2009; Gunnarsdottir et al 200¥an Bogaert et al 200Slater et al 200)

AQilrFFAya yR NBaz2dzNDS | RSIjdz 0&Q

A w2ttt SAaKata AyVAIRNBYS NBf A2y aQ

A WbdzNBS YIFyYylF3aISNI FoAfAGeT fSIFRSNEKALI YR 4&d
A WbdzNBS LI NGAOALI GAZ2Y Ay K2aLAGFt FFFFANRQ
A WbdzNBAY3 F2dzyRIiGA2ya F2Nl ljdatAade 2F O NBQ

In the international literature, these factors are consistently shown to be significantly related
to consequences for the wdlleing of nurses. Examples of the Belgian RN4CAST pilot study

will be used to illustrate this relation to burnout, job satisfactj and intention to leave the
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hospital/the profession. Also, more recent research links the presence of these factors to a
high degree of patient satisfaction/better patient experieneeth hospital care (Vahey et al

2004 KutneylLee et al 2009)

In Figures 13¢ 17 belowthe resultsfrom the nurses surveyed in participating hospitals are
presented. For each of the five factorflisted above, the variationacrosslrish acute
hospitals is illustrated. Since nurses score every item from 1 (strongly ei3dgr4 (strongly
agree), the mean is 2.% the score is above 2.5, one could say that nurses tend to agree

with the presence of the item in their practice environment, and vice versa.

Staffing and resource adequacy

The mean responsacross all hospitato this subscale was 2.0the lowest score of the five
subscalesThis may be an unsurprising result in light of the current recruitment embargo
and reduced funding for hospitals (data were collected in 2009/20Hywever the

consistency emerging ass the larger acute hospitals should be noted.

The following graph demonstrates how nurdasparticipatinghospitak rated staffing and
resource adequacyThe red line (2.5) indicates the level above which the results can be
interpreted as positiveAs ca be seen in only three out of the 30 larger acute hospitals in
the study (5, 17, 18) was staffing and resource adequacy seen as positive by nurse

participants.
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Figure 13 Staffing and resource adequacy (ssgbale mean score)
Staffing and resource adequac
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In light of the continuing recruitment moratorium in the HS3#affing levels are likely to have

deteriorated since the data collection period.

Collegial nursephysician relations

This subscale measures the teamwork between two key staff groups in the healtr. sec
Effective teamwork can enhance the quality of care provided to patients and the work
environment of staff. The mean response to this subscale across all hospitals was 2.73. The
following graph indicates how nurses in participating hospitals ratedréfegionship which

exists between nurses and medical staff. The red line (2.5) indicates the level above which

the results could be deemed positive.
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Figure 14 Nursephysician relationships (subscale mean score)

Nursephysician relationship
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Nursemanager ability leadership and support of nurses

This subscale examines management at unit level and the leadership and support shown to
nurses in the unit. The mean response to this subscale was 2.70. The red line (2.5) indicates
the level above which the results can been as positiveAs can be seen from figurés1
below nurses generally viewed the ability, leadership and support received from unit nurse
managers positively. This seems a noteworthy finding and is likebe reflective of the
resources invested in nical leadership training in the Irish health service over the past
decade or so. However there is clearly room for further improvement aaretagehospital
results mask withirhospital differences that should be investigated furthérariation
between wads in the study hospitals was quite marked in some hospitezd managers have a
significant influence in creatingnd maintainingthe work environment for staff. Therefore

continued attention and support for this group can help improvewwgk envirorment for staff.
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Figure 15 Nurse manager ability, leadership and support

Nurse manager ability, leadership and suppo
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Nursing foundations for quality of care
This subscale examines the provision made for staff development in the hospital and the
organisational expectations of msing. It attempts to examine the value placed on nursing

by the organisation overall.

Theoverall mean response to this subscale was 2.88. The red line (2.5) indicates the level

above which the mean result can be seen as a positive result.

Figure 16 Nursing foundations forquality of care

Nursing foundations for quality of care
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Nurse participation in hospital affairs

This subscale examines the perceptions of nurses regarding the participation of nurse
management in the overall management of the hospital. It examines the statusirske
managers within the organisation and therefore the status of nursing. The overall mean for
this subscale was 2.33. The mean response from nurses in participating hospitals is
illustrated below. The red line (2.5) indicates the level above whichdkelts can be seen

as positive. As Figure 17 indicates nurses responding to this survey perceive that there is a

low level of participation in hospital affairs within the organisation.

Figure 17 Nurse participation in hospital affairs

Nurse participation in hospital affairs
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Overall score for the nurse work vironment

Recent studies such as Mallidou et al (20addl Weinberg et al (2012) show thgositive

contribution that a goodpractice environmenimakes tohigh-quality, safe care. Hospitals

OFly 658 OKI NI Ol S8N&EBRE2INGE o LIa@R\gBadninentSfinged on

quartiles, calculated using the overall hospital mean scores for the Practice Environment
{OFIftSd ¢KS (2L) ljdzZr NI AfTS NBLINBaSyda aoSiadSNE
environments, and the middS (62 & YA E S REhe f8ligwéhy bBEpyf MBtyaiess ®

the results for participating hospitals ove®ll a K2 gAy 3 GKIFG GKNBS K2a

environments, with a score of 284 or above in this study
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Figure 18 Nurse work environment mean score

Overall nurse work environment mean scor:
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Nurse Outcomes
Nurse outcomes measured in thizidy include the following:

1 Work-related burnout (emotional exhaustion)
1 Job satisfaction
1 Intention to leave the hospital
1 Willingness to recommend the hospital
Work-related burnout
The MaslactBurnout Inventory (MBlas described b¥aslach, Jackson argiter (1996)s
the gold standard for measuringork-related burnout.Although theMBI catains 22 items
related tothree componentsof burnout (Emotional Exhaustion, Personal Accomplishment
and Depersonalisation), each measudd/ | 1 LIR2AYy(d [A1SNI &aortsS o
2N £ SaaQr Ww2yO0S | Y2yiK 2N ftSaaqQ>s  F¥S¢ GAY
WS @S NEit isRHe 8uhstale measuring Emotional Exhaustion whideésned to be the

most reliable measure of burnoutdigher scoreson this subscaleepresent an increased

degree of emotionbexhaustion (9 items, maximum score = 54).

The RN4CAST pilot study in 4 Belgian hospitals (Bruyneel et al., 2009) showed thiat a mo
LI2AAGAGBS LISNOSLIAZ2Y 2y GKS FFEOG2N wadl ¥FFAy3

times decrease in the odds of reporting burnout.

Enmotional exhaustion
This subscale contains 9 items:

| feel emotionally drained from my work.

| feel used up athe end of the workday.

| feel fatigued when | get up in the morning and have to face another day on the job.
Working with people all day is really a strain for me.

| feel burnedout from my work.

| feel frustrated by my job.

L FSSt LQY dndmyjophy3d (22 KIFNR 2

Working directly with people puts too much stress on me.

L FSSt ftA1S LQY Id G4KS SyR 2F Y& NRLSO®

I I v v D D D D

The following graph illustrates the hospital results for this subscHie scoring for this

subscale can be interpreted as follows:
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A score of 816 = Low emotional exhaustion levels
A score of 126 = Medium levels of emotional exhaustion

A score of >27 = High levels of emotional exhaustion

The red lines in the following graph illustrate the aboveaffitpoints and are intended to
aid interpretationof results.

