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Testament
by Wendell Berry *

1.
Dear relatives and friends, when my last breath
Grows large and free in air, don't call it death --
A word to enrich the undertaker and inspire
His surly art of imitating life; conspire
Against him. Say that my body cannot now
Be improved upon; it has no fault to show
To the sly cosmetician. Say that my flesh
Has a perfect compliance with the grass
Truer than any it could have striven for.
You will recognize the earth in me, as before
| wished to know it in myself: my earth
That has been my care and faithful charge from birth,
And toward which all my sorrows were surely bound,
And all my hopes. Say that | have found
A good solution, and am on my way
To the roots. And say | have left my native clay
At last, to be a traveler; that too will be so.
Traveler to where? Say you don't know.

2.

But do not let your ignorance
Of my spirit's whereabouts dismay
You, or overwhelm your thoughts.

Be careful not to say

Anything too final. Whatever
Is unsure is possible, and life is bigger
Than flesh. Beyond reach of thought
Let imagination figure

Your hope. That will be generous
To me and to yourselves. Why settle
For some know-it-all's despair
When the dead may dance to the fiddle

Hereatfter, for all anybody knows?
And remember that the Heavenly soil
Need not be too rich to please
One who was happy in Port Royal.

| may be already heading back,
A new and better man, toward

1 Wendell Berry (1934 - ), published at www.poetry-chaikhana.com. He is farmer, poet, novelist, essayist, and
teacher, is the author of 32 books. He lives in Kentucky, USA.




That town. The thought's unreasonable,
But so is life, thank the Lord!

3.
So treat me, even dead,
As a man who has a place
To go, and something to do.
Don't muck up my face

With wax and powder and rouge
As one would prettify
An unalterable fact
To give bitterness the lie.

Admit the native earth

My body is and will be,

Admit its freedom and
Its changeability.

Dress me in the clothes
| wore in the day's round.
Lay me in a wooden box.
Put the box in the ground.

4,
Beneath this stone a Berry is planted
In his home land, as he wanted.

He has come to the gathering of his kin,
Among whom some were worthy men,

Farmers mostly, who lived by hand,
But one was a cobbler from Ireland,

Another played the eternal fool
By riding on a circus mule

To be remembered in grateful laughter
Longer than the rest. After

Doing that they had to do
They are at ease here. Let all of you

Who yet for pain find force and voice
Look on their peace, and rejoice.
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Executive Summary

This report describes the attitudes of hospital staff to a range of end-of-life issues.
These attitudes manifest some aspects of the hospital’'s culture about end-of-life care
because they touch on underlying beliefs and values about dying and the care of
patients who die in hospital. The report is based on two datasets derived from a
survey of: (i) 2,358 ward staff with a response rate of 83%; and (ii) 1,858 hospital
staff with a response rate of 64%.

Respondent Characteristics

The vast majority of respondents are female (81%), consistent with the overall
gender profile of HSE staff which is 80% female®. Nearly a quarter (23%) of all staff
were brought up outside Ireland — especially the Philippines and India — which is
much higher than in the Irish health services generally where 10% of staff are non-
Irish®. As a result, English is not the first language for nearly a quarter (24%) of ward
staff.

Feeling Comfortable Talking About Dying and Death

Nearly four out of ten staff, in both the ward (39%) and hospital (37%), are very or
completely comfortable with talking about death and dying, similar to the proportion in
the national population (38%)*. However staff are markedly less comfortable — by 10
percentage points - with talking to people who have been bereaved recently, just as
in the national population. Within wards, nurse managers are the most comfortable
and nurses are the least comfortable.

Preferred Place to Die

There is a much higher preference to die at home among both ward staff (81%) and
hospital staff (77%) compared to the national population (67%)°. Correspondingly,
the proportion preferring to die in hospital (6%) is smaller than in the national
population (10%). This finding is consistent with other studies which show that
doctors and nurses have a stronger preference to die at home compared to patients®.

Quality of End-of-Life Care in Irish Hospitals

A majority of hospital staff (63%) rate the end-of-life care in Irish hospitals as good or
excellent, but significantly lower compared to the general population who have had
direct experience of end-of-life care in hospital in the past two years (75%)’.

2 HSE and Department of Health 2009: Table B3, p.61.

3 HSE and Department of Health 2009:62.

4 Based on a survey of 1,000 adults aged 15+ in the Republic of Ireland, carried out in 2004 (Weafer and Associates
Research, 2004).

5 Based on a survey of 1,000 adults aged 15+ in the Republic of Ireland, carried out in 2004 (Weafer and Associates
Research, 2004).

6 Sprung, Carmel, Sjokvist, et, al., 2007.

7 Weafer & Associates Research, 2004: Figures 12 and 15, pages 16 and 19. This suggests that people’s
experience of hospitals tends to be quite positive and, perhaps more significantly, tends to be more positive among
those who speak from direct experience of hospital services. This is consistent with a study in 2007 by HSE’s Office
of Consumer Affairs, comprising a random sample of 3,517 Irish people, on experiences of public health and social
care services. A sub-sample of these (344, 10%) had experience of hospital services in the last year and reported
high overall levels of satisfaction on dimensions such as: effective treatment by a trusted professional (78%),
involvement in decisions and respect for own preferences (75%), clear and comprehensive information (80%),
emotional support, empathy and respect (83%), easy to get around the hospital (74%). However there was a marked
dip in satisfaction on dimensions such as cleanliness of hospital toilets (62%), contact with the hospital by phone
(69%), and car-parking facilities (46%) (UCD and Lansdowne Market Research, 2007)




Most and Least Important Things About Dying

The two most important things about care when dying, according to staff, are: to be
free from pain (86%) and to be surrounded by loved ones (87%). These are also the
two most important things about care when dying in the national population. The
three least important things for staff about care when dying are: spiritual support
(13% compared to 19% in the general population), medical and nursing support (19%
compared to 32% in general population), and a private space (25% compared to 11%
in the general population).

Physical Environment of Ward

Ward staff rated their ward, on a 1-10 scale, at 4.7 in acute hospitals and 6.4 in
community hospitals. These ratings were highest in oncology wards (6.1), and lowest
in A&E (2.9). The two highest ratings are for dignity (6.6) and privacy (5.8) while the
lowest are for environment (4.8) and control (3.7). This pattern of results is at
variance with an independent observation of 15 acute and 5 community hospitals —
all included in this audit - which gave an overall score of 3.6 out of 10 for the physical
environment of these hospitals®.

Bed Occupancy

The survey revealed that nearly eight out in ten ward staff (79%) believe that the bed
occupancy rate in their ward is high or very high, and this perception is much
stronger in acute than in community hospitals. This is consistent with the first audit
report which indicated an overall bed occupancy rate of 93% for both the acute and
community hospitals. Ireland has the fourth highest bed-occupancy rate in the OECD
where the average is 75%”°.

Patient turnover

The survey revealed that nearly six in ten ward staff (58%) believe patient turnover is
high or very high, and much higher in acute than community hospitals. Given that
patient turnover is determined by the average length of stay, this needs to be seen in
the context that average length of stay is slightly higher in Ireland’s acute hospitals
(6.7 days) compared to the OECD average (6.3 days)™; in addition, the average
length of stay of patients who die in acute hospitals in Ireland (24 days) is high by
comparison with the UK and the US™2,

Patient Dependency
Nearly three quarters of ward staff (74%) believe that patient dependency in the ward
is high or very high, with little difference between acute than community hospitals.

Patient Deaths
For a majority of ward staff (85%), deaths occur relatively infrequently at about every
two weeks or less. Deaths are more frequent in acute than in community hospitals.

8 Tribal, 2007.

9 OECD, 2007.

10 OECD, 2007:73. In the HSE’s 2009 National Service Plan, the target average length of stay in acute hospitals is
5.9 days (HSE National Service Plan 2009, 2008:71).

11 A study of 599 deaths in an acute hospital in the south west of England found that the average length of stay
before death was 12 days (Abel, Rich, Griffin, and Purdy, 2009:3 and Table 6). A study of 314 cancer deaths in
Boston Lincolnshire between September 2006 and March 2007 found that the average length of stay before death
was 16.6 days (Addicott and Dewar, 2008:Tables 4 and 7).

12 The Institute for Healthcare Improvement has adopted 7.24 days as an indicator of an efficient length of stay
during the last six months of life (Martin, Nelson, Lloyd, and Nolan, 2007:6; see also Wennberg, et al, 2004). This
target was set following research published by Dartmouth Atlas which showed that length of stay in the last six
months of life varied across the US from 4.87 to 19.67 days for the same diagnostic categories and independently of
need and outcome albeit with significant variations in cost (Wennberg, Fisher, Stukel, Skinner, Sharp, and Bronner,
2004).




Staff Sufficiency
More than half the ward staff (56%), especially in acute hospitals, believe there is not
sufficient staff on the ward.

Staff Turnover

Staff turnover is perceived to be low. This is consistent with the relatively low annual
turnover of staff in acute (15%) and community (14%) hospitals'® and in Ireland
generally™.

Working Environment

More than eight out of ten staff (81%) believe their workplace is good or very good.
The highest rated aspects of the ward, on a scale from 1-10, are the standard of care
(8.7), ward management (8.1), and staff relationships (7.9). End-of-life care was
given a lower rating (7.3) along with ward facilities (7.9).

Work satisfaction

Overall work satisfaction is high, consistent with the results of a national survey on
job satisfaction in Ireland which found ‘over 90 per cent of respondents agreeing or
strongly agreeing that ‘in general’ they are satisfied with their job’°. Hospital staff are
twice as likely to be dissatisfied with their work (11%) compared to ward staff (5%).
At the level of wards, the highest proportion of dissatisfied staff (16%) are to be found
in A&E and the lowest in oncology (0%). Dissatisfaction with work is twice as high in
acute hospitals (12%) as in community hospitals (6%). Doctors are the most
dissatisfied group of hospital staff (15%) while the least dissatisfied are those
involved in other patient care such as pastoral care, bereavement, and end-of-life
care (4%).

Quality of End-of-Life Care

On a scale from 1-10, ward staff rate the quality of end-of-life care on their ward at
8.1, higher for community hospitals (8.7) than for acute hospitals (8.0). These scores
are high and show relatively little variability.

Acceptability of Way Patients Die in Hospital

The vast majority of ward staff (90%) and hospital staff (87%) regard deaths in the
ward and hospital as acceptable to them. Deaths are perceived to be more
acceptable in community hospitals than in acute hospitals. Within wards, the highest
rates of unacceptable deaths are to be found in A&E (26%) and the lowest in
oncology (3%).

Education, Training and Preparedness for End-of-Life Care

The survey asked ward and hospital staff to rate 11 statements about the hospital’s
education, training and other supports for end-of-life care. Seven items were rated
consistently below the mid-point (5) and can therefore be regarded as less than
adequate while the other four statements scored are just above the mid-point and
might be regarded as minimally adequate. Nevertheless, the vast majority of ward
staff feel prepared for the death of a patient, both professionally (92%) and
personally (90%).

13 McKeown, Haase and Twomey, 2010a.

14 Bergin, 2009:24

15 O’Connell and Russell, 2007:62. This study also found that job satisfaction tends to be higher among managers,
professionals and technical staff and lower among sales staff and operatives while those in part-time work tend to be
marginally more satisfied than those in full-time work.




Supports for Staff Very Upset After a patient’s Death

Over half the ward staff (51%) felt very upset after a patient's death during the past
year; this suggest a higher rate of upset compared to nurses who completed the
audit on deceased patients where only 21% reported feeling very upset after a
patient’'s death. The vast majority of ward and hospital staff can rely on the support
of colleagues, their manager, and in-house counselling if they felt very upset at the
death of a patient.

Hospital Priorities

Staff rated the priority given to 13 different activities in the hospital. Most activities
received broadly similar priority, averaging 7 out of 10. The highest priority is for
active treatment of the patient and the lowest is for carrying out innovative research.
End-of-life care, though not the top priority, is perceived to receive a substantial
amount of attention, according to ward staff (7.6) and hospital staff (7.4).

Religious Ethos

The majority of ward staff (65%) and hospital staff (72%) perceive their hospital to be
fairly religious. Staff in community hospitals are twice as likely to perceive their
hospital as very religious compared staff in acute hospitals. Very few staff describe
their hospital as non-religious.

Conclusions and issues for consideration

The purpose of this report is to describe some aspects of hospital culture with a view
to examining what impact it might have the outcomes of end-of-life care, bearing in
mind that much of what is called ‘culture’ remains in the realm of the unconscious in
the form of unspoken assumptions'. The ultimate test of the impact of these
variables will depend on the statistical analysis in the fifth audit report. Nevertheless,
the aspects of hospital culture described in this report are also of intrinsic interest,
and we raise a number of issues in the final section of the report which merit further
attention and reflection.

16 Scott, Mannion, Davies and Marshall, 2003:125.




Introduction

This report describes the attitudes of hospital staff to a range of end-of-life issues.
These attitudes manifest some aspects of the hospital’'s culture about end-of-life care
because they touch on underlying beliefs and values about dying and the care of
patients who die in hospital. It is recognised that the culture of a hospital, as
embodied in the attitudes and values of its staff, influences behaviour and the quality
of care. At the same time, it is also recognised that much of what is called ‘culture’
remains in the realm of the unconscious as unspoken assumptions. As one review of
studies on the influence of organisational culture in healthcare settings has observed:
‘the essence of an organisation’s culture lies in its unspoken assumptions. These
assumptions may be conceived as an organisational unconscious, of which artefacts
and values are conscious manifestations. However one views the psychoanalytic
metaphor, it is generally acknowledged that organisational cultures are like icebergs
in that only the peak is visible above the surface... . The basic technique for
examining the submerged culture is to look for discrepancies between espoused
values and actual practices (artefacts). By exploring these faults in the fabric of
organisational life, ... it is possible to bring an underlying pattern of assumptions to

the surface™’.

This understanding of culture has two implications. First, the description of end-of-
life culture offered in this report is likely to represent the tip of the cultural iceberg,
covering those aspects of hospital culture that are more amenable to measurement
by survey techniques. This does not invalidate the results but it draws attention to
their limitations, and the possibility that significant aspects of hospital culture,
because they remain unconscious to the researcher as much as to hospital staff, are
not included. Second, there are other methods for accessing hospital culture — such
as critical incident analysis®, focus groups®, case studies®, use of emotional
touchpoints®* — which may be more suited to unearthing the more shadowy side of
hospital culture precisely because they use actual events in the life of the hospital as
indicators of underlying and unspoken values and assumptions. As with individuals,

17 Scott, Mannion, Davies and Marshall, 2003:125.

18 Critical incident analysis was used effectively in a study by Keegan et al, 1999: Chapter Eight. This study, based
on 155 relatives of patients who died in St. James’s Hospital, Dublin between July 1996 and June 1997. Relatives
were asked to describe ‘specific events which were meaningful to them and signified either positive or negative
features of the care received’ (Ibid:53). This yielded nearly twice as many negative (568) as positive (297) incidents.
19 This method was used in a study at Our Lady of Lourdes Hospital in Drogheda (Browne, O’'Mahony and
MacEochaidh, 2005).

20 This method was used in a study of hospitals commissioned by the Hospice Friendly Hospitals Programme and
involved collecting data on good and bad deaths in these hospitals using 102 written narratives, 57 interviews with
hospital practitioners, and 14 focus 14 focus groups with 104 practitioners (Quinlan and O’Neill, 2009).

21 This method has been used in a number of care settings in Scotland as part of a Leadership in Compassionate
Care Programme (Dewar, Mackay, Smith, Pullin and Tocher, 2009). The method involves asking the patient to
speak about a number of different points, or touchpoints, in the patients journey. Emotional touchpoints might
include: coming into the hospital, going for tests, mealtimes, visiting times, night-times, talking with doctors and
nurses, etc. A range of emotional words are printed on cards — such as numb, powerless, bewildered, happy,
curious, hopeful and encouraged - and the patient is asked to select the emotion that matches the touchpoint and
then elaborate. These different elements of the method are integrated as follows: ‘The patient or family member was
invited to discuss their experiences of being in hospital. This was conducted in a private room on the ward. The
touchpoints were laid out on a table and the patient was invited to select, from these touchpoints, those that they
would like to talk about. They were also asked if there were other key moments that they would like to discuss. ... .
Taking each touchpoint in turn the storyteller was then asked to describe what happened and select from the
emotional words those that best summed up for them how that experience felt. There were blank cards that could be
used if the patient used an emotional word that is not in the pre-prepared collection of emotional words. They were
then invited to say why they felt this way. If appropriate, they were also asked to discuss how things could have been
different, particularly if the emotion identified was a negative one. Talking with patients about what they see as
potential solutions to issues they have raised helps patients to co-design the service rather than being passive givers
of information’ (Ibid:32). Following the interview, the story is written up and the patient is given an opportunity to read
and adapt as wished. Significantly, the authors emphasise that 'there needs to be a strong connection between the
story and action. The stories need to be linked with other evidence and put into the context of the culture so that
meaningful learning and action can be facilitated’ (1bid:34).




those aspects of hospital culture that are easiest to speak about are often those
which are socially presentable and acceptable, while those aspects that are less
socially acceptable, and even shameful, are typically more difficult to speak of - but
they still manifest themselves in behaviour and practices that directly and indirectly
influence the hospital’s quality of care.

The ultimate test of the extent to which this report captures some key dimensions of
the hospital’s end-of-life culture will depend on whether these dimensions are shown
to influence the main outcomes of end-of-life care. The results of that test, will
involve detailed statistical analysis in the fifth and final audit report®. This underlines
the exploratory nature of the study reflecting, in turn, the exploratory nature of much
research in this area as one recent review has observed: ‘Although the notion of
organisational culture is now invoked frequently in the social science and popular
management literature, it remains a contested concept, fraught with rival
interpretations and eluding a consensual definition. This contestability, however, has
not precluded culture change and management from becoming a familiar prescription
in health system reform. Nowhere is this more apparent than in the UK health
system... . There is a real need for more and better-tested bespoke instruments for
assessing cultures in the NHS organisations. ... Once we have established the
characteristics of desirable cultures (maybe through further intensive qualitative
work) we will then be in a position to build better instruments. Given the range and
diversity of issues central to cultural assessment in healthcare, the building, testing
and refining of a variety of culture instruments will be an ongoing task’®.

This fourth audit report is based on two datasets. The first dataset is based on a
survey of nurses and healthcare assistants in each of the wards where a patient died
and whose death is included in the audit. Ten staff per ward were randomly selected
to participate in this survey, and these were weighted to reflect the number of nurses
and healthcare assistants in each ward. The response rate, based on both the
number of wards (283 out of 347) and the number of ward staff (2,358 out of a
maximum total of 2,830) was 83% (Tables 1.1a-b)

The second dataset is based on a survey of hospital staff outside of wards. A quota
sample of 100 staff was drawn in each hospital with participation proportionate to five
different staff categories:

(1) Management (including CEO / GM, Director and Assistant Directors of Nursing)
and administration (including reception and ward clerks)

(2) Medical and dental (including consultant and non-consultant doctors)

(3) Nursing specialists (not specific to a ward)

(4) Health and social care (including allied health professionals such as
radiographer, social worker, physiotherapist, occupational therapist, speech
therapist)

(5) General support staff (including porters, catering, household, security, mortuary)

22 McKeown, Haase, Twomey, Pratschke and Engling, 2010e.

23 Mannion, Davies and Marshall, 2005:197 and 223. The exploratory nature of culture studies is also underlined by
the difficulty in finding studies which demonstrate a robust link between organisational culture and organisational
performance. One review of these studies has suggested that ‘Notwithstanding the more or less rigorous
investigations of academic researchers, an entire industry has been built on the idea that organisational culture and
performance are indeed linked. We therefore need to know whether this industry is built on sand or solid rock, and
whether to spend scarce public money on organisational development programmes based on that rationale.
Secondly, the whole story about organisational culture and performance is a long way from being told. There have
been few empirical studies, and most of them are methodologically weak. The potential cost of giving up the search
at this relatively early stage is greater than the cost of taking it forward along a path, which both methodologically and
thematically seems to be relatively clear.’ (Scott, Mannion, Davies and Marshall, 2003:130).




(6) Other patient care (including pastoral care, bereavement coordinator, end-of-life
care coordinator, complaints officer, patient advice and liaison officer).

This resulted in a sample of 1,858 hospital staff. The response rate was 64% in acute
hospitals; many community hospitals in the audit do not have 100 staff and therefore
could not meet the quota (Tables 1.2a-b).

The three main wards represented in the sample are medical (34%), surgical (20%)
and ICU (20%) (Table 1.3). These are also the three wards where the vast majority
of patients in the audit died (Table 2.18 in the second audit report*).

The sampling error associated with both samples, at the 95% level of probability, is in
the 1-2% range for each statistic generated from the sample. In other words, each
statistic is likely to be correct for the entire population of audited hospitals to within 1-
2% percentage points®.

The data analysis involves reporting the results for each variable by the following
categories:

* type of hospital (major teaching, major regional, other acute, community)

* type of ward (A&E, ICU, surgical, medical, oncology, geriatric, other)

* ward position (nurse manager, nurse, healthcare assistant)

» staff category (management, medical, nursing specialist, health care
professional, general support staff, other patient care).

It is acknowledged that more detailed analysis of the dataset is possible and
desirable and this will be presented in the fifth and final audit report®.

The results are now presented, broadly using the same format as the questionnaires,
as follows:

Section 2: Staff Characteristics

Section 3: Attitudes to Dying and Death

Section 4: Ward Environment

Section 5: Working Environment

Section 6: Quality of End-of-Life Care

Section 7: Professional and Personal Preparation for End-of-Life Care
Section 8: Experiences after the Death of a Patient

Section 9: Education and Training for End-of-Life Care

Section 10: Hospital Priorities

In Section 11 of the report we present our conclusions and raise issues for further
consideration. All of the statistical tables are in a Data Appendix at the end of the
report.

24McKeown, Haase and Twomey, 2010b.

25 More specifically, frequencies of 10% or 90% have a sampling error in the +/-1% range while frequencies of 50%
to 70% have a sampling error in the +/-2% range. This implies that the statistical significance of any relationship
between variables can only be determined on a case-by-case basis.

26 McKeown, Haase, Twomey, Pratschke and Engling, 2010e.




Respondent Characteristics

The vast majority of respondents are female (81%), both those who completed
Questionnaire 4 (90%) and Questionnaire 5 (70%) (Table 2.1). This is consistent with
the overall gender profile of HSE staff where 80% are female, but nursing staff are
92% female®’.

The mean age of ward staff (37 years) is five years younger than other hospital staff
(42 years) (Table 2.2). This is also consistent with the overall age profile of staff in
the Irish health services generally where nurses and health care professionals tend
to be younger than other staff*®.

Ward staff have been working for the hospital for an average of 7.7 years, compared
to 10 years for other hospital staff (Table 2.3). Within the ward, staff have worked
there for an average of 5 years (Table 2.4).

Nearly a quarter (23%) of all staff were brought up outside Ireland (Table 2.5), much
higher than in the Irish health services generally where 10% of staff are non-Irish®’.
Ward staff (31%) are much more likely to be non-Irish compared to other hospital
staff (13%). The two main countries from which non-Irish staff come are the
Philippines and India, which is also the main source of non-Irish staff in the Irish
health services generally®®. Consistent with this, English is the first language for the
vast majority of staff (84%) (Table 2.6). However English is not the first language for
nearly a quarter (24%) of ward staff.

