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Executive Summary

Background

The Commission on Nursing (1998) identified the need to establish centres of nursing
education in the context of a comprehensive and coherent system of continuing nurse
education, providing equity in access, availability of programmes and funding. The Centres
of Nursing Education were established in 2002 pursuant to an agreement between
management and the staff side following the transfer of pre-registration nursing education
to the third level sector. Centres for Children’s Nursing and Midwifery Education were
established in 2006 under a separate national agreement.

Concerns arose as early as 2003 that the arrangements put in place for the DATHS and
voluntary hospitals centres established under the 2002 Agreement were not being
implemented and that the Centres had not operated as effectively as envisaged. Problems
identified, particularly around governance, staffing structures, regional remit and funding
were examined initially in 2003/04 without resolution. These matters were subsequently
considered by the Labour Court in 2006, by an expert Report - the Butler Report’ in 2009,
and the Labour Court again in 2011 when the Court recommended that this Group be
established to consider how best to implement the recommendations of the Butler Report,
having regard to current constraints. Further details in related appendices attached to this
Report.

The Butler Report addressed a range of issues relevant to the centres on which there was a
consensus by the Group as regards current shortcomings. These include:-
Staffing Levels, Staffing Qualifications/Titles/Skill-Mix, Succession Planning, Strategic
Planning, Resources, Clarification of Region, Hub and Satellite arrangements and
relationships with other centres of learning.

Butler recognised however that issues relating to staffing etc were, even in 2009, subject to
constraints under the moratorium. The recommendations and principles agreed are, to a
significant degree, compatible with the thrust of the Butler Report and take account of the
difficulties that exist in relation to staffing and resources. ‘

Executive Summary

Nurses and Midwives play a central role in the delivery of essential and effective healthcare
and further expansion of the nursing and midwifery role along the lines already achieved, for
example in relation to prescribing, can further enhance effective and efficient service
delivery.

The Group recognises that the Centres (CNE/CCNE/CME) in the voluntary hospitals play a
key role in the provision of continuing education and professional development to nurses,
midwives and other support staff including health care assistants and are satisfied that the
services provided are a key requirement for the future development of the health system,

! Review of CNE's located in the DATHS and Voluntary Hospitals including the Centre of Children’s Nurse Education and the
Centre of Midwifery Education, Jsobel Butler, August 2009.




Nurses and Midwives play a central role in the delivery of essential and effective healthcare
and further expansion of the nursing and midwifery role along the lines already achieved, for
example in relation to prescribing, can enhance effective and efficient service delivery.

At the first meeting of the Group, notwithstanding the basis on which the Group was
established, the DATHS representative advised that the DATHS hospitals had not accepted
the Butler Report. The Director of Nursing, Mercy Hospital, also expressed certain
reservations. In contrast, the staff of the Centres accept the Butler Report, consider it to be
an accurate account of the position in the centres and also the Labour Court
recommendation and that these form the basis for the work of the Working Group and
subgroups. The Board of Management of the CME alse accepts the Butler Report. Given the
opposing views, the Group did not reach a consensus on Governance arrangements for the
DATHS and Voluntary Hospitals {Acute) as envisaged by Butler.

The health services will continue to require a strong focus en continuing education and
professional deveiopment.

The Nurses and Midwives Act 2011 assigns a range of specific obligations on the Health
Service Executive with respect to the education and training of nurses and midwives. [t
imposes specific obligations on nurses and midwives to maintain professional competence
on an on-going basis and on their employers to facilitate this.” It also provides that specialist
nursing and midwifery education and training services are covered by sections 38 and 39 of
the Health Act under which the HSE enters into arrangements with service providers.

Under Section 7 of the Health Act, the HSE's functions encompass the education and training
of students, nurses, its employees and the employees of service providers.

The establishment of the new structures for the health services gives an opportunity to
finally put in place arrangements that will support the effective functioning of the Centres in
the DATHS and voluntary hospitals. This should enable the Centres to provide an education
service across a specified geographic area and have appropriate governance arrangements
under an agreed framework.

The Group has noted that the Project Team on the Establishment of Hospita! Groups has
considered and recognises the need for continuing professional development/
education/training of healthcare professionals on a network basis under the proposed
Hospital Group framework. This Working Group is satisfied that the Centres, covering a
geographic area, are capable of delivering services on a cost effective basis, where the
future development of the health services wiil involve a dlear linkage of budgets to activity
and resources so as to maximise value for money.

Section 1 sets out the main recommendations agreed by the Group.

Section 2 containsg key principles agreed by the Group for the Centres having considered the
Reports of the two Sub-Groups established to look at {i} the Centre of Children’s Nurse
Education and the Centre of Midwifery Education; and (i) the Voluntary General and the

Intellectual Disability Centres of Nurse Education.

Sections 1 and 2 should inform the work of those charged with the development of the

? Sections 84, 87 and 90 in particular.
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Hospital Group structures in their consideration of education and continuing professional
development of nursing, midwifery and support staff. The Group is satisfied that its
recommendations and principles should be reflected in the future structures. Given
identified weaknesses in planning of services, resource identification and budgetary
constraints etc. the Group is agreed that service planning is critical and development of
service agreements is a key requirement.

Section 3 summarises the Group's considerations vis-a-vis the Butler Report.

Section 4 addresses the Butler recommendation that staff covered by the 2002 and 2006
agreements when the centres were being established should now be given the retirement
options that were available in 2002 and 2006.

Section 5 contains a more detailed outline of the Group’s conclusions and
recommendations.

A number of appendices are attached setting out: the Group’s Terms of Reference,
background to its work, agreements relating 1o the establishment of the Centres, relevant
Labour Court Recommendations, the Butler Report, and other material.




1. Recommendations

1.1 Key Principles

The Group recommends that the Centres should continue to play a key role in the
HSE and relevant agencies meeting the continuing education and professional
development requirements of nurses and midwives in the health service and
within the legislative framework of the Nurses and Midwives Act 2011. This should
also extend to other key functions undertaken including:- competence maintenance,
provision of FETAC level 5 for support staff, supporting nursing and midwifery
programmes, and education supporting the implementation of the clinical care
programmes and other programmes being implemented to meet service need.

While the Group concluded that the status quo should apply in relation to
governance for an interim period until the new hospital group structures are
established, it is satisfied that the development of a naticnal model/template for
the delivery of continuing nursing and midwifery education is required as part of
the development and roll out of the new structures, notwithstanding it's terms of
reference.

1.2 Governance (Sections 2 and 5.1}

The Group recommends that the national template for the delivery of continuing
nursing and midwifery education under the new structures encompass reporting
relationships.

The Group alsc recommends that the primary responsibility of the Director and the
Centre should be to the region, notwithstanding that they are located within
hospitals, and that funding arrangements and reporting relationships should
reflect this. The Sub-Groups, Children’s and Midwifery, recommend that the
Director of CCNE/CME will report to the Director of Nursing and Director of
Midwifery on the site of the CCNE/CME on internal site educational operational
matters and that other CCNE/CME staff in both the hub and satellites report to the
Director of the Centre.

The future Governance arrangements must ensure that the Boards of Management,
or alternate, function in a positive manner giving direction and support to the
Centres.

The Group supports the proposed Governance models set out by the Children’s and
Midwifery Sub-Group in section 2. The Children’s and Midwifery Centres were
established with clearly defined hub and satellite arrangements and this has worked
relatively well.

Whether a Regional Educational Committee structure would work better than a
Board of Management structure for the Centres {other than Children’s and
Midwifery} requires further consideration. Having regard to the different views held



on Governance and the impending establishment of the Hospital Group structures, it
was agreed that the status que should continue for an interim period pending the
implementation of the new structures.

1.3 Budgets/Financing of Centres (Sections 2 and 5. 2}

As part of the Group’s deliberations details were provided outlining the current
business processes for the CNME in the HSE North West region. This process is
reflected in the steps set out in section 3 of the Report of the General and ID Sub-
Group and has the support of the Group. The Group recommends that these steps
form the basis for the future operation of the voluntary centres.

The Group believes it is imperative that each Centre can identify its budget, have
control over it, engage in related business planning and decision making and be in a
position to plan its service provision on the basis of same. As a first step all Centres
should set down current overail funding available whether this is funding or
resources allocated by the base hospital (staff pay, equipment etc} or funding or
resources from external sources.

The capacity of the Centres to charge for the provision of services, particularly to 3™
parties and whether Centres attached to voluntary hospitals may be abie to charge,
which is under consideration at present, needs to be clarified. in any case, the Group
recommends that the capacity of Centres to charge for services in the future
should be examined given the current financing difficulties.

The Group noted that there may also be some scope for funding from the Office of
the Nursing and Midwifery Services in respect of ‘National’ training
modules/requirements where there is an additional cost to the CNME in providing
same, and this exceeds historic funding provided. However this is not a solution to
the broader budgetary and funding issues around the Centres.

in order to facilitate the establishment of a proper reporting framework the Group
recommends that the Health Service Executive be requested/directed to make
available the budget and expenditure {both statutory and voluntary} of all Centres
through their Corporate Reporting System.

The Group recognises that the first call on Centres funding should be in respect of
the provision of mandatory training. It considers that a national costings template

would be desirable for all educational activities.

1.4 Geographic / Regional Remit {Sections 2 and 5.3}

The Group is satisfied there is a need to address the Centre’s responsibilities to
outside agencies and that these agencies be clearly defined. it recommends that the
geographic / regional remit should be identifiable; funding for the delivery of same
specifically identified, that the Governance model should clarify who within the
Centre or Hospital is responsible for delivery of the geographic / regional remit and



should provide a (e.g. Board of Management} structure that incorporates the
geographic area / region and addresses the tension between internal and external
geographic / regional requirements.

The Group recognises that the General Centres of Nursing Education and the ID
Centre would facilitate continuing education and training for all members of the
multidisciplinary team within the geographical remit of the Centre, provided related
funding is received from/in respect of these groups.

The Dublin North and Dublin South (Kildare and Wicklow) regional areas are not
clearly defined and there is a need to define what organisations are or should be
working with the different voluntary CNEs. Geographic / regional boundaries and
remit needs to be clearly identified.

The Group is satisfied that the position of Moore Abbey needs specific consideration,
particularly given the absence of a Director of CNME in Tallaght, to which it is
currently attached. The Group is also satisfied that ID and mental health both require
further examination.

1.5 Staffing, Succession Planning {Sections 2 and 5.4}

The provision of Continuing Education and Professional Development will be an
ongoing statutory requirement for nurses and midwives within the health sector.
This is a legislative requirement and will be defined by the Nursing and Midwifery
Board of Ireland. Butler recommended that all staff working in a Centre should be
Registered Nurse Tutors or have Masters level education and the Group supporis
this.

The Group recognises the filling of the Director of Centre position as critical and also
recognises the need for staff replacement across hubs and satellites.

Acknowledging the reality of the Moratorium and the ongoing requirement to
reduce staffing levels, the Group recommends that every consideration should be
given to filling any vacant Director Posts and ensuring the Centres have adequate
staff to provide mandatory and relevant continuirﬁg education, training and
professional deveiopment. The ongoing application of the moratorium means that
where key staff are not replaced this is resulting in a lack of essential competencies
being available.

This Report recognises that the HSE is required to comply with the Employment
Control Framework (encompassing the moratorium on recruitment) set by
Government. Subject to the Employment Control Framework heing complied with,
this report recommends that the HSE should have regard to the critical role played
by the Centres and accord an appropriate priority to the filling of key positions
within this service.



1.6 Service Agreements - Resource Allocation (Sections 2 and 5.5}

The Group is strongly of the view that the best course, particularly in the short term,
and perhaps also in the longer term, depending on the nature of the Hospital Group
structures, would involve explicit recognition of the work of the Centres in the
saervice agreements between the HSE and the hospitals concerned and also formal
agreements between hospitals where hub and satellites, or similar, arrangements
are in place.

It recommends that the HSE should arrange to include related requirements in the
Service Agreements at the earliest opportunity, 2013 if possible, that these should
be developed and refined over time, and that ‘Secondary’ agreements should also
be developed between the centres and those in the region concerned to whom it is
to provide services.

There are many areas that could be addressed in ‘lower level’ formal agreements
beyond those put in place between the HSE and the voluntary hospitals, including
provision of services to staff working within the hospital and provision of services to
staff who are working for other health care providers within the geographic area /
region for which the Centre has a remit. The Group recommends that agreements
should aiso be put in piace between hubs and satellites and to cover other
situations where services are shared or funding provided by a third party.

1.7 Hospital Groups

The Group recommends that the Strategic Board and Project Team established to
consider Governance Issues for the envisaged Hospital Groups and any other policy
groups established to advance the Hospital Group framework should be formally
advised of the work of this Group and that consideration be given to this Report as
the Hospital Group framework is advanced.

1.8 Title of Centres/Renaming (Section 5.6}

The Group considers that the status quo should be maintained until there is clarity in
relation to the centres being funded for agreed services/functions and these would
be reflected in any new title.

1.9 Early Retirement {Section 4)

Notwithstanding the recommendation in the Butler Report that the option of early
retirement terms available to staff in 2002 and 2006 be open to current staff; having
regard to the position regarding retirement options available at present, there is no
avenue post ISER that would facilitate this option. It is possible that amalgamation of
Centres could arise in the context of the proposed formation of Hospital Groups and
this could allow scope for further consideration. The Group recommends that the
. issue be advanced in this context.



1.10 Monitoring Arrangements

Arrangements should be put in place to monitor implementation of this Group’s
recommendations and to ensure that they are taken into account in the
development of Hospital Group Structures and the roll out of new structures for the
delivery of health care more generally. The Group recommends that the parties put
in place a small monitoring group involving the Department of Health to pursue
this ohjective.



2. Principles agreed by Working Group

2.1 Centre of Children’'s Nurse Education

Governance CCNE

Governance CCNE

Board of Management

(Chair }
Internal External to CCNE
Director of Nursing Chair of BOM
AN Wal
Reporting on internal site Strategic and operational
matters / on external to CCNE site

matters

" Director CCNE

Access to financial support
/advice when required

Explanatory Note:
Board of Management
The Board of Management will govern the delivery of education by the CCNE.

Reporting Arrangements

The Director of CCNE will report to the Director of Nursing on the site of the CCNE on
internal site educational matters and to the Chair of the Board of Management on
strategic and operational educational matters external to the CCNE site.

Financial support /advice
The Director of the CCNE will have access to financial support /advice when required.

Sub-groups X 2
The Board of Management will have two subgroups:

» 1 Local (for 3 hospitals education only)
» 1 National/Regional/Specialist/ Tertiary for al/f services.

Note: BOM membership revised to represent all services settings e.g. primary care.
Numbers on BOM need toc be manageahble and functional.

CCNE and CME should work collaboratively and with other CNEs.

. Target Groups for children’s nursing education delivery
RGNs, RCNs, PHNs, HCAs, Others,

10




Resources Human and Financial
A formal agreement at BOM level needed regarding the sharing of staff in the 3 sites
to allow travel for delivery of education (could be put in service plan).

Reporting arrangement for education staff on satellite sites
They report to their local site line manager on internal operational matters and to
the Director of CCNE on external strategic and operational delivery matters.

Principles:
Director of CCNE post- mandatory must be filled.

“Across hub and satellites:
Replacement of CCNE staff with suitably qualified RNT's
Reguire sufficient staff to deliver on service plan including staff/support
Succession planning and implementation is imperative.

Position: BOM set up like this can function in new order with new members
regardless of span and scope as they may be determined by new structures.

Service Level Agreement

Service level agreements or similar contractual arrangement required to deliver
services regionally and nationally. Funding for external delivery based on service
need and plan.

A national costing template would be desirable.

Provision for CCNE/ staff development agreed as essential. No agreement reached as
to how to operationalise this.

Positive note: Good site infrastructure in place in both Centres.

Development of National Children’s Hospital

The Group is satisfied to recommend the above template for the Centre of Children’s
Nurse Education. 1t notes the development of the National Children’s Hospital and
that the above template for the Centre will have to be reviewed in conjunction with
this development. It recognises that the national model of health for children’s
health care needs further work.
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2.2 Centre of Midwifery Education

Governance of Centre of Midwifery Education

Governance ME

Board of Management

(Chair)
Internal External to CME
Director of Midwifery . Chair of BOM
R, Wl
Reporting Operational on Strategic and operational

internal site matters on external to CME site
' | matters

Director CME

Access to financial support
/advice when required

Explanatory Note:
Board of Management
The Board of Management will govern the delivery of education by the CME.

Reporting Arrangements

The Director of CME will report to the Director of Midwifery on the site of the CME
on internal site educational operational matters and to the Chair of the Board of
Management on strategic and operational educational matters external to the CME
site.

Financial support /advice
The Director of the CME will have access to financial support /advice when required.

Sun-groups X 2
The Board of Management will have two subgroups:

» 1Local (for 3 hospitals education only)
» 1 National/Regional/Specialist/ Tertiary for all services.

Note: BOM membership revised to represent off services settings e.g. primary care,
Numbers on BOM need to be manageable and functionai.

Target Groups for midwifery education delivery

RMs, PHNs,

RGNs/RCNs - Neonatal Education may be in conjunction with CCNE,
RGNs who are Midwives {A&E, Practice Nurses}, HCAs, others.

12




improvements required- Better business model
Learning needs analysis
Service plan development
Streamlined delivery.

Resources Human and Financial
A formal agreement at BOM level needed regarding the sharing of staff in the 3 sites
to allow travel for delivery of education {could be put in service plan}.

Reporting arrangement for education staff on satellite sites

Mirrors that of the Director CCNE: they report to their local site line manager on
internal operational matters and to the Director CME on external strategic and
operational delivery matters.

Principles:
Director of CME post- mandatory must be filled as is case in 2012.

Across hub and satellites: :
Replacement of CME staff with suitably qualified RNT including a Midwifery
Qualification
Require sufficient staff to deliver on service plan including administrative
support/staff
Succession planning and implementation is imperative.

Position: BOM set up like this can function in new order with new members
regardless of span and scope as they may be determined by new structures.

Service Level Agreement

Service level agreements or similar contractual arrangement required to deliver
services regionally and nationally. Funding for external delivery based on service
need and plan.