Figure 19 Results of Emotional Exhaustion Subscale mean score

Emotional exhaustion subscale scor

1 23 456 7 8 91011121314151617 1819 2021 22 23 2425 26272

oo
N
©
w
o

Hospital ID

Above red line indicates high level of Emotional Exhaustion (>= 27)
Below green line indicate low level of Emotional exhaustion (<=16)

As can be seen in the above ghanurses in 29 out of 30 Irish acute hospital reported
moderate to high levels of emotional exhaustion. Nurses in nine of those hospitals, i.e.
almost one third of larger Irish acute hospitals, reported high levels of emotional exhaustion.
This finding isconsistent with nurse participan@®negative perceptions of staffing and
resource adequacy. Such a finding should raise serious concern for thbewe]l of these
nurses. Further concern is also raised regarding the current situation, given the coiotinua

of the staffing moratorium and the deteriorating budgetary situation, despite increasing

demands on the acute hospital sector, since the data collection period in 2009/2010.
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Nurse pb satisfaction
Job satisfaction among nurses is widely describethén international literature. For an

extensive literature review we refer tdob satisfaction among nurses: a literatuesiew (Lu,

2005, Lu et al 2012). It is important to acknowledigat several previously described factors

in the nurse practice envanment are directly or indirectly related to job satisfaction. The
RN4CAST pilot study in 4 Belgian hospitals (Bruyneel et al., 2009) showed that a more
LI2aAGAGBS LISNOSLIGIAZ2Y 2y GKS FILOG2N) wadl FFAy 3
time increase in the odds of reporting high job satisfaction. Also a more positive perception

2y GKS TFIOU2NKRA2O0AEFTAINSBt ydzNBRFAQ o1 & | aa20A

increase in the odds of reporting high job satisfaction.

Nurses were asked howtssfied they were with their current jolfl = very dissatisfied, 2 a

little dissatisfied, 3= moderately satisfied, 4= very satisfied) Figure 20illustrates the
results across hospitals (overall meab4). As can be seen many nurses participatindis t
national study are dissatisfied with their job. Nurses in two out of the 30 hospitals reported
high levels of dissatisfaction, nurses in two of the hospitals reported being, on average,
moderately satisfied; while nurses in the remaining 26 hospitafgont, on average some
degree of dissatisfaction. No hospital cohort of nurses reported high levels of job
satisfaction. These data should be interpreted within the context of the numbers of nurses
responding from each hospitalsg¢e table 7 above. However these findings on job
satisfaction are consistent with both the levels of emotional exhaustion reported by these
hospital nursing cohorts and the nurses reported perceptions of staffing and resource

adequacy.
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Figure 20 Levels of job satisfaction@oss hospitals
Level of job satisfaction
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Nurses in the survey were also asked about their level of satisfaction with nursing as a
career. Again this was measured on a scadd1l = very dissatisfied, 2 = a little dissatisfied,

3 = moderately satisfied, 4 = very ssfied). The following Figure 2ilustrates the results
across hospitals. Overall mean responsg.96 indicating that nurses are generally more
positive about nursing as a career than they are abibntir current job. While this is a
positive finding, e levels of dissatisfaction reported with nursing as a career should sound
some warning regarding future retention and recruitment to nursing as a profession in

Ireland
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Figure 21 Level of satisfaction with nursing as a career (1 = very disfiatis 2 = a little
dissatisfied, 3 = moderately satisfied, 4 = very satisfied)
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A notable difference is evident in some hospitals between how satisfied nurses are in their
career choice and how satisfied they are with their current jobs @ifference is illustrated

in Figure 2Delow.

Figure 22 Comparison between hospital mean results for job satisfaction and satisfaction
with nursing as a career

m Level of job
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satisfaction
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Nurseintention to leave the hospital
In this studynurses were asked to imchte if they would leave their job within the next year,

if possible, due to job dissatisfaction. The following table illustrates the numbers of nurses
per participating hospital that answered either yes or no to this question. It is important to
interpret the answer to this question with reference to the total number of responses from

each hospital (se&ble 7 above.
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Figure 23 Intention to leave the hospital: number of nurses in each response category, per hospital
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For an extensive litature review on the intention of nurses to leave the hospital or the

nursing profession we refer tdurse turnoverat A G S NI (i deNygR=tMI2A08)S ¢ Q

Recommendinghe hospital
Nurses were asked if they would recommend the hospital to a nurseagpite as a good

place to work. The answers were recoded and are presented here in Figure 24 ayegher

or no.

As can be seen from the graph below in one hospital (Hospital 6) the nurses respanse

entirely positive i.e. all responding nurses saidytiveould recommend their hospital to a
colleagues as a good place to work. The number of nurses responding from this hospital was

30 nurses or a 58% response rate. While the response rate in this particular hospital must be
borne in mind the finding is intesting for a number of reasons. For example from FigOre 2

above it can be seen that nurses in this hospital scored highest on job satisfa¢tiongh

GKS fS@St 2F NBLRZNISR 220 aldAra¥flrOdAzy ¢4l a
also be sen from Figure 2 above that nurses in this hospital reported high levels of
agreement in their scores for job satisfaction and satisfaction with nursing as a career. As
Figure 23 indicates nurses in Hospital 6 had one of the two losvdsty G Sy (1 52 y a D2 NB &I
across all 30 hospitals in the study. It also has the second highest overall work environment
mean score (Figurd8 above).In 22 out of the 30 hospitals more nurse participants
NBaLI2YRSR aéSaé¢ G2 UGKAA | dzSa Gan thigresting findingNB & LI2
given the reported levels of emotional exhaustion and job dissatisfaction presented in
Figuresl9 and 2, respectively, above. In one hospital (Hospital 19) responses were evenly

ot yOSR 060S06SSy aGeéSaé .k o fifth yfahe stidy hospikalf) ¢ K 2
Y2NB ydzNESAa NBaLRYyRSR ay2¢ (0KIFIYy NBaLRYyRSR ac¢
hospitals more than half of the nurse participants per hospital indicated that they would not
recommend their hospital to a deague as a good place to work. It would seem that there

are some useful messages béor hospital (including nursing) management.
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Figure 24 Numbers of nurses recommending the hospital as a good place to work
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Figure 25 Numbers of nurse recommending the hospital to friends or family if they need
hospital care
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The high levels of positivity exhibited in responses to this question is interesting, both when
taken together with nurses responses to the questions regardindirsggéind resource
adequacy and emotional exhaustion, and in light of nurse responses presented in Figure 2
above. These responses are consistent with nurses reported quality ofsesrd-igure 26

below.
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Nurse-Reported Safety and Quality
In the rurse surveyinformation was sought in relation to the perceptions of nurses in direct

care about quality and safety issues in their work.

Quiality of care in the wards

Nurses were asked to describe the quality of care delivered to patients in their wards a
either poor, fair, good or excellent. Although overall 52% of nurses described the care as
good, only 38% described the care in their wards as excellent. In the following graph the
responses for hospitals are divided into those who described the cageas or excellent

and those who described it as poor or fair. Again the numbers will need to be interpreted

taking the response rate in each hospital into account (see tahlgove.

Figure 26 Numbers of nurses describing quality of nursing care in their NRa +a SA G KSNJI
2N SEOSttSyiié 2N aFlFAN 2N LI22NE P
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Nurses were also asked to indicate how quality of care in the hospital has been over the past
year: deteriorated, remained the same or improved. The following graph illustrates
respongs from each hospital. Again this graph represents numbers of nurses who
responded and should be interpreted keeping in mind the total number of responses from

each hospital.

RN4A4CASTNATIONAL REPORflor IRELAND _




Figure 27 Numbers of nurses indicating the trend in Quality of Care over thet kgear
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l'Yy203KSNJ YSI adzNB 2F ljdatAGe Aa (GKS ydz2NASQa L
their care after discharge. Nurses in this survey were asked to indicate their level of
confidence that their patients could manage afteratiarge. The following graph illustrates

the answer trends from participating hospitals indicating the numbers of nurses who were

either confident or very confident and those who were not confident or only somewhat
confident. It is interesting to note theaviation in responses from the major Irish acute

hospitals.

Figure 28 Number of nurses who are confident (or not confident) that patients are able to
manage care when discharged from the hospital

60

m Not at all
confident or
somewhat
confident

m Confident
or very
confident

123456 7 8 9101112131415161718192021222324252627282930

Hospital ID

It should be highlighted that a majority ofirses responding from 8 (26.7%) of the 30 study
hospitals reported not being confident that their patients are able to manage their care
when discharged from hospital. This may reflect both an increased pressure on hospital
beds in acute medical and surgl wards and the HSE policy to reduce length of stay. The
impact of the latter policy should be monitored carefully for any deleterious impact on
patient outcomes; for example increases in readmission rates and so forth, which are now

being monitored in @me acute hospitals.