In summary, the two sets of respondents in the survey on end-of-life culture - one
selected from wards, the other from across the hospital - are broadly similar to each
other and to the staff profile in Irish health services generally®*. However, there are
also significant differences between ward and hospital staff: ward staff are younger
(37 compared to 42 years), more likely to be female (70% compared to 90%), have
worked for a shorter time in the hospital (8 years compared to 10 years), are more
likely to be non-Irish (31% compared to 13%), and to have English as a second
language (24% compared to 7%). In subsequent sections, we analyse if these
respondent characteristics — and others such as type of hospital, type of ward, ward
position, and staff category - are associated with differences in attitude to end-of-life
care.

27 HSE and Department of Health 2009: Table B3, p.61.
28 HSE and Department of Health 2009:58.

29 HSE and Department of Health 2009:62.

30 HSE and Department of Health 2009:62.

31 See HSE and Department of Health 2009.




3.1

Attitudes to Dying and Death

This section describes four sets of attitudes to end-of-life issues among ward and
hospital staff. The first set is whether staff feel comfortable with talking about dying
and death; this may by seen as an indicator of what is more usually called the fear of
dying and death (Section 3.1). The second set of attitudes is about their preferred
place to die, particularly the importance attached to dying at home (Section 3.2). The
third set is their perception of end-of-life care in Irish hospitals (Section 3.3) while the
fourth is their rating of the most, and least, important things about care when dying
(Section 3.4). The questions used to measure these attitude are taken from a
national survey on dying and death in Ireland®, and were also used in our survey of
bereaved relatives as reported in the third audit report®®. As a result, we are able to
assess the position of staff on these issues relative to the national population.

Feeling Comfortable Talking About Dying and Death

The fear of dying and death is common, and most people experience it, at some
stage and to some degree. It is widely recognised that this fear has an influence on
how each person relates to, and is able to speak about, dying and death. Naturally,
this fear affects healthcare professionals as much as other people, and this has been
cited as one of the reasons why end-of-life care in hospitals is often less than
satisfactory®”.

Against this background, ward and hospital staff were asked two questions:
* How comfortable are you personally with talking about death or dying?

* How comfortable are you personally with talking to people who have been
recently bereaved?

32 Weafer & Associates Research, 2004.

33 McKeown, Haase and Twomey, 2010c.

34 The link between the fear of dying and death, and the quality of care offered to dying patients was articulated over
40 years ago by Elisabeth Kubler-Ross — herself a medical doctor - in her pioneering work on dying and death where
she writes: ‘When a patient is severely ill, he is often treated as a person with no right to an opinion. ... He may cry
out for rest, peace, dignity, but he will get infusions, transfusions, a heart machine, or a tracheostomy. He may want
one single person to stop for one single moment so that he can ask one single question — but he will get a dozen
people round the clock, all busily preoccupied with his heart rate, pulse, electrocardiogram or pulmonary functions,
his secretions or excretions, but not with him as a human being. ... Is the reason for this increasingly mechanical,
depersonalised approach our own defensiveness? Is this approach our own way to cope with and repress the
anxieties that a terminally or critically ill patient evokes in us? Is our concentration on equipment, on blood pressure,
our desperate attempt to deny the impending end, which is so frightening and disquieting to us that we displace all
our knowledge onto machines, since they are less close to us than the suffering face of another human being, which
would remind us once more of our lack of omnipotence, our own limitations and fallibility and, last but not least
perhaps, our own mortality?’ (Kubler-Ross, 2009:7-8). There is a large body of literature on the fear of dying and
death - by philosophers, poets, religious teachers, etc — of which a key theme is that a person’s response to this fear
determines their likelihood of a ‘good death’ as well as a ‘good life’. The life and work of Socrates (469-399BC) is
often cited as an example of this. When condemned to death for allegedly corrupting the youth of Athens, Socrates
observed that he had no fear of dying since he had been practicing death all his life because he regarded death as
no more than release and separation of the soul from the limitations of the body which is also the state of wisdom
sought by the true philosopher; ‘If a man has trained himself throughout his life to live in a state as close as possible
to death, would it not be ridiculous for him to be distressed when death comes to him? ... True philosophers make
dying their profession’ (Plato, 2003:129). In more recent times, under the influence of Kierkegaard (1983), the
American cultural anthropologist, Ernest Becker, has argued that human conditioning and culture is shaped by the
need to deny death but this can be transcended through a process of self-realisation where the person ‘opens
himself up to infinity ... links his secret inner self, his authentic talent, his deepest feelings of uniqueness to the very
ground of creation’ (Becker, 1974:90). A core theme in these writings is the invitation provided by dying and death to
reflect on the true nature of the self, and the reality of existence which is unaffected by dying and death. This is also a
central theme in eastern philosophies, articulated in the life and work of Ramana Maharshi: ‘If a man considers he is
born he cannot avoid the fear of death. Let him find out if he has been born or if the Self has any birth. He will
discover that the Self always exists, that the body which is born resolves itself into thought and that the emergence of
thought is the root of all mischief. Find wherefrom thoughts emerge. Then you will abide in the ever-present inmost
Self and be free from the idea of birth or the fear of death’ (Ramana Maharshi, 1989:82).




3.2

3.3

The responses reveal that nearly four out of ten staff, in both the ward (39%) and
hospital (37%), are very or completely comfortable with talking about death and dying
(Tables 3.1a-b). This is identical to the proportion in the national population (38%)
who are very or completely comfortable with talking about death and dying, when
sampling error is taken into account.

Significantly, staff are markedly less comfortable with talking to people who have
been bereaved recently, just as in the national population. Nearly three out of ten
staff, in both the ward (28%) and hospital (28%), are very or completely comfortable
with talking to people who have been bereaved recently similar to the proportion in
the national population (25%) (Tables 3.2a-b).

The most significant influence on whether staff feel comfortable talking about dying
and death is their role and position in the ward and hospital. Within wards, nurse
managers are the most comfortable and nurses are the least comfortable while
health care assistants are consistently 10 percentage points more comfortable
compared to nurses. Within the hospital, the most comfortable roles for talking about
dying and death are ‘other patient care’ (which includes pastoral care, bereavement
coordinator, end-of-life care coordinator, complaints officer, patient advice and liaison
officer). Doctors and nurse specialists are also much more comfortable than other
staff categories in talking about dying and death. Generally, being comfortable
talking about dying and death does not vary by ward - except for intensive care
which is consistently more comfortable than other wards — or by size of hospital.

Preferred Place to Die

In a national survey carried out in 2004, a clear majority of Irish people (67%)
indicated that they would like to die at home with only a tenth preferring to die in a
hospital (10%) or a hospice (10%)*. We also asked this question in our survey of
ward and hospital staff and the results show a much higher preference to die at home
among both ward staff (81%) and hospital staff (77%) (Table 2.3a-b).
Correspondingly, the proportion preferring to die in hospital (6%) is even smaller than
in the national population (10%). This finding is consistent with other studies which
show that doctors and nurses have a stronger preference to die at home compared
to patients®®. The preference to die at home is higher in acute than in community
hospitals and highest among medical and nursing staff.

Quality of End-of-Life Care in Irish Hospitals

Hospital staff were asked to give their perception of end-of-life care in Irish hospitals
generally, and not just their own specific hospital. In the national population survey,
nearly six out of ten (57%) rated end-of-life care as good or excellent but this rose to
three quarters (75%) among those who had someone close who died in an lIrish
hospital in the past two years®’. By contrast, 63% of staff rated the end-of-life care in

35 Based on a survey of 1,000 adults aged 15+ in the Republic of Ireland, carried out in 2004 (Weafer and
Associates Research, 2004).

36 This is based on a survey of 1,899 ICU doctors, nurses and patients in six European countries, who were asked
where they would rather be if they had a terminal iliness with only a short time to live; the results showed that more
doctors and nurses would prefer to be at home or in a hospice and more patients and families preferred to be in an
ICU (Sprung, Carmel, Sjokvist, et al., 2007). The same study also revealed that physicians provide more extensive
treatment to seriously ill patients than they would choose for themselves, possibly indicating a public demand for life-
prolonging interventions that may have little prospect of success.

37 Weafer & Associates Research, 2004: Figures 12 and 15, pages 16 and 19. This suggests that people’s
experience of hospitals tends to be quite positive and, perhaps more significantly, tends to be more positive among
those who speak from direct experience of hospital services. This is consistent with a study in 2007 by HSE’s Office
of Consumer Affairs, comprising a random sample of 3,517 Irish people, on experiences of public health and social
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Irish hospitals as good or excellent (Table 2.4a-b). This is significantly lower
compared to the general population who have had direct experience of the hospital's
end-of-life care in the past two years.

The Most Important Things About Dying

Staff were asked to list the most important things about care when dying. The two
most important things, by a wide margin, are: to be free from pain (86%) and to be
surrounded by loved ones (87%) (Table 2.5a-b). These are also the two most
important things about care when dying in the national population and among
relatives in the audit, respectively: (i) to be free from pain (55% and 57%) and (ii) to
be surrounded by loved ones (68% and 20%).

Similarly, there is broad agreement between staff and the general population in their
rating of the least important aspects of care when dying. The three least important
things for staff are: spiritual support (13% compared to 19% in the general
population), medical and nursing support (19% compared to 32% in general
population), and a private space (25% compared to 11% in the general population).

These results suggest that staff share the same broad priorities as the general public
on the things that are most, and least, important about end-of-life care. However
staff place lesser value on medical and nursing support compared to the general
public, possibly reflecting their awareness of its limitations. They also give a lower
rating for the quality of end-of-life care in Irish hospitals compared to the general
population. Conversely, hospital staff place much greater importance on a private
space compared to the general public, which may also be informed by their day-to-
day experience of the difference that a single room can make to a dying patient.

Summary

This section described four sets of attitudes to end-of-life issues among ward and
hospital staff. The first set is about the fear of dying and death, and shows that staff
are no different to the national population in that nearly four out of ten (39%) are ‘very
or completely comfortable’ with talking about death and dying. However, they are
markedly less comfortable with talking to people who have been bereaved recently
(28%), as in the national population. Doctors, nurse managers, nurse specialists, and
pastoral care staff are the most comfortable talking about dying and death, but
nurses are the least comfortable and are 10 percentage points less comfortable
compared to health care assistants. The second set of attitudes is about the
preferred place to die, and the preference to die at home is much stronger among
staff (79%) compared to the national population (67%). This finding is consistent with
other studies which show that doctors and nurses have a stronger preference to die
at home compared to patients®®, and may be related to the third set of attitudes which
are about the quality of end-of-life care in Irish hospitals. Staff rate the quality of end-

care services. A sub-sample of these (344, 10%) had experience of hospital services in the last year and reported
high overall levels of satisfaction on dimensions such as: effective treatment by a trusted professional (78%),
involvement in decisions and respect for own preferences (75%), clear and comprehensive information (80%),
emotional support, empathy and respect (83%), easy to get around the hospital (74%). However there was a marked
dip in satisfaction on dimensions such as cleanliness of hospital toilets (62%), contact with the hospital by phone
(69%), and car-parking facilities (46%) (UCD and Lansdowne Market Research, 2007)

38 This is based on a survey of 1,899 ICU doctors, nurses and patients in six European countries, who were asked
where they would rather be if they had a terminal iliness with only a short time to live; the results showed that more
doctors and nurses would prefer to be at home or in a hospice and more patients and families preferred to be in an
ICU (Sprung, Carmel, Sjokvist, et al., 2007). The same study also revealed that physicians provide more extensive
treatment to seriously ill patients than they would choose for themselves, possibly indicating a public demand for life-
prolonging interventions that may have little prospect of success.




of-life care in Irish hospitals as lower (63% rate it as good or excellent) compared to
those in the national population who have had someone close die in an Irish hospital
in the past two years (75% rated it as good or excellent). Finally, the fourth set of
attitudes concern the most, and least, important things about care when dying. The
two most important things for staff, as for the general public, are to be surrounded by
loved ones and to be free from pain. There is also broad agreement between staff
and the general population in their rating of the least important aspects of care when
dying: spiritual support (13% compared to 19% in the general population), medical
and nursing support (19% compared to 32% in general population), and a private
space (25% compared to 11% in the general population).

These findings suggest that the attitudes and values of staff and the general public
are broadly similar on end-of-life issues. It is true that staff have a more negative
perception of end-of-life care in hospital, and of medical and nursing support
generally and, perhaps because of this, have a greater preference to die at home
compared to the general population. However they share the same fears about
dying and death as the general population and this is an area which would merit from
further reflection and attention by staff in hospitals, since it may interfere with the
overall quality of end-of-life care.

It is clear that talking about dying and death, but especially talking to someone who
has been bereaved recently, is not something about which the majority of staff feel
very or completely comfortable. If one infers from this that talking to a patient who is
dying is just as uncomfortable as talking to someone who has been bereaved
recently, then it follows that many staff may feel uncomfortable around
communicating with patients as well as relatives about end-of-life issues. This
inference is consistent with the findings in the second® and third® audit reports
which showed that communication with patients is assessed by relatives, nurses and
doctors as the weakest aspect of care, and there is least agreement (10%) in their
assessments on this aspect of care. It is also be consistent with another Irish study
which found that hospital practitioners have difficulty talking openly, simply, and
sensitively about dying and death®".

A particularly striking aspect of the findings is that nurses who provide the day-to-day
care for patients at the end of life are much less comfortable talking about dying and
death compared to the health care assistants who work alongside them, but are also
less comfortable than the general public. This clearly suggests that any intervention
to improve end-of-life communication with patients and relatives must also address
the fears that nurses have about dying and death including ultimately, their own fear
of dying and death. This implies that communication skills, particularly in the context
of end of life, have a personal and not just a professional dimension, thereby inviting
staff into some deeper reflection on how they empathise* and interact®® with

39 McKeown, Haase and Twomey, 2010b.

40 McKeown, Haase and Twomey, 2010c.

41 Quinlan and O’Neill, 2009:5, in their study of hospital practitioners, report that: ‘The practice, in general, among
clinicians in terms of communication around dying and death is to follow the patient’s lead, to answer any direct
questions. This means that clinicians seldom volunteer information. Also highlighted as problematic were
euphemisms that are used by clinicians when talking to patients about dying and death. Consultants were said to be
very cautions and deliberately oblique with the language they use with patients’.

42 Empathy has been described as ‘the key to a caring patient-doctor relationship — the art of medicine’ (Janssen,
Macleod and Walker, 2008:390). Empathy has an affective component which, like sympathy, has the capacity to feel
as the other person is thought to feel. However, unlike sympathy, empathy also has a cognitive component which is
the capacity to reflect and understand why the other person feels as they do. The importance of empathy is
underlined by the fact that it is associated with reduced symptoms and improved satisfaction for patients (Reynolds
and Scott, 2000), and is a good predictor of clinical competence (Hojat, Gonnella, Nessa, et al, 2002), diagnostic
accuracy and patient compliance (Roter, Stewart, Putnam, et al, 1997; Coulehan, Platt, Egener, et al, 2001).




patients, including the extent to which their relationships with patients are informed
by — and infused with — compassion®. Inescapably, this caring relationship has a
personal as well as a professional dimension and, in their practical manifestation,
these dimensions are inseparable®.

There is a strong consensus between staff and the general public that the two most
important things about care when dying is to be surrounded by loved ones and to be
free from pain. As regards the first of these priorities - to be surrounded by loved
ones - it is clear from our analysis in the second® and third reports*’ that patients
who die in hospital enjoy a high level of relationship well-being, while most hospitals
support the patient to spend as much time as they wish with family and friends in
their last days. As regards the second priority — to be free from pain — the evidence
on the performance of hospitals is less than conclusive, essentially because there is
a wide discrepancy in the perceptions of relatives (34%), nurses (16%) and doctors
(10%) on the percent of patients who are in pain all or most of the time during the last
week of life. These discrepancies raise questions about the diagnosis and treatment

43 There are numerous ways of characterising styles of interaction depending on the underlying psychological
theory. One of the most respected — and which underpins most behavioural and cognitive approaches — is
attachment theory which explains a person’s style of interaction by the way they ‘attach’ or connect with people, itself
influenced by their early life experience of significant others, especially parents (Bowlby, 1979; Ainsworth, 1991).
Depending on those formative experiences in early life, three main types of attachment and interaction style emerge:
secure attachment, insecure-avoidant attachment, and insecure-anxious attachment. A secure style is where others
are regarded as reliable and available and is associated with a warm, positive and reassuring style of interaction. An
insecure-avoidant style is where others are regarded as uninterested or unavailable and is associated with an
interaction style that is cold, competitive and controlled. An insecure-anxious style is where others are seen as
unreliable or difficult and leads to an interaction style characterised by anxiety, stress and lack of confidence. The
significance of this for doctors — but which applies equally to all health professionals - has been explored in a recent
article on medical education: ‘Attachment theory can provide valuable insight into situations where caring is
paramount. In an institutional setting, patients are typically vulnerable and searching for security. Stresses to
heighten a patient’s vulnerability and need for attachment include their role as an ill person, the uncertainty of their
well-being, the requirement placed upon them to trust strangers, their separation from loved and reliable people, and
the novel context. ...... Clinicians need far more than a diagnosis in order to understand the perceptions,
experiences, and resulting behavior of the person who is ill . .... . A doctor’s experiences of care, his or her resulting
attachment style, and the levels of support that colleagues and senior figures provide the doctor can make an
important difference to the experiences and outcomes of a person under that doctor’s care. .... A secure clinician is
unlikely to become overwhelmed or controlling when faced with the clingy or anxious behavior typical of insecure-
anxious patients.’ (Janssen, Macleod and Walker, 2008:391-392).

44 1t is recognised that compassionate care involves more than attending to the patient’s physical needs; it also
involves a dialogue between patient and caregiver where communication is ‘human to human rather than clinician to
patient. ... In short, for healthcare professionals, compassion means seeing the person in the patient at all times and
at all points of care’ (Cornwell and Goodrich, 2009). According to Macleod and McPherson (2007:1591): ‘The virtue
of compassion is a trait combining an attitude of active regard for another’'s welfare with an imaginative awareness
and emotional response of deep understanding, tenderness and discomfort at the other person’s misfortune or
suffering. It is expressed in acts of beneficence that attempt to prevent and alleviate the suffering of the other
person’.

45 This is consistent with a recent review of the factors that shape the patient’s experience in hospital: ‘For patients
in hospital, every detail of every interaction shapes the unique quality of the experience. From listening to patients, it
is apparent that contact with the hospital as an organisation and with hospital personnel is shaped to a large degree
by the actions, attitudes and behaviours of individual members of staff. In turn, these are shaped by their own
personal experience, attitudes and values (including professional values), and by relationships between colleagues.
The quality of the patient experience is also subtly shaped by the dynamics of the wider healthcare system and the
political and social climate. ... Moreover, because providing care exposes nurses to patients’ distress, to human
suffering, disability, pain, terminal illness and death, their natural human defences against psychological and
emotional disturbance will, if the feelings do not receive attention, gradually and inevitably create ways of delivering
care that protect nurses but are insensitive to patients. ... While patients are perhaps less at risk of insensitive
treatment when they are outpatients or day patients, all institutional clinical and care settings have the potential to
depersonalise and dehumanise patients and caregivers. If we are concerned about the quality of patients’ experience
in hospital, then we need to find out how, practically, we can:

Protect patients who are particularly at risk of insensitive treatment;

Foster and promote compassion and empathy;

Select staff who have the capacity to see the person in the patient;

Support staff;

Define behaviours that are and are not admissible;

Give staff the courage to speak up on patients’ behalf when and if the quality of care declines.” (Cornwell,
2009:1).

46 McKeown, Haase and Twomey, 2010b.

47 McKeown, Haase and Twomey, 2010c.




of pain among patients who die in Irish hospitals, and suggest the need for more
robust evidence to show that hospitals have the procedures and protocols in place to
make sure that pain is properly assessed and treated, and that all patients are kept
free from pain, as both staff and the general public expect.

an



4.1

Ward Environment

The audit measured three aspects of the ward environment: the physical aspect, the
patient aspect, and the staff aspect. The physical aspect was measured by asking
staff to evaluate the ward in terms of its privacy, dignity, environment and control
(Section 4.1). The patient aspect was measured by asking staff to rate the ward in
terms of bed-occupancy, patient turnover, patient dependency, and patient deaths
(Sections 4.2-4.5). The staff aspect was measured by staff rating the ward in terms
of staff sufficiency, staff turnover, and as a workplace (Sections 4.6-4.8).

Physical Environment

There is substantial evidence that the physical characteristics of a hospital, especially
its wards and rooms, influence the quality of care and the quality of life of patients.
This was highlighted in a recent review of research on the use of evidence-based
design in health care settings: ‘Compared to 2004, the body of evidence has grown
rapidly and substantially ... It is now widely recognised that well designed physical
settings play an important role in making hospitals less risky and stressful, promoting
more healing for patients, and providing better places for staff to work™®. In the first
audit report® we found that 15% of beds in hospitals are in single rooms. Despite
this, the second audit report™ found that a third of patients (33%) spent most of the
last week of life in a single room, and more than four in ten (44%) died in a single
room. This suggests that hospital staff try to allocate single rooms to patients in order
to facilitate a more dignified death, itself indicating an awareness of the importance of
single rooms at the end of life.

The survey asked ward staff to rate the physical characteristics of the ward where
they work, on a scale from 1 (very poor) to 10 (excellent). This involved rating 15
aspects of the ward covering privacy (such as allowing conversations with family and
staff), dignity (such as facilitating personal care and access to toilet), environment
(such as experiencing nature, daylight and quiet), and control (such as altering the
temperature, light or air in the room or turn on/off the TV).

The overall rating is 5.0, and is higher in community hospitals (6.4) compared to
acute hospitals (4.7) (Tables 4.1a-b). It is also significantly higher in geriatric wards
(6.2) and oncology wards (6.1), and lowest in A&E (2.9). The two highest ratings are
for dignity (6.6) and privacy (5.8) while the lowest is for environment (4.8) and control
(3.7). Health care assistants gave consistently higher ratings on all physical aspects
of the ward compared to nurses and nurse managers.

This pattern of results is at variance with an independent observation of 15 acute and
5 community hospitals — all included in this audit - carried out for the HFH
programme in 2007 by Tribal healthcare consultants®'. That study gave an overall
score of 3.6 out of 10 for the physical environment of these hospitals, well below the
self-assessed score of ward staff (5.0). This suggests that healthcare consultants,
possibly because they are more aware of what is possible, achievable and desirable
in terms of evidence-based design in hospitals, are considerably more critical of
hospital facilities compared to management, staff and relatives. This in turn

48 Ulrich, Zimring, Zhu, et al, 2008; Keller and Kronick, 2008; Sadler, Keller and Rostenberg, 2009. The practical
implications of this research for improving the design of existing and new hospital facilities are spelt out in Sadler,
Keller and Rostenberg, 2009.

49 McKeown, Haase and Twomey, 2010a.

50 McKeown, Haase and Twomey, 2010b.

51 Tribal, 2007.
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underlines the vagaries of self-assessment as a method of auditing a hospital’s
physical environment and, as the authors of the Tribal study who pointed out, there is
‘no recognised structured approach which can be used to assess these conditions

[the physical conditions of hospitals] and to compare one hospital with another’*.