A national costing template would be desirable.

Provision for CME staff development agreed as essential. No agreement reached as
to how to operationalise this.

Positive note: Good site infrastructure in place in both Centres.

13



2.3 Voluntary General/intellectual Disability CNEs

1.

b)

Identify optimum governance structure(s} for voluntary CNEs and include:

a) Regional Education Committee including Terms of Reference

b) Reporting Relationships

c) Consider appropriate governance for Moore Abbey Education
Centre.

Principle: Within the new proposed health structures, there must be a
Regional Nurse Education Committee with a clearly defined regional remit for
the provision of Continuing Education and Professional Development and
organisational learning across the Hospital Groups and other care groups in
the region. The Committee would also cater for Support staff and allied
healthcare professionals.

Principle: There was agreement that all staff working in a CNE should be
RNTs or have a Masters level Education and that Directors would have
‘business’ competencies in addition to nursing and educational qualifications
at masters level or beyond.

Principle: Consideration was given to (i) Moore Abbey being a Stand Alone
Centre for Intellectual Disability for Dublin/Mid Leinster / Kildare with a
Director of Centre in post, while recognising that this would necessitate the
provision of adequate funding to service a regional remit; or as an
alternative, {il} it remaining as a satellite centre but developing links with the
Centre of Nursing and Midwifery Education in Tullamore instead of AMNCH
(Tallaght Hospital).

However, given the development of new health structures in train, the Group
is satisfied that the position of Moore Abbey needs to be examined in this
context.

Muiriosa Foundation crosses 6 counties one of which is Kildare but also
covers laois, Offaly, Meath, Westmeath and Longford. In relation to
educational input (CPD at least}) Moore Abbey CNE would continue to be
involved in each of these counties,

identify principles for the designation of catchment area for voluntary CNEs,
including ID, and scope of their activities

-consider 2002 agreement for scope
-consider target discipline groups for education service.

14




Principle:
- Moore Abbey designated Centre for CPD Specialist Professional
Education for Intellectual Disability.

- Stlta’sis developing as a designated Centre for CPD mental health.

- General Voluntary Hospitals for CPD for General, Public Health and
Community Nurses and generalist professional education to ID and
Mental Health Nurses.

- The General Centres of Nursing Education and ID Centre would
facilitate continuing education, training and professional development
for ali members of the multidisciplinary team within the hospital
groupings and the other care groups in the region of the CNME
provided there was funding received from these groups.

3. Identify the processes by which the business of the CNEs will operate,
having regard to staffing and resource constraints.

This will include:

Training needs analysis, costing elements, service level agreement with CNE,
identify key headings for SLA, promoting programmes, monitoring activity and
finance.

Principle: The following six steps to be followed:

1. Identify what areas/organisations are linked to the geographical remit
of each CNE.

2. Establish Regional Education Committee.

3. Conduct a vyearly training needs analysis for the entire region,
considering national as well as regional educational and training
needs.

4. Devise financial estimates to respond and to implement the training

needs analysis, discuss and decide priorities at Regional Education
Committee meetings.

Draw up service pian.

6. Budget devolved and managed by the Director of CNE.

%]

Principle: Funding- Clarity is required around where budget will be sourced and
rolled out.

Principle: Staffing levels- where there is insufficient existing staffing levels in
CNE, funding to include provision for external trainers where necessary.
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3. Outcome of Groups Considerations vis-a-vis Butler Report

The Labour Court expressed the view in LCR20165 that the resolution of the dispute
could be best advanced within the parameters of the Butler Report and that the
parties establish a working party to consider how best to implement the
recommendations of the Butler Report, having regard to current constraints.

At the first meeting of the Group, notwithstanding the basis on which the Group was
established, the DATHS representative made it clear that the DATHS hospitals had
not accepted the Butler Report and that they were not satisfied with several aspects
of the Report. Concerns regarding the accuracy of the report were also highlighted
by the Director of Nursing, Mercy Hospital, who also expressed strong reservations
on the merit of the proposal that the CNE should report into the HR function.

In contrast, the staff of the CNE/CCNE/CMEs accept Butler; consider it to be accurate
account of the position in the centres and also the Labour Court recommendation
and that these form the basis for the work of the Working Group and subgroups.

Given the opposing views, the Group did not reach a concensus on Governance
arrangements for the DATHS and Voluntary Hospitals {Acute) as envisaged by Butler,
and it is difficult to see that the proposals put forward by Butler on Governance will
be acceptable to all going forward. There was agreement with the proposal in the
Butler Report that staff be transferred to the HSE would not be feasible. There was a
level of support for the CNE being part of the DATH’s/Voluntary’s own Corporate
Governance Structure as proposed by Butler, though reporting into nursing rather
than the HR function. The DATHs had previously responded to Butler proposing SLAs.

The 2002 and 2006 National Agreements provided for the identification, in
partnership with the Directors of Nursing Midwifery Planning and Development
Units, of the education, training and development needs of all nurses within the
Centres remit and the provision of a comprehensive training and development
programme in accordance with annually agreed objectives. A number of
representatives of the centres responding 1o the outline given by Dr. Mary Hodson
of the process in place for service planning and delivery in the North West
highlighted the absence of adequate service planning arrangements for their
centres. Related to this, is the need for identification of a specific budget for the
centres and for engagement in related business planning and decision making.

Butler addressed a range of other issues relevant to the Centres on which there was
a level of concensus as regards current shortcomings. These include:-

Staffing Levels, Staffing Qualifications/Titles/Skill Mix, Strategic Planning, Resources,
Succession Planning, clarification of Region, Hub and Satellite arrangements and
relationships with other centres of learning. it recognised however that issues
relating to staffing etc were, even in 2009, subject to constraints under the
moratorium. The recommendations and principles agreed are to a significant degree
compatible with the thrust of the Butler Report.
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4. Issues relating to Early Retirement/Voluntary Redundancy Option

The IR SubGroup could not agree collectively with the Butler recommendation that
staff covered by the 2002 and 2006 agreements should be given the options
available in both 2002 and 2006. The proposed reorganisation of hospital services on
a group basis may offer some scope to address the matter.

The 2002 and 2006 Agreements, reflecting a recommendation in the Commission on
Nursing Report, provided that those who are aged 50 or more on 5™ November 1999
and 17" November 2005 will be considered eligible to apply for early retirement
should they so wish. Those who do not meet this age criteria are not eligible to be
considered.

It provided that the ‘standard’ early retirement terms in the case of those aged
under 60 at date of retirement and on modified social insurance, with a maximum of
7 added years subject to an overall maximum of 40. The detailed terms of the option
are set out in page 6 of the 2002 Agreement, {see Appendix 4) and on page 7 of the
2006 Agreement {see Appendix 5).

The Butler Report, para 4.12 recommended that staff covered by the 2002 and 2006
agreements should again be given the options available in 2002 and 2006 ...."they
should be offered the choice of remaining in the CNE under the new arrangements or
early retirement”.... on the basis that the review highlighted that the 2002 and 2006
agreement was not fully implemented and that staff who opted to transfer to the
CNE’s in good faith have unmet expectations.

At the Labour Court on 15" September 2011, the Union sought an entitlement to
have the options available to the workers concerned in 2002 revisited, particularly
the option of early retirement, in the context of the Butler Report confirming that
the 2002/2006 agreements were not in place. The HSE stated it is opposed to the
reopening of the option of early retirement with added vyears, that it would be
unreasonable to have such an option reinstated almost ten years after the original
offer had been made, and that reopening would set a huge precedent within the
health service and wider public sector.

The iR Sub-Group considered the position of staff assigned to CNE’s who might wish
to pursue early retirement on a number of occasions. Management were of the view
that facilitating those not aged 50 in 2002 and 2006 would pose particular
difficulties. However consideration was given to these staff and various avenues
explored. Notwithstanding the arguments put forward on behalf of staff in relation
to possible avenues that might address staff needs, it was not possible to reach
agreement, The Department and the HSE confirmed that they are not in a position to
grant the option sought on behalf of current staff having regard to the current exit
arrangements available for public servants and the significant changes that have
taken place since the 2002 and 2006 agreements.
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4.1 Exit Arrangements

The Incentivised Scheme of Early Retirement (ISER) announced by the Minister for
Finance in his Budget address on 7 April 2009 replaced all existing early retirement
arrangements.

Consequently, all existing early retirements schemes / arrangements including the
Pre-Retirement Initiative and Pilot Early Retirement Schemes available to nurses and

midwives who met the eligibility criteria, were replaced by the ISER.

4.2 Current Retirement Options

Post ISER the sanction of the Department of Public Expenditure and Reform (DPER) is
required in respect of any proposed exit arrangements. There are no specific exit
arrangements in place in the HSE / health service at present, however DPER have
indicated that, where the circumstances require it, proposals to reduce numbers in
specific services, locations or sectors will be considered where appropriate.
Examples would be where a function was no longer necessary or where it couid be
performed by less staff.

DPER have already indicated that the terms of any exit arrangement could not
exceed those offered under the 2010 HSE exit schemes. The 2010 early retirement
scheme provided for the immediate payment, on retirement, of pension and lump
sum benefit with no reduction in respect of payment prior to minimum retirement
age (no actuarial reduction}. Recent early retirement arrangements (ISER and 2010
HSE Scheme) have not included an ‘added years’ element.

A Cost Neutral Early Retirement (CNER) facility is currently available in the public
service. Under this facility public servants aged over 50/55 can retire with immediate
payment of superannuation benefits, subject to actuarial reduction to take account
of the early payment of lump sum and the longer period over which pension would
be paid.

4.3 Abolition of Office

The view was put forward by the INMO that ‘Abolition of Office’ terms could apply
and that this could provide a possible solution.

There is no provision for the 'abolition of office' under the Local Government
Superannuation Scheme. There is however provision for the discretionary granting of
added years in certain defined circumstances including where an office is abolished.
The approval of the appropriate Minister would be required to abolish an office in
the first instance. The relevant statutory provision was repealed in 2001.

it should be noted that an office is not aholished where employees of a body or

agency are transferred to another body/agency. Such transfers are usually provided
for in legislation and the individuals usually transfer on a ‘no less favorable terms
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and conditions’ basis. Likewise abolition of office does not occur where an employee
is re-assigned within an organisation. There is no similar provision in the VHSS for the
discretionary granting of added years in circumstances where an office is abolished.

4.4 Position having regard to Butler Report

Having regard to the position regarding retirement options available at present there
is no avenue post ISER that would facilitate the option supported by Butler. it is
possible that amalgamation of Centres could arise in the context of the proposed
formation of Hospital Groups and this could allow scope for further consideration,
subject to Department of Public Expenditure and Reform approval..
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5. Conclusions and Recommendations

The Centres in the voluntary hospitals play a key role in the provision of continuing
education and professional development to nurses, midwives and also other ailied
health professionals and support staff including health care assistants. Going forward
the health services will require a strong educational focus. The Centres should have a
key role to play in the HSE and agencies meeting the continuing education and
professional development requirements of the Nurses and Midwives Act 2011. Other
key functions undertaken include competence maintenance, provision of FETAC level
5 for support staff, supporting nursing and midwifery programmes, and education
supporting the implementation of the clinical care programmes.

The establishment of the new structures for the health services gives an opportunity
to finaily put in place arrangements that will support the effective functioning of the
centres so that they can deliver a regional remit and have appropriate governance
arrangements under an agreed framework.

While the Group concluded that the status quo should apply for an interim period, it
is satisfied notwithstanding its terms of reference that, in the context of the roli out
of the new hospital group structures, a national model/ template for the delivery of
nursing and midwifery education is required. '

From the meetings, contributions, work of the Group and mandatory requirements,
it is clear that there is a strong recognition of the importance of the Centres and that
continuing nursing and midwifery education and professional development and
nursing and midwifery education must be facilitated under any future arrangements.
Notwithstanding the need to be conscious of impending changes in the
organisational structure of the health service and that the new structures may have
implications for the Centres, it was agreed that certain key principles arising from
consideration of the Butler Report Recommendations should apply irrespective of
the new structures.

5.1 Governance

It was agreed prior to the establishment of Centres of Nurse Education that all such
Centres would be overseen by a Board of Management, representative of all health
service employers {representing all relevant nursing divisions and midwifery} within
a catchment area and that the purpose of the Board of Management was to oversee
the strategic development of the Centre of Nurse Education and ensure it provided a
service sensitive to the needs of the particular region/area.

It is recognised that Boards of Management being simply representational
commitiees and not being the employer gives rise to difficuities. Equally, where the
Director of the Centre is paid by the hospital in which the Centre is located
difficulties are bound to arise unless the reporting relationships are agreed and
recognised.
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A key question identified in the course of discussion centred on whether, at present,
responsibility for service delivery rests with the Director of the Centre or the Director
of Nursing and Midwifery. Some concerns were expressed in relation to: a potential
conflict of interest for the Director of the Centre in meeting internal and external
reguirements, accountability - who is responsible for what needs to be clarified,
what is the priority for the post holder and who has the right to determine same.

It is considered that the 2002 and 2006 Agreements did not set out in sufficient
detail the envisaged reporting relationships and the ‘chain of command’ within
hospitals. Beyond the questions around the Board {(or Regional Committee) thereis a
need to specifically determine the primary reporting relationship for the Directors of
the Centres. This, as noted above, highlights the need for a national template for the
delivery of continuing nursing and midwifery education under the new structures
and that it encompasses reporting relationships.

Given that the primary role of the Centres should be to deliver services to all
registered nurses and midwives within its remit, inclusive of the site in which they
are located, it is considered that the primary responsibility of the Director and the
Centre should be to the defined geographic area / region, notwithstanding that they
are located within hospitals, and that funding 'arrangements and reporting
relationships should reflect this. This question is also relevant to the delivery of any
service agreements that are agreed under future arrangements. The Sub-Groups,
Children’s and Midwifery, recommend that for internal matters the Director of
CCNE/CME will report to the Director of Nursing/ Midwifery on the site of the
CCNE/CME on internal site educational operational matters and that other
CCNE/CME staff in both the hub and satellites report to the Director of the Centre.

It is considered that the future governance arrangements must ensure that the
Boards of Management, or alternate, function in a positive manner giving direction
and suppori to the Centres. The size of the current Boards would seem to be an
issue, particularly having regard to lack of clarity around the regional remit of certain
centres. Having regard to the 2002/2006 Agreements and Butler Report, views were
expressed that the governance model would need to be adapted for different areas.

The Group supports the proposed Governance models set out by the Children’s and
Midwifery Sub-Group. Children’s and Midwifery were established with clearly
defined hub and satellite arrangement and this has worked relatively well.

Whether a Regional Educational Committee structure would work better than a
Board of management structure for the centres (other than Children’s and
Midwifery) requires further consideration. Having regard to the different views held
and the impending establishment of the Hospital Group structures it was agreed, as
set out in the recommendations, that the status quo should continue for an interim
period until the new structures are put in place with the position of the centres to be
considered as part of the establishment process.
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- 5.2 Budgets/Financing of Centres

The manner in which the voluntary Centres are funded is critical to the manner in
which they can operate, cutting across governance, budgeting, service planning and
delivery.

Issues identified by the groups included the need for identification of specific
budgets, and a fack of funding to fulfil delivery of internal and, in particular, delivery
of regional remit. There was a view that funding is provided on an ad hoc basis from
a variety of sources. This means that there is a void in relation to planning of service
provision. The need for external sources of funding for regional and, in the cases of
Children’s and Midwifery, the national remit was raised.

As part of the Group’s deliberations, details were provided outlining the current
business processes for the CNME in the HSE North West region. This process is
reflected in the steps set out in"section 2 of the Report of the General and ID Sub-
Group and has the support of the Group.

it is imperative that each Centre can identify its budget, have control over it and that
it is in @ position to plan its service provision on the basis of same. As a first step all
centres should set down the current overall funding made available, whether this is
explicit funding or resources allocated by the base hospital {staff pay, equipment
etc.) or funding or resources from external sources.

There is a clear recognition that the future development of the health services will
involve a clear linkage of budgets to activity and that resources travel so as to
maximise value for money. The Group is satisfied that the Centres are capable of
delivering services on a cost effective basis.

The Butler report specifically recognised that its recommendations would have o be
considered having regard to the current financial situation and the position in the
interim has deteriorated significantly. Given the pressures on acute hospitals
budgets generally it makes it even more important that there is clarity around the
level of funding available to the Centres located in these hospitals, and that their
budgets are clearly identifiable.

The Department of Health identified from previous papers some funding that had
been provided to the hospitals and which remains with the base allocation, attached
as Appendix 11 along with related material provided by Group members. The
ONMSD also noted that additional ‘funding’ had been provided from time to time to
cover cost pressures and capital requirements. However it appears that this funding,

though within the hospital base, has not been specifically earmarked for the Centres
in any of the voluntaries.

There were a number of views expressed in relation to the capacity of the Centres to

charge for the provision of services, particularly to third parties and whether Centres
attached to voluntary hospitals may be able to charge — those in the HSE cannot
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charge at present. This issue, under consideration at present, needs to be clarified
and the question of charging generally for services should be examined given the
current financing difficulties.

It is noted that there may also be some scope for funding in respect of ‘National’
training modules/requirements where there is an additional cost to the
'CNE/CCNE/CME in providing same. The Office of the Nursing and Midwifery Services
Director has confirmed that it will fund any additional costs accruing to Centres as a
result of delivering national programmes where this exceeds historic funding
provided. However this assumes that the base funding is identified and allocated to
the Centres and is not therefore a solution to the broader budgetary and funding
issues around the Centres.

In order to facilitate the establishment of a proper reporting framework, the Group
recommends that the Health Service Executive be requested/directed to make
available the budget and expenditure {both statutory and voluntary) of all Centres
through their Corporate Reporting System.

There was agreement within the Group that 1° call on Centres should be the
provision of mandatory training and that a national costings template would be
desirable for all educational activities.

5.3 Regional Remit

There was agreement on the fack of focus on the regional remit of the centres with a
need to address the Centre’s responsibility to outside agencies and that these
agencies be clearly defined. However this has to be considered in the context of the
Centres currently providing a regional remit to the extent that they can, given
current constraints. Significant concerns were expressed in relation to the extent to
which the Centres have been funded to deliver a regional remit.