Confidence that hospital management will act to resolve problems
Nurse$)perceptionsregarding the support they would receive from management if they
reported problems in patient care is an important measure of safety culture withapitals.

In this survey nurses were asked to indicate their level of confidence regarding this issue.
The following graph illustrates the numbers of nurses in participating hospitals who

indicated that they were confident or very confident, and also thegpressing a lack of
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confidence or those who were only somewhat confident in management. Again the graph

should be interpreted taking overall response rates into accosee table7 above.

Figure 29 Numbers of nurses who are confident (or not confidgrthat management will
respond to problems in patient care reported to them by staff
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A majority of nurse respondents in 23 out of 30 larger Irish acute hospitals reported a lack of
confidence that hospital management would respond to stefforts of problems in patient

care. Thus nurse participants in 76.7% study hospitals (i.e. 74% of the larger acute hospitals

in Ireland) report a lack of confidence that management in their hospitals would respond to
patient care problems identified andeported to management by staff. Conversely
respondens from 6 of the study hospitals (20%) reported confidence that hospital
management would respond to such reports. This is a very worrying finding and would seem

to require urgent attention from hospitamanagement. Leadership on quality and safety

issues must come from manageA Yy 2NHI yAal GA2ya o6hQ¢22tS  Hy
organisational survey in this study indicate that Irish hospitals are addressing safety issues,
through safety posts, trainingnd audits. However the question above acts as a real
indicator of how successful they have bedf.the staff members are convinced of
YEYyF3aSYSyiQa O2YYAuUYSydG G2 ar¥FSiex GKSe@& | NB
This engagement can be seemdhbgh higher levels of adverse incident reporting by nurses
(Kirwan 2012).The nurse survey findings are a barometer of the effectiveness of
organisational efforts. Therefore this finding should serve as a warning to hospitals that the

work of quality andsafety is not addressed by simply ticking boxes regarding staff, training
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and audit. A real and visible commitment by management to patient safety is required to

convince staff of its veracity

Nurse perceivegatient safety in the wards

Nurses were asketb grade patient safety, in the wards in which they work, on a scale from
failing to excellent. Overall just 15% of nurses in the study indicated that patient safety in
their area was excellent, with 46% indicating that it was very good. The followipdy gra
illustrates results across the hospitals by showing numbers of nurses who indicated that
patient safety in their ward was eitheery good or excellentand those who did notgain

this graph should be interpreted in relation to ovenasponse rateper hospital.

Figure 30 Nurse perceived patient safety in their wards (numbers of nurses)
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Patient safety culture

The nurse questionnaire included some measures of organisational safety castaierived
from the Agency for Healthcare Reselarand Quality (2007) Hospital Questionnaire on
Patient Safgy Culture. A list of items wagsresented and nurses were asked to indicate their

level of agreement that these items relate to their work setting.

The hospital level findings for three of thesems are presented below. In each case the
results are divided into numbers of nurses who indicated that they either agreed or strongly
agreed that the item related to their work, and those who did not. The graphs must again be

interpreted keeping in minthe overall response from each hospital.
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Figure 31 Staff feel like their mistakes are held against them
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In 11 hospitals more nurses agree with this statement than disagree. This finding, coming
several years after the report of the Inquimyto peripartum hysterectomies at Our Lady of
Lourdes Hospital Drogheda (DoHC 2006), is very disappointing, indicating that many

hospitals continue to present a punitiveulture to staff around safety issues
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Figure 32 Staff feel free to question the desions or actions of those in authority
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More nurses in 21 hospitals above seem to disagree than agree with this statement. Again
this should signal cause for concern as perceived lack of freedom to question those in

authority is a safety hazd (Institute of Medicine 1999)
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Figure 33 The actions of hospital management show that patient safety is a top priority
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This graph is a barometer for how staff perceive the efforts of management in relation to safety:

there are some wg impressive results above (hospitals 6, 8, 15), but some very poor ones also (2,

19, 23).Thisis consistenwith the findings presented abovéfigure 29, ony dzN&E Sa Q LIS NI S LJ{ A
the commitment of management to safetgsueslt suggests greater vislity of this commitment is

required.

Adverse event occurrence

In the survey nurses wengrovided with a list of adverse events aadkedto indicate how

often each incident occurs involving themselves or their patients. The following &aples

the overall national results for the items listed. Across hospitals the variability was low and
the data skewed, with large numbers of nurses indicating that adverse events occur
infrequently. For this reason it was difficult to present hospital level results ineaningful

way. This finding should possibly be treated with caution as ureleorting of adverse
events is an acknowledged problem (Reason 2000, Johnstone and Kanitski 2006). For
instance the results of this study indicate that 28% of nurses answémaeiQvhen asked

how often patients receive the wrong medication or medication at the wrong time.
However when asked in the survey about work left undone at the end of the most recent
shift, 18% of nurses in this survey said they did not administericagdn in time due to

time constraints. It seems unrealistic to suggest that adverse events in the study hospitals
occur as infrequently as these results would indicate. It may be that nurses, for various
reasons, were reluctant to admit to higher adverseent occurrence rates. This may be
linked to their lack of confidence in management, or to the historically punitive culture of
healthcare.Frequently according to a recent US study (Levinson 2012), staff members are
unsure what constitutes a reportabladverse event and this has been linked to under
reporting. Table 9 contains the mean results per hospital and enables you to make
comparisons across hospitals. The scale was scored frémT@e overall mean score for

each item is highlighted at the bottowof each column.
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Table8 National response to items measuring adverse event occurrence

Item | Item Never X' FSs X hyOS Fewtimesa | Once aweek| A few times a Every day
no. a year month month week

7.1 Patient received wrong medication, time, or 27.7 56.2 8.5 4.4 1.2 1.2 0.7

dose

7.2 Pressure ulcers after admission 28.1 62.4 7.3 1.5 0.3 0.4 0.1
7.3 Patient falls with injury 10.1 54.6 22.0 9.3 2.3 15 0.2
7.4.1 | Urinary tract infections 14.4 48.7 19.5 12.4 2.8 1.9 0.2
7.4.2 | Bloodstream infections 26.2 50.9 13.7 7.4 1.0 0.7 0.1
7.4.3 | Pneumonia 18.4 50.0 18.8 9.8 2.1 0.7 0.2
7.5 | Complaints from patients ad their families 7.8 45.2 21.0 13.1 4.8 4.7 3.4
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Table9 Mean results across hospitals for adverse event occurrence rates

1 1.2 1.07 1.67 1.88 1.56 1.80 2.30
2 .89 .93 1.56 1.33 1.02 1.36 2.94
3 .98 .76 1.43 1.37 .83 1.22 1.71
4 1.09 .97 1.59 1.47 .84 1.22 1.56
5 .95 1.00 1.13 1.88 1.34 1.54 1.43
6 .78 .86 1.18 1.29 .64 1.00 1.63
7 1.29 .90 1.74 1.94 1.23 1.63 2.26
8 .95 112 1.64 1.70 1.20 1.83 1.75
9 1.28 .79 1.88 1.86 1.37 1.62 2.60
10 1.04 .82 1.39 1.19 .84 .96 1.81
11 .79 .66 1.41 1.14 .75 1.07 1.14
12 73 1.02 1.67 1.49 1.22 1.51 1.82
13 1.08 .60 1.44 1.23 1.03 1.13 2.00
14 1.36 .95 1.23 1.55 1.34 151 2.15
15 1.07 .86 151 1.48 1.20 1.39 1.69
16 1.05 1.16 1.36 1.84 1.29 1.39 1.53
17 1.00 1.20 1.47 1.64 1.31 1.43 1.38
18 .84 .55 .96 1.49 .79 1.06 1.15
19 1.50 .75 1.54 1.50 1.00 1.49 2.56
20 .87 .50 1.09 1.00 a7 .87 1.44
21 91 71 1.34 1.05 .89 1.19 1.85
22 1.25 71 1.94 1.63 1.44 1.42 2.06
23 42 .56 1.22 1.11 .61 .83 1.39
24 .78 .90 1.34 1.00 73 a7 2.18
25 1.04 .96 1.44 1.46 1.06 1.06 1.96
26 1.26 .81 1.38 181 1.60 1.74 2.68
27 .64 .43 1.20 1.11 .81 .94 1.80
28 1.12 .96 1.40 1.59 1.18 1.21 1.84
29 1.02 1.02 1.89 1.72 1.33 1.28 2.09
30 .95 .82 1.33 1.39 1.02 1.52 1.71
overall 1.02 .85 1.44 1.47 1.09 1.30 1.90
mean

(NOTE: Scale is@ 6 indicatingthe highest frequency)
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DISCUSSION OF RESEARCH FINDINGS

The acute hospital sector in Ireland is very varied ranging from the small local hospital
to the large tertiary university teaching hospitals. The RN4CAST study included acute
hospitals with a minmmum of 100 inpatient bed¢owever, even within this restricted
frame, the variation in the sector is still notewortHyata on average occupancy rates
were provided by 19 out of the 30 acute hospitals in the RN4CAST (Ireland)stedy

table 3 above).