Bed Occupancy

Returns in the first audit report indicate an overall bed occupancy rate of 93% for
both acute and community hospitals, ranging from 75% to 100.5%°. Larger hospitals
tend to have higher occupancy rates, at 95% and upwards and, overall, Ireland has
the fourth highest bed-occupancy rate in the OECD where the average is 75%>".

The survey revealed that nearly eight out in ten (79%) believe that the bed
occupancy rate in the ward is high or very high, and this perception is much stronger
in acute than in community hospitals (Table 4.2). Staff in surgical wards (87%) and
A&E wards (84%) are particularly likely perceive their bed occupancy levels as high
or very high. Nurse managers are much more likely to regard the bed occupancy
rate as high or very high (90%) compared to nurses (78%) and health care assistants
(70%).

It is true that there is no single desirable level of bed-occupancy but the rate in
Ireland is generally regarded as too high because, in conjunction with existing
admission and discharge policies™, it has the effect of causing overcrowding,
reducing access for new patients, increasing the risk of infection, and threatening the
quality of care of patients. A recent survey on the control of infection in 49 acute
hospitals in Ireland found that ‘a high rate of bed occupancy compromised their ability
to implement the [MRSA] guidelines™®. In addition, high bed occupancy has been
identified as a factor which can threaten the overall quality of care®.

Patient Turnover

Patient turnover is determined by the average length of stay and this tends to be
slightly higher in acute hospitals in Ireland (6.7 days) compared to the OECD
average (6.3 days)®® In the second audit report we found that the average length of
stay for patients who died in acute hospitals was 24 days; this is much higher than
the national average (6.7 days) for all acute hospital in-patients, and higher

52 Tribal, 2007:iii.

53 McKeown, Haase and Twomey, 2010a.

54 OECD, 2007. The HSE bed-occupancy target for 2009 of 86% (HSE Supplementary PR Data March 2009,
2009:18; HSE National Service Plan 2009, 2008:71).

55 A random sample of 3,035 medical and surgical in-patients across 37 acute hospitals were reviewed between
November 2006 and February 2007 by PA Consulting Group and Balance of Care Group (2007). The results showed
that 13% could have been treated outside an acute setting, 75% of elective survey patients were admitted earlier
than necessary, 39% of day patients could have been treated in an alternative setting, and discharge planning was in
evidence from the notes of 40% of patients. In response to this, the HSE introduced a Code of Practice for Integrated
Discharge Planning in December 2008 with the overall purpose of reducing the average length of stay in hospitals to
the OECD average. This code of practice provides a framework for care and case management and comprises a
suite of national standards, recommended practices, forms, toolkits, key metrics and audit tools.

56 Cited in Fitzpatrick, Roche, Cunney and Humphreys, 2009:278

57 A recent study of the factors enabling compassionate care in acute hospital settings noted that: ‘The factor that
has arisen again and again in terms of producing stress and reducing compassion is the heightened bed occupancy
within hospitals. As hospitals cope with increasing patient demand and higher levels of throughput, it becomes even
more important to address humanity within the process, dealing compassionately with staff so that they in turn can do
the same for patients. There is of course nothing wrong per se with technically focused, rapid treatment, high-
turnover, and short lengths of hospital stay — only a minority of patients would willingly prolong their stay in hospital —
but it is important for compassion to be seen and valued as essential to the delivery of care, not an option or add-on’
(Firth-Cozens and Cornwell, 2009:12).

58 OECD, 2007:73. In the HSE’s 2009 National Service Plan, the target average length of stay in acute hospitals is
5.9 days (HSE National Service Plan 2009, 2008:71).
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compared to those aged 65 and over (11.5 days’™. It is also clear that the average
length of stay of patients who die in acute hospitals in Ireland is high by comparison
with the UK*® and the US®".

The survey revealed that nearly six in ten ward staff (58%) believe that patient
turnover in the ward is high or very high, and much higher in acute than community
hospitals (Table 4.3). Understandably, A&E wards (82%) and surgical wards (78%)
are particularly likely to be perceived as having high or very high turnover levels.
Nurse managers are much more likely to regard patient turnover as high or very high
(68%) compared to nurses (59%) and health care assistants (50%).

It has been observed that patient turnover combined with high occupancy levels can
put pressure on the quality of care. A recent study of the factors enabling
compassionate care in acute hospital settings noted that: ‘The factor that has arisen
again and again in terms of producing stress and reducing compassion is the
heightened bed occupancy within hospitals. As hospitals cope with increasing patient
demand and higher levels of throughput, it becomes even more important to address
humanity within the process, dealing compassionately with staff so that they in turn
can do the same for patients. There is of course nothing wrong per se with
technically focused, rapid treatment, high-turnover, and short lengths of hospital stay
— only a minority of patients would willingly prolong their stay in hospital — but it is
important for compassion to be seen and valued as essential to the delivery of care,
not an option or add-on’®.

Patient Dependency

The survey revealed that nearly three quarters of ward staff (74%) believe that
patient dependency in the ward is high or very high, with little difference between
acute and community hospitals when sampling error is taken into account (Table
4.4). Dependency levels are highest in geriatric wards (83%) and intensive care
(80%). Nurse managers are more likely to report high or very high dependency levels
in the ward (83%) compared to nurses (74%) and health care assistants (69%).

Patient Deaths

In the first audit report, we estimated the death rate in each hospital as the number of
deaths divided by the number of in-patients multiplied by 100. This reveals that the
annual death rate in the acute sector is 2.8% of all in-patients (ranging from 1.3% to
4.7%) compared to a death rate of 8.4% in the community sector (ranging from 0.0%
to 24.0%). The higher death rate in community hospitals is due to the much smaller
number of inpatients in these hospitals relative to their number of deaths, and relative
to the number of inpatients in acute hospitals. About a third of acute hospital deaths
take place in either intensive care (20%) or A&E (12%), but the majority of deaths
(68%) occur in other wards. The survey revealed that, for a majority of ward staff

59 Hospital In-Patient Enquiry, 2006:Table 3.9.

60 A study of 599 deaths in an acute hospital in the south west of England found that the average length of stay
before death was 12 days (Abel, Rich, Griffin and Purdy, 2009:3 and Table 6). A study of 314 cancer deaths in
Boston Lincolnshire between September 2006 and March 2007 found that the average length of stay before death
was 16.6 days (Addicott and Dewar, 2008:Tables 4 and 7).

61 The Institute for Healthcare Improvement has adopted 7.24 days as an indicator of an efficient length of stay
during the last six months of life (Martin, Nelson, Lloyd, and Nolan, 2007:6; see also Wennberg, et al, 2004). This
target was set following research published by Dartmouth Atlas which showed that length of stay in the last six
months of life varied across the US from 4.87 to 19.67 days for the same diagnostic categories and independently of
need and outcome albeit with significant variations in cost (Wennberg, Fisher, Stukel, Skinner, Sharp, and Bronner,
2004).

62 Firth-Cozens and Cornwell, 2009:12.
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(85%), deaths occur relatively infrequently at about once every two weeks or less
(Table 4.5). Deaths are more frequent in acute than community hospitals, and are
least frequent in geriatric and surgical wards.

Staff Sufficiency

The survey revealed that more than half the ward staff (56%) believe there is not
sufficient staff on the ward (Table 4.6). The perception of insufficient staff is more
likely to be found in acute hospitals (58%) than community hospitals (46%), and in
A&E (74%), surgical (66%) and medical wards (65%).

Staff Turnover

In the first audit report, we estimated staff turnover - as measured by the proportion
of staff employed for less than one year - at 15% in acute hospitals and 14% in
community hospitals, with considerable variation around this average in both sectors.
This compares to a national turnover rate of approximately 10%, with lower turnover
rates among workers who are older, more skilled, and employed in the public
sector®®. The survey revealed that just over a tenth of ward staff (13%) rated turnover
as high or very high (Table 4.7). Turnover rates do not vary significantly by hospital,
ward or staff category. These perceptions seem to be consistent with the more
objective data in the first audit report.

Workplace

The survey invited ward staff to rate their working environment, on a scale from 1
(very poor) to 10 (excellent), along six dimensions covering staff relationships, ward
management, standard of care, end-of-life care, ward facilities, and as a place to
work. The results yielded an overall rating 7.7 which means that more than eight out
of ten staff (81%) believe their workplace is good or very good (Tables 4.8a-b).

The highest rated aspects of the ward are the standard of care (8.7), ward
management (8.1) and staff relationships (7.9). Significantly, end-of-life care is rated
as one of the lower aspects (7.3) along with ward facilities (6.6). The overall ratings
do not vary between hospitals or between ward staff. However staff in A&E wards
gave a lower overall rating compared to other wards (6.6).

Summary

This section measured three aspects of the ward environment: the physical aspect,
the patient aspect, and the staff aspect. On the physical aspect, staff rated their
ward at 5.0 out of 10, higher in community hospitals (6.4) and in oncology wards
(6.1). The highest ratings are for dignity (6.6) and privacy (5.8), the lowest are for
environment (4.8) and control (3.7). These results are higher than an independent
observation of 15 acute and 5 community hospitals — all included in this audit - which
gave an overall score of 3.6 out of 10 for the physical environment of these
hospitals®*.

The key findings on the patient aspect of wards are that bed occupancy rates and
dependency levels are perceived to be high or very high by 79% and 74% of ward
staff respectively, while patient turnover, reflecting longer lengths of stay, is

63 Bergin, 2009:24
64 Tribal, 2007.
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perceived by 58% of ward staff to be high or very high. Patient deaths are relatively
infrequent with nearly three quarters (85%) of ward staff reporting that they occur
every two weeks or less, and are even less frequent in community hospitals.

Turning to the staff aspect of wards, more than half (56%) believe there is not
sufficient staff on the ward, especially in acute hospitals (58%), and in wards such as
A&E (74%), surgical (66%), and medical (65%). Staff turnover is perceived to be low.
The overall staff rating of the ward is relatively high (7.7 out of 10), especially its
standard of care (8.7), its ward management (8.1) and its staff relationships (7.9),
while lower ratings were reserved for end-of-life care (7.3) and ward facilities (6.6).

These findings suggest that while wards are busy environments, with facilities that
are about average, they are nevertheless good places to work in terms of the quality
of care provided and the quality of management and staff relations. However it is
significant that, in the opinion of ward staff, deaths occur relatively infrequently on
wards, and are rarely more frequent than once every two weeks or less. We do not
know if the volume-outcome relationship — whereby a higher volume of hospital
activity is associated with better outcomes® — applies to end-of-life care but it is
noteworthy that ward staff rate the standard of end-of-life care as markedly lower
than the standard of care generally. In the fifth and final audit report we will analyse
if the frequency of deaths in a ward is related to the standard of end-of-life care, as
the volume-outcome hypothesis would predict.

65 Numerous studies have established a direct and positive relationship between volume and outcome, particularly in
the area of cancer services, whereby a higher volume of cancer operations is associated with higher outcomes in
terms of survival rates. It is generally assumed that the causal sequence is from volume to outcome based on the
principle that ‘practice makes perfect’; the reverse causal sequence from outcome to volume — whereby better
outcomes lead to a higher volume of referrals and cases — is generally discounted. The volume-outcome
relationship is stated as a core principle in A Strategy for Cancer Control in Ireland (National Cancer Forum,
2006:44-45): ‘There is clear evidence that people who have surgical treatment for many common cancers in centres
with higher throughput, experience better quality of care and better survival rates. Services that take place in such
centres are generally characterised by the following features:

« care is more specialised, thus increasing the likelihood of better survival

« there are higher caseloads of patients, increasing the experience and ability to sub-specialise of individual clinicians
and clinical teams

« diagnosis and treatment planning is conducted by multidisciplinary teams

« care delivery is informed by evidence-based guidelines

« audit and other quality assurance programmes are in place

« there is participation in clinical trials and other forms of cancer research

« undergraduate and postgraduate teaching takes place’.
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Work Satisfaction

The survey measured work satisfaction by asking ward and hospital staff: ‘Overall,
how satisfied are you with your current work situation?’. The response options
range from 1 (very dissatisfied) to 10 (very satisfied). The results reveal significant
differences between and within ward and hospital staff.

In general work satisfaction is higher among ward staff (7.3) compared to hospital
staff (6.5) (Tables 5.1a-b). If work dissatisfaction is defined as scores in the 1-3
range, then twice as many hospital staff (11%) are dissatisfied with their work
compared to ward staff (5%).

Work satisfaction among ward staff varies considerably between wards and
hospitals. At the level of wards, the highest proportion of dissatisfied staff are to be
found in A&E (16%) and the lowest in oncology (0%). At the level of hospitals, major
regional hospitals have the highest levels of dissatisfaction (11%) while major
teaching hospitals have the lowest levels of dissatisfaction (4%).

Work satisfaction among hospital staff varies with category of hospital and category
of staff. In acute hospitals, dissatisfaction with work is twice as high (12%) as in
community hospitals (6%). Doctors are the most dissatisfied group of hospital staff
(15%) while the least dissatisfied are those involved in other patient care such as
pastoral care, bereavement and end-of-life care (4%).

The relatively high levels of work satisfaction among ward staff (95%) and hospital
staff (89%) are consistent with the results of a national survey on job satisfaction in
Ireland which found ‘over 90 per cent of respondents agreeing or strongly agreeing
that ‘in general’ they are satisfied with their job’®®. This is not unexpected given that
job satisfaction tends to be higher among managers, professionals and technical
staff, which constitute the majority of ward and hospital staff. Nevertheless, it is
significant that dissatisfaction among ward staff in A&E (16%), and among doctors
across the hospitals (15%), is much higher compared to both other staff and the
national picture.

66 O’'Connell and Russell, 2007:62. This study also found that job satisfaction tends to be higher among managers,
professionals and technical staff and lower among sales staff and operatives while those in part-time work tend to be
marginally more satisfied than those in full-time work.
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Quality of End-of-Life Care

Ward staff were asked to rate 16 aspects on end-of-life care on their ward on a scale

from 1 (very poor) to 10 (very good). The 16 aspects on end-of-life care are:

* Recognising when a patient needs palliative care rather than curative care

* Communicating with patients and relatives in a sensitive, truthful and reassuring
way

* Communicating and sharing information effectively among hospital staff

* Making sure that the patient’s end-of-life care is coordinated

*  Giving patients an opportunity to talk about their worries and wishes

*  Giving relatives or friends an opportunity to talk about their worries and wishes

* Making sure the patient’s preferences are respected

* Making sure the patient is comfortable, and the ward is properly managing their
pain and other symptoms

*  Comforting a patient who is afraid of dying

*  Supporting relatives or friends to spend time with the dying patient

* Creating a sense of dignity and respect around the moment of the patient’s death

* Respecting the spiritual needs of people from different religious traditions around
death

* Removing the person who has died respectfully from the ward

*  Providing a mortuary that respects the dead

*  Supporting bereaved relatives with information, advice and counselling as they
need it

* Having clear policies and procedures for end-of-life care

The results indicate a mean score of 8.1 for all items combined, ranging from 7.7 to
8.7 (Tables 6.1a-b). The results are higher for community hospitals (8.7) than for
acute hospitals (8.0). They are also higher in oncology (8.7) and geriatric wards (8.7)
than in A&E (7.3). Health care assistants gave higher ratings (8.6) compared to
nurses (8.0), or nurse managers (7.9).

These scores are high and show relatively little variability. By their nature, the scores
reflect the ‘objective’ qualities of end-of-life care but also the ‘subjective’ qualities of
how ward staff perceive it, bearing in mind that these two aspects are not easy to
separate. In order to test the correspondence between objective reality and
subjective perception, we examined data from other parts of the audit on different
aspects of end-of-life care in each hospital. As a result, we found that although ward
staff rate hospital policies and procedures on end-of-life care at 7.6, the first audit
report®” found that a third of acute hospitals had no such policies. Similarly, ward
staff rated the mortuary facilities at 8.5 even though the first audit report found that, of
the 21 mortuary facilities audited, each had less than half the facilities required by the
Design and Dignity Guidelines®. Similarly, the high scores accorded by ward staff
for communication with patients, managing pain and other symptoms, and supporting
relatives with information and advice, are scarcely borne out by the results in the
second® and third reports’® where the lack of agreement on these aspects of care
between relatives, nurses and doctors suggests a much less positive picture. This is
an important finding and underlines the danger, for audit purposes, of asking general
questions about end-of-life care — whether to ward or hospital staff - since these tend
to generate general answers and, as we see, even misleading answers.

67 McKeown, Haase and Twomey, 2010a.
68 Hospice Friendly Hospitals Programme, 2008:18.
69 McKeown, Haase and Twomey, 2010b.
70 McKeown, Haase and Twomey, 2010c.
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Acceptability of Way Patients Die

The audit borrowed a question from a study of dying in French hospitals™ which
asked nurses to rate the acceptability to them and their family or friends, of how the
patient died in hospital. We used this question to assess how nurses, doctors and
relatives rate the acceptability of each patient’s death on a 10-point scale, from 1
(definitely not acceptable) to 10 (very acceptable), with unacceptable being defined
as a score of 1-3. The results in the third audit report indicated that a fifth (21%) of
relatives found the patient’s death to be unacceptable, compared to nurses (13%)
and doctors (3%).

Ward and hospital staff were also asked this question, albeit in more general terms:
Generally, based on your experience of working in this ward [or hospital], do you feel
the way patients die in this ward [or hospital] would be acceptable to you, or your
family or friends?

The results indicate that the vast majority of ward staff (90%) and hospital staff (87%)
regard the deaths as acceptable to them (Tables 7.1a-c). When sampling error is
taken into account, these differences are probably not statistically significant.

Deaths in acute hospitals are perceived by ward and hospital staff to be more
unacceptable than deaths in community hospitals. For example, 12% of ward staff in
acute hospitals rate deaths as unacceptable compared to only 5% in community
hospitals. Within wards, the highest rates of unacceptable deaths are to be found in
A&E (26%) and the lowest in oncology (3%). Among hospital staff, health care
professionals (which include radiographers, social workers, physiotherapists, etc) are
more likely to rate deaths as unacceptable (18%) compared to nursing management
(7%).

It is difficult to draw definitive conclusions from these findings. However, the finding
that deaths are more unacceptable in acute hospitals (15%) compared to community
hospitals (5%) is not borne out by the patient-level assessments of deaths reported in
the second and third audit reports which showed no difference in the unacceptability
of deaths between acute and community hospitals in the opinion of relatives, nurses
and doctors. As in the previous section, this suggests that general questions about
the acceptability of how patients die in a ward or hospital may be less reliable than
more specific questions about how specific patients died.

71 Ferrand, Jabre, Vincent-Genod, et al, 2008.
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Education, Training and Preparedness for End-of-Life Care

The survey asked ward and hospital staff to rate different types of education, training
and other supports for end-of-life care. This involved rating the following statements
on a scale was from 1 (not good enough) to 10 (good enough):

1. Hospital offers training on the care of patient and family at the patient’s end-of-life

2. Hospital offers training in communication skills on dying, death, and
bereavement, including breaking bad news to people

3. Hospital offers training in what people from different cultures expect at death

4. Hospital offers courses on understanding the effects of loss, grief and
bereavement on people

5. Hospital offers courses on understanding the legal and ethical issues around
end-of-life care

Hospital offers opportunities for debriefing, reflection and counseling

Hospital holds post-death reviews

Managers show leadership in improving end-of-life care

Hospital has clear policies and procedures on dying, death and bereavement

10. Hospital offers specialist knowledge and support through its palliative care
service

11. Hospital encourages positive inter-disciplinary team working

©® N o

The results indicate that the first seven items are rated consistently below the mid-
point (5) and can therefore be regarded as less than adequate (Tables 8.1a-b). The
final four statements score marginally above the mid-point and might be regarded as
minimally adequate. These perceptions do not vary by type of hospital or ward, or by
category of staff and, as such, represent a substantial consensus across the hospital
system.

The survey also asked ward and hospital staff the following question: Since
qualifying, have you gone on a formal training course on end-of-life care or palliative
care? The results indicate that a fifth of ward staff (21%) received formal training
post-qualification compared to just over a tenth (12%) of hospital staff (Tables 8.2a-
b). Participation in training is higher in community than in acute hospitals although, in
the first audit report, acute hospitals provided more in-service training than
community hospitals. Among ward staff, training in end-of-life care is more likely to
happen in oncology wards (32%) and be undertaken by nurse managers (35%).
Among hospital staff, training is more likely to be undertaken by nursing management
(35%) and those involved in other patient care such as pastoral care and
bereavement counselling (46%). Nearly half the training for ward staff is provided in-
house (46%) compared to just over a quarter of the training for hospital staff (28%).

The vast majority of ward staff feel prepared for the death of a patient, both
professionally (92%) and personally (90%) (Tables 8.3a-b). This does not vary by
type of hospital but nursing and medical are the most prepared although a significant
minority of staff in surgical wards (17%) feel unprepared professionally. Hospital staff
in community hospitals feel more professionally prepared (71%) compared to those
in acute hospitals (62%). The categories of hospital staff who feel least prepared for
dealing with the death of a patient are management and administration (58%), health
care professionals such as radiographers, social workers and physiotherapist (46%),
and general support staff such as porters, catering and household (37%).
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These findings are in line with the expectation that those staff who are most directly
involved with patients — nursing and medical staff — are most prepared professionally
and personally for the death of a patient. However it is significant that the vast
majority of all staff — including nursing and medical staff — have not undertaken any
formal training, post qualification, in end-of-life care. The reasons for this seem to lie
within the hospital itself which is consistently regarded as inadequate on many
aspects of education, training and other supports for end-of-life care.
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Supports for Staff Very Upset After a Patient’s Death

It is recognised that staff need to be supported, particularly those involved in end-of-
life services who may experience particular upset. These supports can be practical or
emotional, and may include opportunities for debriefing, a quiet space in the hospital
to reflect after a death, or access to counselling, psychological, psychiatric or
bereavement support services, either inside or outside the hospital.

Ward and hospital staff were asked: In the past year, have you been very upset after
a patient’'s death? The results reveal that just over half the ward staff (51%) felt very
upset after a patient's death; of these over half (54%) needed to talk to someone,
and over half of these (55%), in turn, actually talked to someone, usually inside the
hospital (Tables 9.1a-b). Nurse managers are more likely to be very upset (59%)
than health care assistants (44%), while staff in oncology (68%) and A&E (65%) are
more likely to be very upset compared to staff in other wards (51%). Ward staff in
acute hospitals are more likely to be very upset after a patient's death (55%)
compared to ward staff in community hospitals (32%).

Turning to hospital staff, the survey revealed that just over a third (36%) felt very
upset after a patient’s death in the past year. Doctors (48%) and those involved in
other patient care such as pastoral and bereavement services (43%) were more
likely to feel very upset. However doctors are significantly less likely to need to talk
to someone (44%) — and less likely to actually talk to someone - compared to those
involved in other patient care (71%). The rate of upset among hospital staff (36%) is
broadly similar across the different types of hospital and lower than the rate of upset
among ward staff (51%).