The Regional remit should be identifiable and funding for the delivery of same
specifically identified. The Governance model should clarify who within the Centre or
Hospital is responsible for delivery of the geographic / regional remit and provide a
(Board of Management) structure that incorporates the area / region and addresses
the pull between internal and regional remits.

A Board of Management governance structure as outlined by the Children’s and
Midwifery SubGroup lends itself to identifying and fulfilling the regional and internal
remit {and Tertiary/national). As noted by the SubGroup, the membership should
represent all service settings while at the same time the numbers on the Board of
Management need to be manageable and functional. It was also noted that the 2006
Midwifery agreement provided for a regional remit, whereas the Children’s
agreement provided for a national remit.

The Voluntary ID SubGroup set out a number of proposals covering the designation
of catchment area for voluntary CNEs, including ID covering Moore Abbey, St. ita's
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and the Voluntary Hospitals. It is recognised that the General Centres of Nursing
Education and the ID Centre would facilitate education and training for all members
of the multidisciplinary team within the geographical remit of the Centre provided
there was funding received from these groups. There was agreement that the Dublin
North and Dublin South (Kildare and Wicklow) regional areas are not clearly defined
and that there is a need to define what organisations are or should be working with
the different voluntary CNEs. Regional boundaries and remit need to be identified.

The positions of Moore Abbey, and whether it should be a stand alone centre or
attached to Tullamore, and of the ID and mental health sectors generally were
discussed. The development of St. Ita’s as a centre for mental health was noted and
the implications of there being no Director of the Centre in Tallaght at present for
the reporting relationship. The Group is satisfied that ID and mental health both
- require further examination.

5.4 Staffing, Succession Planning

The provision of Continuing Education and Professional Development will be an
ongoing statutory reguirement for nurses and midwives within the health sector.
This is a legislative requirement and will be defined by the Nursing and Midwifery
Board of ireland. Butler recommended that all staff working in a Centre should be
Registered Nurse Tutors or have Masters fevel education and the Group supports
this. While consideration was given to renaming ‘Nurse Tutors’ as ‘Specialist
Coordinators’ no conclusion was reached as there is no agreement with the Nursing
and Midwifery Union that the Titles would change.

The problems caused by the moratorium, absence of a budget and service planning
were highlighted as issues that impinge on the staffing of the Centres. This also gives
rise to an inability to address succession planning. Everything is dependent on the
Director and/or inadequate levels of staff now found in most Centres,

Concerns were expressed by the members of all sub-groups in relation to the future
availability of suitably qualified staff for the Centres in the context of both the
Centres themselves and the posts therein not being attractive to potential
candidates. There was also agreement that the application of the moratorium means
that the absence of replacements for key staff is resulting in a lack of competencies
required being available.

The Reports of the sub-groups and subsequent discussions identify the filling of the
Director Post as critical and the need for staff replacement across hubs and
satellites. Acknowledging the reality of the Moratorium and the ongoing
requirement to reduce staffing levels, every consideration should be given to filling
any vacant Director Posts and ensuring that the Centres have adequate staff to
provide mandatory and relevant continuing education, training and professional
development which is critical to future delivery of care. This Report recognises that
the HSE is required to comply with the Employment Control Framework
{encompassing the moratorium on recruitment) set by Government. Subject to the
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Employment Control Framework being complied with, this report recommends that
the HSE should have regard to the critical role played by the Centres and accord an
appropriate priority to the filling of key positions within this service.

5.5 Service Agreements - resource allecation

The Group is strongly of the view that the best course, particularly in the short term,
and perhaps also in the longer term, depending on the nature of the Hospital Group
structures, would involve explicit recognition of the work of the Centres in the
service agreements between the HSE and the hospitals concerned and also formal
agreements between hospitals where hub and satellite, or similar, arrangements are
in place.

It is satisfied that the HSE should arrange to include related requirements in the
Service Agreements at the earliest opportunity, 2013 if possible, and that these
should be developed over time.

Having regard to the absence of dedicated funding in many Centres the view was
expressed that these Centres operate on a basis of goodwill in the absence of formal
arrangements and agreements. There is a significant level of consensus within the
Working Group on the need for and the benefits that would derive from formalised
service level agreements.

The Butler Report recognised current resource constraints as an issue and the
general outlook is now much tighter. However the absence of specific resource
aliocation and the difficulties this creates highlight the need to put in place formal
arrangements that would cover at a high level the provision of services by and the
operation of the Centres.

As a first step in the absence of clearly identifiable budgets it is proposed that the
existing Service Agreements between the HSE and the Voluntary Hospitals be
expanded to include explicit centre of education obligations, see Appendix 10.
‘Secondary’ agreements would also be developed between the Centres and those in
the region concerned to whom it is to provide services.

The HSE/Voluntary Hospital agreements would, as a first step, identify the key
factors, mandatory obligations/CPD, specifically recognise the Centres, the services
to be provided and resource/staffing allocation. At a more detailed level the
agreements would also recognise arrangements for the use of facilities including
where they may be used for the provision of courses to the region.

There are many areas that could be addressed in lower level’ formal agreements
beyond those put in place between the HSE and the voluntary hospitals, inciuding
provision of services to staff working within the hospital and provision of services to
staff who are working for other health care providers within the geographic area /
region for which the Centre has a remit. Agreements should aiso be put in place
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hetween hubs and satellites and to cover other situations where services are shared
or funding provided by a third party.

5.6 Other issues addressed

Hospital Groups
The Strategic Board and Project Team established to consider Governance Issues for
the envisaged Hospital Groups should be formally advised of the work of this Group.

Title/Renaming .

In considering whether it would be beneficial to rename the Centres it was noted
that some were named in the existing agreements. It was felt that the status quo
should be maintained until satisfied that the centres would he funded for agreed
services and/or functions and these would be reflected in any new title.
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Appendix 1

Centres for Nursing and Midwifery Education
LCR 20165 Working Party

Terms of Reference

s To fuifil the recommendations outlined in LCR 20165.

e To determine how best to implement the recommendations of the Butler
Report, having regard to current constraints.

¢ To select and agree effective governance structures for the Centres of
Nursing and Midwifery Education as set out in the Butler Report.

In the event of the outcome of the process having implications for HSE managéd
CNEs, the matter will be the subject of early direct discussions between the parties,
with a view to reviewing these centres if deemed necessary.
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Childrens and Midwifery
Childrens and Midwifery
Childrens and Midwifery
Childrens and Midwifery

Clare Treacy, INMO also attended part of the Groups deliberations on behalf of Phil

Ni Sheaghdha.



Background to Report Appendix 3
Background Information — Working Group Procedures.
1. Working Group

The Working Group was established pursuant to the preceding recommendation. An
inaugural meeting was held in Dr Steevens’ Hospital on 4t April 2012. The guestion
of whether the work of the Group should be confined only to the DATHS and
voluntary hospitals was considered. Draft terms of reference were drawn up in
advance of the first plenary meeting held on 31" May 2012 and agreed at the
meeting. It is noted that these confined the work of the Group to the DATHS and
Voluntary Hospitals, reflecting the content of the Butler Report. it was agreed that in
the event of the outcome of the process having implications for HSE managed
Centres, the matter will be the subject of early direct discussions between the
parties, with a view to reviewing these centres if deemed necessary.

Further meetings of the Group were held on 11" June, 3 July, 22" August and 26"
October 2012, with 2 further meetings involving the Chair, HSE CERS and the INMO
in November. A teleconference with Patricia McCormack took place on 5th
September 2012 to discuss inclusion of Centres in future Service Agreements. A copy
of the Document subsequently agreed with her and forwarded to Acute Hospitals
HSE for consideration, having regard to observations received from the INMO and
HSE is attached, Appendix E. The Chair subsequently engaged with Acute Hospitals,
HSE with a view to agreeing inclusion of the Centres in Service Plans.

The Group collectively and within subgroups established by the Group gave detailed
consideration the recommendations contained in the Butler Report focusing in
particular on Governance arrangements, Budget and associated decision making,
financing, access to and level of resources, including staffing.

The process of change currently in train and the impact this could have on any
findings by the Group was considered. It was agreed that, irrespective of the impact
that these changes might have, it would be useful for the Group to finalise its
deliberations having regard to the need into the future for structures to deliver
nursing and midwifery professional competence education and training, and that the
recommendations of the Group could feed into any process looking at future
structures.

With regard to the future of continuing professional development/education/
training of staff including nurses, midwives and healthcare assistants etc. under the
proposed Group framework, it is understood that the project team on the
Establishment of Hospital Groups have taken note of this matter in the Report to be
submitted to the Minister. It is further understood that the Report will reference
both the need to attach training posts to Hospital Groups rather than individual
hospitals and the need to engage in the provision of continuous educational and



professional development for nurses / midwives and other health care professionalg
both within and outside of the acute hospital setting.

In this context, the Working Group noted that CPD is required and that access to
formal accredited learning is required for staff in the smaller hospital. It was also
noted that the Centres of Nursing and Midwifery Education were integral to the
ongoing provision of CPD and organisational learning and development across the
hospital groupings and other care groups within the region of the Centre while
working collaboratively with the services, other corporate education training
providers and with the Academic institutions.

2. SubGroups

Three subgroups were established to examine and report on key issues highlighted
in the Butler Report. The following terms were agreed for the work of the
SubGroups:- '

. Sub Group - Centre for Children’s Nurse Education and the Centre for Midwifery
Education

Aim: Consider how to best implement the recommendations of the Butler Report
having regard to current constraints for Children’s Nursing and Midwifery

1. identify optimum governance structure(s) for voluntary CCNE and CME this will
include:

- National Education Committee including Terms of Reference
- Reporting Relationships

2. ldentify the catchment area for each voluntary CNE and scope of their activities

- consider 2006 agreement for scope
- consider target discipline groups for education service

3. Identify the processes by which the business of the CCNE and the CME will
operate, having regard to staffing and resource constraints.

This will include:

- Training needs analysis

- Costing elements

- Service level agreement with CCNE/CME
- identify key headings for SLA

- Promoting programmes '

- Monitoring activity and finance



Il. SubGroup Voluntary General/Intellectual Disability CNEs

Aim: Consider how to best implement the recommendations of the Butler Report
having regard to current constraints for Voluntary General/intellectual Disability
CNEs

Agenda

Discuss and identify structures and processes with reference to the
recommendations in the Butler Report under the following key areas:

1. Identify optimum governance structure(s) for voluntary CNEs and include:

- Regional Education Committee including Terms of Reference

- Reporting Relationships

- Consider appropriate governance for the Moore Abbey Education
Centre

2. ldentify principles for the designation of catchment area for voluntary CNEs and
scope of their activities

- consider 2002 agreement for scope

- consider target discipline groups for education service

3. identify the processes by which the business of the CNEs will operate, having
regard to staffing and resource constraints.

This will include:

- Training needs analysis

- Costing elements

- Service level agreement with CNE
- Identify key headings for SLA

- Promoting programmes

- Monitoring activity and finance

3. Reports of the SubGroups

Draft reports were prepared following consideration of the key issues by SubGroups
land Ii at the meeting held on 3™ July.

it was hoped that the Reports of the subgroups would form the basis of an agreed
framework for the centres particularly in relation to Governance, internal and
external, reporting relationships, business planning, regional remit, staffing and



resources in the context of the Butler Report and the related recommendations
contained therein.

As part of the process, it was agreed that the draft Reports of the SubGroups would
be circulated to relevant stakeholders for consideration. Those consulted included
members of the Boards of Management of all CNES in Dublin North, Dublin South
Kildare and Wicklow and Cork Voluntaries and their Board of Management and
ONMSD and NMPD Directors in the relevant areas, the Board of Management for
Children's and Midwifery and the DATHs.

Having regard to difficulties identified with the proposed governance arrangements
set out in the Voluntary/ID SubGroup’s Report in the consultative process, the
DATHSs representative requested a meeting in relation to the course proposed. At a
subsequent meeting with the Chair, John Delamere and Annette Kennedy it was
agreed that an alternative approach could be prepared for consideration by the main

group.

An alternative proposal was submitted on behalf of the Directors of Nursing in the
DATHS Group for consideration by the Working Group, see appendix 9.

The draft reports of the subgroups were considered by the Working Group on 22
August and at the final plenary meeting of the Group on 26" October.

4. Meeting of Working Group held 22" August
QOutcome
I. Childrens and Midwifery SubGroup Report

There was strong support for the reports prepared by the SubGroup. There is a
consensus that the centres and hubs work well at present, reflecting in particular
goodwill that exists, given ongoing resource constraints. However the members of
the Group consider that improvements are required as outlined in the Group’s
Report, particularly around service agreements, clarity of funding for regional remit
and levels of staffing for the centres.

Ii. General and ID SubGroup Report

Having given consideration to the SubGroup’s recommendation and that put forward
on behalf of the DATHS as an alternative, it was clear at the meeting that issues
remained in relation to agreeing a governance framework that would be acceptable
to all members of the Working Group. It was also evident that the extent to which
funding for the regional remit had or had not been included in the base funding for
the HSE/hospitals concerned remained a contentious issue.



The reporting relationships for the Directors and staff of the Centres were discussed.
Varying views on reporting relationships for the staff of the centres and who is
ultimately responsible for the governance of the centres were expressed.

5. Principles agreed at Final Meeting of Working Group 26" October 2012

At this meeting the Principles as set out in section 2 of the Report were agreed.

Governance arrangements were agreed for the Centre for Childrens Nurse Education
and the Centre for Midwifery Education. Having regard to the impending changes
arising from the establishment of the Hospital Group structures and that the Group
did not reach a concensus on Governance arrangements for the DATHS/ Voluntary
acute centres, it was agreed that most practicable solution in the short term is for
the current Governance arrangements to continue in place pending implementation
of the new structures.

Given identified weaknesses in planning of services, resource identification and
budgetary constraints etc. it was agreed that service planning is critical and
development of service agreements is a key requirement.

Support for the delivery of education by the centres is required given mandatory
education and training requirements

The Group reaffirmed that nurse led education for nurses is a model that works well,
recognising that competence maintenance is the responsibility of the individual, the
Centres and the Director of Nursing and that the Nursing and Midwifery Act requires
a commitment to training and CPD by the HSE and employers.

6. IR SubGroup

The IR SubGroup met on a number of occasions to give consideration in particular to
recommendation 4.12 of the Butler Report — that staff covered by the 2002
agreement should be offered the choice of remaining in the CNE under the new
arrangements or early retirement.
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Basis of Transfer to Universities or Institutes of Technology

[

LA

The foliowing general principles apply in the case of Nurss Teachers.
including Principal Nurse Teachers transferring to the third level ssctor and
reflect the outcomes of negotiations between the representatives of ail parties
and have been accepted by the nursing unions. -

The provisions vovern the assimilation of Nurse Teachers into their affiliated
-t

“third level University or LT. upon the commencement of a four vear

undergraduate Nursing Degree programme in the academic vear 2002/3. Thus,

ransfar is to the third level institution affiliated with the Schoo! of Nursing

only,

The date of appointment of those transferring is 1 August 2002, The
assimilation shall apply on a ence-off basis to those employed In a School of

- Nursing on 31 July 2002, including those on secondment, Jeave of absence,

maternity or parental leave at that time. This includes those who may beona
special assignment where they retain a right to return o their substantive post

within the School of Nursing,

The term Nurse Teacher encompasses the following grades; Principal Nurse
Tutor, Acting Principal Nurse Tutor, Nurse Tutor, Acting Tutor, Clinical

Teacher and Acting Clinical Teacher.
To be assimilated a Nurse Teacher mpust hold a Masters Degree.

Nurse Teachers will be assimilated to the Lecturer grade of their affiliated
University or LT, and must assume the roles and responsibilities of. and accept
all the conditions of emplovment relative o the Lecturer grade, as required.

In the case of Universities, the following assimilation arrangements wil apply
in relation to salary (it should be noted that different scales apply in individual
Universities depending on PRSI status and, also, slightly different scales
between Universities). The scale points indicated ere cumently (February
2002) applicable and will attract adjustments, including any element that may
be retrospectively applied arising from the report of the Public Service

Benchmarking Body.

A Nurse Teacher who, immediately prior to the date of assimulation,

a.
was on the 1% to 5™ point of the Nurse Tutor salary scale, shall -
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Enter the applicable Lecturer salary scale ol his or her affifiated
University al o point of -

Bre & April 1955 Post 5 Aprii 1585 | University

£ € £ £ |
37,187 47.231 35,155 45798 | Trmity Coilege B
37.071 47.070 32,018 42,543 Univarsity Coliege Gutlin
37242 47 287 38.207 48,773 University Cellege Cotk
37,062 47 053 36.013 45535 MYt Galway |
35277 A8 &7 28,277 49,871 Diutlin Sify University
38,276 49,870 38278 43870 | University of Limerick

i, After one year at that point, proceed to a point of —

Pre & April 1995 Post § April 1885 University

g € £ £
40 083 501.BG4 42,182 53574 Trinity Collage
A0.073 [0 .8582 42,178 53 BES University Cotlege Dubtin
39808 850G 543 41,200 53,203 University Collage Cark
40,0358 80 864 42,168 53,543 MU, Gahwvay
41,329 52,476 41,329 52,478 Dublin Gity University
41,326 52,474 41,328 52,474 University of Limerick

Where s/he will remain untl such time as s/he satisfles the thres
criteria (research activity, teaching and contribution 10 the wider
comununity) set out in the Post Entry Assessment pracedure required
by the affiliated University for progression beyond that point up to the
maximum point of the Lecturer salary scale; '

A Nurse Teacher who, immediately prior to the date of assimilation,

was on the 6% to 10™ point of the Nurse Tutor salary scale, shall enter
the applicable Lecturer salary scale of his or her affiliated University at

a point of -

Pree § April 1595 Post § April 1588 Univarsity

£ € £ €
40,083 501 884 42,153 53574 Trinity Coilege
40,073 50,882 42,178 53,585 Usiversity College Gublin
35,808 50,543 41,800 83,203 University Collage Cork
40,058 50,264 42,158 83,543 HUL Galway
41,329 52,475 41,325 82,478 Dublin City University
413268 52,474 1,328 §2,474 Univarsity of Limerick

Where s’he will remain until such time as ¢/he satisfies the thres
criteria (research activity, teaching and contribution to the wider
community) set out in the Post Entry Assessment procedure required
by the affiliated University for progression beyond that point up to the
maximum point of the Lecturer salary scale. '

+

3

-
=
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3.