Ward staffing numbers seems to be based largelyanmistorical staffing compliment

and thus nursing staff numbers do not appear to be closely associated with bed
numbers or inpatient activity. 70% of hospitals surveyed in the organisational survey
indicated that ward staffing was not matched with patient acuity or dependency levels.
The HSE Corporate Plan 2afi8L1 outlines the reduction of average length of stay for
acute hospital patients as one of their key objectives (HSE 2008, p 35). This has largely
been implemented across the sector. The HSE (2012), for example, had targeted a
reduction of 5% of average length of stay for 2012. There is also an increase in the
number of elective patients who have their principal procedures performed on the day
of admission, thus reducing the average length of stay to 5.8 days currently (HSE
2012).The high bed occupancy levels reported in 13 out of 19 of our acute hospitals
sample should also be notdtere (table 3) When bed occupancy levels and reduced
length of sty for patients is combined with steadily increasing demand for hospital
care, the significance of the lack of formal mechanisms, to factor in patient acuity and

dependency into ward staffing levels, becomes clear.

An inability to formally integrate sucimeasures in order to help determine staffing
needs may suggest that historicabgsed nurse staffing compliments have not kept
pace with the changing profile of the relevant inpatient population. Unless one
assumes that, historically, hospital wards weressly overstaffed, it is very likely that
nursing staff in the Irish acute hospital sector has been under increasing, but largely

invisible, work pressure over this tinperiod. This may go some way to explaining the
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levels of emotional exhaustion, wot&ft undone and lack of job satisfaction found in
the RN4ACAST study.

In only three out of the 30 larger acute hospitals in the study, was staffing and
resource adequacy seen as positive by nurse participdhisses in over one quarter

of large acute hspitals in Ireland reported deterioration in care over the year prior to
data collection. Ishould also be highlighted that a majority of nurses responding from
8 (26.7%) of the 30 study hospitals reported not being confident that their patients are
able to manage their care when discharged from hospital. In light of the continuing
recruitment moratorium in the HSE, staffing levels are likely to have deteriorated since
the data collection period. (In addition, as noted above, there is ongoargeted
reduction in length of stay for patients in acute hospital beds.) This is potentially a very
serious issue for patient safety and patient care; not to mention the impact on
frontline staff. As early as 1992 Silber indicated that the number of patients that the
nurse is directly responsible for (patieqgnhurse ratio) is a factor that can affect patient
mortality. Recent studies demonstrate an association between patjanirse ratios

and rates of clinical complications related to nursing interventions (Tetgd 2011),
improved quality of care (Kalish and Lee 2011) and reduced emergency department
visits within 30 days of discharg@obay, Yakusheva and Weiss 2011). However,
Griffith et al (2013) cautions that medical staffing is likely to be an important

ingredient in this context and is, to date, a relatively undgplored territory.

In a presentation on the new HIQA standards for better safer care, Marie Kehoe
(Director of the Safety and Quality Improvement Directorate, HIQA), highlighted that
GWSRAQZRFHB Ga | yR AYONBIFaAYy3I RSYlFYyRé O2dzZ R
health service (Kehoe, 2012). We suggest that hospital staffing levels, including
patient-to-nurse ratiosare in the eye of this stormThe identification of afe staffing

levelsis an issue that needs to be considered carefully by all the key actors in the
health service. Staffing level ha a direct impact on patient care and patient
experience, and is likely to have a significant impact on effective implementation of

the new HIQ national standards for better safer care (HIQA 212
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Ward-based nurses do not work in a vacuum or as isolated individuals. It is clear from
the responses to the organisational survey that there are deficits in the information
collected on staff in Ish hospitals. Also the information that is collected is not
integrated or easily available to the senior management teBor.example, it appears
that, in general, information regarding staff numbers and profiles (education levels,
length of experience, deh of expertise in specialist area, overseas experience and so
forth) is not easily accessible at hospital levidle importance of such information in
helping to determine the appropriate wa#dased staff skidinix will be discussed

further below.

Our study has found that the average patietat-nurse ratio, at the begide in the
larger acute hospitals in Ireland (6.84:15 midway in the range of such ratios across
Europe. Patiento-nurse ratios were better in the Netherlands, Finland, Norway,
Swedenand Switzerland. The patietd-nurse ratios , as reported by the nurse
participants in Irish hospitals, were better in Irish hospitals than those reported in
England, Belgium, Germany, Spain, Greece and Poland (Aiken et al 2013). However
the averageratio hides considerable across and within hospital variatMery high
hospital occupancy rates will interact with and cooopd issues related to
unfavourable patiento-nurse ratios. It is also the case that patiéotnurse ratios
should not be consired in isolation, but should be considered within the context of
the broader patientto-staff ratios within an organisation. Again the reported Irish ratio
of 5:1 falls towards the middle of the European average (Aiken et al 20h2%e are

important findingsthat should inform debate regarding national policy in this area.

Finding from this Irish RN4ACAST study also provides useful data on staff and hospital
profiles that may be of value to manpower planners in the Irish health service. For
example thepercentage of qualified nurses in the direct care workforce in medical and
surgical wards in Ireland is 72%. Sixty percent of nurses in medical and surgical wards
in acute hospitals in Ireland are educated undergraduatedegree level. The staff
nurseto-healthcare assistant ratio in surgical wards is 9:1 and in medical wards is 8:1;
although the ratios vary enormously across the sector. This variation is something that

would appear to warrant further investigation, both in terms of ensuring the most
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effective use of degree educated nursing staff, and to determine the appropriate skill
mix for the huge variety of wards found across the sector. Our findings also indicate
that the ratio of the total number of nurses in Irish hospitals to total number of aisct

is 3:1, not 5:1 as previously published by the OECD (OECD 20@®puld be noted,
however, that there was a significant increase, over the years of the study, in non
consultant hospital doctors (NCHD) rostered and unrostered overtivagich willnot

be reflected in these numbers; thus the numbers alone give an incomplete picture.

IS important to give this matter some consideration. Kirwan (2012) suggests that the
overall number of NCHDs is decreasing while numbers of consultants and senior
medical staff are increasingp line witha government policy of moving to consultant

led care based on the findings of the Task Force on Medical Staffing (2003). If this is
correct, a likely consequence is that there will be more pressure on nurses thealo t
work of junior doctors. Expanding the role of the nurse, other things being equal, may
be positive for nurses and patientsdowever if nurses are then not in a position to
provide direct care to patients, this can lead to problems in the provisionfef gaod

quality patient care.

The dynamic, challenging and rapidly changing environment of health service reform,
austerity, political change, when combineds they have been over the past 5 years
bring particular pressures not only on service maragdout on front line delivery staff.