Ward and hospital staff were also asked: In the future, if you were very upset after
the death of a patient, what supports could you get? The results reveal that the vast
majority of ward staff could rely on the support of colleagues (94%), their manager
(86%), and in-house counselling (Tables 9.2a-b). Similarly for hospital staff, the vast
majority could rely on the support of colleagues (94%), in-house counselling (77%),
and their manager (74%). This pattern is consistent across hospitals, wards and staff
positions.

These results suggest a higher rate of upset among ward staff (51%) compared to
the nurses who completed Questionnaire 1 on deceased patients since only 21% of
these reported feeling very upset after the death of a patient’”. Equally, the
proportion of staff who talked to someone about their upset is higher in this survey
than among the nurses who completed Questionnaire 1%, The results of this survey
suggest that the overall level of support for staff is high — in terms of supports from
colleagues, managers and in-house counselling - despite the fact that, as revealed in
the first audit report, many hospitals do not have a document outlining the supports
that are available to staff who are involved in end-of-life services or in traumatic
incidents. It is difficult to reconcile these different sets of results although the sample
sizes in the survey of ward staff (n=2,358) and hospital staff (n=1,858) are sufficiently
large to give them credibility.

72 McKeown, Haase and Twomey, 2010b.
73 McKeown, Haase and Twomey, 2010a.
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Hospital Priorities

There are many aspects to the work of a hospital and, faced with competing
demands and limited resources, it is inevitable that some aspects will receive greater
attention than others. In view of this — and with a particular interest in the priority
accorded to end-of-life care — the survey asked ward and hospital staff to rate the
attention which the hospital gives to 13 different aspects of its work. This involved
rating 13 aspects on a scale was from 1 (very little attention) to 10 (a lot of attention):

* Active treatment of patient’s illness

*  Optimising the quality of life for each patient

*  Ensuring the quality of its end-of-life care

*  Controlling infection

* Developing a person-centred approach to patients

* Developing a person-centred approach to staff

* Increasing patient independence and decision-making
* Making sure that all patients are treated equally

*  Giving staff opportunities to develop their career

*  Supporting staff who give end-of-life care

* Making sure the hospital’s beliefs and principles are respected
* Avoiding legal risks and being open to legal claims

* Carrying out innovative research

The results reveal that most activities receive broadly similar attention. Among ward
staff, the average level of attention is 7.1 and the range is 5.8 to 8.0, Similarly,
among hospital staff, the average level of attention is 7.0 and the range is 5.3 to 8.2
(Tables 10.1a-b).

The one activity that receives the most attention, as perceived by ward staff (8.0) and
hospital staff (8.2), is active treatment of the patient. Similarly, the one activity that
receives the least attention, as perceived by ward staff (5.8) and hospital staff (5.3) is
carrying out innovative research.

End-of-life care, though not perceived as a top priority, is perceived to receive a
substantial amount of attention, according to ward staff (7.6) and hospital staff (7.4).
It is significant that both ward and hospital staff perceive that different aspects of staff
care — developing a person-centred approach to staff, giving staff opportunities to
develop their career, supporting staff who give end-of-life care - receive less attention
than all other aspects of hospital activity, apart from research.

These perceptions do not vary significantly by ward or by category of staff. However,
compared to acute hospitals, community hospitals give consistently higher ratings for
every single activity. For example, in the case of ‘active treatment of patient’s illness’,
acute hospitals rate this from 7.9 (according to ward staff) to 8.1 (according to
hospital staff), but community hospitals rate it from 8.5 (according to ward staff) to 8.3
(according to hospital staff). Similarly, in the case of ‘carrying out innovative
research’, acute hospitals rate this from 5.3 (according to hospital staff) to 5.7
(according to ward staff) but community hospitals rate it from 5.7 (according to
hospital staff) to 6.3 (according to ward staff). By any objective standards, acute
hospitals give more attention than community hospitals to both the active treatment of
illness and to carrying out innovative research. This suggests that staff in community
hospitals have a perception of their activities that is relatively isolated from the
boarder hospital sector. Given that the sample of staff from community hospitals is
substantial (n=382) and geographically dispersed, this suggests that they may have




internalised a set of self-referential standards that are out of touch with the broader
hospital sector and, in the cognitive sense, could be regarded as ‘distorted
perceptions’.

It is clear from the survey that while end-of-life care is not perceived by staff as a top
priority for the hospital, it is far from being regarded as a neglected activity. Indeed,
ward and hospital staff in both the acute and community sectors regards various
aspects of care for staff — developing a person-centred approach to staff, giving staff
opportunities to develop their career, supporting staff who give end-of-life care - as a
much lower priority for the hospital compared to end-of-life care. While these
priorities are not incompatible, the results suggest that staff-care is perceived to be
more neglected than end-of-life care and, correspondingly, in need of more attention
within hospitals. In other words, these findings do not suggest a demand for more
attention to be given to end-of-life care within hospitals.
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Religious Ethos

One aspect of the ethos of a hospital is the extent to which religious beliefs inform
some or all of its work. As with other parts of the survey, our interest is in whether the
intensity of a hospital’s religious ethos has any influence on the outcomes of end-of-
life care. We measured religious ethos on a three-point scale: non-religious, fairly
religious, very religious.

The results show that hospitals tend to be perceived as either fairly religious or very
religious. Very few staff, at either ward-level (6%) or hospital-level (12%), perceive
hospitals to be non-religious (Table 11).

The majority of ward staff (65%) and hospital staff (72%) perceive their hospital to be
fairly religious. However ward staff are more likely to regard their hospital as very
religious (29%) compared to hospital staff (16%), possibly because its religious ethos
is more visible on wards, especially in the context of end-of-life care. Staff in
community hospitals are twice as likely to perceive their hospital as very religious
compared staff in acute hospitals.

These results suggest that all hospitals have a religious ethos. While ward staff are
more conscious of this, it is clear that all hospital staff are also aware of it. It is
possible that the degree of variation in religious ethos may be understated by the use
of a thee-point scale which, in turn, may make it more difficult to identify a connection
between it and end-of-life outcomes, if there is one.  We report on this in the fifth
audit report”™.

74 McKeown, Haase, Twomey, Pratschke and Engling, 2010e.
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Conclusions and Issues for Consideration

Every organisation has a ‘culture’ of underlying beliefs and values which manifest in
its behaviour and performance. The culture of an organisation is often described as
like an iceberg because it mainly comprises unspoken, and often unconscious,
assumptions which lie beneath the surface”. Given that actual behaviour is often a
surer indicator of organisational culture than stated beliefs and values, there are
some risks attached to the data in this report because it is based on a survey of staff
attitudes to various aspects of the hospital, including its end-of-life care. Throughout
the report we checked, wherever possible, the subjective perceptions of staff against
other data sources and this indeed revealed substantial and consistent discrepancies
between the two, and led us to the view that acute and community hospitals, while
part of the same hospital sector, seem to have somewhat different sub-cultures and
different ways of evaluating their hospital and its standard of service. This illustrates
both the strength as well as the weakness of our approach, and also underlines why
other methods for accessing hospital culture — such as critical incident analysis®,
focus groups’’, case studies’®, use of emotional touchpoints™ — have a role to play in
revealing the contents of hospital culture.

Our interest in hospital culture is primarily from the perspective of understanding how
it may influence the hospital’s end-of-life care. For that reason, the ultimate test of
the extent to which this report captures something important about hospital culture
will depend on whether any aspect of culture, as we have documented it, can be
shown to influence the patient’s quality of care at the end of life. The results of that
test, will involve detailed statistical analysis, and are in the fifth audit report.

The study is based on two datasets derived from a survey of: (i) 2,358 ward staff
equivalent to a response rate of 83%; and (ii) 1,858 hospital staff equivalent to a
response rate of 64%. The vast majority of these staff are female (81%), much like
the gender profile of HSE staff in general®. Nearly a quarter (23%) of all staff were

75 Scott, Mannion, Davies and Marshall, 2003:125.

76 Critical incident analysis was used effectively in a study by Keegan et al, 1999: Chapter Eight. This study, based
on 155 relatives of patients who died in St. James’s Hospital, Dublin between July 1996 and June 1997. Relatives
were asked to describe ‘specific events which were meaningful to them and signified either positive or negative
features of the care received’ (Ibid:53). This yielded nearly twice as many negative (568) as positive (297) incidents.
77 This method was used in a study at Our Lady of Lourdes Hospital in Drogheda (Browne, O’'Mahony and
MacEochaidh, 2005).

78 This method was used in a study commissioned of hospitals in the Hospice Friendly Hospitals Programme and
involved collecting data on good and bad deaths in these hospitals using 102 written narratives, 57 interviews with
hospital practitioners, and 14 focus 14 focus groups with 104 practitioners (Quinlan and O’Neill, 2009).

79 This method has been used in a number of care settings in Scotland as part of a Leadership in Compassionate
Care Programme (Dewar, Mackay, Smith, Pullin and Tocher, 2009). The method involves asking the patient to
speak about a number of different points, or touchpoints, in the patients journey. Emotional touchpoints might
include: coming into the hospital, going for tests, mealtimes, visiting times, night-times, talking with doctors and
nurses, etc. A range of emotional words are printed on cards — such as numb, powerless, bewildered, happy,
curious, hopeful and encouraged - and the patient is asked to select the emotion that matches the touchpoint and
then elaborate. These different elements of the method are integrated as follows: ‘The patient or family member was
invited to discuss their experiences of being in hospital. This was conducted in a private room on the ward. The
touchpoints were laid out on a table and the patient was invited to select, from these touchpoints, those that they
would like to talk about. They were also asked if there were other key moments that they would like to discuss. ... .
Taking each touchpoint in turn the storyteller was then asked to describe what happened and select from the
emotional words those that best summed up for them how that experience felt. There were blank cards that could be
used if the patient used an emotional word that is not in the pre-prepared collection of emotional words. They were
then invited to say why they felt this way. If appropriate, they were also asked to discuss how things could have been
different, particularly if the emotion identified was a negative one. Talking with patients about what they see as
potential solutions to issues they have raised helps patients to co-design the service rather than being passive givers
of information’ (Ibid:32). Following the interview, the story is written up and the patient is given an opportunity to read
and adapt as wished. Significantly, the authors emphasise that 'there needs to be a strong connection between the
story and action. The stories need to be linked with other evidence and put into the context of the culture so that
meaningful learning and action can be facilitated’ (1bid:34).

80 HSE and Department of Health 2009: Table B3, p.61.




brought up outside Ireland and, as a result, English is not the first language for nearly
a quarter of ward staff.

It might be expected that staff in hospital, especially those who work in wards, would
be more comfortable talking about dying and death compared to the general
population, but this is not the case. The survey showed that while four in ten staff are
‘very or completely comfortable’ with talking about death and dying, they are
markedly less comfortable, by 10 percentage points, with talking to people who have
been bereaved recently, as in the national population. It is true that doctors, nurse
managers, nurse specialists, and pastoral care staff are the most comfortable talking
about dying and death, but nurses are among the least comfortable and are 10
percentage points less comfortable compared to health care assistants.

It might also be expected that hospital staff would have a greater preference to die in
hospital compared to the general population, but that is not the case either. Hospital
staff much prefer to die at home compared to the national population®, a finding
consistent with other studies which show that doctors and nurses have a stronger
preference to die at home compared to patients®. Similarly, hospital staff rate the
end-of-life care in Irish hospitals as significantly lower compared to those in the
general population who have had direct experience of end-of-life care in hospital in
the past two years (75%)%. There is however consensus between hospital staff and
the general public that the two most important things about care when dying are: to
be free from pain and to be surrounded by loved ones.

Wards, as described by their staff, are busy but good places to work in terms of the
quality of care provided and the quality of management and staff relations, and the
overall quality of facilities. The vast majority of ward staff (90%) and hospital staff
(87%) regard deaths in the ward and hospital as acceptable to them. However,
deaths occur relatively infrequently on wards, and are rarely more frequent than once
every two weeks or less. This raises the question of whether the volume-outcome
relationship — whereby a higher volume of hospital activity is associated with better
outcomes® — applies to end-of-life care as to many other hospital activities. End-of-

81 Based on a survey of 1,000 adults aged 15+ in the Republic of Ireland carried out in 2004 (Weafer and Associates
Research, 2004).

82 Sprung, Carmel, Sjokvist, et al., 2007.

83 Weafer & Associates Research, 2004: Figures 12 and 15, pages 16 and 19. This suggests that people’s
experience of hospitals tends to be quite positive and, perhaps more significantly, tends to be more positive among
those who speak from direct experience of hospital services. This is consistent with a study in 2007 by HSE’s Office
of Consumer Affairs, comprising a random sample of 3,517 Irish people, on experiences of public health and social
care services. A sub-sample of these (344, 10%) had experience of hospital services in the last year and reported
high overall levels of satisfaction on dimensions such as: effective treatment by a trusted professional (78%),
involvement in decisions and respect for own preferences (75%), clear and comprehensive information (80%),
emotional support, empathy and respect (83%), easy to get around the hospital (74%). However there was a marked
dip in satisfaction on dimensions such as cleanliness of hospital toilets (62%), contact with the hospital by phone
(69%), and car-parking facilities (46%) (UCD and Lansdowne Market Research, 2007)

84 Numerous studies have established a direct and positive relationship between volume and outcome, particularly in
the area of cancer services, whereby a higher volume of cancer operations is associated with higher outcomes in
terms of survival rates. It is generally assumed that the causal sequence is from volume to outcome based on the
principle that ‘practice makes perfect’; the reverse causal sequence from outcome to volume — whereby better
outcomes lead to a higher volume of referrals and cases — is generally discounted. = The volume-outcome
relationship is stated as a core principle in A Strategy for Cancer Control in Ireland (National Cancer Forum,
2006:44-45): ‘There is clear evidence that people who have surgical treatment for many common cancers in centres
with higher throughput, experience better quality of care and better survival rates. Services that take place in such
centres are generally characterised by the following features:

« care is more specialised, thus increasing the likelihood of better survival

« there are higher caseloads of patients, increasing the experience and ability to sub-specialise of individual clinicians
and clinical teams

« diagnosis and treatment planning is conducted by multidisciplinary teams

« care delivery is informed by evidence-based guidelines

« audit and other quality assurance programmes are in place

« there is participation in clinical trials and other forms of cancer research
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life care, though not the top priority for the hospital, is perceived to receive a
substantial amount of attention, according to ward and hospital staff.

Over half the ward staff (51%) felt very upset after a patient's death during the past
year; this is high compared to nurses who completed the audit on deceased patients
where only 21% reported feeling very upset after a patient's death. However the vast
majority of ward and hospital staff can rely on the support of colleagues, their
manager, and in-house counselling if they feel very upset at the death of a patient.
The majority of ward staff (65%) and hospital staff (72%) perceive their hospital to be
fairly religious and very few staff describe their hospital as non-religious.

These findings offer some insight into the nature of hospital culture, including some
of the challenges involved in describing that culture accurately. While further
analysis will be undertaken in the fifth audit report on the influence of hospital culture
on end-of-life outcomes, the findings presented here raise a number of issues about
the context and challenge of end-of-life care in Irish hospitals. We now outline seven
separate issues which arise from this part of the audit.

Fear of Dying and Death

Hospital staff, especially those who work in wards, are no more, or less, comfortable
talking about dying and death compared to the general population. This may come
as a surprise given that they encounter dying and death much more frequently in
their work. Given their key role in end-of-life care, the fears of staff about dying and
death merits further reflection and attention by hospitals. It is clear that talking about
dying and death, but especially talking to someone who has been bereaved recently,
is not something about which the majority of staff feel very or completely comfortable.
If one infers from this that talking to a patient who is dying is just as uncomfortable as
talking to someone who has been bereaved recently, then it follows that many staff
may feel uncomfortable around communicating with patients as well as relatives
about end-of-life issues. This inference is consistent with the findings in the second®
and third® audit reports which showed that communication with patients was
assessed by relatives, nurses and doctors as the weakest aspect of care, and there
was least agreement (just 10%) in their assessments on this aspect of care. It is also
consistent with another Irish study which found that hospital practitioners have
difficulty talking openly, simply, and sensitively about dying and death®’.

A particularly striking aspect of the findings is that nurses who provide the day-to-day
care for patients at the end of life are much less comfortable talking about dying and
death compared to the health care assistants who work alongside them, but are also
less comfortable than the general public. This clearly suggests that any intervention
to improve end-of-life communication with patients and relatives must also address
the fears that nurses have about dying and death including ultimately, their own fear
of fear of dying and death®. This implies that communication skills, particularly in the

« undergraduate and postgraduate teaching takes place’.

85 McKeown, Haase and Twomey, 2010b.

86 McKeown, Haase and Twomey, 2010c.

87 Quinlan and O’Neill, 2009:5, in their study of hospital practitioners, report that: ‘The practice, in general, among
clinicians in terms of communication around dying and death is to follow the patient's lead, to answer any direct
questions. This means that clinicians seldom volunteer information. Also highlighted as problematic were
euphemisms that are used by clinicians when talking to patients about dying and death. Consultants were said to be
very cautions and deliberately oblique with the language they use with patients’.

88 The link between the fear of dying and death, and the quality of care offered to dying patients was articulated over
40 years ago by Elisabeth Kubler-Ross — herself a medical doctor - in her pioneering work on dying and death where
she writes: ‘When a patient is severely ill, he is often treated as a person with no right to an opinion. ... He may cry
out for rest, peace, dignity, but he will get infusions, transfusions, a heart machine, or a tracheostomy. He may want




context of end of life, have a personal and not just a professional dimension, thereby
inviting staff into some deeper reflection on how they empathise® and interact® with
patients, including the extent to which their relationships with patients are informed
by — and infused with — compassion®. Inescapably, this caring relationship has a
personal as well as a professional dimension and, in their practical manifestation,
these dimensions are inseparable®.

one single person to stop for one single moment so that he can ask one single question — but he will get a dozen
people round the clock, all busily preoccupied with his heart rate, pulse, electrocardiogram or pulmonary functions,
his secretions or excretions, but not with him as a human being. ... Is the reason for this increasingly mechanical,
depersonalised approach our own defensiveness? Is this approach our own way to cope with and repress the
anxieties that a terminally or critically ill patient evokes in us? Is our concentration on equipment, on blood pressure,
our desperate attempt to deny the impending end, which is so frightening and disquieting to us that we displace all
our knowledge onto machines, since they are less close to us than the suffering face of another human being, which
would remind us once more of our lack of omnipotence, our own limitations and fallibility and, last but not least
perhaps, our own mortality?’ (Kubler-Ross, 2009:7-8). There is a large body of literature on the fear of dying and
death - by philosophers, poets, religious teachers, etc — of which a key theme is that a person’s response to this fear
determines their likelihood of a ‘good death’ as well as a ‘good life’. The life and work of Socrates (469-399BC) is
often cited as an example of this. When condemned to death for allegedly corrupting the youth of Athens, Socrates
observed that he had no fear of dying since he had been practicing death all his life because he regarded death as
no more than release and separation of the soul from the limitations of the body which is also the state of wisdom
sought by the true philosopher; ‘If a man has trained himself throughout his life to live in a state as close as possible
to death, would it not be ridiculous for him to be distressed when death comes to him? ... True philosophers make
dying their profession’ (Plato, 2003:129). In more recent times, under the influence of Kierkegaard (1983), the
American cultural anthropologist, Ernest Becker, has argued that human conditioning and culture is shaped by the
need to deny death but this can be transcended through a process of self-realisation where the person ‘opens
himself up to infinity ... links his secret inner self, his authentic talent, his deepest feelings of uniqueness to the very
ground of creation’ (Becker, 1974:90). A core theme in these writings is the invitation provided by dying and death to
reflect on the true nature of the self, and the reality of existence which is unaffected by dying and death. This is also a
central theme in eastern philosophies, articulated in the life and work of Ramana Maharshi: ‘If a man considers he is
born he cannot avoid the fear of death. Let him find out if he has been born or if the Self has any birth. He will
discover that the Self always exists, that the body which is born resolves itself into thought and that the emergence of
thought is the root of all mischief. Find wherefrom thoughts emerge. Then you will abide in the ever-present inmost
Self and be free from the idea of birth or the fear of death’ (Ramana Maharshi, 1989:82).

89 Empathy has been described as ‘the key to a caring patient-doctor relationship — the art of medicine’ (Janssen,
Macleod and Walker, 2008:390). Empathy has an affective component which, like sympathy, has the capacity to feel
as the other person is thought to feel. However, unlike sympathy, empathy also has a cognitive component which is
the capacity to reflect and understand why the other person feels as they do. The importance of empathy is
underlined by the fact that it is associated with reduced symptoms and improved satisfaction for patients (Reynolds
and Scott, 2000), and is a good predictor of clinical competence (Hojat, Gonnella, Nessa, et al, 2002), diagnostic
accuracy and patient compliance (Roter, Stewart, Putnam, et al, 1997; Coulehan, Platt, Egener, et al, 2001).

90 There are numerous ways of characterising styles of interaction depending on the underlying psychological
theory. One of the most respected — and which underpins most behavioural and cognitive approaches — is
attachment theory which explains a person’s style of interaction by the way they ‘attach’ or connect with people, itself
influenced by their early life experience of significant others, especially parents (Bowlby, 1979; Ainsworth, 1991).
Depending on those formative experiences in early life, three main types of attachment and interaction style emerge:
secure attachment, insecure-avoidant attachment, and insecure-anxious attachment. A secure style is where others
are regarded as reliable and available and is associated with a warm, positive and reassuring style of interaction. An
insecure-avoidant style is where others are regarded as uninterested or unavailable and is associated with an
interaction style that is cold, competitive and controlled. An insecure-anxious style is where others are seen as
unreliable or difficult and leads to an interaction style characterised by anxiety, stress and lack of confidence. The
significance of this for doctors has been explored in a recent article on medical education: ‘Attachment theory can
provide valuable insight into situations where caring is paramount. In an institutional setting, patients are typically
vulnerable and searching for security. Stresses to heighten a patient’s vulnerability and need for attachment include
their role as an ill person, the uncertainty of their well-being, the requirement placed upon them to trust strangers,
their separation from loved and reliable people, and the novel context. ...... Clinicians need far more than a
diagnosis in order to understand the perceptions, experiences, and resulting behavior of the person who isiill . .... . A
doctor’s experiences of care, his or her resulting attachment style, and the levels of support that colleagues and
senior figures provide the doctor can make an important difference to the experiences and outcomes of a person
under that doctor’s care. .... A secure clinician is unlikely to become overwhelmed or controlling when faced with the
clingy or anxious behavior typical of insecure-anxious patients.’ (Janssen, Macleod and Walker, 2008:391-392).

91 It is recognised that compassionate care involves more than attending to the patient’'s physical needs; it also
involves a dialogue between patient and caregiver where communication is ‘human to human rather than clinician to
patient. ... In short, for healthcare professionals, compassion means seeing the person in the patient at all times and
at all points of care’ (Cornwell and Goodrich, 2009). According to Macleod and McPherson (2007:1591): ‘The virtue
of compassion is a trait combining an attitude of active regard for another’'s welfare with an imaginative awareness
and emotional response of deep understanding, tenderness and discomfort at the other person’s misfortune or
suffering. It is expressed in acts of beneficence that attempt to prevent and alleviate the suffering of the other
person’.