10.

1L

The actual salary scales in the case of Trinily College rise 1o maxima of
€62 796 and €65.575 depending on PRSI satus with shightly different

mavima in the other Universifies,

(1 the case of Institutes of Technology a uniform scale apphes to the Lecturer
grade across all Institutes. Assunilation arrangements will be similar to those
outlined above. save that progression on the scale will be in line with criteria
taid down by the Institutes rather than the Post Eairy Assessment procedure.
The salary scale currently applicable in the Institutes is as follows;

-
£ 4
34212 38,531
32,687 41,518
38,451 48 873
35,823 | 50585
| 41,178 52 285
42,538 54,013
43,807 55.750
45,265 57 474
46,623 59,158
47,985 60,928
49,346 652,628

A Principal Nurse Teacher shall be assimilated onto the applicable Lecturer
scale on the same basis as & Nurse Teacher and the Post Entry Assessment
procedure will also apply o like manner in the case of the Umversities.

No position of the nature of a Principal Nurse Teacher is recognised in the
agreed

Education sector. In the case of Principal Nurse Teachers it has been agr
that a once-off lump sum payment of €7,618.43 will be made 1o those who
transfer to their affiliated third level institution. This will also apply in the case
of those who hold substantive pests as Principal Teachers within the health
service and who may currently be on secondment (0 2 third level institution
and 1o those who are filling positions as ‘acting’ Principal Teachers and who
have been ‘actng’ in the position for 3 years or more on 317 July 2002,
Responsibility for payment of this once-of lump sum will e with the health
service employer rather than the third level mstitution {upcn receipt of

applicaticn for same).

Nurse Teachers who dg not have a Masters Degree but whe have regster

for such a degrea by the commencement of the academic year 2002/3 will be
eligible for transfer to their affliated third level institution cn a secondment
basis from their substentive post in the health service for a pericd of thres
years. Upon successful co mpletion of the Masters Degree within the three year
pericd, a Nurse Teacher will be eligible for assimilation on the basis outlined

with effect from the date of attainment of the Degres.
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Those who do not successfullv complete the Masters Degree will transler back
to their substantive post withun the health service.

An opt-back provision has been agread as follows. - a Principal Nurse Teacher
or a Nurse Teacher who is assimilated into a third level mstitution shall, &
they so wish, be given the opportunity to transfer back 1o the health service af
the end of a period of 12 months following the date of assimilation. An
indication of intent to exercise this option should be given at 9 months,
facilitating at least 3 months notice. Any individual exercising such option will
revert to the salary applicable to their grade in the health service, prior to
transfer {and in the case of a Principal Nurse Teacher be required to repay the

once-off lump sum).

In the case of Nurse Teachers in the Mental Health sector who are registerad
under the refevant provisions of the Mental Treatment Act relating to
enhanced superannuation benefits, it may be confirmed that provisions relafing
to ‘uniform accrual’ as specified in the Local Government Superannuation
Scheme will apply in the event of transfer to an Institute of Technology or the
University of Limerick/Dublin City University. This means that while the
relevant provisions of the Mental Treatment Act do not apply to staff upon
transfer to the third level sector, there is an arrangement which provides for an
addition to their actual service for upon transfer. The addition provides that
4/3rds of actual service in the ‘enhanced” benefits scheme will apply in the
non-enhanced benefits environment. Thus for example an individual registered
ander the Mental Treatment Act with 15 years actual service would be
considered to have 20 years service upon transfer (but would forego any
entitlement to retire at 35 or have service above 20 years. counted on an
enhanced basis),

it is intended that this provision will also apply to those transferring to T.C.D.,
UCD,UCL and UCG

Should the commencement of the four year undergraduate Degree programime

from autumn 2002 be deferred for anv reason the assimilation arrangements of
Nurse Teachers to Lecturer positions outlined above are stmilarly deferred.

Finally, this agreement between the Health Service, the Nursing Unions, the
Universities and Institutes of Technology does not prevent any Nurse Teacher
from applying in the normal way through open competition for an academic
appointment in any of the relevant third level mstitutions,
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Early Retirement / Voluntary Redundancy option

16 Reflecting a recommendation in The Commission on Nursing report, Nurse
Tutors who are aged 30 years or more on 5% November 1999 will be
considered eligible to apply for the early retirement option should they o
wish. Those who do not meet this age criteria are not eligible to be considered.

17, The terms which will apply in such cases are the “standard’ early renrement
terms, viz. a maximum of 7 added vears, subject to an overall maximum of 40
years, for superannuatien lump sum and pension purposes in the case of those
aged under 60 at date of retirement and on modified social insurance.

18 Nurse Tutors who are eligible to be considered for the early retirement terms
should be provided with details of their entitlements as soon as possible n
order that they may make a fully informed indication as to their intentions by
29" March 2002. It will not be possible to pursue such option having indicated
a preference to transfer (or having transferred) to a‘third level mstitution.

The arrangements which will apply in such cases are, in general terms, as
foliows;

Pensionable Staff on modified PRSI under age 60 with at least §
vears actual service and less than 40 vears reckonable service

{1} Immediate pavment of pension and lump sum based on reckonable
service plus a maximum of 7 added yeears in the case of persons with
20 vears or more of service and pro-rata for less than 20 years subject

1o

a) reckonable and added service not exceeding either 40 vears or
reckonable service plus potential service to age 63,

and

h) ‘redundancy’ added service plus any added years entitlement under
existing superannuation provisions subject to the added years not
exceeding 10 years {Mental Treatment Act),

{11) At least 40 vears of reckonable service or aged 60 + with at leasts
years actual service.

Immediate payment of pension and lump sum for officers based on
existing entitiements under the provisions of the Superannuation

Schemse,

pius
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Severance gratulty 1’ 2 weeks pay per vear of potential service 0 age

63 {subject to a hmit of 18 weeks pay).

Pensionable staff on full PRSI~ under age 60 with at least & years
actual service and less than 40 years actual reckonable service.

{a) Preserved pension and lump sum pavable at age 60,

pius

Severance gratuity of 2 weeks pav per year (and fraction) of
service subject to the sum of the severance gratuity and the
actuarially reduced equivalent of the preserved lump sum not

exceeding two vears pay,
plus

Statutory entitiements,
o

(b) Immediate payment of pension and lump sum based on
reclkonahble service,

and

A supp}ememm severance granuity, equivalent to the exCess
(f anvy of 2 weeks pay per year (and fraction) of poter ut:a,

service to age 65 (subject to a limit of 18 weeks pay) over the
statutory entitlements.

Note: Statutory entitlements to be determinad in accordance with the
prevailing terms of the Redundancy Payments Scheme at the ime of
notice being issued. Care should be taken rawddmc minimum notice

pfOWlSlOHS.

At present, arrangements provide for ¥ weeks pay for each year of
4] and 1 weeks pay for each year of service over age

service under ags
£507 per

41 plus one weeks pay, subject 1o the statutory ceiling of
wee

The acteal date upon which an applicant is facilitated may agreed with the

applicant having regard to the circumstances within which the employer 18
seeking to maintain continuity of nurse education for the residual (2™ and 3
year) Nursing Diploma students. Phasing arrangements may be agread with
individuals due to.the overlap which will arse mitally betweon the
termination of the Diploma programme and the commencement of the 4 year

D ggres prograume,
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fect

Accordingly, an applicant mav avail of the earlv retirement aption wit
and
l

from 1" September 2002, 1% Seplember 2003 or 1% September 20
should be factlitated. This arrangement applizs onlv to thoss emplovad at 3
August 2002 and mest the age criteria, as specified.

Iy ef
34

Centres for Nurse Education

20 introduction
The Report of the Commission on Nursing recommended the Blishment oft
Centres of Nursing Education providing a range of eaucamonai and training
services to nuises in the health services. The Centres of Nurse Education will
have arolé i
« the pravision of in-service training to nurses and;
s act as a centre for professional development of nurses within a health
service
The Centres of Nurse Education have a key role to play in supporting and
developing staff in the clinical area to which nursing students are assigned.
21 The Number and Location of Centres

Following extensive consulistion throughout the country it has been decided
that there will be eighteen Centres of Nurse Education. Each of these centres
will provide education to the population of nurses within its carchment atea
and will cater for nurses across all divisions.

The operation of the Centres and the programmes being delivered require
close working relationships both within and between the statutory and
-voluntary sectors to ensure the optimum utilisation of both physical resources
and existing ex’pefrise within organisations. It is intended that the general
principles goveming these relationships will reflect, for example in the
Intellectual Disability Sector, those set out in the Department of Heelth and
Children report Enfurncing the Partnership, which stated. ... that some
joint training initiatives on an inter-agency and inter agency/health board basis
are taking place and that there should be further epportunities for increased co-
operation and co-ordination in this respect in the future”,

Office Location

Name

*  Donegal Centre for Nurse Education Letterkenny

= Sligo/Leitrim Cenire for Nurse Education Sligo

»  Mayo/Roscommon Centre for Nurse Education Castlebar

= (alway Centre for Nurse Education Galway

= Midlands Centre for Nurse Education Tuilamore

= Kerry Centre for Nurse Education Trales

»  Cork Centre for Nurse Education (1) Cork (University
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Hospital)

»  Cork Centre for Nurse Education (2) Cork {Mercy

Hospital}
«  Dublin North Centre for Nurse Education Mater
»  Dublin Norh Centre for Nurse Education goumont
Porrans

»  Dublin North Centre for Nurse Education

«  Dubiin East/Wickiow Cenire for Nurse Educalion
«  Dublin South West/Kildare Cenire for Nurse Education Tallaght

«  Dublin South West/Kildare Centrg for Nurse Education St James's

St Vincent's

«  West Dubkin Centre for Nurse Education Clanstila/
Blanchardstown
«  South Eastern Centre for Nurse Education Waterford
»  North-Eastern Centre for Nurse Education Ardes
Limenck

s Mid-Western Centre for Nurse Education

13
1k

Structurg

systemn of continuing nwse
srovides equity of access and availability of an appropriate
be developed in different
1d be organised for

In order to provide a comprehensive and coherent
education, which |
range of quality programmes, these centres will
ways. Diagram 1 depicts the manner in which a centre cou
the purpose of programme delivery.

| “Satellite” | | ‘ “§atellite™

[ Education . Education |
| /Training \\& / /Training J
§ Facifity i : Facility

LiHub'})
Centre of Nurse
Education

T~

{
— | “Satellite”
“Satellite” | Education
Education ; /Traming
/Training : l Fac:‘iliw:
Facility -
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Function of the Cenires

s Provide education and programmes of professional development across all
divisions of nursing. ‘

» Identify in parnnership with the Directors of Nursing and Midwifery
Planning and Development Units the education, training and development
needs to support the delivery of nursing care.

« Provide a comprehensive training and develepment programm
accordance with annually agreed cbjecuves

+  Ensure that training and development is aligned to national in:tiatives and
to organisational objectives. While the centres are responsible for delivery
of education to all nurses within o carchment area, the education and
development programmes delivered by the cenire need to meet the needs
of the region as a whole and also meet national needs.

= Ensure very close working relationships & liaison between higher
education institutes and all health service agencies.

» Promote cross-divisional and interagency educational practices.

» Promote the professional development of staff as integral to the
management of the nursing and midwifery resource. '

x  Source and evaluate internal and external education and training providers.

= FEstablish and/or ‘maintain systems to record education, training  and
development activities in accordance with agreed procedures.

= Evaluation of education, training and development activities.

»  Fricourage and support the research agenda at local and national level

= Ensure that education, training and development activities are grounded in
sound evidence.

e 1

fanagement of the Centres

g

All Cantres will be overseen by a Board of Management, representative of all
health service employers (representing all relevant nursing divisions) within &

catchment area,

The purpose of the Board of Management is to oversee the strategic
development of the Centre for Nurse Education and. ensure it provides &
service sensitive to the nesds of that particular region/ared.

Composition of Management Board

The Board should be representative of:

Directors of Nursing who are in receipt of a service from the Centre
Director of Nursing & Midwifery Planning and Development Unit
Others to be determined by the Beard.

Y V¥
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26, Chairpersons of Board of Manaeement, Centres of Nurse Education

The Commission on MNursing 1dentified the nesd for a comprehensive and
coherent svsiem of continuing nurse education, providing 2quity it access,
availabiliy of programmes and funding. The Chairpersans of the Board of
Management will need to establish effectuve communications betwesn the
Centres to ensure that education and development is aligned to national
initiatives and to organisational objectives, While the Centres are rasponsible
for delivery of education (o all nurses within a caichment area the education
and development programmes delivered by the Centre need to meet the neads
of the region 5 a whole and also meet national needs.

27, Establishment of Boards of Management

- The process of establishing the Board(s) of Management should be
commenced immediately and meetings should be arranged involing
employers of nurses across the different services within the geographical area
in this regard. The following is a diagrammatic illustration of the intended

arrarngements,

Chairperson
rect F Nursi
é/”’? Director of Nursing

Director/s of Direcior/s of

Nursing ‘K}; f‘” ﬁd_wif?[ ey Nursing ~ x,
. T a5 - PN
Mertal Health De _pglmg - Services for
Services eveopmerit Older People

(or agreed alternate)

$
v

Others 1o be
determined by
the Board

Dhrector/s of
Public
Health

\
\\Nmsin g

Director/s Director/s .
of Nursing of Nursing Re%re.sa;;at‘we Practice
Hriyare 4
(Acute Intellectual N ,:va T:I ! ’
Hospital) Disabilities ursmg Home nuTses
p Sector
Services
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Direcror/s of
Nursing

{ Sfental Healih
Service:

Chairperson

Director or Assistant

Director Nursing and
Midwifery Planning
& Development

Vad

Selected from the
membership of the

-

Dire;tor/s aof Board of — Director/s of
Pubiic He:lah &Y Management Nursing -
Nursing " Services for
/ Older Peaple
Director/s of A
Nursing i 4 {Others 1o be
H{Am.iten dersrmined
QSpItal;] . v Hie .
Director/s of by the Board

Nursing Representative
Inltellgc.tuval Private/
Dis ab;hmeg Nursing Home .
Services ector Practice
nurses

Dhrector of Centre

12
o

Centres of nursing education will operate under the overall direction of a
Director. The role of the Director, Cerre of Nurse Education is to develop and
manage a centre of education that provides accessible, high quality training,
education and development to all nurses within the centres’ geographical

remit.

The Director, Centre of Nurse Education will be appointed on a permanent and
pensionable basis, on a salary as set out in the particulars of office (point 32).

It has been agreed that the first filling of this position will be by a competition
confined 10 Principal Nurse Tutors. It has been agreed that where a post 1s
filled on this basis assimilation from the Principal Nurse Tutor scale to the
new scale will be on a point to point basis.

HSEA Briefing Document — 7 March 2002



Staffing of Centre

Board of Management

|

¥
Dugcfo r

|

Y

Key Function ,
. B . . . . b
In-service education and continuing professional development.

Role swmunary

»  Provide education and programmes of professional development across all
divisions of nursing,

« Identify in parmership with Directors of Nursing Midwifery Planning and
Development Units the education, training and development nseds of &l nurses
within the Centres remit

«  Provide & comprehensive training and development programme n accordance
with annually agreed objectives

«  Promote evidence-based practice and research utilisation

Staff

Nurse Tutors

Clinical instructors
Tramersfeducation officers
Chnical Facilitators
Sesstonal inpuf _
Clinical Nurse Specialists
| Advanced Nurse Practitioners
Support Structures
Clerical Admin

Library

Speciahbist Co-ordinators

by
s

It has been agreed that two positions as Specialist Co-ordinators will also be
created in each Centre for Nurse Education from among the staff that remam
within the Centres. It is intended that they will be filled after the Director post
has besn filled and arrangements have been finalised as to the numbers of
Tutors transferring from or remaining within the health sector, having regard
to the particular skills requirements in each Centre. It has been agreed that
such individuals will fully participate in teaching remaining Nursing Diploma
students if required. The 2 positions in each Centre will anract a salary each
point of which is €3,300 above the current Nurse Tutor scale,
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Lead-in period to [ull operation

It is recognised and agreed that it will not be practical 1o have such Cenires
fully: operaonalised until the remaming pre-registration Diplorna students
(vear 2 and 3 in 200273 and vear 3 in 2003/4) have completed their education.
The Depariment of Health and Chidren is continuing its dialogue with the

third level institutions in relation fo the Diploma programme.

Director, Nurse Education Centre - Qualifications and
Particulars of Office

tad

i)
-

Professional and Academic Qualifications. Experience

At the latest date for receipt of completed applications, applicants must
DOSSESS:

« Registration with An Bord Altranais or eligibility to register with An Bord

Altranais. :
¢ A munimum of 3 years relevant management experience in education /

training.

» Education to Masters Degree level in a subject relevant to the post.

Particulars of Office

Appointments will be on a permanent and pensicnable

Tenure
basis.

Remuneration: £45.363.93 (£35 ) €46.816.51 (£36871) -
€48, 269.09 (£38,015) - €45,721 67 (£35,159) -
€51.z74.25 (£4 GBO:—) €32,626.83 (£41,447) -

4,079.41 (£42,591) - €35,392.94 (£43,783),
(m 1" October 2001 terms).
‘Working Week: 39 hours per week,
Annual Leave: 29 days.
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Arrangements for first filling of Posts as Director, Centre for
Nurse Education

Elieibility for confined competifion

[¥H)
Ll

Eligibility is confined to existing Principal Nurse Tutors in Pre-Registration
Schools of Nursing, who exercise an option {0 remain within the health service
rather than transfer to the affiliared University/Institute of Techuology.
Individuals who hold substantive positions a3 Principal Nurse Tutor but are
currently on secondment are eligible 10 apply.

Individuals who have been appoinied as “Acting” Principal Nurse Tutor for 3
vears of more by 3 1 July 2002 are eligible to apply.