For examplemergers, and closures of wards and hospitals, have implications for
nursing skilmix; not to mention the personakconomic and emotional fabtlut these
measures can have on the staff caught up in the gesn while continuing to try to
deliver safe, high quality patient care. The potential impact of such organisational
change is well recorded in countries such as England and the USA. It would seem
reasonable to suggest that Irish hospital management teahwuld be provided with
support to appraise themselves of such international evidence and of potentially
effective ways to manage such levels of change and uncertainty; in order to ameliorate
the potentially more detrimental effects on staff and patient¥e suggest that some

of the recommendations from the Boorman Report (Boorman, 2009) in the UK are also

of potential value in this context.
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The topic of patient safety is not only a key agenda item in the Irish health service
(HIQA 201B) it is a topic ofinternational importance, and has a significant
international literature and evidence bask.is important to acknowledge that there
have been a number of significant developments throughout the HSE, such as the
establishment and work of the Directorater Patient Safety and Quality of Care, the
establishment of clinical directorates and the follt of clinical care programmes, both
during and since the data collection period for this study (see HSE website
www.hse.i§g. However on the basis of our finhs (data collection period 2009
2010) Irish hospital management, in the larger acute hospitals, appeared to be
addressing the issues of patient safety largely through the provision of safety pests, in
service training and audit. Inconsistencies exidhie approaches taken, particularly in
relation to grading of staff. This is noteworthy as grading may be perceived as an
indication of the value placed on the role by hospital management. As HIQR&201
underlines governance around safety is a realasdiower graded safety personnel
may have an impact on the ground, however safety personnel at lower grades have to
negotiate through layers of management before anything can be achievled takes

a lot of time, effort and commitment. Higher graded p®gend to be able to feed
directly into management and can draw attention to issues in a timely manner.
Nonetheless, whatever the grade such a post is set at, unless the post is fully
integrated into a governance structure that sees the hospital managensamh and,
where relevant the hospital board, visibly taking responsibility for the patient safety
agenda, patient safety will not be perceived as a priority for the organisation. It is
quite clear where both HIQA (204,), and the Minister of Health,eg ultimate
responsibility for patient safety and quality of care residiggwith the hospital

management team, the chief executive, and the relevant governing board.

The first step in developing a culture of patient safety in an organisation is detegnini
a mechanism for adverse incident reportind.his enables identification and
recognition of the key issues. Without this step, the other elements of the safety
agenda cannot be addresseduch as examining the systems which allowed the event
to occur, easuring organisational learning, and putting in place systems to

prevent/minimise reoccurrence. Kirwan (201hjows that while nurses report most
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adverse events in the hospital environment, under reporting remains a huge Qswe.
findings also indicatéhat lower nurse confidence in management to respond to safety
issues they raise (aggregated to ward level) predicts hitghexls of nurseeported

adverse event occurrence (Kirwan 2012).

Further analysis of our data has shown thatservice safety triming (including
adverse incidentreporting), impactspositively on the nurse reported frequency of
adverse event occurrence (Kirwan et al 2013). It suggests that if nurses understand the
NEBFazya FT2N NSLRNIAyYy3 | yR dzy P&t thdy Wik (G KS
report more This helpsddress undereporting patterns which historically have been

a problem for health services worldwide. Attendance rates aeivice safety
training can be improved if the sessions are mandatory. However thétguwf these
sessions needs to be reviewed and monitored and national standards developed and
implemented. Currently there are no such standards. The Report of the Commission on
Patient Safety and Quality Assurance (Department of Health and Children 2008
recommended review of safety curricula in hospitals and highlighted the Patient Safety
Education Project (2008) as a suggested core curricilowever no matter how well
designed or presented such training, and regardless of the voluntary or mandatory
nature, the value and impact will be seriously undermined if the importance of the
topic is not recognised or accepted throughout an organisation. Again this point is

clearly underlined by HIQA (201)2a

A very important and sobering finding from this stusgs the low levels of confidence

that nursing staff portrayed in the commitment of hospital management to patient
safety. Given the high profile of this agenda in political and managerial rhetoric, since
the publication of the Report of the Commission Batient safety (Department of
Health and Children 2008), this is a very significant and, we would argue, a concerning
finding. The tone, ethos and culture of an organisation are set by its leaderShip.
findings suggest that nursing staff, at the time déta collection, perceived a
significant failure by hospital management, in the Irish acute hospital sector, to model

commitment to patient safetyand quality of care
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This finding is completely consistent with, for example, findings from the Tallaght
(Adelaide, Meath & National Children's Hospitals, AMNCH) Hospital investigation
(HIQA 202, p.201):
GThe Authority found that both the agenda and the minutes of the Review
meetings between the HSE and the Hospital did not follow a structured format
X ¢ K Sin t¥nor and focus of the meetings were on the budget and breakeven
plan. In five out of the six meetings held in 2010, the budget and breakeven
plan was the first item on the agenda whereas the quality, safety and
governance of the services, being provddey the Hospital, was not an item on
the agenda. It appeared to the Authority that based on the information
available to it, the safety of patients or clinical outcomes was not monitored by
the HSE or the implications of the financial overspend considarethese
terms over this time. However, in the minutes of the June 2011 meeting, it was
noted that a member of the HSE Quality and Patient Safety Directorate was to
0S0O02YS | aidlyRAY3 YSYOSNI 2F (KS NBOAS,
The question is how seriously has hospiteanagement teamsand where they exist

hospital Boards, have begun to take these issues, post HIQ2&201

In this study we also found that (a) degree educated nurses reported higher levels of
adverse event occurrence and (b) nurses who trained iancekeported higher levels

of adverse event occurrence. Such findings suggest that, from a safety culture
perspective, hospitals need to collect staff profile information, including education
level, to aid team skill mix decisions at ward level. We kn@mfthe organisational
survey results that currently this is done very poorly. Therefore in the interests of

patient safety this deficit should be addressed.

The rates of illness/absenteeism found in this study should be of concern to service
and institutional managers. The annual percentage of sickness/absence identified was
5.89% for registered nurses and 6.88% for snegistered nursing staff.  This is
consistent with Healthstat statistics for 2012 (Healthstat 2012) which reports average
nurse absenteeates as running at 5.6%vjth some hospitals reporting rates as high as

12.5%. This is clearly a significant challenge for hospital managers in general and nurse
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managers in particulaiSuch illness / absentee rates are also significantly higher than
the HSE target of 3.5% set in the National Service Plan for 2012 (HSEI2Z1&prth
noting thatthe Boorman Review (2009) of the UK NHS stressed the need to invest in
staff health and welbeing. The report indicates that organisations which prioritise
staff health and welbeing have lower rates of sickness absence, improved patient

satisfaction and better overall performance.

As indicated above absentee rates can provide insight into staff morale including
perceptions of being appreciated and supportgfl i 2y SQ& 220 ® b dzNES A
this survey, report a perceived low level of participation and status of nurse managers
(and thus of nursing) within the organisation. This mirrors the position reported in the
national empowerment study of nurses and magtes in Ireland in 2003 (Scott et al
2003). Despite the recommendations in 2008)ich identified measures to be taken

to increase nurse visibility and participation in decision making, little seems to have
changed over the past decade. In an environmgrKk SNE A aaddzSa & dzOK
Y2ySeé Aa LISNDIFaA@S AG Aa @Aadalft G2 Lkaiid
the health care workforce, in a manner that enables nurses to make the highest
contribution possible to patient care and health servadivery. It is also important

that the nursing profession rises to this challenge, ensuring that leadership potential is
identified and grown; in order that those nurses who find leadership opportunities
within their organisations, regionally and natiglly are encouraged and equipped for

such roles.

The Practice Environment Scale of the Nursing Work Index (Lake 2002) uses 5
subscales to measure the following: staffing and resource adequacy, nurse manager
ability, leadership and support of nurses, cgli nurse¢ doctor relationships, nurse
participation in hospital affairs and nursing foundations for quality of care. Our findings
indicate that at a ward / unit level 72% of wards in this study were shown to have
GYAESRE 62N)] SYOANEY BYWANR yw&yY (&I Ry &®LIMZN.
environments suggesting much room for improvement in nurse work environments
across the lIrish acute hospital sector. However the positive aspect here is that

significant improvements could be achieved at relativétielfinancial cost.
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Nurses in 29 out of 30 Irish acute hospitals reported moderate to high levels of
emotional exhaustion. Nurses in nine of those hospitals, i.e. almost one third of larger
Irish acute hospitals, reported high levels of emotional exhaunstThis finding is
O2yaAraidsSyd 6AGK ydz2NBS LI NGAOALIYyGAaQ yS3
adequacy. Such a finding should raise serious concern for thebwiall of these

nurses. This situation is likely to have continued to deterioratengilie continuation

of the staffing moratorium and the deteriorating budgetary situation, combined with
increasing demands on the acute hospital sector, since the data collection period in
2009/2010.