92 This is consistent with a recent review of the factors that shape the patient’s experience in hospital: ‘For patients
in hospital, every detail of every interaction shapes the unique quality of the experience. From listening to patients, it
is apparent that contact with the hospital as an organisation and with hospital personnel is shaped to a large degree




12.2

Understanding Negative Attitudes to Dying in Hospital

Most people die in a hospital or similar setting outside the home®®. In view of this, and
the long-term trend towards ‘the hospitalisation of dying and death’, it is somewhat
paradoxical that the preference to die at home — and not to die in a hospital - remains
so strong. Among the general population, for example, there is a strong preference to
die at home (67%) but this preference is even stronger among hospital staff (79%).
Other studies have also shown that doctors and nurses have a stronger preference
to die at home compared to patients®. This may be related to the fact, established
by the survey, that hospital staff rate the quality of end-of-life care in Irish hospitals as
lower (63% rate it as good or excellent) compared to those in the national population
who have had someone close die in an Irish hospital in the past two years (75%
rated it as good or excellent). It may also be related to the fact, also established by
the survey, which shows that hospital staff give much less importance to the value of
medical and nursing support in end-of-life care (19%) compared to the general
population (32%).

Without further analysis, it is difficult to interpret the full significance of this set of
attitudes. On the one hand, it may simply indicate that hospital staff have a more
realistic understanding of what ‘actually’ happens in hospital compared to the general
public. On the other hand, this attitude may be an impediment to continuous quality
improvement, unless counter-balanced by a commitment to excellence by
management and staff alike. However neither of these options would seem to be fully
consistent with the fact that staff regard their ward as a good place to work because
of the quality of care provided and the quality of management and staff relations.
Similarly, job satisfaction is generally high across all categories of hospital, with the
possible exception of doctors and A&E staff. As with other findings in this report, the
attitudes of staff merit further reflection within the context of the hospital to determine
whether they reflect no more than personal preferences of where to die, or whether
they are a more symptomatic indicator of how staff perceive the quality of the
hospital’'s end-of-life care.

by the actions, attitudes and behaviours of individual members of staff. In turn, these are shaped by their own
personal experience, attitudes and values (including professional values), and by relationships between colleagues.
The quality of the patient experience is also subtly shaped by the dynamics of the wider healthcare system and the
political and social climate. ... Moreover, because providing care exposes nurses to patients’ distress, to human
suffering, disability, pain, terminal illness and death, their natural human defences against psychological and
emotional disturbance will, if the feelings do not receive attention, gradually and inevitably create ways of delivering
care that protect nurses but are insensitive to patients. ... While patients are perhaps less at risk of insensitive
treatment when they are outpatients or day patients, all institutional clinical and care settings have the potential to
depersonalise and dehumanise patients and caregivers. If we are concerned about the quality of patients’ experience
in hospital, then we need to find out how, practically, we can:

Protect patients who are particularly at risk of insensitive treatment;

Foster and promote compassion and empathy;

Select staff who have the capacity to see the person in the patient;

Support staff;

Define behaviours that are and are not admissible;

Give staff the courage to speak up on patients’ behalf when and if the quality of care declines.” (Cornwell,
2009:1).

93 In Ireland, at least half of all deaths occur in acute hospitals (48%) or hospices (4%); deaths at home still
constitute a quarter of the total (25%), and a fifth die in long-stay facilities (20%); the remainder are deaths from
suicide and traffic accidents (3%).

94 This is based on a survey of 1,899 ICU doctors, nurses and patients in six European countries, who were asked
where they would rather be if they had a terminal iliness with only a short time to live; the results showed that more
doctors and nurses would prefer to be at home or in a hospice and more patients and families preferred to be in an
ICU (Sprung, Carmel, Sjokvist, et al., 2007). The same study also revealed that physicians provide more extensive
treatment to seriously ill patients than they would choose for themselves, possibly indicating a public demand for life-
prolonging interventions that may have little prospect of success.
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12.4

Most Important Things About Care When Dying

The two most important things about care when dying, for staff as for the general
public, are: to be surrounded by loved ones and to be free from pain. This is an
important consensus between service providers and service users, and offers an
important signal on the priorities which hospitals could adopt in order to improve its
end-of-life care. As regards the first of these priorities - to be surrounded by loved
ones - it is clear from our analysis in the second® and third reports® that patients
who die in hospital enjoy a high level of relationship well-being, while most hospitals
support the patient to spend as much time as they wish with family and friends in
their last days. As regards the second priority — to be free from pain — the evidence
on the performance of hospitals is less than conclusive essentially because, in
assessing the number of patients who are in pain all or most of the time during the
last week of life, there is a wide discrepancy in the perceptions of relatives (34%),
nurses (16%) and doctors (10%). These discrepancies raise questions about the
diagnosis and treatment of pain among patients who die in Irish hospitals, and
suggest the need for more robust evidence to show that hospitals have the
procedures and protocols in place to make sure that pain is properly assessed and
treated, and that all patients are kept free from pain, as both staff and the general
public expect. This does not negate the case for single rooms — which are also
required in order to control the spread of hospital-based infection”” — but helps to
place this priority in the broader context of the things that are most important in terms
of end-of-life care.

Rating the Physical Environment of Hospitals

There is substantial evidence that the physical characteristics of a hospital, especially
its wards and rooms, influence the quality of care and the quality of life of patients.
This was highlighted in a recent review of research on the use of evidence-based
design in health care settings: ‘Compared to 2004, the body of evidence has grown
rapidly and substantially ... It is now widely recognised that well designed physical
settings play an important role in making hospitals less risky and stressful, promoting
more healing for patients, and providing better places for staff to work’®®. Throughout
the audit, we found that staff give relatively high ratings for the quality of the
hospital’'s physical environment, despite the relative scarcity of single rooms (15%).
Although just under half of all patients (48%) died in a single room, this is lower than
the 70% of patients who die in single rooms in hospitals in Northern Ireland®.
Moreover, nearly half of all patients who died in a shared room would have preferred
a single room (45%). In previous audit reports we suggested that the tendency by
staff to over-rate the physical environment of hospitals may be due to a lack of
awareness about what is possible and desirable in terms of evidence-based design
in hospitals. However the results of this survey offer an additional explanation which
is that, among the things that are important about care when dying, privacy is close
to the bottom of the list for both hospital staff as for the general public.

95 McKeown, Haase and Twomey, 2010b.

96 McKeown, Haase and Twomey, 2010c.

97 Cited in Fitzpatrick, Roche, Cunney and Humphreys, 2009; see also Dowdeswell, Erskine and Heasman, 2004.

98 Ulrich, Zimring, Zhu, et al, 2008; Keller and Kronick, 2008; Sadler, Keller and Rostenberg, 2009. The practical
implications of this research for improving the design of existing and new hospital facilities are spelt out in Sadler,
Keller and Rostenberg, 2009.

99 This estimate is taken from the audit of dying, death and bereavement in Northern Ireland. Most deaths were in
the three areas of general medicine (40%), elderly care (20%) and general surgery (10%) where the proportion
‘cared for in a single room on more than 75% of occasions’ is 65%, 75% and 80% respectively (Northern Ireland
Health and Social Care Bereavement Network, 2009:6 and 28). From this it is a reasonable inference that around
70% of deaths are in single rooms.
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12.5

Is There a Separate Sub-Culture in Community Hospitals?

There is no official definition of a ‘community hospital’ in Ireland but the convention is
to differentiate it from an ‘acute hospital’ if it does not have an accident and
emergency department. Community hospitals are effectively long-stay facilities but
offer a higher level of medical support compared to the average nursing home. Our
analysis in the first audit report indicated that there are some similarities between
community hospitals and acute hospital in terms of the age of the buildings (about
60% are pre-1960), the standard of mortuaries (both have about 40% of the
recommended facilities), the proportion of single rooms (15%), and bed occupancy
levels (93%). However, community hospitals tend to have a less developed
infrastructure for end-of-life care than acute hospitals; for example, most do not have
palliative care staff, they provide less induction and in-service training in end-of-life
issues, and most do not have a bereavement service.

In view of these objective differences between the two sectors, it is striking that staff
ratings for various aspects of their hospital activity — and not just end-of-life care -
are consistently higher in community hospitals than in acute hospitals. For example,
staff were asked to rate the attention given by their hospital to 13 separate activities
and the results show that, compared to acute hospitals, community hospitals give
consistently higher ratings for every single activity. For example, in the case of ‘active
treatment of patient’s illness’, acute hospitals rate this from 7.9 (according to ward
staff) to 8.1 (according to hospital staff) but community hospitals rate it from 8.3
(according to hospital staff) to 8.5 (according to ward staff). Similarly, in the case of
‘carrying out innovative research’, acute hospitals rate this from 5.3 (according to
hospital staff) to 5.7 (according to ward staff) but community hospitals rate it from 5.7
(according to hospital staff) to 6.3 (according to ward staff). By any objective
standards, acute hospitals give more attention than community hospitals to both the
active treatment of illness and to carrying out innovative research, and this suggests
that staff in community hospitals have a perception of their activities that is relatively
isolated from the boarder hospital sector.

As regards end-of-life care, ward staff were asked to rate, on a 1-10 scale, 16
aspects of this care. The results show that the ratings of staff in community hospitals
are consistently higher, for every item, compared to acute hospitals. It is true that all
of the ratings are high when compared to more objective evidence in the audit; for
example, mortuary facilities are rated 8.7 in community hospitals and 8.5 in acute
hospitals even though most mortuaries have only 40% of the recommended facilities.
Similarly, many hospitals do not have clear policies and procedures on end-of-life
care but this item is rated 8.6 in community hospitals and 7.3 in acute hospitals.
Nevertheless, it appears that staff in community hospitals have a different and less
demanding set of standards compared to acute hospitals. Other examples include
the physical environment of the ward which is rated by staff in community hospitals at
6.4 out of 10 compared to 4.7 out of 10 in acute hospitals, although it is doubtful if
these reflect objective differences. Similarly, ward staff in community hospitals rate
5% of deaths in the hospital as unacceptable compared to 12% in acute hospitals.

These examples suggest that there are systematic differences in how staff in acute
and community hospitals rate the standard of their service. The consistently higher
scores found in community hospitals, often not supported by objective evidence,
suggests that staff in these hospitals may be applying, albeit implicitly, a more lenient
standard of judgement to that found in acute hospitals. Given the substantial sample
size involved (382 staff in 19 community hospitals) and its wide geographical
dispersal, this suggests that staff in community hospitals may have internalised a set
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12.7

of self-referential standards that are out of touch with the broader acute hospital
sector and these standards could be regarded, in a cognitive sense, as ‘distorted
perceptions’. For these reasons, it seems justified to refer to community hospitals as
having a specific sub-culture within the hospital sector. This highlights the need for
national standards for end-of-life care but it also draws attention to the need for
community hospitals to become a more integral part of the hospital sector.

Perceptions of Need to Improve End-of-Life Care

A core premise of the HFH programme is that there is a need to improve end-of-life
care in Irish hospitals. However most hospital staff do not seem to feel such a need.
Although the vast majority of ward staff (79%) and hospital staff (88%) have not
undertaken any formal post-qualification training in end-of-life care, the vast majority
of ward staff feel prepared for the death of a patient, both professionally (92%) and
personally (90%). This is despite the fact that less than three in ten (28%) feel ‘very
or completely comfortable’ talking to people who have been recently bereaved. It is
true that some staff do not feel prepared for dealing with the death of a patient - such
as management and administration (58%), health care professionals such as
radiographers, social workers and physiotherapist (46%), and general support staff
such as porters, catering and household (37%) — but this is understandable since
they do not work full-time on wards.

The perception of many staff is that end-of-life care is not a significantly neglected
aspect of the hospital’'s activities. It is clear from the survey that end-of-life care still
receives a substantial amount of attention as reflected and in an average score of 7.5
out of 10. Indeed, ward and hospital staff in both the acute and community sectors
regard various aspects of care for staff — such as developing a person-centred
approach to staff, giving staff opportunities to develop their career, supporting staff
who give end-of-life care - as a much lower priority for the hospital compared to end-
of-life care. While these priorities are not incompatible, the results suggest that care
for staff is perceived as a more neglected activity compared to end-of-life care and,
correspondingly, in need of more attention within hospitals. These findings suggest
that a strategy to improve the standard of end-of-life care will require a range of
initiatives to raise awareness about the need for improvement as well as linking
improvements to greater personal and professional support for staff.

Limitations of Survey Data for Audit Purposes

The usefulness of the data collected in this survey, as already indicated, has still to
be determined by analysing how these ‘cultural variables’ impact on selected end-of-
life outcomes in the fifth audit report'®. However it is already clear that the pattern of
responses to certain questions, when investigated against more objective data,
reveals that general questions about end-of-life care — whether to ward or hospital
staff — may simply generate correspondingly general, and possibly misleading,
answers. For example, we found that although ward staff rate hospital policies and
procedures on end-of-life care at 7.6 out of 10, the first audit report'®* found that a
third of acute hospitals had no such policies. Similarly, the high scores (ranging from
7.6 to 8.7 out of 10) were given by ward staff for various aspects of care -
communication with patients, managing pain and other symptoms, and supporting
relatives with information and advice — are not borne out by the results in the

100 McKeown, Haase, Twomey, Pratschke and Engling, 2010e.
101 McKeown, Haase and Twomey, 2010a.
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12.8

second'® and third reports'® where the lack of agreement on these aspects of care

between relatives, nurses and doctors suggests a much less positive picture. We
also found that over half the ward staff (51%) felt very upset after a patient’s death
but only a fifth of nurses (21%) who completed the audit on patient deaths reported
feeling very upset after the death of a patient. These inconsistencies may reflect the
quality of the questions, and this draws attention to limitations of the data in this
report. Pending the results of the statistical analysis in the fifth audit report, this is an
important lesson for the re-design of the second phase of the audit.

Concluding Comment

This report has highlighted some of the attitudes found in Irish hospitals, particularly
those which we believe may be relevant to end-of-life care. As with all studies of
organisational culture, we acknowledge that these attitudes may represent no more
than the tip of a much larger iceberg that shapes the behaviour and performance of
hospital staff. This report is part of a much larger audit and, as such, its findings
contribute to the broader agenda of finding key influences on the quality of end-of-life
care. The fact that issues have been identified in the report which are not normally
raised in the context of quality improvement — such as the attitudes of staff to the fear
of dying and death, their negative attitudes to dying in hospital, their rating of the
most and least important things about care when dying, the separate staff sub-
cultures in acute and community hospitals, and whether staff perceive a need to
improve end-of-life care - may help broaden and deepen the process of reflection
within hospitals. As with other reports in the audit, this report is an invitation to
hospitals to engage with these issues and to respond appropriately.

102 McKeown, Haase and Twomey, 2010b.
103 McKeown, Haase and Twomey, 2010c.
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Data Appendix
Explanatory Note:

Each table in this appendix contains a reference to one of the six
guestionnaires on which the data is based (Q1, Q2, Q3, Q4, Q5, or Q6). It also
contains a reference to the question number within each questionnaire (Al, B2,
C3, etc). Thus, Q4A1l refers to Question Al in Questionnaire 4, Q5B2 refers to
Question B2 in Questionnaire 5, etc.
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1

Data Coverage and Background (Q4A, Q5A)

Table 1.1a: Sample of Respondents on Ward Data (Q4) (N)

QAL Ward Data vanager o hssist 0 Wards
ID Hospital n n n n n
AO01 Cork University 16 92 15 123 14
A02 Limerick Mid-Western 20 95 13 128 14
A03 Cavan General 7 31 4 42 6
A04 Monaghan General 1 16 13 30 3
AO05 Lourdes Drogheda 17 65 15 97 10
AO06 Our Lady's Navan 7 35 1 43 5
A07 Louth County Dundalk 6 21 4 31 6
A08 Kerry General Tralee 8 54 2 64 10
A09 Wexford General 0 28 0 28 7
A10 StJames's Dublin 25 145 33 203 21
A1l Sligo General 10 43 6 59 9
Al12 Mater University 21 124 26 171 18
A13 Connolly Hospital 16 83 12 111 14
Al4  Letterkenny General 12 61 14 87 9
A15 St Luke's Rathgar 6 22 0 28 4
A16 Portlaoise Regional 8 23 3 34 4
Al7 Beaumont 20 156 26 202 20
A18 Waterford Regional 5 114 9 128 13
A19 South Tipp General 10 31 4 45 6
A20 St Luke's Kilkenny 9 60 6 75 8
A21 Tallaght Hospital 12 69 16 97 12
A22 Nenagh Mid-Western 5 15 0 20 5
A23 Naas General 5 49 15 69 6
A24  Tullamore Regional 7 37 8 52 10
C55 St. Mary's Phoenix Park 12 54 32 98 10
C56 St John's Hospital, Sligo 5 29 13 a7 5
C70 Dublin Group** 10 62 61 133 18
C80 North East Group** 12 51 50 113 16
H87 Acute Hospitals 253 1,469 245 1,967 234
H88 Community Hospitals 39 196 156 391 49
H89 All HfH Hospitals 292 1,665 401 2,358 283
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Table 1.1b: Sample of Respondents on Ward Data (Q4) (%)

Nurse sl Quota
Q4A1 Ward Data Manager Nurse Care Total achieved
Assist.

ID Hospital % % % % %
AO01 Cork University 13.0 74.8 12.2 100 87.9
A02 Limerick Mid-Western 15.6 74.2 10.2 100 914
A03 Cavan General 16.7 73.8 9.5 100 70.0
A04 Monaghan General 3.3 53.3 43.3 100 100.0
AO05 Lourdes Drogheda 17.5 67.0 15.5 100 97.0
A06 Our Lady's Navan 16.3 814 23 100 86.0
AO07 Louth County Dundalk 194 67.7 12.9 100 51.7
A08 Kerry General Tralee 12.5 84.4 3.1 100 64.0
A09 Wexford General 100.0 100 40.0
A10 StJames's Dublin 12.3 71.4 16.3 100 96.7
A1l Sligo General 16.9 72.9 10.2 100 65.6
Al12 Mater University 12.3 72.5 15.2 100 95.0
A13 Connolly Hospital 14.4 74.8 10.8 100 79.3
Al4  Letterkenny General 13.8 70.1 16.1 100 96.7
A15 St Luke's Rathgar 214 78.6 100 70.0
A16 Portlaoise Regional 235 67.6 8.8 100 85.0
Al7 Beaumont 9.9 77.2 12.9 100 101.0
A18 Waterford Regional 3.9 89.1 7.0 100 98.5
A19 South Tipp General 22.2 68.9 8.9 100 75.0
A20 St Luke's Kilkenny 12.0 80.0 8.0 100 93.8
A21 Tallaght Hospital 12.4 711 16.5 100 80.8
A22 Nenagh Mid-Western 25.0 75.0 100 40.0
A23 Naas General 7.2 71.0 217 100 115.0
A24  Tullamore Regional 135 71.2 15.4 100 52.0
C55 St. Mary's Phoenix Park 12.2 55.1 32.7 100 98.0
C56 St John's Hospital, Sligo 10.6 61.7 27.7 100 94.0
C70 Dublin Group** 7.5 46.6 45.9 100 73.9
C80 North East Group** 10.6 45.1 44.2 100 70.6
H87 Acute Hospitals 12.9 74.7 12.5 100 84.1
H88 Community Hospitals 10.0 50.1 39.9 100 79.8
H89 All HfH Hospitals 12.4 70.6 17.0 100 83.3

* For each ward where a death is recorded in the audit, a quota of 10 completed questionnaires per ward was set.
The % of quota is set by dividing the number of questionnaires completed (Questionnaire 4) by the number of
wards, and then multiplying by 100. NA (Not Applicable) refers to hospitals with no deaths in the audit.

** See endnotes.
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Table 1.2a: Sample of Respondents on Hospital Data (Q5) (N)

Mgmt. Med. Nursing Health Gen. Other  Total
Q5A1 Hospital Data Admin Dental Care Support Patient
Prof. care
ID Hospital n n n n n n n

AO01 Cork University 27 17 2 17 23 0 86
A02 Limerick Mid-Western 23 16 2 22 22 4 89
A03 Cavan General 25 9 4 12 11 2 63
A04 Monaghan General 1 0 0 0 0 1 2
AO05 Lourdes Drogheda 28 19 4 19 19 1 90
A06 Our Lady's Navan 10 6 7 5 5 2 35
A07 Louth County Dundalk 18 0 6 7 3 0 34
A08 Kerry General Tralee 14 11 3 7 15 2 52
A09 Wexford General 4 6 10 14 23 2 59
A10 StJames's Dublin 27 22 7 18 21 3 98
A1l Sligo General 20 13 5 15 10 2 65
Al12 Mater University 7 7 2 16 13 2 47
A13 Connolly Hospital 22 12 4 14 16 0 68
Al4  Letterkenny General 11 7 1 14 14 1 48
A15 St Luke's Rathgar 28 4 5 14 4 2 57
A16 Portlaoise Regional 27 8 3 9 25 1 73
Al7 Beaumont 29 22 2 20 25 2 100
A18 Waterford Regional 33 19 2 17 18 3 92
A19 South Tipp General 19 3 2 17 16 1 58
A20 St Luke's Kilkenny 17 9 1 19 11 2 59
A21 Tallaght Hospital 15 9 2 13 10 1 50
A22 Nenagh Mid-Western 12 0 15 18 16 1 62
A23 Naas General 28 19 2 20 26 3 98
A24  Tullamore Regional 14 5 1 11 7 2 40
C55 St. Mary's Phoenix Park 12 2 7 7 21 1 50
C56 St John's Hospital, Sligo 11 0 1 3 18 2 35
C70 Dublin Group** 61 8 24 29 59 5 186
C80 North East Group** 17 0 13 5 23 4 62
H87 Acute Hospitals 459 243 92 338 353 40 1,525
H88 Community Hospitals 101 10 45 44 121 12 333
H89 All HfH Hospitals 560 253 137 382 474 52 1,858
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Table 1.2b: Sample of Respondents on Hospital Data (Q5) (%)

Mgmt. Med. Nursing Health Gen. Other Total Quota
Q5A1 Hospital Data Admin Dental Care Supp. Patient achiev-
Prof. care ed
ID Hospital % % % % % % % %

AO01 Cork University 314 19.8 23 19.8 26.7 100 86.0
A02 Limerick Mid-Western 25.8 18.0 2.2 24.7 24.7 4.5 100 89.0
A03 Cavan General 39.7 14.3 6.3 19.0 17.5 3.2 100 63.0
A04 Monaghan General 50.0 50.0 100 2.0
AO5 Lourdes Drogheda 31.1 21.1 4.4 21.1 21.1 11 100 90.0
A06 Our Lady's Navan 28.6 171 20.0 14.3 14.3 5.7 100 35.0
A07 Louth County Dundalk 52.9 17.6 20.6 8.8 100 34.0
A08 Kerry General Tralee 26.9 21.2 5.8 135 28.8 3.8 100 52.0
A09 Wexford General 6.8 10.2 16.9 23.7 39.0 3.4 100 59.0
A10 StJames's Dublin 27.6 224 7.1 18.4 214 3.1 100 98.0
A1l Sligo General 30.8 20.0 7.7 231 15.4 3.1 100 65.0
Al12 Mater University 14.9 14.9 4.3 34.0 27.7 4.3 100 47.0
A13 Connolly Hospital 32.4 17.6 5.9 20.6 235 100 68.0
Al4  Letterkenny General 22.9 14.6 21 29.2 29.2 21 100 48.0
A15 St Luke's Rathgar 49.1 7.0 8.8 24.6 7.0 3.5 100 57.0
A16 Portlaoise Regional 37.0 11.0 4.1 12.3 34.2 1.4 100 73.0
Al17 Beaumont 29.0 22.0 2.0 20.0 25.0 2.0 100 100.0
A18 Waterford Regional 35.9 20.7 2.2 18.5 19.6 3.3 100 92.0
A19 South Tipp General 32.8 5.2 3.4 29.3 27.6 1.7 100 58.0
A20 St Luke's Kilkenny 28.8 15.3 1.7 32.2 18.6 34 100 59.0
A21 Tallaght Hospital 30.0 18.0 4.0 26.0 20.0 2.0 100 50.0
A22 Nenagh Mid-Western 19.4 24.2 29.0 25.8 1.6 100 62.0
A23 Naas General 28.6 19.4 2.0 20.4 26.5 3.1 100 98.0
A24  Tullamore Regional 35.0 12.5 25 275 17.5 5.0 100 40.0
C55 St. Mary's Phoenix Park  24.0 4.0 14.0 14.0 42.0 2.0 100 50.0
C56 StJohn's Hospital, Sligo  31.4 2.9 8.6 51.4 5.7 100 35.0
C70 Dublin Group** 32.8 4.3 12.9 15.6 31.7 2.7 100 31.0
C80 North East Group** 27.4 21.0 8.1 37.1 6.5 100 15.5
H87 Acute Hospitals 30.1 15.9 6.0 22.2 231 2.6 100 63.5
H88 Community Hospitals 30.3 3.0 13.5 13.2 36.3 3.6 100 27.8
H89 All HfH Hospitals 30.1 13.6 7.4 20.6 25.5 2.8 100 51.6

*A quota of 100 completed questionnaires was set for hospitals with 100 or more staff. The % of quota is set by
dividing the number of questionnaires completed (Questionnaire 5) by 100, and then multiplying by 100. NA (Not
Applicable) refers to hospitals with less than 100 staff.