34, Eligibility criteria for individual Centres

Eligibility in the case of each Centre is confined to such Principal Nurse
Turtors, as set out at 1, above working within the geographical area of each
Centre. This means that the following arrangements apply:

Fligibility,  Principul Nurse Tutors

Centre
Employed in
Donegal etterkenny
Sligo Stigo General and Cregg House
Mavo/Roscommon Castlebar
Galway UCHG and Portiuncuia
Midlands ' M.H.B.
Kerry Tralee
Cork Centre (C.ULH.) in employment of SHB in Cork
Cork Centre (Mercy) Mercy/South Infirmary, Cope
Foundation & Bon Secours Hospital
North Dublin (Mater) Mater
North Dublin (Beaumont) Begumont
St. Vincent’s Hospital, Fairview
North Dublin (Portrane) N.AHE.
St Tta’s and St. Josephs
West Dublin J.C. M. H., Blanchardstown,
Daughters of Chanty
Dublin East/Wicklow St. Vincent's, St. Michaels,
St. John of Gods
Dublin §.W ./Kildare St. James Hospital, Stewarts Hospital
St, Patrick’s Hospital.
Dublin §.W/Kildarz Tallaght Hospital
Sisters of Jesus & Mary, Monastervia,
St. Brendan’s
South Eastern SEHB
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Agreement Regarding the Basis of Transfer of Pre-Registration
Midwifery and Children’s Nursing Education to the Third Level
Sector

The following general principles apply in the case of Nurse/Midwife Teachers,
inciuding Principal Nurse/Midwife Teachers transferring to the third level sector and
reflect the outcomes of negotiations between representatives of all parties.  (The term
Nurse Teacher encompasses the following grades; Principal Nurse/Midwife Tutor,
Nurse/Midwife Tutor. Clinical Instructor.)

1. The provisions govern the assimilation of Nurse/Midwife Teachers into their
affiliated third level University or College upon the commencement of a four
year undergraduate Midwifery Degree programme and a 4.5 year
undergraduate integrated Children’s/General Nursing Degree programme for
in the academic year 2006/2007. Thus, transfer is to the third level institution
affiliated with the School of Nursing/Midwifery for these Programmes i.e this
refers to the re-aligned partnerships.

2. The date of appointment of those transferring is 1™ August 2006. The
assimilation shall apply on a once-off basis to those eligible to transfer (on 17"
November 2005) and who are employed in a School of Nursing/Midwifery on
31% July 2006, including those on secondment, leave of absence, maternity or
parental leave at that time.

3, To be assimilated a Nurse/Midwife Teacher must hold a Masters Degree.

4, Nurse/Midwife Teachers will be assimilated to the Lecturer grade of their
affiliated University or College and must assume the roles and responsibilities
of, and accept all the conditions of employment relative to the Lecturer grade,
as required.

5. In the case of Universities, the following assimilation arrangements will apply
in relation to salary (it should be noted that different scales apply in individual
Universities depending on PRSI status and, also, slightly different scales
between Universities). The scale points indicated are currently (December
2005) applicable and will be updated to take account of subsequent pay
increases.
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A Nurse/Midwife Teacher who, immediately prior to the date of
assimilation. was on the 1* to 5% point of the Nurse/Midwife Tutor

salary scale. shall —

1. Enter the applicable Lecturer salary scale of his or her affiliated
University at a point of —

Pre 67 April 1995 | Post 5 April 1995 | University/College

€55.855 p.a. €58.796 p.a. Trinity College

€55,665 p.a. €58.589 p.a. University College
Dublin

€55.923 p.a. €58.864 p.a. University College Cork

€55.652 p.a. €58.583 p.a. National University of
treland, Galway

€58,980 p.a. €58.980 p.a. Publin City University

€58,977 p.a. €58.977 pa. University of Limerick

In circumstances where the salary of a Nurse/Midwife Teacher
(including location/qualification allowance) immediately prior

to the date of assimilation is higher than the point set out at table (i)
above, he/she will be placed on the next nearest point (but not

below) on the appropriate Lecturer salary scale. (See Appendix I)
Lecturer Salary Scales). This point becomes the reference point for
Post Entry Assessment as described at i1, (a) below.

(Pundalk Institute of Technology — see 6. below)

ii. After one vear at that point, proceed to a point of ~

Pre 6° April 1995 | Post 5 April 1995 | University/College

€64.864 p.a.’ €68.278 p.a. Trinity College

€60,172 p.a. €63.334 p.a. University College
Dublin

€59,773 p.a. €62.919 p.a. University College Cork

€60,155 p.a. €63,325 p.a. National University of
Ireland. Galway

€62,058 p.a. €62,058 p.a. Dublin City University

€62,056 p.a. €62,056 p.a. University of Limerick

{Dundalk Institute of Technology — see 6. below)

(a) Where s/he will remain until such time as s/he satisfies the
three criteria (research activity, teaching and contribution to the
wider community) set out in the Post Entry Assessment
procedure required by the affiliated University for progression
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bevond that point up to the maximum point of the Lecturer
salary scale.

In circumstances where the salary of a Nurse/Midwife Teacher
(including location/ qualification allowance) immediately prior
to the date of assimilation 1s higher than the point set out at
table (ii) above he/she will be placed on the next nearest point
(but not below) on the appropriate Lecturer salary scale. (See
Appendix [ Lecturer Salary Scales). This point becomes the
reference point for Post Entry Assessment as described at ii. (a)
above.

Principal Nurse/Midwife Teachers and Nurse/Midwife Teacher, who,
immediately prior to the date of assimilation. were on the 6" to 107
point of the Nurse Tutor salary scale, shall enter the applicable
Lecturer salary scale of his or her affiliated University at a point of -

Pre 6 April 1995 | Post 5" April 1995 | University/College

€64,804 p.a. €68.278 p.a. Trinity College

€60.172 paa. €63.334 p.a. University College
Dublin

€56.773 pa. €62.919 p.a. University College Cork

€60.155 p.a. €63,325 p.a. National University of
Irefand, Galway

€62.058 p.a. €62,058 p.a. Dublin City University

€62.056 p.a. €62,056 p.a. University of Limerick

(Dundalk Institute of Technology — see 6. below)

Where s/he will remain until such time as s/he satisfies the three
criteria (research activity, teaching and contribution to the wider
community) set out in the Post Entry Assessment procedure required
by the affiliated University for progression beyond that point up to the
maximum point of the Lecturer salary scale.

In circumstances where the salary of a Principal Nurse/Midwife
Teacher or a Nurse/Midwife Teacher (including location/

qualification allowance) immediately prior to the date of assimilation
is higher than the point set out at table (b) above he/she will be placed
on the next nearest point (but not below) on the appropriate Lecturer
salary scale. (See Appendix I Lecturer Salary Scales). This point
becomes the reference point for Post Entry Assessment as described
above.
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6. In the case of Dundalk Institute of Technology Nurse Midwifery Teachers
and Principal Nurse/Midwifery Teachers will be assimilated on to the
applicable Lecturer salary scale as follows:

a. A Nurse/Midwife Teacher who. immediately prior to the date of
assimilation, was on the maximum point of the Nurse/Midwifery Tutor
or Principal Nurse/Midwifery Tutor salary scale for at least three years
shall enter the Lecturer salary scale at the second next higher point in
monetary terms to that maximum point, i.e. the nearest point plus one.

b. In all other cases, a Nurse/Midwifery Teacher shall enter the lecturer
salary scale at the next higher point in monetary terms to the point of
the Nurse/Midwifery Tutor or Principal Tutor salary scale which he or
she was on immediately prior to the date of assimilation.

€50,507
€52.910
€62,254
€64,442
€66,635
€68,837
€71,052
€73.250
€75,446
€77.652
€79,854

c. Progression on the scale will be in line with standard criteria laid down
by the Institute.

Where an alternative to the partner college is being sought by a
Nurse/Midwife Tutor or Principal Nurse/Midwife Tutor (this only applies
where there has been a re-alignment of partner colleges) the applicant can
indicate so on the Decision Form. This will then be pursued by the HSE EA,
with the relevant colleges, in order to determine if such a request can be
accommodated.

No position of the nature of a Principal Nurse/Midwife Teacher is recognised
in the Education sector. In the case of Principal Nurse/Midwife Teachers it has
been agreed that a once-off lump sum payment of €10,250.35 will be made to
those who transfer to their affiliated third level institution.
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10.

I

v

This will also apply in the case of those who hold substantive posts as
Principal Teachers within the health service and who may currently be on
secondment 1o a third level institution and to those who are filling positions as
‘acting” Principal Teachers and who have been “acting’ in the position for 3
years or more on 31 July 2006. Responsibility for payment of this once-off
lump sum will lie with the health service employer rather than the third level
institution (upon receipt of application for same).

Nurse/Midwife Teachers who do_not have a Masters Degree but who have
registered for such a degree by the commencement of the academic year
2006/7 will be eligible for transfer to their affiliated third level institution on a
secondment basis from their substantive post in the health service for a period
of three years. Upon successful completion of the Masters Degree, within the
three year period, a Nurse/Midwife Teacher will be eligible for assimilation on
the basis outlined with effect from the date of attainment of the Degree.

Those who do not successfully complete the Masters Degree within a three
period of the date of transfer will transfer back a post in education within the
health service.

An opt-back provision has been agreed as follows;

A Principal Nurse/Midwife Teacher or a Nurse/Midwife Teacher who is
assimilated into a third level institution shall, if they so wish, be given the
opportunity to transfer back to the health service at the end of a period of 12
months following the date of assimilation.

An indication of intent to exercise this option should be given at 9 months,
facilitating at least 3 months notice.

Any individual exercising such option will revert to a post in the Centre for
Nurse/Midwifery Education for their area, at the appropriate salary applicable
to their teaching post in the H.S.E./Hospital prior to transfer. In the case of a
Principal Nurse/Midwife Teacher they will receive a salary based on 95% of
the salary applicable to the Director of the Centres for Nurse/Midwifery
Education.

Principal Nurse Tutors who invoke the opt back provision are required to
repay the once off lump sum on return to the H.S.E. (see 8. above).

Should the commencement of the four year undergraduate Midwifery Degree
programme from Autumn 2006 (4.5 years in the case of Children’s/General
Nursing Degree Programme) be deferred for any reason the assimilation
arrangements of Nurse/Midwife Teachers to Lecturer positions outlined above
are similarly deferred.
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3.

Nurse/Midwife Teachers who currently work part-time and transfer to the
Universities and Dundalk Institute of Technology will transfer to full-time
posts. If this working pattern subsequently changes the University/Institute of
Technology concerned will notify the health services so that financial
adjustments may be made as appropriate.

This agreement between the Health Service, the Irish Nurses Organisation, the
Universities and Dundalk Institute of Technology does not prevent any
Nurse/Midwife Teacher from applving in the normal way through open
competition for an academic appointment in any of the relevant third level
institution.

Pensions/Superannuation

14.

15.

16.

All reckonable service will transfer in accordance with the provisions of the
superannuation schemes as part of this agreement. A representative group will
be established to ensure the efficient management of this transfer.

The actuarial value of the nurse/midwife teachers’ reckoned public service for
relevant nurse/midwife teachers who wish to transfer their service to the
superannuation scheme of the university to which they are assimilating will be
paid on a group basis to the pension schemes of four universities - University
of Dublin Trinity Coliege (TCD), University College Dublin (UCD),
University College Cork (UCC) and Nationai University of Ireland, Galway
(NUIG). This requires that arrangements be put in place to ensure the smooth
and timely transfer of this service.

To facilitate this, the nurse/midwife teachers who opt to transfer will arrange to
supply the following:-

(M

(i)

(iii)

an agreed and signed declaration of verified service history in the public
sector;

confirmation in writing as to whether they wish to purchase and/or restore
previous service;

an agreed and signed declaration as to whether or not their reckonable
public service is to be transferred to the relevant University Scheme or

preserved in the public sector.

The representative group will issue guidance to Nurse/Midwife Teachers on
how to progress items (i) to (iii) as a matter of priority.

National Agreement — July 2006 6



Labour Court Recommendation

17.

18.

The terms of Labour Court Recommendation 18430 will be implemented by
the H.S.E. post actual transfer of staff to the Universities/Colleges. The
amount to be paid will be examined on an individual basis taking into account
salary/assimilation arrangements etc.

Staff who transfer to a third level University or to Dundalk Institute of
Technology and who subsequently invoke the opt back provision will be
required to repay the lump sum. payable arising from Labour Court
Recommendation No. 18430, in full immediately on return to
H.S.E./Voluntary Hospital employment.

Early. Retirement / Voluntary Redundancy option

19.

20.

Nurse/Midwife Teachers who are aged 50 years or more on 17" November
2005 will be considered eligible to apply for the early retirement option shouid
they so wish. Those who do not meet this age criteria are not eligible to be
considered.

The terms which will apply in such cases are the ‘standard’ early retirement
terms, viz. a maximum of 7 added years, subject to an overall maximum of 40
years, for superannuation lump sum and pension purposes in the case of those
aged under 60 at date of retirement and on modified social insurance.

Nurse/Midwife Teachers who are eligible to be considered for the early
retirement terms should be provided with details of their entitlements as soon
as possible in order that they may make a fully informed indication as to their
intentions by 28" July 2006.

The arrangements which will apply in such cases are, in general terms, set out
befow. However, Nurse/Midwife Teachers considering this option are
strongly advised to ensure that they receive information regarding their
individual specific entitlements under the Department of Health 1987 Early
Retirement/Voluntary Redundancy Scheme from their local employer
{Superannuation Section).

Pensionable Staff on_modified PRSI Under age 60 with at least §
vears actual service and fess than 40 vears reckonable service

(1) Immediate payment of pension and lump sum based on reckonable
service plus a maximum of 7 added years in the case of persons with
20 years or more of service and pro-rata for less than 20 years subject
to

a} reckonable and added service not exceeding either 40 vears or
reckonable service plus potential service to age 65,
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(i)

(iif)

and

b) ‘redundancy’ added service plus any added years entitlement under
existing superannuation provisions subject to the added years not
exceeding 10 years (Mental Treatrnent Act).

At least 40 years of reckonable service or aged 60 + with at least 5
years actual service.

Immediate payment of pension and lump sum for officers based on
existing entitlements under the provisions of the Superannuation
Scheme,

plus
Severance gratuity of 2 weeks pay per year of potential service to age
65 {(subject to a limit of 18 weeks pay).

Pensionable staff on fuli PRSI — under age 60 with at least 5 vears
actual service and less than 40 years actual reckonable service,

{(a) Preserved pension and lump sum payable at age 60,

plus
Severance gratuity of 2 weeks pay per year (and fraction} of
service subject to the sum of the severance gratuity and the
actuarially reduced equivalent of the preserved lump sum not
exceeding two vears pay,

plus
Statutory entitlements,

or

(b) Immediate payment of pension and lump sum based on
reckonable service,

and

A supplementary severance gratuity, equivalent to the excess
(if any) of 2 weeks pay per vear (and fraction) of potential
service to age 65 (subject to a limit of 18 weeks pay) over the
statutory entitlements.

Note: Statutory entitlements to be determined in accordance with the
prevailing terms of the Redundancy Payments Scheme at the time of notice
being issued.
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22.

At present, arrangements provide for (subject to qualification) two weeks
gross pay per year of service subject to a statutory ceiling of €600 per week.
When that figure has been caltculated, a bonus week, also subject to a ceiling
of €600 is added to get the final statutory redundancy lump sum figure.

The actual date upon which an applicant is facilitated may be agreed with the
employer depending on the circumstances within which the employer is
seeking to maintain continuity of nurse/midwifery education within the
Centres  for Nurse/Midwifery Education/School of Nursing.©  Phasing
arrangements may be agreed with individuals due to the overlap which will
arise initially between the conclusion of the current Post-Registration Diploma
programines and the commencement of the 4/4.5 year Degree programme.

Accordingly, an applicant may avail of the early retirement option with effect
from 1* September 2006, [** September 2007 or 1™ September 2008. This
arrangement applies only to those employed at 31 August 2006 and who are
eligible to apply for early retirement.

CENTRES FOR NURSE/MIDWIFERY EDUCATION

23.

24,

Introduction

The report of the Commission on Nursing recommended the establishment of
Centres of Nursing Education providing a range of educational and training
services to nurses in the heaith services. The Centres of Nurse Education
have a role in:

- The provision of in-service training to nurses and
- Act as a centre for professional development of nurses within the
health services.

The Centres of Nurse Education also have a key role to play in supporting and
providing continuous professional development programmes for staff in the
clinical area to which nursing students are assigned.

The Number and Location of Centres

23.

26.

The 2002 agreement provided for the establishment of Centres for Nurse
Education. Each of these Centres provide education to the population of nurses
within its catchment area and cater for nurses across all divisions.

The operation of the Centres and the programmes being delivered require
close working relationships both within and between the statutory and
voluntary sectors to ensure the optimum utilisation of both physical resources
and existing expertise within organisations.
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27.

28.

29.

30.

In order to provide a comprehensive and coherent system of continuing nurse
education, which provides equity of access and availability of an appropriate
range of quality programmes, these Centres were developed in different ways.

Functions of the Centres

Provide education and programmes of professional development across all
divisions of nursing/midwifery.

Identity in partnership with the Directors of Nursing/Midwifery and the
Director of the Nursing and Midwifery Planning and Development Units the
education, training and dcve-lopment needs to support the delivery of
nursing/midwifery care.

Provide a comprehensive training and development programme in accordance
with annually agreed objectives.

Ensure that training and development is aligned to national initiatives and to
organisational objectives. While the centres are responsibility for delivery of
education to all nurses/midwives within a catchment area, the education and
development programmes delivered by the centre need to meet the needs of
the region as a whole and also meet national needs.

Ensure very close working relationships and liaison between higher education
institutes and all health service agencies.

Promote cross-divisional and interagency educational practices.

Promote the professional development of staff as integral to the management
of the nursing and midwilery rescurce.

Source and evaluate internal and external education and training providers.

Establish and/or maintain systems to record education, training and
development activities in accordance with agreed procedures.

Evaluation of education, training and development activities.

Encourage and support the research agenda at local and national level,
Ensure that educa‘ﬂon training and development activities are grounded in
sound evidence.