In light of the above, and though of considerable caon¢gerhaps it comes as no
surprise thatnurses participating in this national study are largely dissatisfied with
their job. Nurses in two out of the 30 hospitals reported high levels of dissatisfaction,
nurses in two of the hospitals reported being, oveeage, moderately satisfied; while
nurses in the remaining 26 hospitals report, on average some degree of dissatisfaction.
No hospital cohort of nurses reported high levels of job satisfaction. These data should
be interpreted within the context of the rmabers of nurses responding from each
hospital (sedable 7) However findings on job satisfaction are consistent with both the
levels of emotional exhaustion reported by these hospital nursing cohorts and the
nurses reported perceptions of staffing and resce adequacy. In a systematic review

of the literature on job satisfaction initially published in 2005 and updated in 2012, Lu
et al indicate that similar issues impact on nurse job satisfaction acrossvoniel;
however the salience of the specific issumay differ in countries due to the social
context of different laboumarkets.KutneyLee et al (2013), using longitudinal data,
confirm improvements in nurse burnout levels, job satisfaction and intention to leave
with improvements, over time, in the wk environment. As indicated aboM@ KS | Y QA&

Boorman Review (Boorman 2009) may be a source of useful guidance on this issue.

The findings from the RN4CAST study portray noticeable differences in work
environments across wards, within hospitals. Givesihcreasing evidence that there
are strong associations between a positive work environment and positive patient and

nurse outcomes (Aiken et al 2012, You et al 2013, Kdteeyet al 2013) this seems to

RN4CASTNATIONAL REPORfor IRELAND _




be an area where significant attention should leedsed. Such focus and interventions
may reap significant benefits and prove cost effective in the current harsh budgetary

environment.

Key conclusions

1 There is a dearth of information on nursing staff profiles in Irish acute hospitals. This
lack of information is likely to undermine attempts to determine both the most
effective way to deploy nursing staff throughout the hospital, and the identification
of appropriate staff skills mix at ward / unit level. Ultimately such deficit is likely to
impact both m@mtient and nurse outcomes.

1 This dearth of information may also suggest a lack of awareness among hospital
managers, including nurse managers, regarding the potential impact of differing
nurse education levels, skill set and experience on patient care paieent
outcomes; once again, potentially, impacting patient and nurse outcomes.

1 Ward staffing levels across the acute hospital sector seems to be based largely on
historical staff complement. Seventy percent of hospitals surveyed indicated that
ward stdfing was not matched with patient acuity or dependency levels. This
reality, combined with reduced lengths of stay for patients and the current ongoing
moratorium on staffing, is likely to be impacting significantly on waaided nursing
staff.

1 Many nures, working in acute medical and surgical units across the Irish acute
hospital sector, are concerned regarding the ability of patients to manage their care
following discharge.

1 Many nurses working in medical and surgical units across the Irish acutdahospi
aS0G2N) SELINB&aaSR tAGlGf S Owijhgnek Hye§pdndA y K
G2 LINRPofSYa Ay LIGASYG OFNB NBLR2NISR
commitment to patient safety issues.

1 Nurses in over one quarter of large acute hospitals ielaird reported a
deterioration in care over the year prior to data collection, e.g. 20089. Since
2010 a large number of frontline staff members have taken early retirem&hen
the implications of this fact is combined with the continuation of the atorium

on replacing staff who have left the health servieed other austerity measures
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that have been instituted over the past@4 year3, there is reason to believe the
situation may have deteriorated further.

1 A majority of nurses working in medicand surgical units across the lIrish acute
hospital sector reported moderate to high levels of burnout and low levels of job
satisfaction. Issues of burnout and job satisfaction tend to be associated with
features of the nurse work environment. While tan aspects of the work
environment in the acute hospital sector such as support from line managers was,
in general, viewed positively other elements such as staffing and resource adequacy
and nurse participation in hospital affairs were viewed negatialg sometimes
very negatively by nurse respondents. Also Hospital average scores hide significant
within hospital variation. There are indications from a number of recent
international studies that a good workngironment can mediate the effects of less
than optimal patientto-nurse ratios on both patient and nurse outcomes.
Therefore it would seem thatnproving the nurse work environment is important
both for the advancement of the health care quality and patient safety agenda in
Ireland and for reducindgournout levels and increasing job satisfaction among
nurses.

1 A number of acute hospitals appeared to have exceptionally high bed occupancy
rates. International guidelines would suggest thabad occupancy rate above 85%
is likely to impact on quality ofare and hospital functioning-hirteen out of the
nineteen hospitals for which we have data reported average bed occupancy rates of
over 85%. Nine of these hospitals reported occupancy rates of above 95%. One
hospital reported and average occupancy rafe100% and one hospital reported
an occupancy rate of 120%.

1 Institutional approaches to meeting patient safety requirements within the acute
hospitals are currently, to some degree, open to interpretation by hospital
management and therefore lack standi#ation. Managers are aware that they
must establish safety posts, and institute audits and training. However, how such
initiatives are implemented is up to each individual hospital management team, and
ultimately the Hospital CEO (or equivalent) and Bward (in the voluntary sector),
as evidenced by HIQA (2011). In some hospitals the safety officer post is pitched at

senior grade, in other hospitals this is not the case. In some hospitals such posts are
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now part of an integrated clinical governancerfrawork that provides assurance to
both the CEO and relevant governing board. At present it is unclear how widespread
such development is. As indicated above, this has potential implications for both
the perceived status of the patient safety agenda witthia particular hospital, and

the ability of safety post holder to do the job effectively and efficiently. There is
similar variation in terms of training, record keeping and quality of the audit
process. These latter elements are likely to have an impacthospital safety
culture. However HIQA (20&3) has laid down clear guidance on the appropriate
governance structure and approach required to ensure the safe delivery of high
quality patient care. It is now incumbent on the health service to ensure this
approach is implemented across our acute hospital sector.

1 A gap exists between the patient safety approach hospitals declare and the reality
as experienced by staff, as measured by nurse survey. The patient safety agenda has
developed rapidly since theath collection period, and, in particular, as a result of
the publication of the report of the investigation into quality, safety and governance
at Tallaght HospitaHowever, in order to realitgheck the actual impact of these
developments (as with the2rf £ 2dzi 2F |1 Lv! Qa yIFGA2yl
care; HIQA 2012), it would be timely to check the perceptions and experience of

front line staff providing patient care.
Recommendations
We have grouped our recommendations under 5 headings for easfeyence:

1 Access to relevandtaff profile data: an issue for quality and safety of patient
care,

1 Workforce management and planning,
1 Organisational management and leadership,
i Care quality and safety, and

1 Further research.
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Access to relevant stafirofile data: an issue for quality and safety of patient

care

1. Significant types of data with regards to staff profile (medical and nursing) do not
appear to be collected at the organisational level in the acute hospital sector; or, if
it is collected, dos not seem to be available to senior nurse managers. Such data
sources(and a Business Intelligence SystéBiS), which would enable senior
YEYyF3aSNBQ | O00Saa G2 @QAGlFf KdzYly NBa&2 dzNJ
dashboard, seems urgently neeatle Access to relevant elements of the
information should also be available to the ward or unit managers and other
relevant groupings within the hospitalrhis would enable senior hospital mangers
to take a holistic view of organisational, unit and teamffata, rather than the

current datapoor, silo approach.

2. It is vital to record the educational and experience levels of nursing staff at
organisational and unit level. There are internationally identified associations
between nursing educational levels agdality of patient care. Such associations
have been replicated in the RN4CAST study (Aiken et al 2012). Thus information,
on the educational levels of nursing staff, would assist in both human resource
planning and shift rostering at unit level; with &w to improving the quality of

patient care.