Table 1.3: Type of Wards in Sample of Ward Staff (Q4) and Patient Deaths (Q1&2)

Q5
H97

H98

H99

Ward Data

Acute
Hospitals

A&E
ICU
Surgical
Medical
Oncology
Geriatric
Other

Comm.
Hospitals

Geriatric
Other
Total

n
1,967

134
393
390
672
108
115
155

391

354
37
2,358

% Wards
100

6.8
20.0
19.8
34.2

5.5

5.8

7.9

100

90.5
9.5
100

100

4.7
20.5
14.0
47.0

4.8

3.3

5.8
100

88.2
11.8
100

% Wards with Deaths in Audit
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Respondent Characteristics

Table 2.1: Gender of Respondents

Ward and Hospital Male Female
Data % %

Q4A5 All HfH Hospitals (Q4) 9.9 90.1
Q5A4 All HfH Hospitals (Q5) 29.6 70.4
Table 2.2: Age of Respondents
Ward and Hospital Ur;osler 25-34 35-44 45-54
Data % % % %
Q4A5 All HfH Hospitals (Q4) 6.8 39.6 32.0 16.4
Q5A4 All HfH Hospitals (Q5) 2.7 25.4 29.6 28.2

Table 2.3: Years Respondent Has Worked in Hospital

. Under 1-3 4-9 10-20
\éVa;rd el el lyear vyears Yyears Yyears
ata % % % %
Q4A5  All HfH Hospitals (Q4) 15 27.0  47.0 16.5
Q5A4 All HfH Hospitals (Q5) 2.5 22.0 36.7 22.4
Table 2.4: Years Respondent Has Worked in Ward
. Under 1-3 4-9 10-20
\é\gf and Hospital lyear vyears Yyears years
% % % %
Q4A5 All HfH Hospitals (Q4) 7.9 37.2 42.0 10.0
Table 2.5: Where Respondent Was Brought Up
UE Philip
Ward and Hospital Ireland Aus, p- India
Data % NZ’ ines %
0,
% %
Q4A5 All HfH Hospitals (Q4) 69.4 2.9 12.0 11.9
Q5A4 All HfH Hospitals (Q5) 86.5 4.6 0.9 1.4

Table 2.6: First Language of Respondent
English is
first language

English is not

Ward and Hospital first language

Data

% %
Q4A5 All HfH Hospitals (Q4) 76.0 24.0
Q5A4 All HfH Hospitals (Q5) 92.6 7.4

Total
%
100
100
55+ Total

% %

51 100
14.1 100
over

20 Total

years %

%

8.0 100
16.3 100
over

20 Total

years %

%

29 100

Africa Other
% %
1.7 2.1
1.0 5.8

Total
%

100

100

2,334
1,849
Mean n
36.7 2,234
42.0 1,793
Mean n
7.7 2,349
10.0 1,746
Mean n
5.2 2,349
Total n
%
100 2,333
100 1,841
n
2,327
1,849
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3

General Attitudes to Dying and Death (Q4B, Q5B)

Table 3.1a: Comfortable Personally Talking About Death and Dying

Not Not Relat- Comp-
(B?j Ward Data at all very ively V;:y Ietelg Tg/zal n
% % % %
Major Teaching Hospitals 2.0 19.6 40.5 24.4 135 100 786
Major Regional Hospitals 21 13.1 43.3 30.4 111 100 289
Other Acute Hospitals 1.3 9.9 49.7 25.3 13.8 100 876
Acute Hospitals 1.7 14.3 45.0 25.7 13.3 100 1,951
Community Hospitals 21 16.9 43.3 23.8 13.8 100 390
All HfH Hospitals 1.8 14.7 447 254 13.4 100 2,341
(E?j Hospital Data
Major Teaching Hospitals 1.0 12.3 44.1 23.9 18.6 100 381
Major Regional Hospitals 2.4 15.8 48.2 20.2 134 100 253
Other Acute Hospitals 1.8 15.6 45.8 20.5 16.3 100 879
Acute Hospitals 1.7 14.8 45.8 21.3 16.4 100 1,513
Community Hospitals 2.4 14.0 51.8 19.8 11.9 100 328
All HfH Hospitals 1.8 14.7 46.9 21.0 15.6 100 1,841
Ireland* 8 12 41 15 23 100 1,000
*Source: Weafer & Associates Research, 2004
Table 3.1b: Comfortable Personally Talking About Death and Dying
Not Not Relat- Comp-
(B?j Ward Data at all very ively V;:y Ietelg Tg/zal n
% % % %
A&E 0.0 15.0 48.1 24.1 12.8 100 133
Intensive Care 2.1 10.3 41.9 29.8 15.9 100 389
Surgical 23 17.3 48.7 214 10.3 100 388
Medical 15 135 44.3 25.3 154 100 668
Oncology 0.0 9.4 52.8 28.3 9.4 100 106
Geriatric 2.4 18.6 39.7 25.2 14.1 100 468
Other 1.6 16.4 49.2 24.9 7.9 100 189
Nurse Manager 0.0 4.5 39.5 34.0 22.0 100 291
Nurse 2.1 17.1 46.2 23.9 10.7 100 1,651
Health Care Assistant 15 12.3 42.4 25.6 18.3 100 399
Total 1.8 14.7 447 25.4 13.4 100 2,341
(E?j Hospital Data
Management / Admin 1.6 17.7 50.8 16.9 13.0 100 555
Medical / Dental 0.0 7.3 37.9 32.3 22.6 100 248
Nursing Management 0.0 11.0 45.6 243 19.1 100 136
Health Care Professionals 11 17.9 48.9 21.3 10.8 100 380
General Support Staff 4.5 14.7 46.4 18.1 16.4 100 470
Other Patient Care 0.0 3.8 40.4 26.9 28.8 100 52
Total 1.8 14.7 46.9 21.0 15.6 100 1,841
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Table 3.2a: Comfortable Talking to Recently Bereaved About Death and Dying

Not Not Relat- Comp-
(B?g Ward Data at all very ively V;:y Ietelg Tg/zal n
% % % %
Major Teaching Hospitals 2.0 25.8 45.2 20.1 6.9 100 787
Major Regional Hospitals 1.7 17.8 51.7 224 6.3 100 286
Other Acute Hospitals 21 171 52.0 20.8 7.9 100 869
Acute Hospitals 2.0 20.8 49.2 20.8 7.3 100 1,942
Community Hospitals 2.8 214 45.6 224 7.7 100 388
All HfH Hospitals 2.1 20.9 48.6 21.0 7.3 100 2,330
gg Hospital Data
Major Teaching Hospitals 1.9 14.4 51.6 18.2 13.9 100 374
Major Regional Hospitals 3.2 25.1 49.0 14.2 8.5 100 247
Other Acute Hospitals 2.8 22.1 48.3 16.0 10.8 100 855
Acute Hospitals 2.6 20.7 49.3 16.3 11.2 100 1,476
Community Hospitals 2.2 225 45.3 24.1 6.0 100 316
All HfH Hospitals 2.6 21.0 48.5 17.6 10.3 100 1,792
Ireland* 11 23 41 13 12 100 1,000
*Source: Weafer & Associates Research, 2004
Table 3.2b: Comfortable Talking to Recently Bereaved About Death and Dying
Not Not Relat- Comp-
(B?g Ward Data at all very ively V;:y Ietelg Tg/zal n
% % % %
A&E 15 28.6 46.6 19.5 3.8 100 133
Intensive Care 1.0 20.0 46.5 24.9 7.5 100 385
Surgical 3.1 22.6 53.8 13.9 6.6 100 381
Medical 1.9 18.1 48.4 22.6 9.0 100 668
Oncology 1.9 14.0 53.3 26.2 4.7 100 107
Geriatric 2.8 23.0 44.4 215 8.4 100 466
Other 2.1 22.1 52.6 18.9 4.2 100 190
Nurse Manager 0.3 7.6 46.4 30.9 14.8 100 201
Nurse 2.3 23.3 50.5 19.0 4.9 100 1,641
Health Care Assistant 2.8 20.4 42.5 22.4 12.1 100 398
Total 2.1 20.9 48.6 21.0 7.3 100 2,330
gg Hospital Data
Management / Admin 2.8 26.8 49.7 14.0 6.7 100 541
Medical / Dental 0.4 13.1 45.5 25.0 16.0 100 244
Nursing Management 0.8 12.1 41.7 34.1 114 100 132
Health Care Professionals 29 23.5 51.9 15.1 6.6 100 378
General Support Staff 4.0 20.8 49.2 13.4 12.5 100 447
Other Patient Care 0.0 2.0 38.0 34.0 26.0 100 50
Total 2.6 21.0 48.5 17.6 10.3 100 1,792
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Table 3.3a: Where Staff Member would Prefer to be Cared for if Dying

. Nurs-
S Hﬁzlp- Home Hocsepl ing Other  Total N
B3 % % % Home % %
%
Major Teaching Hospitals 8.4 77.0 14.0 0.3 0.3 100 770
Major Regional Hospitals 3.6 82.7 12.6 0.0 11 100 278
Other Acute Hospitals 4.1 86.2 9.1 0.1 0.5 100 831
Acute Hospitals 5.8 81.9 11.7 0.2 0.5 100 1,879
Community Hospitals 10.0 76.2 10.6 1.6 1.6 100 369
All HfH Hospitals 6.5 81.0 11.5 0.4 0.7 100 2,248
gg Hospital Data
Major Teaching Hospitals 6.9 69.3 22.1 9 9 100 348
Major Regional Hospitals 6.0 76.2 16.6 9 A4 100 235
Other Acute Hospitals 5.6 79.1 135 11 7 100 828
Acute Hospitals 6.0 76.2 16.2 1.0 7 100 1,411
Community Hospitals 5.6 79.1 12.0 3.0 .3 100 301
All HfH Hospitals 5.9 76.7 154 1.3 .6 100 1,712
Ireland* 10 67 10 5 8 100 1,000
*Source: Weafer & Associates Research, 2004
Table 3.3b: Where Staff Member would Prefer to be Cared for if Dying
. Nurs-
S Hﬁzlp- Home Hocsepl ing Other  Total N
B3 % % % H?)me % %
%
A&E 3.2 84.1 11.1 0.0 1.6 100 126
Intensive Care 4.9 81.1 135 0.0 0.5 100 371
Surgical 4.6 84.8 10.1 0.0 0.5 100 368
Medical 6.2 82.4 11.0 0.2 0.3 100 648
Oncology 5.8 79.8 135 1.0 0.0 100 104
Geriatric 11.3 76.3 9.7 1.6 11 100 443
Other 5.9 7.7 154 0.0 1.1 100 188
Nurse Manager 1.8 82.9 14.2 0.0 1.1 100 275
Nurse 6.9 81.3 111 0.3 0.4 100 1,585
Health Care Assistant 8.2 78.1 111 1.0 15 100 388
Total 6.5 81.0 11.5 0.4 0.7 100 2,248
gg Hospital Data
Management / Admin 8.0 75.4 13.8 2.1 0.6 100 513
Medical / Dental 3.6 82.7 13.2 0.0 0.5 100 220
Nursing Management 2.4 825 12.7 1.6 0.8 100 126
Health Care Professionals 3.7 73.6 21.1 0.8 0.8 100 356
General Support Staff 8.0 76.9 12.9 1.6 0.7 100 451
Other Patient Care 0.0 67.4 32.6 0.0 0.0 100 46
Total 5.9 76.7 154 1.3 0.6 100 1,712
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Table 3.4a: Overall Care of People who Die in Irish Hospitals

Very 3 Excell-
(B?j Ward Data pgor Pg/:r F;ow Gf))/fd ent Tg/zal n
% %

Major Teaching Hospitals 1.9 51 20.6 51.1 213 100 785
Major Regional Hospitals 18 10.2 33.3 45.3 9.5 100 285
Other Acute Hospitals 2.0 6.0 26.8 48.4 16.7 100 861
Acute Hospitals 1.9 6.3 25.3 49.0 17.5 100 1,931
Community Hospitals 0.8 4.0 20.3 51.1 23.8 100 374
All HfH Hospitals 1.7 5.9 245 49.4 18.5 100 2,305

gi Hospital Data
Major Teaching Hospitals 3.7 9.3 30.3 447 12.1 100 356
Major Regional Hospitals 2.7 8.9 32.9 40.4 15.1 100 225
Other Acute Hospitals 1.6 7.2 32.2 45.9 13.2 100 811
Acute Hospitals 2.3 8.0 31.8 44.7 13.2 100 1,392
Community Hospitals 3.0 7.3 33.8 42.7 13.2 100 302
All HfH Hospitals 2.4 7.9 32.2 443 13.2 100 1,694
Ireland* 2 9 14 34 41 100 1,000

*Source: Weafer & Associates Research, 2004
Table 3.4b: Overall Care of People who Die in Irish Hospitals
Very 3 Excell-
(B?j Ward Data pgor Pg/:r F;ow Gf))/fd ent Tg/zal n
% %

A&E 54 10.1 35.7 34.1 14.7 100 129
Intensive Care 2.1 7.0 29.5 44.8 16.6 100 386
Surgical 1.6 7.0 25.8 47.3 18.3 100 387
Medical 1.8 5.8 22.4 53.8 16.2 100 656
Oncology 0.0 3.8 26.7 49.5 20.0 100 105
Geriatric 11 4.2 194 50.4 24.9 100 454
Other 11 4.3 21.8 55.3 17.6 100 188
Nurse Manager 2.8 6.4 27.3 52.5 11.0 100 282
Nurse 1.4 6.3 25.1 49.0 18.1 100 1,631
Health Care Assistant 23 3.8 19.9 48.5 25.5 100 392
Total 1.7 5.9 24.5 49.4 18.5 100 2,305

gi Hospital Data
Management / Admin 29 7.6 28.0 46.2 15.3 100 489
Medical / Dental 2.5 7.5 35.1 41.4 134 100 239
Nursing Management 0.0 9.1 40.9 49.2 0.8 100 132
Health Care Professionals 15 10.3 44.2 37.8 6.2 100 339
General Support Staff 3.6 5.6 23.9 47.1 19.8 100 444
Other Patient Care 0.0 11.8 27.5 47.1 13.7 100 51
Total 2.4 7.9 32.2 44.3 13.2 100 1,694
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Table 3.5: Most Important Things when Dying (Ward & Hospital)

Ward Hospital Total . *
82?11 Aspect Staff Staff Staff Re'aoj"’es "e';”d
% % % 0 0
to be
3 surrounded by 91 83 87 20 68
loved ones
1 gg:ﬂg free from 92 80 86 57 55
4 to be at home 60 39 50 6 34
being able to
2 communicate 35 52 o4 6 35
7 g%gge'” private 16 34 25 6 11
5 ngggnmeducal 14 24 19 7 32
6 having spiritual 13 13 13 6 19

support
Note: Scores are based on the sum of first, second and third preferences for each aspect. For this reason, the
columns do not add to 100%.
*Source: Weafer & Associates Research, 2004
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4 Ward Environment (C)

Table 4.1a: Nurses Perceptions of Ward (5 categories)
poor

Q1B7

7. 7-10
7.11-15

Ward Data

Acute Hospitals
Privacy

Dignity
Environment
Control

Comm. Hospitals
Privacy

Dignity
Environment
Control

All HFH Hospitals
Privacy

Dignity
Environment
Control

very poor
%

10.0

5.8
221
41.3

1.8
13
2.0
217

8.7
51
18.8
38.1

%

25.1
16.5
32.1
31.6

125

6.4
13.8
26.9

23.0
14.8
29.1
30.8

middle
%

29.1
29.8
24.9
16.1

28.9
19.4
26.1
27.6

291
28.1
251
18.0

good
%

23.8
28.6
14.6

8.4

30.7
27.4
28.1
16.1

25.0
28.4
16.9

9.7

very good
%

11.9
19.2
6.2
2.5

26.1
45.5
29.9

7.7

14.2
23.6
10.1

3.4

Scores 1 or 2 = very poor; 3 or 4 = poor; 5 or 6 = middle; 7 or 8 = good; 9 or 10 = very good.

Table 4.1b: Nurses Perceptions of Ward

gg Ward Data Privacy

mean
Major Teaching Hospitals 5.9
Major Regional Hospitals 4.9
Other Acute Hospitals 5.5
Acute Hospitals 5.6
Community Hospitals 6.9
A&E 4.3
Intensive Care 5.6
Surgical 5.4
Medical 5.5
Oncology 6.9
Geriatric 6.7
Other 6.1
Nurse Manager 5.8
Nurse 5.7
Health Care Assistant 6.1
Total 5.8

Dignity

mean
6.6
5.8
6.2
6.3
7.8

4.4
6.0
6.4
6.3
7.7
7.7
6.9

6.1
6.5
7.3

6.6

Environ

mean
4.5
3.4
4.6
4.4
6.8

2.3
3.8
4.5
4.4
5.7
6.6
5.3

4.2
4.7
5.6

4.8

Control

mean
3.9
2.8
3.3
3.5
4.8

1.6
2.8
3.7
3.4
51
4.7
4.6

3.1
3.7
4.2

3.7

Total

mean
5.0
4.0
4.7
4.7
6.4

2.9
4.3
4.8
4.7
6.1
6.2
5.6

4.5
4.9
5.6

5.0

1,967
1,967
1,967
1,967

391
391
391
391

2,358
2,358
2,358
2,358

796
290
881
1,967
391

134
393
390
672
108
469
192

292
1,665
401

2,358
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Table 4.2: Bed Occupancy

Q4
Ci

Ward Data

Major Teaching Hospitals
Major Regional Hospitals
Other Acute Hospitals
Acute Hospitals
Community Hospitals

A&E
Intensive Care
Surgical
Medical
Oncology
Geriatric
Other

Nurse Manager
Nurse

Health Care Assistant

Total

Table 4.3: Patient Turnover

Q4
Cc2

Ward Data

Major Teaching Hospitals
Major Regional Hospitals
Other Acute Hospitals
Acute Hospitals
Community Hospitals

A&E
Intensive Care
Surgical
Medical
Oncology
Geriatric
Other

Nurse Manager
Nurse

Health Care Assistant

Total

Very
low
%
0.9
1.4
0.7
0.9
0.8

4.7
0.3
0.3
1.1
0.0
1.1
0.0

0.0
0.8
1.8

0.9

Very
low
%

3.3
0.4
1.6
2.1
14.4

1.6
0.0
0.0
2.7
0.0
15.1
3.6

6.6
3.3
6.1

4.2

Low
%

2.9
14
2.4
25
2.6

5.5
2.3
2.6
1.7
2.8
3.0
21

1.0
2.6
3.3

25

Low
%

11.5
4.6
6.6
8.3

21.6

3.9
2.3
3.1
12.2
5.6
24.3
9.9

8.7
9.9
145

10.5

Mediu

%
15.2
14.0
17.0
15.8
30.1

55
17.0
10.2
15.9
29.9
294
19.4

9.1
18.2
24.9

18.2

Mediu

%
25.7
23.9
24.6
24.9
37.0

12.4
20.6
18.8
27.8
46.7
36.1
29.7

171
28.1
29.2

26.9

High
%
24.4
26.0
34.9
29.3
36.8

15.6
34.5
28.6
28.7
36.4
35.4
27.7

23.3
30.9
34.3

30.6

High
%
29.8
333
385
34.2
18.8

14.7
46.4
36.1
311
37.4
18.1
35.9

30.0
32.0
31.2

31.6

Very
High
%
56.6
57.2
45.0
51.5
29.8

68.8
45.9
58.3
52.6
30.8
31.1
50.8

66.6
47.5
35.8

47.9

Very
High
%
29.7
37.9
28.7
30.5

8.2

67.4
30.7
42.0
26.3
10.3

6.5
20.8

37.6
26.7
19.0

26.8

Total
%

100
100
100
100
100

100
100
100
100
100
100
100

100
100
100

100

Total
%

100
100
100
100
100

100
100
100
100
100
100
100

100
100
100

100

788
285
867
1,940
386

128
388
384
665
107
463
191

287
1,645
394

2,326

791
285
870
1,946
389

129
388
388
666
107
465
192

287
1,654
394

2,335
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Table 4.4: Patient Dependency

Ver Mediu . Ver
gg Ward Data Iovxy L;)W m H:;ih Hig% Tg/zal n

% % %
Major Teaching Hospitals 0.9 23 27.1 39.8 30.0 100 787
Major Regional Hospitals 0.7 2.8 25.2 38.8 325 100 286
Other Acute Hospitals 0.1 24 19.9 46.8 30.7 100 869
Acute Hospitals 0.5 2.4 23.6 42.8 30.7 100 1,942
Community Hospitals 1.0 3.1 18.2 42.5 35.3 100 391
A&E 0.8 1.6 25.2 41.7 30.7 100 127
Intensive Care 0.3 1.0 18.5 355 447 100 389
Surgical 0.3 2.6 31.8 42.4 23.0 100 387
Medical 0.9 24 19.9 47.8 29.0 100 663
Oncology 0.0 6.5 49.5 35.5 8.4 100 107
Geriatric 0.9 3.0 13.2 43.1 39.9 100 469
Other 0.5 3.1 28.8 44.5 23.0 100 191
Nurse Manager 0.3 0.7 16.0 38.7 443 100 287
Nurse 0.6 25 22.8 43.4 30.8 100 1,651
Health Care Assistant 0.8 4.1 27.1 43.0 251 100 395
Total 0.6 25 22.7 42.7 31.5 100 2,333