Centres to be overseen by a Board of Management established by the HSE.
This will include representatives of health service employers (representing
relevant nursing/midwifery divisions) within a catchment area.

The purpose of the Board of Management, which reports to the HSE, is to
oversee the strategic development of the Centre for Nurse/Midwifery
Education and ensure it provides a service sensitive to the needs of that
particular region/area.

National Agreement — fuly 2006 10



31.

The Board of Management will include representatives from:

- Directors of Nursing/Midwifery who are in receipt of a service from
the Centre
- Director of Nursing and Midwifery Planning and Development Unit

- Others to be determined by the H.S.E.

Proposals for Continuing Midwifery and Children’s Nurse Education

32.

33.

34.

35.

36.

37.

Under existing arrangements Schools of Midwifery and Schools of Children’s
Nursing provide a range of continuing education programmes to staff in their
services. With the planned transfer of midwifery and children’s nurse
education to the third level sector it is necessary for the health services to
provide for the continued provision of these services.

Provision of Continuing Midwifery Education Dublin Area

The Coombe Women’s Hospital has been designated as the Centre for
Midwifery and Nurse Education to service the National Maternity Hospital,
the Coombe Women’s Hospital, the Rotunda Hospital as well as the general
requirements for midwifery education in the Dublin catchment area.

The Dublin Centre for Midwifery will be overseen by a Board of Management
established by the HSE. This will include representatives of health service
employers (including representatives from Directors of Midwifery from
within the catchment area).

The purpose of the Board of Management, which reports to the H.S.E., is to
oversee the strategic development of the Centre for Midwifery Education and
ensure it provides a service sensitive to the needs of that particular region/area.

The Board of Management will include representatives from:

- Directors of Midwifery who are in receipt of a service from the Centre
- Director of Nursing and Midwifery Planning and Development Unit
- Others to be determined by the H.S.E.

In order to provide a comprehensive system of continuing midwifery
education which provides equity of access and availability to each site, this
site will be established on a “hub and satellite’ structure as outlined in the 2002
agreement.
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[ Medel for Continuing Nurse Education for Midwifery in the Dublin Area

‘HUB’ Centre of
Midwifery Nurse

Education
‘Satellite’ ‘Satellite’
Education/ Education/
Training Facility Training Facility

38. An assessment of the existing sites to identify the most suitable HUB centre
having regard to facilities etc. will be undertaken as a matter of priority, by the

HSE in consultation with relevant service providers.

(iiy  Provision of Continuing Midwifery Education outside Dublin Area.

39, Continuing Midwifery Education outside the Dublin area i.e. Cork, Galway,

Limerick and Drogheda will be provided through the existing Centres of
Nurse Education which will henceforth be designated as Centres of
Nursing/Midwifery Education.

40.  Centres to be overseen by a Board of Management established by the H.S.E.

This will include representatives of health service employers (including
representatives from Directors of Nursing and Midwifery for within those
catchment areas).

41.  The purpose of the Board of Management, which reports to the H.S.E., is to

oversee the strategic development of the Centre for Nurse/Midwifery
Education and ensure it provides a service sensitive to the needs of that
particular region/area.
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42.

The Board of Management will include representatives from:

- Directors of Nursing/Midwifery who are in receipt of a service from
the Centre

- Director of Nursing and Midwifery Planning and Development Unit

- Others to be determined by the H.S.E.

Co-ordination of Continuing Midwifery Education.

43,

The Dublin centre of Midwifery Education and other Centres of Continuing
Nursing/Midwifery Education will work together to develop and deliver a co-
ordinated programme of midwifery education for the sector having regard to
priority identified needs. A work programme will be conjointly developed to
achieve this objective.

Staffing of the Centre

44,

45.

46.

Midwife Teachers who opt to remain with their current employer or who opt
back having spent one year with the third level sector have an obligation to
teach on all existing and future post-registration education programmes as well
as continuing education provided by the H.S.E.

Midwife Teachers who opt to remain with their current employer may remain
based in their current location for the duration of their employment as a
Midwife Teacher or may opt to transfer to the HUB Centre of Midwifery
Education . When these posts become vacant any subsequent appointment
may be based in the HUB Centre for Midwifery Education as determined by
the H.S.E. :

Director of Centre of Midwifery Education — Dublin

The Dublin Centre of Midwifery Education will operate under the overall
direction of a Director. The role of the Director is to develop and manage the
Centre that provides accessible high quality training, education and
development to all midwives and the appropriate staff within the Centres
geographical remit.

The Director Dublin Centre of Midwifery Education will be appointed on a

permanent and pensionable basis, on a salary as set out in the particulars of
office — attached.
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47.

It has been agreed that the first filling of this position will be by a competition
confined to Principal Midwifery Tutors of the National Maternity Hospital, the
Rotunda Hospital and the Coombe Women’s Hospital. It has been agreed that
where a post is filled on this basis assimilation from the Principal Midwite
Tutor scale to the new scale will be on a point to point basis.

ARRANGEMENTS FOR FIRST FILLING OF POSTS OF DIRECTOR,
CENTRE OF MIDWIFERY EDUCATION

Eligibility for confined competition

48.

49.

Eligibility is confined to existing Principal Tutors in the

Schools of Midwifery of the National Maternity Hospital, the Rotunda
Hospital and the Coombe Women's Hospital. who exercise an option to
remain within the health service rather than {ransfer to the affiliated
University/Institute of Technology.

Individuals who hold substantive positions as Principal Nurse Tutor but are

currently on secondment are eligible to apply.

Individuals who have been appointed as *Acting’ Principal Nurse Tutor
for three years or more at 31 July 2006 are eligible to apply.

In the event of there being more than one eligible applicant for the Director’s
post the unsuccessful candidate/s will be paid 95% of the Directors Salary on a
red circled basis for the duration of the assignment to the Centre.

Open Competition

50.

31

In the event of there being no eligible applicant the position of
Director, Dublin Centre for Midwifery Education, falls to be filled, in the
normal way, by open competition (subject to paragraph 52 below).

Reporting Relationships
The person appointed will report to the Director NNM.P.D.U. in the H.S.E.
area.

DIRECTOR, MIDWIFERY CENTRE OF EDUCATION

52.

QUALIFICATIONS AND PARTICULARS OF OFFICE

Professional and Academic Qualifications Experience
At the latest date for receipt of completed applications, applicants must
possess:

Registered in the Midwives Division with An Bord Altranais or eligible to be
so registered.

e A minimm of 3 years relevant management experience in education/training.
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e Education to Masters Degree level in a subject relevant to the post.

53. Particulars of Office

Tenure: Appointments will be on a permanent and pensionable basis.
Working Week: 39 hours per week.
Annual Leave: 29 days

Specialist Co-ordinators
- Dublin -

54, In the event of there being no appointment made under point 49, above, it has
been agreed that one post as Specialist Midwifery Co-ordinator will be created
in the Centre for Midwitery Education and an appointment made from within
the staff that remain within the Centres.

The post will be filled after the Director post has been filled (subject also to
paragraph 49 above) and after arrangements have been finalised as to the
numbers of Tutors transferring from or remaining within the health sector,
having regard to the particular skills requirements in each Centre.

1t has been agreed that such individual will fully participate in teaching post
registration students if required. The position will attract a salary of €4,018 on
each point of the Midwife Tutor scale.

- - Crutside Dublin —

55. In the case where eligible Principal Midwifery Tutors of the Schools of
Midwifery in Cork, Galway, Limerick and Drogheda opt to remain within the
HSE they will transfer on a red circled basis to a post of Director of Midwifery
Education, in the Centre for Continuing Nurse and Midwifery Education in
their catchment area. The post holders will report to the Director of NMPDU
for that catchment area, for the duration of this appointment.

56. In areas where the Principal Midwifery Tutor does not opt to remain within
the H.S.E. one post of Head of Midwifery Education will be created in the
Centres of Continuing Nurse/Midwifery Education in the catchment area of
the Schools of Midwifery in Cork, Limerick, Galway and Drogheda. This
post will be filled by competition amongst the qualifving staff of the
respective schools who opt to remain with the H.S.E.
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57.

58,

The salary offered for this post is 90% of the salary of the Director of
Midwifery Education. This matter is not agreed and is being referred to a
third party.

It has been agreed that such individual will fully participate in teaching post
registration students if required.

The person appointed to this post will report to the Director of the N.M.P.D.U.
in relation to policy matters and in the development of the annualised
midwifery education programme. They will report on a day to day basis to the
Director of the Centre for Nurse Education.

In the event of there being no eligible applicant the position of Head of
Midwifery falis to be filled, in the normal way, by open competition.

The following are arrangements for the provision of the continuing
education in relation to Children’s Nurse Education.

59.

60.

Our Lady’s Hospital for Sick Children, Crumlin has been designated as the
interim centre to service Children’s University Hospital, Temple Street, Our
Lady’s Hospital for Sick Children, Crumlin, AMNCH as well as the general
requirements for children’s nursing education.

In order to provide a comprehensive system of children’s/niurse education and
which provides equity of access and availability to each site, this site will be
established on a *hub and satellite’ structure as outlined in the 2002
agreement. An assessment of the existing sites to identify the most suitable
site having regard to facilities etc will be undertaken as a matter of priority.
This is without prejudice to the proposal to develop a new National Children’s
Hospital within which the Centre for Children’s Nurse Education may
ultimately be based.
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| Model for Children’s Nurse Education in the Dublin Catchment Area

‘HURB’ Centre of
Nurse Education

‘Satellite’ ‘Satellite’
Education/ Education/
Training Facility Training Facility

Staffing of the Centre

61.

62.

63.

Nurse Teachers who opt to remain with their current employer or who opt
back having spent one year with the third level sector have an obligation to
teach on all existing and future post-registration education programmes as well
as continuing education provided by the HSE.,

Nurse Teachers who opt to remain with their current employer may remain
based in their current location for the duration of their employment as a Nurse
Teacher or may opt to transfer to the HUB Centre for Nurse Education .

When these posts become vacant any subsequent appointment may be based in
the HUB Centre for Nurse Education as determined by the HSE.

Director of Dublin Centre of Children’s Nurse Education

The Dublin Centre of Children’s Nurse Education will operate under the
overall direction of a Director. The role of the Director is to develop and
manage the centre that provides accessible high quality training, education and
development to all children’s nurses and the appropriate staff in the paediatric
hospitals and paediatric services nationally.

The Director, Centre for Nurse Education will be appointed on a permanent

and pensionable basis, on a salary as set out in the particulars of office -
attached.

National Agreement — July 2006 17



1t has been agreed that the first filling of this position will be by a competition
confined to Principal Nurse Tutors of the University Hospital Temple Street,
Our Lady’s Hospital for Sick Children and AMNCH. It has been agreed that
where a post is filled on this basis assimilation from the Principal Nurse Tutor
scale to the new scale will be on a point to point basis.

ARRANGEMENTS FOR FIRST FILLING OF POSTS OF DIRECTOR,
CENTRE FOR CHILDREN’S NURSE EDUCATION

Eligibility for confined competition

64.

65.

This competition is confined to existing Principal Tutors in the Schools of
Children’s Nurse Education of University Hospital Temple Street, Our Lady’s
Hospital for Sick Children and AMNCH, who exercise an option to remain
within the health service rather than transfer to the affiliated
University/Institute of Technology.

Individuals who hold substantive positions as Principal Nurse Tutor but are
currently on secondment are eligible to apply.

Individuals who have been appointed as “‘Acting’ Principal Nurse Tutor for
three years or more by 31% July 2006 are eligible to apply.

In the event of there being more than one applicant for the Director’s post the
unsuccessful candidate/s will be paid 95% of the Directors Salary on a red
circled basis for the duration of their assignment to the Centre.

Open Competition

66.

67.

In the event of there being no eligible applicant the position of Director,
Dublin Centre for Children’s Nurse Education, falls to be filled, in the normal
way, by open competition (subject to paragraph 68 below).

Reporting Relationships

The person appointed will report to the Director NNM.P.D.U. in the H.S.E.
area.
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DIRECTOR, CHILDREN’S NURSE EDUCATION CENTRE -
QUALIFICATIONS AND PARTICULARS OF OFFICE

68. Professional and Academic Qualifications Experience
At the latest date for receipt of completed applications, applicants must possess:

¢ Registered Children’s Nurse/Registered General Nurse with An Bord
Altranais or eligible to be so registered.

¢ A minimmof 3 years relevant management experience in education/training.

e Education to Masters Degree level in a subject relevant to the post.

69. Particulars of Office
Tenure: Appointments will be on a permanent and pensionable basis.
Working Week: 39 hours per week.

Annual Leave:29 days

70. Specialist Co-ordinators — Bublin

In the event of there being no appointment made under clause 65 above, it has been
agreed that one post as Children’s Specialist Co-ordinators will be created in the
Centre for Children’s Nurse Education from among the staff that remain within the
Centres.

It is intended that this will be filled after the Director post has been filled (subject also
to paragraph 64 above) and arrangements have been finalised as to the numbers of
Tutors transferring from or remaining within the health sector, having regard to the
particular skills requirements in each Centre. It has been agreed that such individual
will fully participate in teaching post registration students if required. The post will
attract a salary each point of which is €4,018 above the current Nurse Tutor scale.

71. Lead-in period to full operation

The H.S.E. will work with staff and the I.N.O. to have these Centres operational as
soon as possible.

The Department of Health and Children and H.S.E. are continuing its dialogue with
the third level institutions in relation to the post registration programme.
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| Diagram 4 — Staffing of Centres of Nurse Education

Board of Management

v

Director

Key Function
In-service education and continuing professional development.

Role summary

- Provide education and programme of professional development across all
divisions of nursing.

- Identify in partnership with Directors of Nursing Midwifery Planning and
Development Units the education, training and development needs of all
nurses within the Centres remit.

- Provide a comprehensive training and development programme in accordance
with annually agreed objectives.

- Promote evidence —based practice and research utilisation

Staff

Nurse Tutors

Clinical instructors
Trainers/education officers
Clinical Facilitators
Sessional Input

Clinical Nurse Specialists
Advanced Nurse Practitioner

Support Structures
Clerical Admin
Library

Implementation/Monitoring Group:

72. A representative group will be established, for an initial six month period, to
monitor the implementation of this agreement.
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Final Decision of Individuals:

73.

All eligible Nurse/Midwife Teachers and Principal Nurse/Midwife Teachers ,
including those who may be on secondment, leave without pay/ career break,
maternity or parental leave will be requested to make a final decision
regarding their employment options by Friday 28th July 2006. This
declaration will be binding on the individual and further options will not be
made available.

An appropriate form will be provided by each employer for completion in this
regard. The options involved are:

(a) “resign from my employment with and commence
employment with

(b) “apply for secondment to

{c) “remain in my current employment with
Centre for Nurse Education”

(existing staff may opt to remain in their current location for the
duration of their assignment or to transfer to the HUB Centre for
Nurse/Midwifery Education)

(d)  “apply for the early retirement terms”.

Subject to the arrangements agreed between health service employers, the
[.N.O. and (as appropriate) the third level sector.
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CD/06/129 RECOMMENDATION NO. | CHIESES
(CCc-033721-05)
INDUSTRIAL RELATIONS ACTS, 1946 TO 2004
SECTION 26(1), INDUSTRIAL RELATIONS ACT, 1990

PARTIES :
HSE EMPLOYERS AGENCY
- AND -
IRISH NURSES ORGANISATION
DIVISION :

Chatrman: Ms Jenkinson
Employer Member: Mr Murphy
Worker Member: Ms N1 Mhurchu
SUBJECT:

1. Re-instatement of arrangements relating to the transfer of pre-registration
nursing education to the third level sector

BACKGROUND:

2. In February/March, 2002, agreement was reached between the
Department of Health and Children, the Health Service Employers' Agency
and all Voluntary Hospitals on behalf of health service management, and the
Irish Nurses Organisation and other Unions representing nurse teachers, on
all issues arising from the decision, taken by government, to transfer pre-
registration nurse education in general, mental handicap and psychiatric
nursing to the third level education sector.

Essentially the agreement provided nurse teachers with three options as
follows:-

(i). transfer, through assimilation without competition, into a lecturer post in
a partnership college/Institute of Technology;

(ii) if over 50 years of age the facility to retire, with added years, on the



early retirement/voluntary redundancy scheme available in stated situations
within the public service;and

(iii) transfer to Centres for Nurse Education which were to be established,
under agreed conditions and at agreed locations.

In August, 2002, all eligible teachers exercised their choice with regard to
their preferred option. The Union's case is that from early 2003 it became
apparent, following a review of the centres, that health service management
had not introduced the necessary boards of management, staffing structures
and funding arrangements which were required to allow the centres to
perform as expected. The Union sought discussions with the HSEA but
claims that, although management admitted shortcomings, no progress was
made

In November, 2004, there was a proposal from management that a further
review would be undertaken, particularly within the Eastern Region Health
Authority (ERHA). However, the Union claims, that it has not, to date, seen
the resulting recommendation / report. The Union made a claim which
would allow its members, who had chosen in 2002 to work in the centres, to
revisit their options.

The dispute was referred to the Labour Relations Commission and a
conciliation conference took place. As the parties did not reach agreement,
the dispute was referred to the Labour Court on the 19th of January, 2006, in
accordance with Section 26(1) of the Industrial Relations Act, 1990. A
Labour Court hearing took place on the 20th April, 2006.

UNION'S ARGUMENTS:

3. 1. Management, by its own admission, has not honoured its part of the
original agreement and has not, therefore, put in place boards of
management, staffing structures, reporting relationships, funding
arrangements and annual service plans which would allow the centres to
operate in a manner reasonably expected by the teaching statf who chose to
move to the centres in 2002.

2. The result of management's failure is that teachers, with years of
experience, have been made to feel marginalised and isolated. They should
be allowed the chance of revisiting the options made available to them in
2002.

EMPLOYER'S ARGUMENTS:




4. 1. Whilst acknowledging that there have been problems, management is
satisfied that significant effort was made and success achieved in the context
of addressing all components of the 2002 agreement.

2. All centres were established, are operating, and carry out the role and
functions as originally prescribed. There is clear evidence that the Boards of
Management have been established and meet regularly. Directors were
assigned to each of the centres.