3. On that basis of this study attention needs to be drawn to the relative
inexperience (in terms of years since qualification) of large numbers of staff nurses
working in the medical and surgical units of theigchospital sectorThis is likely
to be a particular issue in the large tertiary centres and university teaching
hospitals, where patient acuity and dependency is very high and length of stay is
becoming increasingly shorter. From both a patient safetgspective, and from a
work environment perspective, unit / ward staff profiles needs careful attention;
to ensure appropriate skill mix, level of experience and expertise. Consideration
also needs to be given to the appropriate mentoring / clinical svigem of

recently qualified nursing staff.
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4. Data on medical and nursing staff numbers, and profile (including country of
original nursing/medical qualification), should be held in an integrated data base,
accessible via an appropriate BIS. Medical and iNginsorkforce planning should
be an integrated activity at both the national and organisational levels, in order to

ensure effective use of staff, experience, expertise and skill mix.

5. Staff turrover rates, in particular nursing staff turnover rates, shlobé recorded
at organisational level angkviewedat organisation, regional and national levels in
order to help monitor such issues as staff morale and attrition rates; as these may
ultimately impact patient care and patient outcomes. Appropriate momitgrof
turnover rates will also assist in more effective manpower planning at

organisational level.

6. The importance of recording staff illness / absentee rates at both unit and
organisational levels seems clear. Such information can provide vital insights i
staff morale on the particular uniit may also help tracthe impact of issues such
as high patient turnover and increasingly dependent, acutely ill patients (churn) on
nursing staff in particular. Such information may also help inform appropriate
maternity leave policy development in specific areas of service delivery. This is
particularly relevant to nursing staff in Irish acute hospitals. The average age of the
Irish medical or surgical staff nurse is 35 yearsording to our data. Given the
predominantly female gender of the Irish nursing workforce many of these staff
nurses are in chidbearing years and despite increases in the duration of statutory
maternity leave over recent years, this is still likely to impact on the illness /

absentee pattrns in this particular group of staff.
Workforce management and planning

7. On the basis of the findings of this study the model of nurse workforce planning in
Irish acute hospitals is largely historical. A more rational basis for nurse workforce
planning nust be identified. (HIQA 20b2 Theme 6 on Workforce, articulates
some of the relevant considerations.) Recent work by Behan et al (2009), on
behalf of the Expert Skills Working Group, should be built on and extended to take

into account such factors asdheducational level of staff, skills, patient acuity and
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dependency and so forthn order to both develop a sufficiently complex model
and generate guidelines for safe staffing levels / staff patient ratios (also see
recommendations & and 18 below). Thedeveloping evidence base regarding the
mediating effect of the nurse work environment, on both nurse and patients
outcomes, should be monitored and integrated in workforce planning and

management models where relevant.

8. Introducing a streamlined performancemanagement and development system
(PMDS) and/or Personal Development Planning (PDP) process across the
organisation would enable nurse managers to discuss with nursing staff their
career goals and continuing professional development needs. Training and
development requirements, thus identifiedpuld feed into hospital service plans,
action plans and continuing professional development initiatives across the
organisation. At present hospital training budgets and continuing professional
development (CPD) itmatives seems somewhat ad hoc. Such PMDS discussions
with staff would go a significant way in portraying, to staff, that both unit and
hospital managersre interested in the personal career development of staff
members; and wish to support this in a ®matic way, in so far as resources

allowed.
Organisational Management and Leadership

9. The effects of both internal and external drivers of change (that impact on staff
and work environment in particular) should be identified, measured, monitored
and managd, in ways that prioritizes protection of patients and front line staff in
their provision of patient care. This is a key responsibility of senior hospital

management, particularly in the current austere environment.

10. Consistent with recommendations frorhé report of the national empowerment
study on nursing and midwifery (Scott et al 2003) we recommend , once again,
that existing organisational communication strategies be reviewed, and measures
taken to ensure the existence of meaningful strategies toredsl the perceived
invisibility of nursing in the organisation. In particutamgnisanceshouldbe taken

of the need to balance medical, nursing and administration input into strategic

RN4CASTNATIONAL REPORfor IRELAND _




planning and both strategic and operational decision making. Direatfolursing
should, by virtue of their role and responsibilities, sit at the corporate table to
represent, visibly, nursing in such decision making processes. This should be the
case through the various layers / levels of the Ig8Eany such body that réaces

it in the future. It goes without saying that nurses in leadership roles must ensure
that they are equipped to fulfitheseroles effectively; thus ensuring appropriate
influence and contribution to the management of our acute hospitals and, in

particular, to the quality of care and patient safety agenda.

11.bdzZNBSaQ LISNOSLIiA2ya 2F SYLRSGSNX¥YSYy(d | NEX
committed workforce is a requirement for the delivery of high quality, humane,
patient-centred health care. In the nationaihmpowerment study (Scott et al 2003)
the nurses and midwives surveyed, clearly articulated empowerment as including
both personal and institutional factors. The recommendations in that national
study included a focus on organisational development, managémen
development, educational provision and practice development. Although many of
the recommendations have been addressed over the past decade some,
particularly in the area of organisational development, have not. Also some of
those that were in the proces®f being addressed such as management
development, continuing educational provision and practice development are in
serious danger of being undermined in the current environment of austerity. It is
recommended that a review be carried out on progressi&e in implementing
the recommendations from Scott et al (2003), and that an updated action plan be

prepared and implemented.

12.There is a growing evidence base suggesting that the work environment of nurses
impacts on both patient and nurse outcomes. Ouadings suggest marked within
hospitaland between hospital variation in the work environments of the nurses
in our study.Key areas for intervention apoth hospital and ward level are
improving leadership and management support and involving nursegdrsidn
making and governance. It is recommended that Directors of Nursing consider the

inclusion of nurses involved in the provision of direct care in hospital governance,
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within relevant committees, to improve cohesion amongst staff from across the

orgarisation.

13.¢ KSNB A& | ySSR (2 Y2yAG2NI 2y | ythehy 32 Ay
job and with nursing as a care€rhis ign order to ensure that nursing remains a
desirable career in Ireland, especially as graduate opportunities remaitedim

and public sector conditions are under consistent review.

14.Increasing patiento-nurse ratios, high levels of burnout, concerns about the
quality of care and patients safety issues are among the list of factors that Lu et al
(2005, 2012) indicate arassociated, internationally, with reduced levels of job
satisfaction and increasing intention to leave. Within the Irish acute hospital
context these factors are, increasingly, being compounded with reduced lengths of
stay, ever increasing demands for hdap care and deteriorating pay and
conditions. Despite, or perhaps because of, the current climate of austerity, and
against a worsening world shortage of qualified nursing staff, health service
managers and leaders need to work to retain our highly bépanursing
workforce This can be achievday supporting improvements in those elements of
the nurse work environment that are not solely dependent on additional costly

investmentq e.g. staff involvement and positive recognition and feedback.
Care Quaty and Safety

15.There was considerable variatian both nursepatient ratios and stafpatient

ratios across hospitals in this study. Some of this variation is likely appropriate
given the different patient profiles both within and across the acute hospital
sector in Ireland. Howeven light of the variation found in this study, combined
with the fact of the dominance of historical staffing as the predominant model of
workforce planning in and across the acute sector, this matter requires further
attention. Given the international evidence (replicated in this study), supporting a
close association between nurpatient ratios and patient safety, the time would
appear ripe to work with HIQA to consider carefully the development of guidance
on safeto-optimum nursepatient ratios; taking into account the differing needs

and dependency levels of difference groups of patients in institutional care in the
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acute hospital sector in Ireland. The HSE, perhaps in collaboration with HIQA,
should consider the developmenf a standard in this area, recognising elements
such as the positive mediating effect of staff education levels and positive work
environment On the basis of the standatke guidelineson staffingcould then be

generated.