Table 4.5: Frequency of Patient Dying on Ward

Nearly  Nearly

Nearly  Nearly every every

every  every

Nearly Less
every than

Q4

c6 Ward Data day week two three i | aree o n
% % weeks  weeks % month
% %
Major Teaching Hospitals 5.0 11.1 10.2 9.7 22.2 41.8 783
Major Regional Hospitals 0.0 24.2 16.5 10.2 19.3 29.8 285
Other Acute Hospitals 1.0 16.3 19.9 11.8 21.8 29.2 859
Acute Hospitals 25 154 155 10.7 21.6 34.4 1,927
Community Hospitals 0.3 0.3 0.8 11 11.1 86.4 361
A&E 17.4 37.1 15.9 9.8 114 8.3 132
Intensive Care 2.8 18.4 19.4 10.9 20.7 27.7 386
Surgical 0.3 4.8 8.5 7.4 26.7 52.4 378
Medical 1.8 18.0 18.9 13.3 20.8 27.1 660
Oncology 0.0 22.6 17.0 13.2 24.5 22.6 106
Geriatric 0.5 23 3.4 2.7 13.3 77.8 437
Other 0.0 3.2 7.9 6.9 20.6 61.4 189
Nurse Manager 3.5 17.4 115 9.7 18.1 39.9 288
Nurse 21 13.5 13.9 9.3 20.6 40.6 1,628
Health Care Assistant 13 7.3 11.0 8.3 18.5 53.5 372

Total 2.1 13.0 13.2 9.2 19.9 42.6 2,288
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Table 4.6: Sufficiency of Nursing Staff
Definite-

Q4
C5

Ward Data

Major Teaching Hospitals
Major Regional Hospitals
Other Acute Hospitals
Acute Hospitals
Community Hospitals

A&E
Intensive Care
Surgical
Medical
Oncology
Geriatric
Other

Nurse Manager
Nurse

Health Care Assistant

Total

Table 4.7: Staff Turnover

Q4
c4

Ward Data

Major Teaching Hospitals
Major Regional Hospitals
Other Acute Hospitals
Acute Hospitals
Community Hospitals

A&E
Intensive Care
Surgical
Medical
Oncology
Geriatric
Other

Nurse Manager
Nurse

Health Care Assistant

Total

ly not
enough
%
21.9
32.6
18.8
22.1
15.3

31.8
11.3
29.0
25.9
131
171
135

27.9
19.8
20.7

21.0

Very
low
%

9.1
12.2
13.1
114
11.2

5.4
19.8
8.0
8.9
13.1
9.6
16.8

17.3
10.7
9.6

11.3

Not
enough
%

35.5
34.4
35.9
35.5
30.2

42.4
25.0
37.3
39.5
31.8
32.5
33.3

35.2
34.5
34.8

34.6

Low
%

26.6
35.3
36.6
32.4
31.5

25.4
33.9
29.8
33.5
34.6
34.1
27.7

35.3
32.2
30.1

32.2

Just Def_ilr;ite
enc;/ugh enough
0 %
39.3 3.3
27.4 5.6
39.3 6.0
37.6 4.8
43.7 10.7
25.0 0.8
51.8 11.9
32.6 1.0
32.2 2.4
49.5 5.6
41.7 8.8
41.7 11.5
33.1 3.8
39.8 5.9
37.5 7.1
38.6 5.8
Mediu . Ver
m H:;ih Hig%
% %
47.0 14.7 2.5
41.3 10.1 1.0
41.7 7.5 1.1
43.8 10.8 1.7
43.0 13.0 1.3
50.8 14.6 3.8
34.4 9.5 2.3
48.7 11.9 1.6
45.7 10.5 14
47.7 4.7 0.0
42.8 12.6 0.9
39.8 13.1 2.6
37.4 8.7 14
44.8 11.0 1.3
43.3 13.7 3.3
43.6 11.2 1.6

Total
%

100
100
100
100
100

100
100
100
100
100
100
100

100
100
100

100

Total
%

100
100
100
100
100

100
100
100
100
100
100
100

100
100
100

100

789
288
872
1,949
391

132
388
389
664
107
468
192

290
1,653
397

2,340

787
286
871
1,944
384

130
389
386
665
107
460
191

289
1,644
395

2,328

=7



Table 4.8a: Ward Rating as a Place to Work

Q4
D

o oA WDN B

Ward Data

As a place to work
Staff relationships
Facilities

Standard of Care
End-of-Life Care
Ward management
Overall ward rating

very
poor
%

2.3
0.9
55
0.1
6.1
2.0
0.0

pPo

or

%

5.2
2.7

11.7
0.9

7.9

4.1

18

middle

%

215
14.1
25.8

6.0
16.5
11.9
17.5

good
%

42.1
42.1
34.6
31.3
314
32.2
46.6

very good

%

29.0
40.2
22.3
61.7
38.1
49.8
34.0

Scores 1 or 2 = very poor; 3 or 4 = poor; 5 or 6 = middle; 7 or 8 = good; 9 or 10 = very good.

Table 4.8b: Ward Rating as a Place to Work

Ward Data

Major Teaching Hospitals
Major Regional Hospitals

Other Acute Hospitals
Acute Hospitals
Community Hospitals

A&E
Intensive Care
Surgical
Medical
Oncology
Geriatric
Other

Nurse Manager
Nurse

Health Care Assistant

Total

As a place to work

Mean

7.5
6.7
7.3
7.3
7.7

6.3
7.3
7.3
7.3
7.9
7.7
7.6

7.5
7.3
7.6

7.4

Staff relationships

Mea
8.0
7.8
8.0
8.0
7.7

7.7
7.8
8.0
8.0
7.8
7.9
8.2

8.0
7.9
7.9

7.9

n

Ward facilities

Mean

6.9
5.8
6.5
6.6
7.1

5.7
7.2
6.4
6.3
7.3
7.0
6.8

6.5
6.6
7.1

6.6

Standard of Care

Mean

8.6
8.4
8.7
8.6
9.0

7.7
8.9
8.6
8.5
9.0
9.0
9.0

8.7
8.7
8.9

8.7

End-of-Life Care

Mean
7.4
6.7
7.1
7.1
8.1

4.8
7.1
7.0
7.1
8.6
8.1
7.8

6.8
7.2
7.9

7.3

5 2
IS ©
5 =
2 =
©
g 2
g | &
S
2 3
Mean Mean
8.3 7.8
7.7 7.2
7.9 7.6
8.0 7.6
8.2 8.0
7.6 6.6
7.9 7.7
7.8 7.5
8.1 7.6
8.4 8.2
8.3 8.0
8.3 8.0
8.2 7.6
8.0 7.6
8.2 7.9
8.1 7.7

2,331
2,326
2,336
2,335
2,326
2,310
2,338

776
282
842
1,900
378

130
379
379
645
103
454
188

271
1,625
382

2,153
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5 Work Satisfaction (Q4D, Q5C)

Table 5.1a: Work Satisfaction

84 Ward Data Work Satisfaction (Q4D7.1)
%

Mean n dissat-
isfied*
Major Teaching Hospitals 7.5 789 3.5
Major Regional Hospitals 6.6 285 10.9
Other Acute Hospitals 7.1 871 6.0
Acute Hospitals 7.2 1,945 5.7
Community Hospitals 7.7 387 3.9
All HfH Hospitals 7.3 2,332 5.4

gi Hospital Data
Major Teaching Hospitals 6.5 378 9.5
Major Regional Hospitals 6.3 253 12.3
Other Acute Hospitals 6.3 881 12.8
Acute Hospitals 6.3 1,512 11.9
Community Hospitals 7.2 330 4.5
All HfH Hospitals 6.5 1,842 10.6

* coding: scores 1-3 = dissatisfied, scores 4-10 = acceptable

Table 5.1b: Work Satisfaction

(D?j Ward Data Work Satisfaction (Q4D7.1)
%
Mean n dissat-
isfied*
A&E 6.1 133 15.8
Intensive Care 7.4 385 3.9
Surgical 7.0 387 8.5
Medical 7.2 666 5.3
Oncology 7.8 107 0.0
Geriatric 7.7 463 3.5
Other 7.6 191 3.1
Nurse Manager 7.1 288 7.3
Nurse 7.3 1,651 4.8
Health Care Assistant 7.5 393 6.4
Total 7.3 2,332 5.4
gi Hospital Data
Management / Admin 6.4 553 11.2
Medical / Dental 6.2 247 14.6
Nursing Management 7.0 136 51
Health Care Professionals 6.5 382 9.2
General Support Staff 6.5 472 11.2
Other Patient Care 7.4 52 3.8
Total 6.5 1,842 10.6

* coding: scores 1-3 = dissatisfied, scores 4-10 = acceptable

[ o}



6

End-of-Life Care (Q4E)

Table 6.1a: End-of-Life Care on the Ward

Q4
E

© 0o N OO0~ wWw NP

e e e o e =
o Ulh WN RO

Ward Data

Recognising EoL care

Communication with
patient and relatives

Staff Communication
Coordination of EoL care
Facilitating patient
Facilitating relatives

Respecting patient’s
preferences

Managing symptoms
Comforting patient
Supporting relatives
Maintaining dignity
Respecting spiritual needs
Removal of patient
Mortuary facilities
Information for relatives
Policy and procedures
Average

%
21

0.7

14
1.7
23
1.6

15

0.4
1.2
0.7
1.0
11
2.2
2.8
4.1
5.0
0.2

very poor

poor

%
5.3

3.0

3.3
4.4
6.9
5.7

5.0

2.0
3.4
24
2.9
3.2
4.3
3.3
8.3
8.5
2.3

middle

%
14.5

11.6

15.5
13.0
13.7
135

111

6.4
10.3
7.6
10.3
10.2
9.2
8.1
16.1
15.9
12.1

good
%

39.8
38.8

37.3
36.9
33.5
33.2

31.3

25.6
28.9
27.0
30.0
27.8
24.7
22.3
27.7
25.2
40.3

Scores 1 or 2 = very poor; 3 or 4 = poor; 5 or 6 = middle; 7 or 8 = good; 9 or 10 = very good.

Table 6.1b: End-of-Life Care on the Ward

Ward Data

Major Teaching Hospitals
Major Regional Hospitals
Other Acute Hospitals
Acute Hospitals
Community Hospitals

A&E
Intensive Care
Surgical
Medical
Oncology
Geriatric
Other

Nurse Manager
Nurse

Health Care Assistant

Total

E1l E2

< n

| B
2 53
? Es
x o O a
Mean Mean
7.7 8.1

7.5 8.0

7.6 8.0

7.6 8.0

8.3 8.5

7.0 7.7

7.0 8.0

7.8 8.0

7.7 7.9

8.6 8.6

8.2 8.5

7.8 8.3

7.6 8.0

7.6 8.1

8.3 8.5

7.7 8.1

m
w

Staff
Communication

© &
o o
=1

7.7

| XX
P © ©

7.4
7.9
7.8
7.8
8.3
8.2
8.1

7.9
7.9
7.9

7.9

m
I

Coordination of EoL

care

<
)
)
=)

Sl Bl B S
© o o ©

2
o

6.8
7.6
7.8
7.8
8.6
8.5
8.1

7.8
7.8
8.3

7.9

m

5

Facilitating patient

m
[e2]

Facilitating relatives

Mean Mean Mean

7.8
7.3
7.7
7.7
8.4

6.6
7.4
7.7
7.6
8.7
8.4
8.1

7.5
7.7
8.2

7.8

8.0
7.3
7.8
7.8
8.6

6.7
8.0
7.7
7.6
8.7
8.6
8.2

7.8
7.9
8.4

7.9

very good
%

38.4 2,291
45.9 2,307
42.5 2,310
44.0 2,287
43.6 2,281
45.9 2,283
51.2 2,271
65.5 2,242
56.3 2,235
62.3 2,248
55.8 2,313
57.7 2,267
59.5 2,304
63.5 1,996
43.8 2,218
45.4 2,206
45.1 2,338
E7 E8 E9

L2 g .
= £ 2af
28 ¢ 23
25 § 58
Xxao = O3
Mean Mean
8.1 8.7 8.2
7.7 8.5 8.0
7.8 8.7 8.2
8.0 8.6 8.2
8.9 9.1 9.0
7.0 7.8 7.4
7.7 8.7 8.1
8.0 8.5 8.1
8.0 8.6 8.1
8.8 9.2 9.0
8.8 9.0 8.9
8.5 8.9 8.7
7.8 8.6 8.2
8.0 8.7 8.2
8.8 9.1 8.9
8.1 8.7 8.3

an



Table 6.1c: End-of-Life Care on the Ward (selective items)

E10 E11 E12 E13 E14 E15 E16 Tot
- —
S %% 2 = 8 2 %
5 2% 52 3% g ¢ 2%
Q4 \yard Dat £ gt o9 82 . 3 8, §°
ar ala © o %] 5 O o S o2
E TR R
ho OB e Ko AE Go Oo OW
Mean Mean Mean Mean Mean Mean Mean Mean n
Major Teaching Hospitals 8.5 8.4 8.4 8.5 8.6 7.7 7.8 8.1 790
Major Regional Hospitals 8.3 8.1 8.0 8.0 8.0 6.8 6.5 7.7 285
Other Acute Hospitals 8.5 8.2 8.2 8.1 8.4 7.3 7.2 8.0 873
Acute Hospitals 8.5 8.3 8.3 8.2 8.4 7.4 7.3 8.0 1,948
Community Hospitals 9.1 8.9 9.0 8.8 8.7 8.3 8.6 8.7 390
A&E 7.6 7.3 7.6 7.8 8.2 7.1 6.7 7.3 131
Intensive Care 8.5 8.3 8.3 8.3 8.4 7.4 7.1 7.9 388
Surgical 8.4 8.2 8.1 8.1 8.4 7.1 7.0 7.9 388
Medical 8.4 8.2 8.3 8.2 8.3 7.4 7.4 8.0 666
Oncology 9.0 9.0 8.6 8.5 8.7 8.0 7.6 8.7 107
Geriatric 9.1 8.9 9.0 8.8 8.7 8.3 8.5 8.7 468
Other 8.9 8.6 8.6 8.5 8.8 7.7 7.9 8.3 190
Nurse Manager 8.4 8.2 8.2 8.3 7.7 7.2 6.9 7.9 289
Nurse 8.5 8.3 8.3 8.3 8.5 7.5 7.5 80 1,653
Health Care Assistant 8.9 8.8 8.8 8.7 8.9 8.2 8.5 8.6 396

Total 8.5 8.4 8.4 8.3 8.5 7.6 7.6 81 2,338
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7

Acceptability of Way Patients Die (Q4E, Q5D)

Table 7.1a: Acceptability of Patient’s Dying Experience

Q4

Acceptable for your family

E17 Ward Data Acceptable for you and friends
% not % not
Mean n accept- Mean n accept-
able able
Major Teaching Hospitals 7.2 783 10.7 7.0 774 11.6
Major Regional Hospitals 6.3 279 16.1 6.2 276 17.8
Other Acute Hospitals 6.9 863 10.8 6.9 846 11.9
Acute Hospitals 6.9 1,925 11.5 6.8 1,896 12.7
Community Hospitals 8.0 381 4.5 8.0 378 5.6
All HfH Hospitals 7.1 2,306 10.4 7.0 2,274 11.5
gi Hospital Data
Major Teaching Hospitals 5.8 373 16.9 5.7 356 18.5
Major Regional Hospitals 5.7 234 19.2 5.6 227 20.7
Other Acute Hospitals 6.2 849 12.6 6.2 813 13.7
Acute Hospitals 6.0 1,456 14.8 6.0 1,396 16.0
Community Hospitals 7.0 323 6.8 6.9 302 7.6
All HfH Hospitals 6.2 1,779 13.3 6.1 1,698 14.5

* coding: scores 1-3 = not acceptable, scores 4-10 = acceptable

Table 7.1b: Acceptability of Patient’s Dying Experience

Q4

Acceptable for your family

D1-7 Ward Data Acceptable for you and friends
% not % not
Mean n accept- Mean n accept-
able able
A&E 54 128 25.8 5.3 127 28.3
Intensive Care 7.0 384 10.2 6.9 377 10.6
Surgical 6.8 382 11.0 6.7 372 11.8
Medical 6.8 659 12.9 6.7 652 14.6
Oncology 8.1 106 2.8 8.0 105 3.8
Geriatric 7.9 460 5.4 7.8 456 6.6
Other 7.6 187 6.4 7.6 185 6.5
Nurse Manager 6.9 285 11.2 6.8 277 12.6
Nurse 7.0 1,638 10.8 6.9 1,615 11.8
Health Care Assistant 7.7 383 7.8 7.7 382 9.2
Total 7.1 2,306 10.4 7.0 2,274 11.5
gi Hospital Data

Management / Admin 6.3 524 11.8 6.3 506 12.8
Medical / Dental 6.1 244 14.3 6.1 234 14.5
Nursing Management 6.6 136 6.6 6.6 129 7.8
Health Care Professionals 5.7 364 17.6 5.5 353 20.7
General Support Staff 6.4 459 13.3 6.3 428 13.8
Other Patient Care 6.7 52 11.5 6.4 48 12.5
Total 6.2 1,779 13.3 6.1 1,698 14.5

* coding: scores 1-3 = not acceptable, scores 4-10 = acceptable

[~30]



8

Education, Training & Preparedness for End-of-Life

Table 8.1a: Quality of Education and Training provided by Hospital

s | 3E | 8% |=Z9 |B. | &,
Q4 Ward Data 2 23z P5£ Puw PS54, 22
H1-6 E%9 EEv E°3 E3dy Eg88 EE,
Cca Soc SE. Cfcoc Soco SR
= wo —O=-S° FTo FSco F20¥ Koo
Mean Mean Mean Mean Mean Mean
Major Teaching Hospitals 4.8 4.8 4.2 4.5 4.5 6.6
Major Regional Hospitals 3.1 3.0 2.4 2.7 2.7 5.7
Other Acute Hospitals 4.0 4.0 3.3 3.5 3.4 6.0
Acute Hospitals 4.2 4.2 3.5 3.8 3.7 6.2
Community Hospitals 5.5 5.6 4.9 5.1 4.9 5.6
All HfH Hospitals 4.5 4.5 3.8 3.9 4.0 6.1
n 1,973 2,010 1,946 1,960 1,928 2,088
gi-6 Hospital Data
Major Teaching Hospitals 4.5 4.8 3.7 4.2 3.7 6.9
Major Regional Hospitals 4.4 4.3 2.8 3.6 3.2 6.4
Other Acute Hospitals 4.4 4.6 3.2 3.9 3.3 6.6
Acute Hospitals 4.4 4.6 3.3 3.9 3.4 6.7
Community Hospitals 5.5 5.3 4.1 4.6 4.2 5.3
All HfH Hospitals 4.6 4.8 3.5 4.1 3.6 6.4
n 1,027 1,062 950 993 935 1,146
Table 8.1b: Quality of Education and Training provided by Hospital
© [%)] —
s¢ 58, 5Y =BT S 5
Q4 o - oS5 = ofc o8 o2 o2
H1.e ard Data S SE¥Y £38 £2% Eswy £%
S SEc £.35 £92% £§82s S=vo
Ea8 =82 F£FEs5 £525 882 £~88
Mean Mean Mean Mean Mean Mean
A&E 4.5 4.5 3.5 3.9 3.9 54
Intensive Care 3.6 3.7 3.0 3.3 3.2 5.3
Surgical 3.6 3.7 3.1 3.3 3.4 6.3
Medical 4.2 4.2 3.5 3.8 3.7 6.5
Oncology 4.6 4.4 3.9 4.1 3.9 6.7
Geriatric 5.6 5.6 5.0 5.2 5.0 5.9
Other 5.3 51 4.3 4.6 4.6 6.4
Nurse Manager 4.2 4.4 3.3 3.6 3.4 6.4
Nurse 4.4 4.3 3.7 3.9 3.9 6.1
Health Care Assistant 5.1 5.1 4.4 4.7 4.6 5.8
Total 4.5 4.5 3.8 3.9 4.0 6.1
gi-6 Hospital Data
Management / Admin 5.1 5.2 3.9 4.6 3.9 6.3
Medical / Dental 3.9 4.0 2.9 34 3.3 7.0
Nursing Management 4.5 4.8 3.2 3.6 3.0 6.1
Health Care Professionals 4.2 4.4 29 3.7 3.2 6.4
General Support Staff 49 49 3.8 4.4 3.9 6.1
Other Patient Care 5.0 5.9 4.5 4.6 4.2 7.4
Total 4.6 4.8 3.5 4.1 3.6 6.4
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Table 8.1a: Quality of other Supports provided by Hospital

Q4 > . 'gf £ 2 £ = £
H7-  Ward Data % .% g g _g 2 %g .gg = 2%
2 so® SE 7 -2 33 28 o835
85% G¢ £e g £5 35608
Mean Mean Mean Mean Mean Mean
Major Teaching Hospitals 5.1 6.6 4.5 6.9 7.2 5.7
Major Regional Hospitals 3.9 5.5 2.8 5.1 5.5 4.2
Other Acute Hospitals 4.2 5.6 3.0 5.6 6.0 4.7
Acute Hospitals 4.5 6.0 3.6 6.1 6.4 5.0
Community Hospitals 5.0 6.7 4.7 7.0 7.6 5.8
All HfH Hospitals 4.6 6.1 3.8 6.2 6.6 5.2
n 1,981 2,129 1,631 2,143 2,075 2,286
Q5
G7- Hospital Data
11
Major Teaching Hospitals 4.9 6.4 4.3 5.0 5.6 5.4
Major Regional Hospitals 4.8 5.9 3.5 4.7 5.1 5.2
Other Acute Hospitals 5.1 6.0 3.7 5.2 6.1 5.3
Acute Hospitals 5.0 6.1 3.8 5.1 5.8 5.3
Community Hospitals 4.4 6.6 4.3 6.7 7.0 5.7
All HfH Hospitals 4.9 6.2 3.9 54 6.1 54
n 1,017 1,192 790 1,055 1,032 1,413
Table 8.1b: Quality of other Supports provided by Hospital
=2 o)
o 2 ¢ 5% % gg 8¢ 55
H7-  Ward Data % = =3 9 g = g 2 3 = 2%
e 5ol S E 7 -2 3 23 TS
85% G¢ £e g £5 35608
Mean Mean Mean Mean Mean Mean
A&E 4.6 5.7 3.1 5.3 6.0 4.8
Intensive Care 4.2 5.2 3.2 5.7 6.0 4.6
Surgical 4.3 5.7 3.6 5.7 6.2 4.7
Medical 4.6 6.3 3.5 6.2 6.5 5.1
Oncology 4.8 6.3 2.9 6.6 6.3 5.2
Geriatric 51 6.8 4.9 7.1 7.6 6.0
Other 4.7 6.2 4.1 6.7 7.4 5.6
Nurse Manager 4.5 6.0 2.6 6.2 6.0 4.7
Nurse 4.5 6.0 3.9 6.1 6.6 5.1
Health Care Assistant 5.1 6.5 4.4 6.7 7.4 5.7
Total 4.6 6.1 3.8 6.2 6.6 5.2
Q5
G7- Hospital Data
11
Management / Admin 5.3 6.4 4.4 59 6.7 59
Medical / Dental 4.3 6.4 4.5 4.5 4.8 5.0
Nursing Management 51 6.3 3.3 5.9 6.0 4.8
Health Care Professionals 4.6 6.3 3.3 49 5.8 5.3
General Support Staff 49 5.6 3.6 5.6 6.3 5.4
Other Patient Care 5.7 7.0 4.9 6.6 7.8 6.0
Total 4.9 6.1 3.8 54 6.1 54
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Table 8.2a: Formal Training on End-of-Life Care