3. The employer does not consider it feasible that the options of transferring
to the third level sector or early retirement / redundancy can be revisited for
the group of teachers involved. Should this happen the role and functions of
the centres will become redundant

RECOMMENDATION :

The case before the Court concerns the Union’s claim for the
restoration of the options for nurse teachers contained in the 2002
Agreement on Arrangements Relating to the Transfer of Pre-registration
Nursing Education to the Third Level Sector. The options available to
nurse teachers in the 2002 Agreement were:

e To transfer to an affiliated third level institution, inte a lecturer post
through assimilation and without competition.

¢ To avail of an early retirement/voluntary redundancy option.

® To remain within the health service through the Centres of Nurse
Education.

The Commission on Nursing recommended the establishment of the
Centres of Nurse Education to provide a range of educational and
training services to nurses in the health services, and to have a key role
in supporting and developing staff in the clinical area to which nursing
students are assigned.

The Union stated to the Court that from early in 2603 it became
apparent that health service management had not introduced the
necessary Boards of Management, staffing structures and funding
arrangements which were required to allow the centres perform the
expected and previously promised range of functions. Throughout this
period the staff continued to maintain the services of the centres of
Nurse Education. The Union stated that it sought to address these
shortcomings with the HSE Employers Agency but, due to the lack of
response, decided to submit the claim before the Court today.



The Court has carefully considered both the oral and written
submissions of the parties. In pursuance of the implementation of the
2002 Agreement, the Court notes the commitment of the HSE
Employers’ Agency to honour and discharge its obligations in full
under the 2002 Agreement with respect to the Centre of Nurse
Education established under it.

To address the claim before it, the Court recommends that the Union
should clearly identify its concerns regarding the “shortcomings” of the
centres of Nurse Education, in writing to the HSE Employers’ Agency,
within three weeks of the date of receipt of this Recommendation.

Furthermore, the Court recommends that the 2002 Agreement with
respect to the centres of Nurse Education be implemented in full and
that the Union’s stated concerns regarding, but not necessarily limited
to, such matters raised at the hearing as funding, staffing, reporting
relationships, structures, and the Boards of Management be
appropriately addressed within six months of the date of this
Recommendation. Any residual issues arising may be referred back to
the Court.

The Court so recommends.

Signed on behalf of the Labour Court

Caroline Jenkinson
27¢h April, 2006
CON/MB Deputy Chairman

NOTE

Enquiries concerning this Recommendation should be addressed to Ciaran
O'Neill, Court Secretary.
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1. Introduction to the Review

This review was commissioned in February 2009 by a Joint Union Management group. The aim was
o review”and examine the current and future role and functions of the Centres of Nurse/Midwifery
Education {CN/ME’'s)subsequent to the 2002/2006 National Agreements and the Labour Court
Recommendation No. LRC 18555 and arrive at a set of recommendations for fully optimising their

role going forward.

1.2 Methodology and Scope
The agreed Terms of Reference for the review identified the following sites for inclusion in the
review
o DATH’s and satellites
o Midwifery hub and satellites
o Children’s hub and satellites
o Cork- Mercy Hospital
o A HSE site which is working well — Sligo , Tullamore and James Connolly were each
visited
o NMPD/ONSD
A series of Interviews and focus groups were held in each of the sites. In each of the sites the
Director of Nursing and the Director of the CN/ME ( where there was one in post} were contacted
and asked to set up a the focus group and advised that the following participants should be invited
to attend
e Director of NMPD
e CN/ME Directors/staff/staff reps
» Directors of Nursing/Midwifery / CEQ’s and other members of their team that they felt were
relevant

Where participants were unable to attend the focus group, interviews were subsequently arranged.

The focus groups and interviews focused on capturing the following information:

e Ascertaining asnapshot of the current situation- What is the current role of the CN/ME?
What educational services are they providing? How are service need’s identified? How is
planning currently carried out? How is strategy currently agreed upon? How is budget
currently managed? What is current retationship between CN/ME and NMPD.

e Whatis the optimal role/function of the CN/ME? How can they play an enhanced and

optimal role in delivery of agreed education programmes consistent with the HSE
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transformation programme, National Service Plan for 2009, proposed iegislation and agreed
developments in relation to the roles of all grades of Registered Nurse and Midwives and the
relevant education and training needs of Nursing and Midwifery Personnel and Support
Services Staff ? What educational services should/couid it provide? How shouid service
needs be identified? What decision making processes should-be in place to ensure optimal
functioning of the CN/ME as a provider of Education? What planning/ strategy development
processes should be in place? What should the link between the NMPD and the CN/ME be in
order for the CNEM to fulfil their role in the delivery of education programmes.consistent
with the HSE transformation programme, National Service Plan for 2009, proposed
legislation and agreed developments in relation to the roles of all grades of Registered
Nurses and Midwives and the appropriate education and training needs of Nursing and

Midwifery Personnel and Support Services Staff ?

¢ Toenable the CN/ME’s to fulfil this optimal role what changes need to happen in relation
to

Budget holding and associated decision making

O

o Staffing levels (ratios determined) and professional academic qualifications
including administrative and other support staff for the CN/ME Grades i.e. Nurse
Tutor/Specialist Co-ordinator —title/job descriptions need review.,

o Planning methods

o Reporting relationships and governance

o CPD and Succession Planning (recruitment/replacement)

o Resources/Physical Infrastructure/facilities etc

o Any other changes?

1.3 Analysis of data generated through focus groups and interviews —~ The data was analysed and
key themes emerged related to the issues outlined in the terms of reference and the strengths
and weaknesses of the current CNE model. An overview of the themes related to the terms of
reference are reported overleaf in Section 2 and the detailed picture for each CNE is outlined in
the Appendices {1-8) attached to the report. The key issues related to the strengths and
weaknesses of the CNE model are outlined in Section 3. Section 4 of the report contains the
recommendations for changes to enhance the efficiency and effectiveness of the CNE’s in the

future.
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Overview of Findings of the Review — The Current Situation in the CNE’s reviewed. { the detailed

report on each CNE can be found in the Appendices 1-8 on Pages 26-90 of the report)

2.1

Role of the CNE's

Each of the eight CNE's reviewed see their role as providing Continuing Professional
Education and in-service staff development to Registered Nurses to enable them develop
their knowledge, skill and competence to meet the needs of the service and the role related

developments of all grades of Registered Nurse and Midwives.

They provide training and education to HCA's.

The CNE's differ though in who they see as their prime target for these educational
programmes. Whilst all of the CNE’s in the review ‘open’ or ‘offer’ places on their
programmes to ‘staff from other health service organisations or the regions’, they do not all
see it as their remit to provide a regional focus nor do they include the external stakeholders
in their Educational/Training Needs Analysis. For Beaumont, the Mater and St. lames the
prime focus of the CNE is the education of the staff in their own hospital . Both the Mater
and St. James have provided some specific programmes to PCCC Nursing teams on request
and all three welcome staff from other services and indeed both The Mater and Beaumont

send their prospectus to other service providers in the surrounding geographical area.

St. James Hospital has moved away from the CNE model to a Learning and Development
model . The Learning & Development Centre now combines the educational services
provided by the CNE with those of the Learning and Development Unit and its role is to
provide education and training focused on the Multidisciplinary Team {MDT) right across all
the Directorates {all 4000 employees of the Hospital); Beaumont is also looking to move to
this model; St. Vincent's is currently carrying out an internal review of ‘Education and Nurse
Practice Developments’ within the St. Vincent’s Healthcare group which will make

recommendations on the optimum model for Nursing Education for the Healthcare group.

Whilst the CNE's provide a wide range of Educational programmes to registered nurses and
HCA’s not all the identified educational needs are being delivered upon. in particular there
is a large unmet need at a regional level. The main problems underpinning this are issues of

s Governance
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2.2

2.3

s Lack of Resources including Budget

e Clarity of the role of the CNE.

¢ Autonomy of the CNE

+ (larity over the what is the designated region.

s The carrying out of a comprehensive Educational needs analysis encompassing
all stakeholders.

o The Efficacy of the Board of Management (BOM} model.

s Sometimes unclear relationship between role of CNE and role of Practice

Development .

Staffing Levels and issues of Skill-mix within the CNE’s -Many of the CNE's have staffing
shortages, staff have left or retired and have not heen replaced.

At the time of this review there were no CNE Directors in post in either AMNCH or
Beaumont.

in addition some CNE’s do not have Specialist Coordinator positions at all and some do not
have them for certain areas.

None of the CNE’s in this review have Specialist Coordinators in Mental Health.

The CCNE, The Centre of Midwifery Education and St. Vincent's University Hospital have no
Specialist Coordinator posts.

in addition in St. Vincent's University Hospital there is only one Registered Nurse Tutor the
other two members of staff do not have an educational qualification.

Where staff shortages exist or appropriately qualified staff are not in post it has a major
impact on the centres ability to meet the educational needs of the service.

Where staff have not got educational qualifications there is an additional work load on
gualified staff supporting curriculum development and assessments,

The ability of CNE's to draw from/utilise clinical staff from the Hospital to deliver
programmes is currently becoming more difficult due to the wider economic circumstances
affecting the Health Services- the demands of the patient care at ward level means that
increasingly there can be problems of release.

There are shortfalls in numbers of administrative staff in many of the CNE's.

Educational Services currently being provided
These include

Specialist Post Graduate Nursing Education in Partnership with Universities.
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2.4

2.5

Professional Skills Development Courses

Foundation Courses

In-service Education courses ( some of these are Bord Altranis Cat 1 courses)

Skilis based training programmes arising from nationally identified need eg IV Cannulation &
Venepuncture

Return to Nursing/Midwifery Practice

Preceptorship Training

National initiatives such as ‘The Hospice Friendly Hospitals Programme (HFHPY

In the main these programmes are taught over a day, % day or number of days over an
extended period.

Attendance at educational programmes is also becoming a problem. Increasingly staff are
not being released to attend training. This can be a problem in the acute hospital on whose |
site the CNE sits but it is very problematic for Health Service Organisations around the
region and distant from the CNE to release staff to travel to the CNE. More qutreach is
needed from the CNE but there are resource implications that are stopping or limiting the

ability of the CNE’s to travel off-site to deliver programmes.

Reporting Relationships.

A number of different reparting relationships for Directors of the CN/ME exist within the
Centres under review.

in the Mater the Director CNE reports to the DON.

There is no Director in post in Beaumont.

The Director of the Centre for Learning & Development, St. James reports into the HR
Directorate . '

There is no Director in AMNCH but the previous Director reported to the NMPD Director.
The Director of the CME reports to the DON Coombe Women's Hospital (-The Hub).

The Director 6f CNE SVUH , the Director CCNR , the Director CNE MUH report to the NMPD

Director.

Budget- With the exception of the Centre for Learning & Development St, James, none of
the reviewed CN/ME’s have an agreed allocated budget and none of them have a budget
devolved to the Director of the CNE. In most cases the Director CNE approaches the DON to

access funding. The NMPD provides funding for the HCA FETAC Level 5 Healthcare Support
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2.6

2.7

Certificate and the Information day for Registered Nurses re FETAC Level 5 Health Care
Support Certificate and this goes directly to the DON/finance department of the Hospital

within which the CNE is sited.

Relationship between the CN/ME and the NMPD- As mentioned in 2.4 above three of the
CNE’s report to a Director of NMPD. The Directors of NMPD also chair the BOM's of the CNE.
The Directors of the NMPD approach/inform the Directors of CN/ME about Nationally
identified Training needs and Initiatives originating from the Office of the Nursing Services
Director. Sometimes the NMPD has been a source of funding for a CNE or for a Service

Provider.

How need is currently identified? — All CNE’s believe that service need is the prime driver of
their work. Where a need has been identified at National Level through the Office of the
Nursing Services Direct.or it is communicated to the CNE through the Director of the NMPD
and they are then invited to provide a service 1o meet that need e.g. IV Cannulation &
Venepuncture, As regards Local and Regional need the CNE’s differ somewhat in how they
approach the process of needs identification . For some CNE’s there is a formal
Educational/Training needs analysis process whereas for other CNE’s the process is ad hoc.
Some have carried out a needs anatysis on an annual basis. Others conducted a needs
analysis once and now simply react to service need when it is identified locaily/regionaily -
and brought to their attention e.g. by a DON at a BOM meeting. None of the Educational

Needs Analyses link directly to the Team based Performance system.

in the Mater and Beaumont- the Hospital service plan is the driver and the Educational needs
analysis is undertaken through meetings of the DON, Nursing HR, Nursing Executive, At
Nursing Practice Development committee meetings clinical practice issues are raised, Clinical
practice support nurses in clinical practice identify educational needs and the Education
Committee and they agree priorities for the coming year and the CNE develops a plan to

meet those needs.

In St. James the service plan is also a driver and there is a Learning and Development
Steering Group with representation from directorates and departments and they identify
and prioritise educational needs. A programme of courses is drawn up annually based on

identified learning and development needs of multidisciplinary staff.
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2.8

fn the CCNE and the Centre for Midwifery the BOM is driving the process of identification of
need, but for both these centres the work of the BOM is in its early stages. The needs of the
Hub and Sateliites are currently the priority but both recognise a regional remit and respond

to identified need if approached by a DON of another service.

In MUH the CNE carries out an Educational Analysis across the region .

Moore Abbey {satellite of AMNCH- ID sector) have become more formal and less ad hoc and
are now carrying out a formal educational needs analysis annually within their own service

across its three sites.

The importance of also being able to respond to need that arises during the year within a

service was stressed at all centres.

The educational needs of the regional stakeholders associated with most of the CNE’s are not
being fully identified or met. In most cases regional stakeholders have not been included in
a Formal Educational Needs Analysis process. (MUH is an exception but they report a low

response rate to their analysis)

Some problems or challenges to carrying out an Educational/Training needs Analysis were
also highlighted.
o Poor attendance or lack of attendance at BOM meetings can be a problem if the
BOM is carrying out the analysis.
o Poor response rates
o Some organisations are aware of the resource difficulties facing CNE’s and do not
approach them at all with their identified needs.
o Where the geographical area heing served by the CNE is very large { eg MUH,
Cork)cost can be an issue if CNE staff need to travel to hold focus groups or meet

stakeholders.

Planning and Strategy- Some CNE's have a Strategic Plan most do not. Some CNE’s carry out
an annual Educational needs Analysis and evaluate programmes once delivered and this
annual cycle is the extent of their planning. In some centres there is no farmal
educational/training needs analysis process. The problems that underiie this lack of planning

include:



10{Page

The BOM not functioning as a BOM but rather as an information sharing meeting.

The absence of a clearly identified budget makes planning very difficult. In some CNE’s the
Director is seeking resources on a programme by programme basis,

Staffing levels and the skill-mix amongst the staff in CNE’'s also have a negative impact on

planning.

3. Key issues for the CN/ME'’s .

3.1

3.2

3.3

There clearly is and will continue to be a need for continuing professional Education for
Registered Nurses and other members of the Nursing team. The CNE is well placed to
develop and deliver programmes to meet these needs. The provision of accredited education
at local level is viewed as advantageous by Nursing Management and Corporate
management in all the stakeholder organisations consuited for this review. They see it as
being easier for staff to avail of education provided in this way and it is also easier for the
Service to release them. Stakeholders agreed that despite the resource issues faced by the

CNE’s that the education they have provided has been of a high quality.

The location of CNE’s on the site of acute hospitals is an advantage - The proximity of the
classroom to the clinical setting is seen as essential. The CNE draw upon the Clinical
Specialist skills within the acute hospital and this enhances the quality of the service they
provide, In addition it allows Nurses and HCA’s from other health care settings in the region
1o access this knowledge and experience, Course participants may come from diverse
workplaces and this leads 10 a good dynamic in the classroom and enhances shared learning
through sharing and discussing experiences. Patients may be attending more than one
service provider in a region (E.g. a Resident of a nursing home or an older person being
visited by a PHN may also be a patient of the acute hospital} and strategically targeted
education can enhance that patient journey and smooth or even speed transition from one
service 10 another. The CNE can be utilised to provide training to staff in the Community
and/or other Health Care services to whom the patient is being discharged/transferred. “The

CNE is uniguely based to bridge the gap between the acute hospital and the community.”

Qutreach services to regional stakeholders- Not all CNE’s have been able to provide this but
where it has been provided it has been greatly valued both by participants and their
employers. Indeed because of the difficulties of release this has become more important but

resource issues constrain the CNE’s in what they can provide.
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3.4 The capacity of the CNE to continue to provide continuing professional éducation inan

efficient and effective manner is constrained by a number of key issues.

+ Issues of Governance including Reportfng Relationships and Accountability- Corporate
and Nursing management within the DATH's and the MUH believe that the Directors of
CNE’s should report into their Corporate Structures { as is the case for 3 of the CNE’s).
Where the Director reports to the NMPD Director in the HSE, management view this
situation as problematic. They guestion to whom the BOM is accountable? Where does
it get its authority from? If the BOM makes decisions is the Corporate body expected to
respond? They wish to have greater clarification of aoperational reporting relationships.
Directors of CNE's believe that they need clear reporting relationships. The view was
expressed by some CNE Directors that they need to Report to the Area Director of NMPD
to be part of the chain of communication and decision making emerging linked to the

Office of the Director of Nursing Services and thus ensuring a regional educational focus.

s Boards of Management- The CNE BOM’s associated with the DATHS Hospitals and MUH
do not function effectively. They are primarily fora for information sharing. There is an
ahsence of a shared vision and plan for the CNE’s and this is in part due to poor
attendance and in part due to lack of clarity/buy in fawareness of Terms of Reference .
They do not effectively
e ‘“co-ordinate the strategic planning function and ptanned development of

educational training and professional development for the Regions Nurses”.

e “ensure that appropriate physical and human resources are in place to support the
development of the CNE's”

e “Ensure that programmes are planned and developed in line with Service needs and
that the principles of accessibility, equity and quality underpin such programmes
and that all programmes are properly evaluated in terms of relevance to clinical,
management and educational practices , value for money and learning outcomes.”

from Terms of Reference of BOM’s MUH, Sligo/Leitrim and Tuflamore.