16.Nurse patrticipants in threeuarters of the study hospitals reported a lack of
confidence that management in their hospitals would respond to patient care
problems identified and reported to management. This is a very worrying finding
which suggests a requirement for urgent attentiom hospital manageent, as
identified by HIQA (2012aSystems should be implemented that ensures flaat
staff are encouraged to raise concerns regarding patient care with hospital
management, when appropriate,(b) that management, in turn, acknowlgd
such concerns and outline the proposed course of action, and (c) that appropriate
governance oversight is maintaineas recommended by HIQ20(12a,b) . Failure
to do soignoresthe recommendations from the Commission on Patient Safety
(Government of keland 2008)HIQA recommendations (2012§,&nd explicit HSE
policy on whistle blowing (HSE 2011). Such failure would also suggest that our
health service leaders managers have not learned the lessons emanating from

the Lourdes Hospital Inquiry (DoHC 890

17.An integrated approach to clinical governance should be developed in a manner
that ensures the most effective impact of the safety officer role, within the new
clinical directorates and integrated hospital groups currently being developed
within the HSE Such an approach did not appear to exist consistently, at the time
of data collection, across the Irish acute hospital system. However, as indicated
above, the requirement for such an approach has been clearly detailed by HIQA
(201239).
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Further Reserch

18.Our findings provide insight into both the level and type of nursing work reported
a4 afSFG dzyR2ySé¢ RdzS (2 GAYS «k NBA&2dzN
insights into the levels of nenursing work reported to be engaged in frequently
by nursesacross the acute hospital sector. We recommend that a focused piece
2T NBaSFENOK 6S O2yRdzOGSR Ayi(2 HKBBRKGEEz
work engaged in by nurses in our larger acute hospitals, including an analysis of
the nursingrelated ®ntent of this work, if any. Such research would contribute
an element of an evidence base to decisions regarding both current nursing
activity and the most appropriate use of the nursing workforce. It may also help

clarify a more effective way to managkerical work at ward / unit level.

19. As can be seerfrom figure 15 (p48) nurses generally viewed the ability,
leadership and support received from unit nurse managers positively. However
there is clearly room for further improvement and mean hospital stats masks
within hospital differences that should be investigated further. It is recommended
that the impact of clinical management training, to date, be further evaluated
Building on the current work on the NLICNM, further needs analyses for CPD with
regards to ward / unit managers, ADON and DoN grades should be conducted to
ensure that relevant structures, tools and training is provided to support local,
middle and senior managers especially in the current very turbulent environment

¢ a context that $ likely to continue for the next85 years at a minimum.

20. The impact of International work experience on practitioner practice is poorly
investigated in health service research. However literature from business and
managements disciplines indicates thaternational work experience improves
the ability to plan and problems solve: both important facilities in achieving
positive patient outcomes (Robinson et al 2003, Michel and Stratulat 2010). In
light of (a) the large number of Irish nurses who havbezibeen educated and /
worked overseas as nurses, and who have returned to work in the Irish health
service, and (b) the significant number of overseas nurses who have been

recruited into the Irish health service over the past decade or isseems
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pertinent to incorporate such information into staff profile data bases. It is also
timely to engage in research that explores the impact of international health

service experience on nurse performance, judgement and decision making.

21. Further research is requwd which would explore and identify any relationships
that may exist between nurse experience levels and organisational outcomes such
as hospital hygiene, rates of MRSA and other hospital acquired infections,.
Existing data from HIQA, HSE Health Pratecturveillance Centre and other

routinely collected sources would facilitate such research.

22. The Quality and Patient Safety Directorate of the HSE has recently conducted a
pilot study of the culture of safety in Irish hospitals, using the AHRQ instrument
part of which was used in this RN4ACAST study. Rolling that study out to all the
acute hospitals will give a baseline for safety culture in Ireland against which

outcomes can be measured in future studies.

RN4CAST NATIONAL REPORT IRELAND




REFERENCES

Agency for Healthcare Research andaf@y, 2007a. Hospital survey on patient safety culture
(online).Available at http://www.ahrg.gov/ qual/patientsafetyculture/ (accessed 19.10.12).

Agency for Healthcare Research and Quality, 2007b. Nurse staffing and quality of patient care.
Avalilable athttp://archive.ahrg.gov/clinic/tp/nursesttp. (accessed 09.10.12).

l'A1SYy [KZ {ft2FyS 5azX . Nid2ySSt [ Iy RSy 1ISS
working conditions and hospital quality of care in 12 countries in Eutopsrnational Journal
of Nursing Studiesb0(2): 143153.

Aiken LH, Sermeus W, Van den Heede K, Sloane DM, Busse R, McKee M, BRa/ffieyL,
AM, Griffiths P, Moren&Casbas MT, TishelmanScott PABrzostek T, Kinnunen J,
Schwendimann R, Heinen M, Zikos D, Stramseng Sjetrie Smith HL. (2012) Paties#fety,
satisfaction, and quality of hospital care: cross sectional surveys of nurseatets in 12
countries in Europe and the United States. British Medical Journdin@n
http://www.bmj.com/highwire/filestream/574655/field _highwire article pdf/0/bmj.e1717
Accessed November 29th 2012

Aiken LH, Cimiotti J, Sloane DM, Smith HL, FlydefL.D (2011) The effects of nurse staffing
and nurse education on patient deaths in hospitals with different nurse work environments.
Medical Care49, 104753.

Aiken LH, Clarke SP, Chen RB, Sloane DM, Silber JH (2003) Education levels of hospital nurses
and surgical patients mortalityournal of the American Medical Associa®9,16171623.

Aiken LH, Clarke SP, Sloane DM, Sochalski J, Silber JH. (2002) Hospital nurse staffing and
patient mortality, nurse burnout and job dissatisfactidournal of tle American Medical
Associatior288, 19871993.

FA1LSY [1Z /7 fFNYS {t=z {f2FlyS 5ax {20KIft&aiir wl
hospital care in five countrieglealth Affairs20(3), 4353.

Aiken LH, Patrician PA. (2000) Measuring orgdinizal traits of hospitals: The revised nursing
work index.Nursing Researchd9(3), 14&153.

Behan J, Condon N, Milicevic | and Shally C. Z0Qiantitative Tool for Wokforce Planning in
Health Care. FAS, Expert Group on Future Skills Negadine] Available
at:http://www.fas.ie/NR/rdonlyres/9ABCS5EERF204AA5ACA4
C5B81DDY9FESE/792/SLMRU_FAS EGFSN_Final VepsidnARelantitative.pdf [accessed
15th April 2012]

Blegen MA, Vaughn TE, Goode(2J01) Nurse Experience and Education: Effect on Quality of
Care JONA31(1): 3339.

Bobay KL, Yakusheva O, Weiss ME. (2011) Outcomes and cost analysis of the impgact of uni
level nurse staffing on postischarge utilisationNursing Economicg9(2): 6987.

Boorman, S. (200HS Health and Well Being. Final RegdM SO, London.
http://www.nhshealthandwellbeing.org/FinalReport.html Accessed November 29th 2012

Bruyneel L, Van den Heede K, Diya L, Aiken LH, Sermeus W. (2009) Predictive validity of the
international hospital outcomes study questionnaire: an RN4CAST Ritht. $durnal of
Nursing Scholarshigl (2), 202210.

Cleary PD. 1999. The increasing importance of patient surveys. EdBoitiah Medical
Journal 319 pp726721.

RN4CASTNATIONAL REPORfor IRELAND _



http://www.bmj.com/highwire/filestream/574655/field_highwire_article_pdf/0/bmj.e1717%20Accessed%20November%2029th%202012
http://www.bmj.com/highwire/filestream/574655/field_highwire_article_pdf/0/bmj.e1717%20Accessed%20November%2029th%202012
http://www.fas.ie/NR/rdonlyres/9ABC5EE1-CF20-4AA5-ACA4-C5B81DD9FE5E/792/SLMRU_FAS_EGFSN_Final_Version_Report_AQuantitative.pdf
http://www.fas.ie/NR/rdonlyres/9ABC5EE1-CF20-4AA5-ACA4-C5B81DD9FE5E/792/SLMRU_FAS_EGFSN_Final_Version_Report_AQuantitative.pdf
http://www.nhshealthandwellbeing.org/FinalReport.html%20Accessed%20November%2029th%202012































































































