4 Formal training on
S Ward Data End.st Life Gare
% Mean length n % provided
attending (days) in-house

Major Teaching Hospitals 18.2 9.6 125 53.3
Major Regional Hospitals 17.9 16.1 45 32.7
Other Acute Hospitals 20.7 26.4 159 42.7
Acute Hospitals 19.2 18.6 329 45.7
Community Hospitals 30.6 12.2 106 46.3
All HfH Hospitals 211 17.0 435 45.8

(E?S Hospital Data
Major Teaching Hospitals 11.3 7.8 34 37.0
Major Regional Hospitals 7.1 24.4 10 10.0
Other Acute Hospitals 11.2 9.5 73 25.0
Acute Hospitals 10.6 10.3 117 26.5
Community Hospitals 15.9 9.3 44 32.8
All HfH Hospitals 115 10.0 161 28.1

* coding: scores 1-2 = unprepared, scores 3-4 = prepared

Table 8.2b: Formal Training on End-of-Life Care

4 Formal training on
S BiEe] EE End-of-Lite care
% Mean length % provided
attending (days) in-house
A&E 20.9 13.1 25 36.7
Intensive Care 12.2 21.0 43 31.7
Surgical 19.5 11.9 69 48.2
Medical 19.0 16.3 109 43.1
Oncology 324 74.5 28 40.6
Geriatric 29.8 111 120 52.0
Other 22.9 4.2 41 56.9
Nurse Manager 35.4 18.2 93 32.4
Nurse 18.9 13.8 280 44.5
Health Care Assistant 19.8 29.9 62 65.3
Total 21.1 17.0 435 45.8
(E?S Hospital Data
Management / Admin 5.4 13.6 25 34.3
Medical / Dental 14.6 20.0 21 18.8
Nursing Management 35.0 9.6 38 16.7
Health Care Professionals 12.8 7.8 42 41.7
General Support Staff 5.5 5.1 21 415
Other Patient Care 46.2 4.0 14 4.2
Total 11.5 10.0 161 28.1

* coding: scores 1-2 = unprepared, scores 3-4 = prepared
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Table 8.3a: Professional and Personal Preparation

Q Feeling professionally Feeling personally prepared
F Ward Data prepared for dealing with the  for dealing with the death of a
death of a patient patient
pre- unpre- pre- unpre-
pared * pared * n pared *  pared * n
% % % %
Major Teaching Hospitals 91.1 8.9 738 89.4 10.6 742
Major Regional Hospitals 914 8.6 257 87.5 12.5 257
Other Acute Hospitals 91.1 8.9 795 90.1 9.9 798
Acute Hospitals 91.1 8.9 1,790 89.4 10.6 1,797
Community Hospitals 93.5 6.5 354 94.9 5.1 354
All HfH Hospitals 91.5 8.5 2,144 90.3 9.7 2,151
(E?S Hospital Data
Major Teaching Hospitals 63.4 36.6 306 68.0 32.0 309
Major Regional Hospitals 59.3 40.7 182 66.7 33.3 186
Other Acute Hospitals 62.0 38.0 715 67.4 32.6 726
Acute Hospitals 61.9 38.1 1,203 67.4 32.6 1,221
Community Hospitals 71.2 28.8 274 76.9 23.1 273
All HfH Hospitals 63.6 36.4 1,477 69.1 30.9 1,494

* coding: scores 1-2 = unprepared, scores 3-4 = prepared

Table 8.3b: Professional and Personal Preparation

Q Feeling professionally Feeling personally prepared
F Ward Data prepared for dealing with the  for dealing with the death of a
death of a patient patient
pre- unpre- pre- unpre-
pared *  pared * n pared *  pared * n
% % % %
A&E 90.2 9.8 122 91.0 9.0 122
Intensive Care 92.2 7.8 357 91.1 8.9 359
Surgical 83.5 16.5 351 82.3 17.7 351
Medical 93.9 6.1 610 91.7 8.3 613
Oncology 93.1 6.9 102 88.2 11.8 102
Geriatric 93.9 6.1 423 94.6 54 424
Other 92.2 7.8 179 90.6 9.4 180
Nurse Manager 95.6 4.4 270 94.8 5.2 269
Nurse 91.4 8.6 1,537 89.5 10.5 1,539
Health Care Assistant 88.7 11.3 337 90.7 9.3 343
Total 91.5 8.5 2,144 90.3 9.7 2,151
(E?S Hospital Data
Management / Admin 42.4 57.6 370 47.3 52.7 372
Medical / Dental 87.7 12.3 243 91.0 9.0 245
Nursing Management 96.3 3.7 136 95.6 4.4 135
Health Care Professionals 53.8 46.2 351 63.7 36.3 355
General Support Staff 63.1 36.9 336 69.5 30.5 344
Other Patient Care 92.7 7.3 41 93.0 7.0 43
Total 63.6 36.4 1,477 69.1 30.9 1,494

* coding: scores 1-2 = unprepared, scores 3-4 = prepared
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9 Supports for Staff Very Upset After Patient’s Death (Q4G, Q5F)

Table 9.1a: Feeling Upset by a Patient’s Death

talked talked
havin to to
84 Ward Data felt ’ qﬁiiﬁ? n person person n
upset inside outside
hospital hospital
% % % %
Major Teaching Hospitals 55.3 54.3 440 54.8 33.9 239
Major Regional Hospitals 54.1 58.0 157 39.6 46.2 91
Other Acute Hospitals 55.4 57.8 488 54.6 29.1 282
Acute Hospitals 55.2 56.4 1,085 52.5 335 612
Community Hospitals 32.2 42.1 126 66.0 15.1 53
All HfH Hospitals 51.4 54.9 1,211 53.5 32.0 665
SS Hospital Data
Major Teaching Hospitals 38.6 325 209 44.9 42.0 69
Major Regional Hospitals 40.9 41.8 134 38.6 45.6 57
Other Acute Hospitals 33.6 32.0 460 43.6 38.9 149
Acute Hospitals 36.0 33.7 803 42.9 41.1 275
Community Hospitals 34.9 26.4 178 44.7 34.0 47
All HfH Hospitals 35.8 324 981 43.2 40.1 322
Table 9.1b: Feeling Upset by a Patient’s Death
talked talked
havin to to
24 Ward Data felt ’ rlﬁiiﬁ? n person person n
upset inside outside
hospital hospital
% % % %
A&E 64.9 62.1 87 61.1 25.9 54
Intensive Care 57.3 60.0 225 51.9 31.9 135
Surgical 52.6 57.6 205 59.3 28.8 118
Medical 52.8 53.8 355 45.0 40.3 191
Oncology 67.6 61.6 73 60.0 33.3 45
Geriatric 35.0 40.9 164 64.2 20.9 67
Other 51.4 53.9 102 49.1 29.1 55
Nurse Manager 59.2 50.9 173 62.5 26.1 88
Nurse 51.8 57.8 863 52.5 34.5 499
Health Care Assistant 43.6 44.6 175 50.0 23.1 78
Total 51.4 54.9 1,211 53.5 32.0 665
SS Hospital Data
Management / Admin 28.9 18.6 258 38.0 40.0 50
Medical / Dental 48.4 44.0 166 46.6 41.1 73
Nursing Management 37.6 443 79 60.0 34.3 35
Health Care Professionals 31.9 38.0 187 44.4 38.9 72
General Support Staff 37.6 27.7 267 37.3 37.3 75
Other Patient Care 42.9 70.8 24 29.4 64.7 17
Total 35.8 324 981 43.2 40.1 322
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Table 9.2a: Future Supports if Very Upset at Patient Dying
In-house

Change

84 Ward Data colgnsel- C;Lllleesa- Manager shift TlvTc?rI?ff Other
ing patterns
% % % % % %
Major Teaching Hospitals 715 93.5 89.2 30.1 25.1 234
Major Regional Hospitals 63.2 95.1 80.0 22.3 11.3 21.9
Other Acute Hospitals 71.6 94.5 82.4 33.6 23.4 215
Acute Hospitals 70.4 94.2 84.9 30.5 22.3 224
Community Hospitals 68.6 93.3 90.2 415 42.0 27.9
All HfH Hospitals 70.1 94.0 85.7 32.3 25.5 23.2
n 1,507 2,139 2,056 1,730 1,703 746
SS Hospital Data
Major Teaching Hospitals 73.8 92.9 68.9 22.0 35.7 37.8
Major Regional Hospitals 77.6 91.4 69.7 195 29.2 37.5
Other Acute Hospitals 79.4 95.6 72.4 20.1 375 36.5
Acute Hospitals 77.7 94.3 71.1 20.5 35.8 37.0
Community Hospitals 70.8 94.6 87.3 38.6 38.5 32.8
All HfH Hospitals 76.5 94.3 74.1 23.6 36.3 36.3
n 953 1,358 1,189 980 1,000 380
Table 9.2b: Future Supports if Very Upset at Patient Dying
In-house Change .
24 Ward Data cognsel- C;Lllleesa- Manager shif? TlvTc?rI?ff Other
ling patterns
% % % % % %
A&E 73.0 97.6 89.1 24.3 245 20.5
Intensive Care 73.3 94.8 84.1 30.7 23.4 24.2
Surgical 69.7 94.6 80.7 30.1 18.4 171
Medical 69.7 93.4 86.2 31.7 23.4 22.1
Oncology 71.0 92.9 90.7 43.8 30.9 40.6
Geriatric 68.9 92.5 88.2 37.8 37.8 27.1
Other 65.8 95.0 86.7 28.6 19.1 20.3
Nurse Manager 81.6 94.6 88.8 31.8 24.5 25.3
Nurse 66.6 95.0 86.0 31.7 23.0 22.7
Health Care Assistant 73.5 88.9 82.1 35.3 37.0 23.6
Total 70.1 94.0 85.7 32.3 255 23.2
n 1,507 2,139 2,056 1,730 1,703 746
SS Hospital Data
Management / Admin 82.9 94.9 79.9 27.2 43.1 36.0
Medical / Dental 37.9 95.2 30.7 9.7 17.2 28.0
Nursing Management 90.0 98.5 90.2 47.5 49.5 70.3
Health Care Professionals 81.8 95.1 82.2 12.1 32.0 36.2
General Support Staff 80.7 89.5 77.4 335 42.0 27.6
Other Patient Care 63.0 100.0 76.5 20.0 40.0 58.3
Total 76.5 94.3 74.1 23.6 36.3 36.3
n 953 1,358 1,189 980 1,000 380
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Hospital Priorities (Q4J, Q5H)

Table 10.1a: Hospital Priorities (Items 1-7)

2 3
_ @E @ o £ & = B
oS Ward Data 5 %S, ?BE ég C'c-(c‘é,_. C'c-(c‘é %Hg
J1-7 oE == 2% O c%o0c 620 cc
=t =8 o2gu® =c£§ P2E52 225y SS9
*E G5 &3@8 8t £383% £3%7 £3E
Mean Mean Mean Mean Mean Mean Mean
Major Teaching Hospitals 8.2 7.9 7.7 7.8 7.3 6.6 7.1
Major Regional Hospitals 7.4 6.9 6.8 6.7 6.1 51 6.0
Other Acute Hospitals 7.7 7.4 7.3 7.7 7.0 6.0 6.6
Acute Hospitals 7.9 7.5 7.4 7.6 7.0 6.1 6.7
Community Hospitals 8.5 8.5 8.7 8.6 8.3 7.3 7.9
All HfH Hospitals 8.0 7.7 7.6 7.7 7.2 6.3 6.9
n 2,311 2,298 2,282 2,318 2,268 2,253 2,288
35_7 Hospital Data
Major Teaching Hospitals 8.2 7.1 6.9 7.4 6.3 5.3 6.0
Major Regional Hospitals 8.0 7.2 6.9 6.9 6.1 5.2 6.0
Other Acute Hospitals 8.2 7.7 7.4 7.9 7.1 6.1 6.6
Acute Hospitals 8.1 7.5 7.2 7.6 6.7 5.8 6.4
Community Hospitals 8.3 8.2 8.2 8.4 7.9 7.1 7.5
All HfH Hospitals 8.2 7.6 7.4 7.8 6.9 6.0 6.6
n 1,545 1,516 1,450 1,614 1,436 1,446 1,370
Table 10.1b: Hospital Priorities (Items 1-7)
2 3
e | oEE L8| B = 2 o3&
Q4 \Ward Data T @2 297 =5 C-c-(:‘éH C-c-(c‘é =
U e EZ 525 S5 ofof sf5  gEa
88 &5 25BF &2 §559% shaE o®T
=] OO0 uwouwo ot fLoda Dodgn £aft
Mean Mean Mean Mean Mean Mean Mean
A&E 7.6 7.0 6.8 6.8 6.3 5.4 5.8
Intensive Care 7.9 7.3 6.9 7.8 6.9 5.9 6.2
Surgical 7.7 7.3 7.2 7.4 6.8 5.8 6.7
Medical 7.9 7.6 7.5 7.5 7.0 6.3 6.9
Oncology 8.3 8.0 8.0 8.0 7.5 6.6 7.2
Geriatric 8.4 8.4 8.6 8.4 8.2 7.3 7.8
Other 8.2 7.9 7.8 8.0 7.5 6.5 7.0
Nurse Manager 8.1 7.7 7.3 7.9 7.2 6.1 6.6
Nurse 7.9 7.6 7.4 7.6 7.1 6.2 6.8
Health Care Assistant 8.3 8.2 8.4 8.2 7.8 7.1 7.8
Total 8.0 7.7 7.6 7.7 7.2 6.3 6.9
35_7 Hospital Data
Management / Admin 8.3 7.9 7.9 8.0 7.3 6.4 7.0
Medical / Dental 8.4 7.4 6.9 7.4 6.3 55 6.2
Nursing Management 8.3 7.6 7.3 8.3 7.6 6.4 6.6
Health Care Professionals 8.1 7.2 6.8 7.6 6.6 54 6.1
General Support Staff 7.8 7.7 7.7 7.6 6.9 6.2 6.9
Other Patient Care 8.6 7.9 7.7 8.6 7.8 7.0 7.0
Total 8.2 7.6 7.4 7.8 6.9 6.0 6.6
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Table 10.1a: Hospital Priorities (Items 8-13)

= g 8 -
5. & 2 55 £ 3

Y7 Werd Data 228 .5 T gz £ 235
28z 68 2= 28 Zeo 28§ B3
588 8% a3 &2 z2 G8E¢ 2%
Mean Mean Mean Mean Mean Mean Mean
Major Teaching Hospitals 7.8 7.1 6.5 7.3 7.7 6.8 7.4
Major Regional Hospitals 6.7 4.9 4.7 59 6.6 4.6 6.1
Other Acute Hospitals 7.5 5.8 5.6 6.6 7.0 5.1 6.8
Acute Hospitals 7.5 6.2 5.9 6.8 7.3 5.7 6.9
Community Hospitals 8.4 7.2 7.2 8.1 8.2 6.3 8.0
All HfH Hospitals 7.7 6.3 6.1 7.0 7.4 5.8 7.1
n 2,314 2,306 2,194 2,201 2,077 1,859 2,341

35_7 Hospital Data
Major Teaching Hospitals 6.8 6.1 6.0 6.3 7.5 6.3 6.7
Major Regional Hospitals 6.7 5.4 5.7 6.0 7.0 4.6 6.4
Other Acute Hospitals 7.3 6.0 6.4 6.7 7.4 49 7.0
Acute Hospitals 7.1 5.9 6.2 6.5 7.4 5.3 6.8
Community Hospitals 8.2 6.7 7.3 7.5 7.9 5.7 7.7
All HfH Hospitals 7.3 6.1 6.4 6.7 7.5 5.3 7.0
n 1,541 1,536 1,156 1,460 1,461 1,223 1,740

Table 10.1b: Hospital Priorities (Items 8-13)
S 5 = s 0 E %)

Q4 Ward Data ? ;‘ G - g— ‘E ‘g © E’? g’% S E .g
2 SSE 3§83 2. 232 3T- Sz§ &%
n S5 ®© = S [ 7 o = »n O
582 S& 3z &2% 28 §E8 2%
Mean Mean Mean Mean Mean Mean Mean
A&E 7.1 6.0 5.6 6.6 6.8 49 6.4
Intensive Care 7.3 5.7 5.5 6.5 7.0 5.3 6.7
Surgical 7.3 5.7 5.4 6.5 7.1 5.2 6.7
Medical 7.7 6.4 6.1 6.9 7.3 6.0 7.1
Oncology 7.8 7.1 6.0 7.2 7.5 6.8 7.4
Geriatric 8.3 7.2 7.2 8.1 8.2 6.5 7.9
Other 7.7 6.5 6.3 7.0 7.8 5.9 7.3
Nurse Manager 7.5 6.5 5.8 6.8 7.1 55 6.9
Nurse 7.6 6.1 5.9 6.9 7.3 5.7 6.9
Health Care Assistant 8.1 7.1 7.0 7.8 8.3 7.0 7.8
Total 7.7 6.3 6.1 7.0 7.4 5.8 7.1

35_7 Hospital Data
Management / Admin 7.7 6.2 6.8 7.0 7.6 59 7.3
Medical / Dental 7.1 59 5.7 6.2 7.2 4.5 6.6
Nursing Management 7.6 6.8 6.8 6.9 7.4 4.7 7.1
Health Care Professionals 6.7 5.4 55 6.2 7.4 4.7 6.5
General Support Staff 7.4 6.2 6.7 7.0 7.5 6.4 7.1
Other Patient Care 7.8 7.3 7.1 7.7 8.1 6.4 7.7
Total 7.3 6.1 6.4 6.7 7.5 5.3 7.0
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11 Religious Ethos (Q4J, Q5H)

Table 11.1: Religious Ethos

Q4A1 Ward Data Ward Data Hospital Data
Non- Fairly Very Non- Fairly Very
religious religious religious | religious religious religious
ID Hospital % % % % % %

AO1 Cork University 9.9 71.1 19.0 17.5 76.3 6.3
AO02 Limerick Mid-Western 3.2 74.4 22.4 13.1 78.6 8.3
A03 Cavan General 9.5 76.2 14.3 11.9 67.8 20.3

A04 Monaghan General 6.7 50.0 43.3 50.0 50.0
AO5 Lourdes Drogheda 67.4 32.6 4.7 70.6 24.7
AO06 Our Lady's Navan 2.3 65.1 32.6 29 52.9 44.1

A07 Louth County Dundalk 10.0 70.0 20.0 10.0 90.0
AO08 Kerry General Tralee 4.8 74.6 20.6 2.0 92.2 59
A09 Wexford General 111 70.4 18.5 21.4 67.9 10.7
A10 StJames's Dublin 10.9 67.7 214 30.2 64.6 5.2
A1l Sligo General 814 18.6 8.2 80.3 11.5
Al12 Mater University 47.1 52.9 8.7 69.6 21.7
A13 Connolly Hospital 10.0 60.9 29.1 20.9 71.6 7.5
Al14 Letterkenny General 2.4 68.2 29.4 8.3 70.8 20.8
A15 St Luke's Rathgar 3.6 75.0 214 10.2 79.6 10.2
Al16 Portlaocise Regional 17.6 79.4 29 24.1 70.7 5.2
Al7 Beaumont 7.5 66.8 25.6 22.7 69.1 8.2
A18 Waterford Regional 10.9 71.9 17.2 59 82.4 11.8
A19 South Tipp General 4.4 80.0 15.6 3.6 81.8 14.5
A20 St Luke's Kilkenny 75.0 25.0 10.5 75.4 14.0
A21 Tallaght Hospital 8.3 63.5 28.1 26.1 63.0 10.9
A22 Nenagh Mid-Western 5.0 70.0 25.0 1.6 68.9 295
A23 Naas General 10.3 67.6 221 15.1 70.9 14.0
A24  Tullamore Regional 3.9 82.4 13.7 18.4 71.1 10.5
C55 St. Mary's Phoenix Park 53.1 46.9 2.0 70.0 28.0
C56 St John's Hospital, Sligo 2.2 44.4 53.3 3.0 57.6 39.4
C70 Dublin Group** 3.9 48.1 48.1 8.6 68.6 22.9
C80 North East Group** 53.2 46.8 3.3 58.3 38.3
Major Teaching Hospitals 7.2 63.0 29.7 22.2 68.8 9.0
Major Regional Hospitals 8.4 73.9 17.8 13.2 78.0 8.8
Other Acute Hospitals 4.8 70.5 24.7 10.3 73.8 16.0
H87 Acute Hospitals 6.3 68.0 25.7 13.8 73.2 131
H88 Community Hospitals 1.6 50.4 48.0 6.0 65.7 28.3
H89 All HfH Hospitals 55 65.1 29.4 12.3 71.8 15.8
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Endnotes:
Grouping of Community Hospitals:

1. Completion rates are calculated only for those hospitals which have 150 deaths or
more in a year and which could meet the target of completing the audit on 50 deaths
in a four month period. Thus the overall completion rate for these hospitals is
calculated as the number of deaths in the audit as a percent of 50 deaths.
Completion rates were also calculated for A&E, Intensive Care, and Other Wards and
expressed as the percent of audited deaths in each area of the hospital relative to
their percentage share in total deaths.

2. Due to the small number of deaths in some community hospitals, the analysis
reclassified these hospitals as follows:

. St. Mary's Phoenix Park . North East Group comprising:
v St. Joseph's Hospital, Trim
. St John's Hospital, Sligo j gtr.ié\l/larg/;sée(:alvls(t)lﬁggag;ﬁy
; PR Town
. Dublin Group comprising: , ,
j RoythHospirt]aI Donnybrook v g;?lf;zlo(r?r?(raﬁ lén(;t, Cavan
Bru Chaoimhi N o .
v B:IJIVi”;mm " v \élarl?/glrlla Healthcare Unit,
y Meath Community Unit v Lisdaran Unit, Cavan
v Leopardstown Park Hospital v Boyne View brogheda
v i ’
N Peatlmount Hospital, v Cottage Hospital, Drogheda
ewcastle v St. Mary's Hospital,
Drogheda
v Sullivan Centre, Cavan
v St. Joseph's Hospital, Ardee

Grouping of Acute Hospitals into Teaching Hospitals, Regional Hospital and
Other Hospitals:

Major Teaching Hospitals
= StJames's Dublin

=  Beaumont

= Mater University

= Tallaght (AMNCH)

= Cork University

Major Regional Hospitals
=  Waterford Regional

= Limerick Mid-Western
= Portlaocise Regional

Other Acute Hospitals
St Luke's Rathgar
Our Lady's Navan
Louth County Dundalk
Nenagh Mid-Western
Monaghan General

St Luke's Kilkenny
Kerry General Tralee
South Tipp General
Cavan General
Wexford General
Naas General
Letterkenny General
Connolly Hospital
Sligo General

Lourdes Drogheda
Tullamore Regional
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