Attendance at the BOM’s can be poor and inconsistent. Key players such as the DON of
the hospital within which the CNE is situated can be missing. They do not play a tead role
in formally identifying need although it is a place they can bring a need to. The BOM's in

the CCNE and the Centre of Midwifery education are different. They are younger
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committees and are developing a more focused role. However there is still some
disagreement amongst members of the CCNE as to the extent that the role of their BOM

should deveiop.

e Staff being employed by different agencies- For MUH and the CCNE staff some staff in
the CNE have different employers. In MUH this is viewed as been problematic primarily in
terms of potential HR difficulties. It has also meant that a current vacancy has remained
unfilled due to disagreements over whose role irt is to fill it. In the CCNE it is a problem
because one member of staff is employed by and based in a satellite and the Director of
the CCNE is employed by and based in the HUB leading fo operational difficulties, the
Director of the CCNE has no direct authority over the staff member, who in return has no
direct reporting relationship to the Director of the CCNE. Indeed she reports into the
Specialist Coordinator/Principal Tutor of the AMNCH CNE. A confusing and probably

unworkable situation.

¢ Lack of clarity fagreement as regards regional remit and definition of regional
boundaries- Under the 2002 agreement the CNE’s were set up as Regional CNE's
expected to provide a service to the acute hospital within which they are sited and a
designated geographical region surrounding that Hospital. For three Hospitals the remit
is seen as being primarily to the acute hospital. The needs of stakeholders in the region
are not being met in this model. For the CNE’s that do have a greater regional focus,
they are still not meeting the regional needs fully nor are they able to fully meet the
needs-of the acute hospital . In some regions to whom the CNE is supposed to he
providing a service within the region is unclear . Some stakeholders never get any service

from the CNE's . Regional Stakeholders feel they have a large unmet need.

® Aufonomy of the Centres to make decisions and deliver agreed programmes- The
centres do not operate as autonomous entities focused on the Educational needs of all
stakeholders in their designated region. This was certainly the expectation of how they
would operate by those staff that transferred from the old Schools of Nursing to the
CNE’s and it is a source of frustration and disillusionment that they never operated in this
manner. External stakeholders certainly believe that the acute hospital within which the
CNE sits have undue influence over the role of the CNE and that as a result their needs
are not met. Where Directors of CNE’s report to.the Director NMPD not the DON of the

hospital their relationship can be complicated. Regional stakeholders feel that the role
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of the CNE is overly focused on the needs of the acute hospital. “We do not feel that it is

our CNE meeting our needs”

s Budget or lack of it- CNE's need a dedicated budget delegated to the Director of the

CNE. Currently they do not have this (The exception is St. James which has an agreed

budget } The lack of an agreed budget hampers the work of the CNE and makes planning

impossible. Currently the funding of the CNE’s in the DATHS hospitals is from the budgets

of those Hospitals. The absence of a non-pay budget and indeed petty cash can make the

day to day running of the CNE very difficult. It is unclear what funding is available at

Hospital level for Nurse Education, the DON ‘s in the DATHS are the budget holders.

¢ Staffing issues- There are a number of problems on the staffing front.

o

In some cases the CNE are short staffed because staff who have retired or left
the CNE's have not been replaced. This certainly impacts on the level and quality
of service that the CNE can provide. There is no agreed ratio of staff in the CNE

to the Nursing population that uses the centre.

The Skill-mix within the CNE- The CNE needs to be staffed by qualified staff with
an educational gualification and therefore competence in the area of curriculum
gevelopment and assessment technigues. Where the centre is staffed by staff
who are not qualified to a minimum Registered Nurse Tutor level it impacts on
the quality and quantity of service provided. Some CNE’s have no specialist
coordinator posts and/or none in the specialist areas, again this impacts on the
range of programmes that can be offered and also on how workioad is managed

and shared within the CNE.

Staff Development is an issue- CNE staff must be able to keep up to date in
clinical developments if they are to educate others. They need access to ongoing
continuous professional development. This is not always available to the staff of
the CNE’s and where it is not, staff believe that it has a negative impact on the
CNE’s ability to effectively meet service need. If CNE’s are to provide programmes
at Level 8 and 9 then staff need to be educated to masters level and the
opportunity to study at PhD level. In those centres where there is no access to

staff development it has a negative impact on staff morale.
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o Staff morale and unmet expectations- this is certainly a big issue in the CNE’s
that have staff who transferred to the CNE's in 2002. In some cases the manner in
which this was done was problematic for staff and this has impacted on morale,
This has then been compounded by the unmet expectations and frustrations
associated with how the CNE’s have developed and been supported by both the
acute hospitals and the NMPD._

it is clear from the complexities and issues outlined in this review that in effect the 2002

agreement has not been fully implemented.

Recommendations for The Future

These CNE's, located on the grounds of large University Hospitals with their established close clinical

tinks are ideally placed to meet the continuing professional educational needs of Registered Nurses

and Midwives, Support Services Staff and other members of the Multidisciplinary team within a

designated region. They have a central role to play in ensuring ongoing development of skilis

competence’s in Registered Nurses . In order to fulfill this role efficiently and effectively a number

of changes need to be made .

4.1

Governance Structures- The current governance arrangements are problematic and do not
work. Changes need to be made to reporting relationships, accountability and to the role,

structure and functioning of the BOM.

From an educational point of view, the most appropriate Governance Structures going
forward would be that the Director and staff of the CNE would become employees of the
HSE and report into NMPD. The Director of the CNE would report to the Chair of the Board

of the CNE and the Chair would be an NMPD Employee. {This Governance model is described

in more detail in 4.1 (c} beiow.)

However in order for the Governance model described in (c) to work there would need to
be buy in from the key stakeholders in particular the Corporate and Nursing Management of
the DATH's and Voluntary Hospitals. Currently in St. James Hospital, Beaumont and the
Mater the CNE is part of the Corporate Structure with the Director CNE reporting into that
structure. Management in these Hospitals strongly voiced their opinion that this structure

should remain in place and that the CNE’s must primarily meet the Educational needs of
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these Hospitals. In addition Management in MUH Cork , SVUH and AMNCH expressed strong

opinions that they see the future of the CNE as within their Corporate Structures.

In view of the realities of the current situation it is the opinion of this writer that these
Hospitals will not move to the Governance arrangements laid out in (¢}. Therefore the
alternative Governance model should be that the CNE becomes part of the

DATH’s/Vaoiuntary’s own Corporate Governance Structure reporting into their HR function.

On an annual basis, in cooperation with the Learning and Development function ,the CNE
should carry out an Educational/ Training needs analysis. In addition the CNE must develop a
strategic plan to meet ongoing developments in Continuing Professional Educational needs

of Nursing and associated staff in that organisation.

Under this model the NMPD would takeover responsibility for leading out on the
identification of educational and training needs for all stakeholders across the region. The
current BOM structure would be replaced by a Regional Education Committee structure

composed of DON’s from all agreed stakehclder organisations within the agreed region.

The role of the Regional Education Committee would be to carry out a full and appropriate
annual Educational/Training needs analysis . This must be linked to Service Priorities,
Strategic Developments, Policy, HIQUA standards, Mental Health Commission Standards,
requirements of the Nurses Act and requirements for the expansion of Nursing and
Midwifery Practice and needs identified through Team Based performance Management,
s DON members will be the [ink back into to their own service to ensure that the
agreed Educational/Training needs analysis is facilitated at local level.
¢ The Committee will utilise sub-groups based arcund care groups (Acute Hospital
Services, ID, Mental Health, Community Care, Care of the Older person etc) to agree
priorities .
+« Based on the Needs Analysis and the agreed output from the Sub-groups on
priorities and delivery issues the NMPD would then approach a CNE to commission
an appropriate Educational programme to be delivered in a manner that suits the
identified need. £.g. It might need to be delivered in the CNE classroom, within a

clinical setting in the acute Hospital , through e-learning or as outreach to the
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Organisation with the identified need. A service level agreement should then be
reached between the NMPD and the CNE and this should include a
s« Description of the educational service being provided
¢ The manner in which it will be provided
e Standards of delivery
*  Monitoring methods
e Evaluation
e Cost
The funding for this programme would pass directly to the CNE and would be accounted

for by the CNE to the Regional Education Committee through its chair.

The Regional Committee through the NMPD could approach any CNE to provide training

and select the one best suited/able to meet their need.

{a) Centre for Midwifery Education- Under the above proposal the Director of the Centre for
Midwifery education would continue to be an employee of the Maternity Hospital within
which the CME is located but wiil report to the Chair of the Midwifery Regional Educationat
Committee , an employee of NMPD. This reporting relationship will involve regular reports
on

Annual Business Plan

L]

e FEducational and Training Needs Analyses

& Quarterly financial report on budget spend {see point

o Prospectus

¢ Progress report on delivery of agreed Educational Progfarﬁ’s

s Levels of uptake of Educational and Training Program’s

e Difficulties or challenges in delivering agreed plans and suggestions on how to
overcome them.

e Progress towards delivering on the agreed Strategic Plan

e Reports on projects

e Anannual report.

The Midwifery Regional Educational Committee {previously known as the BOM)would be

composed of the three DOM/N’s from the three Maternity Hospitals, an experienced
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Finance Officer, the Director of the CME and an appropriate NMPD employee who

would be an independent chair of the Committee.

This Committee would have two sub-groups or working groups one focused on the three

Maternity Hospitals and the other focused on identifying the needs of the other key

stakeholders in the region- Midwives working in A/E in acute hospitals, midwives in

private practice and any other stakeholders.

{b) Centre for Children’s Nurse Education- Under the above proposal the Director of the Centre

for Children’s Nurse Education would remain an employee of Crumlin Hospital but would

report to the Chair of the Children’s Nursing Educational Committee an employee of NMPD.

This reporting relationship will involve regular reports on

Annual Business Plan

Educational and Training Needs Analyses

Quarterly financial report on budget spend (see point

Prospectus

Progress report on delivery of agreed Educational Program’s

Levels of uptake of Educational and “{faining Program’s

Difficulties or challenges in delivering agreed plans and suggestions on how to
overcome them.

Progress towards delivering on the agreed Strategic Plan

Reports on projects

An annual report.

The Children’s Educational Committee (previously the BOM }should be compesed of the

three DON’s from OLHC, CUH and NCH Tallaght, an experienced Finance Officer, the Director

of the CME and an appropriate NMPD employee who would be an Independent chair of the

Committee.

This Committee should have two sub-groups or working groups one focused on the needs of

the hub arud the two sateliites and the other focused on identifying national needs . Onan

annual basis the Director of the CCNE would instigate an Educational needs analysis focused

on national needs and involving the Area Directors of NMPD Nationally and through them

DON’s at local level,
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(c)

The .5 Registered Tutor based in AMNCH should transfer to the CCNE Hub and be a full

member of that team with the Director CCNE as her line manager.

This is the alternative governance model mentioned above. As already stated it is the belief
of this writer that this governance model is the most appropriate from an educational point
of view but because it is dependent on buy-in from the DATH's and Voluntary Hospitals it

will not work. That alternative governance structure is described here in point {c).

The Director and staff of the CNE would become employees of the HSE and report into
NMPD. The Director of the CNE would report to the Chair of the Board of the CNE and the
Chair would be an NMPD Employee

The Director of the CNE would report to the Chair of the Board of the CNE and the Chair
would be an NMPD Employee.

The staff of the CNE should then report to the Director of the CNE.

This would align the CNE's as Educational Providers with the Office of the Nursiné Services
Director who has a National focus on Practice Development and Education and Training.

in addition this would facilitate the process of transfer of budge! for continuing education
from the Area Director of NMPD to the Director CNE.

If the CNE’s get HETAC accreditation it is essential that there is a coordinated approach
moving forward in terms of Identification of Priorities and agreement on types and numbers
of HETAC courses etc. Their plans must align with service need and with the vision of the
Office of the Nursing Services Director, HSE. This Governance structures facilitates a logical ,

planned development linked to need.

The Director of the CNE would be accountable to NMPD for performance on agreed

Performance Indicators linked to the agreed annual or strategic plan.

The role and function of the BOM needs to change. The responsibilities of the current BOM
should be transferred to a Regional Educational Committee which will oberate in a much
more focused way. Membership of the Regional Educational Committee should be
composed of the Directors of Nursing (Acute, Community Nursing Services, Mental Health
and ID), an experienced Finance Officer, Director of NMPD and the Directors of CNE’s. This
Committee should be chaired by an NMPD person and have a cllear agreed terms of

reference.
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4.2

The role of the Regional Educational Committee should be to:

e Develop a medium to long term Regional Educational Strategy .

e Ensure that the CNE carries out a fuii and appropriate annual Educational/Training
needs analysis . This must be linked to Organisational Priorities, Strategic
Developments, Policy, HIQUA standards, Mental Health Commission Standards,
Service Plans, requirements for the expansion of Nursing and Midwifery Practice
and needs identified through Team Based performance Management.

o DON members will be the link back into to their own service to ensure that
the agreed Educational/Training needs analysis is facilitated at local level.

o The Committee will utilise Sub-groups based around care groups {Acute
Hospital Services, 1D, Mental Health, Community Care, Care of the Older
person etc) to agree priorities and to link with the Director CNE on issues of
delivery etc.

o Based on the Needs Analysis and the agreed output from the Sub-groups on
priorities and delivery issues, the Director of the CNE will draw up a
Prospectus for the coming year and distribute to all stakeholders.

e Receive regular reports from the CNE and his/her team including a Business Plan for
the year, progress reports on delivering on the Regional Strategy , Educational
Prospectus, progress updates on the Annual Educational Programme , Financial
reports, reports on projects and an annual report.

s The Regional Educational Committee would have an agreed annual schedule of
meetings with an agenda circulated in advance, meetings minutes and an

attendance register.

NMPD Role fRelationships to CN/ME’s going forward- The role of the NMPD in relation to
the CNE’s needs to be strengthened. The proposed Governance siructures (4.1 above)are

based on the NMPD having a more clearly defined role in relation to the CNE's.

The chair of the proposed Regional Educational Committee (replacing the BOM) should be a
member of the NMPD team. Currently BOM chairs are Regional Directors NMPD .There is
merit in the NMPD looking at the suggestion of having one senior member of its team with
responsibility/expertise in the area of Education who could fulfil this role for a number of

regions in an area. In the absence of this proposed change then the Regional Director



20[Page

should continue to fulfil the role but in the case of the CCNE and the CME it would be

advantageous that the Area Director would be the chair because the remit of those centres

straddies a number of regions. The role of the chair of this committee should be similar in

hoth of the Governance models described. The role should include:

Chairing the committee.

Ensuring that the Committee has an agreed and clearly understood terms of
reference.

Liaising with the Director of CNE .

Transferring budget from NMPD to CNE.

Ensuring evaluation takes place and changes are introduced based on the evaluation

outcomes.

If the CNE's revert to the DATH's Corporate structure then the chair will also have

responsibility for

Organising and carrying out of a Regional Educational/Training Needs Analysis
including ensuring that pricritisation of need is agreed by the Committee.
Commissioning the CNE’s in the Voluntary Hospitals to provide programmes to
meet the need.

Agreeing service level agreements with the CNE

Overseeing the monitoring of these agreements .

Linking to the Director of CNE, DON and Nursing Executive in relation to Nationally
ldentified Educational Needs that are relevant to the staff in that DATH so that those
needs are incorporated in their own Internal Educational/Training needs Analysis

process.

The NMPD should also play a role in fostering greater coliaboration between CNE's

especially where this will enhance delivery of Education in the most cost effective and

service focused manner. Collahoration should happen around

Module/Course Development.

Course Delivery e.g. possible joint delivery drawing a team from across a number of
CNE ‘s to get the best skill-mix required for delivery on Learning Outcomes;
Alternating Delivery/scheduling of courses; developing ‘specialism’s’ in different
CNE’s so that each CNE does not deliver every course.

Developing a coherent and coordinated approach to the development and delivery

of any future HETAC accredited modules. It is important that there is an organised
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4.3

approach to module development and delivery that is clearly linked to identified
needs of all stakeholders, avoids duplication or omission and which represents best
value for money.

e Research.

Budget and Associated Decision Making- The CNE needs an agreed budget (pay and non-
pay) delegated to the Director of CNE. The Director of the CNE needs to be involved in
developing the educational element of the Service Pian, including the costing, estimates and
adjustments of the budget. Costing's will include :

e Costs associated with curriculum development, assessment, exams etc

¢ Course delivery '

¢ FEquipment

= (QOperational running costs of the CNE .

e CNE staff development etc
in developing this the Director should be guided by the expertise of an appropriate Finance
Officer. If budgetary adjustments are necessary, the Director CNE should be involved in
planning and agreeing where the savings will impact,. Funding sources for the budget may
come from different sources such as:

& Nursing , Midwifery Planning and Development

e Directors of Nursing in Voluntary or Private Hospitals.

e General Hospital Training Budgets

e Other agencies e.g. the National Initiative funded by the Irish Hospice Foundation

These funds should all be accounted for and at any given point it should be possible to issue
a report on expenditure and remaining balance. Accountahility and transparency of budget
management are essential and transparent budget reports detailing funding income and

source, specified expenditure and remaining balance will be made by the Director CNE .

Where the NMPD has commissioned education and training from a CNE the Director of CNE
will make a budget in relation to that training to the NMPD who will report that to the

Regional Educational Committee to show where and how money is being spent.

The HSE and DoH&C should review the current fundihg mechanism to the Universities for

Specialist Post Graduate Nursing Education programmes. Currently 100% of the funding for
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these goes to the Universities whereas 4 of the 6 modules are delivered by CNE and Hospital

staff.

Staffing Levels-To fulfil their role and deliver on the agreed Educational programmes the
CNE's need an appropriate complement of staff fo meet service needs. Currently ali the
CNE'’s in this review have identified staffing shortages and have identified how these impact
on service delivery. In addition all the CNE’s have different staffing levels. Staffing levels
need to be brought up to full complement. However this report recognises the realities of
the current economic climate and the moratorium on recruitment and realizes that it
probably will not be possible to get a full compiement of staff at the current time.

However it must be recognised that these shortages do impact on service delivery and will

need to addressed urgently once the moratorium has been lifted.

The Strategic Plan of each CNE should identify how they plan to increase their capacity to
meet the educational needs of the stakeholder organisations ( both the DATH's and the
Regional Stakeholders). An incremental increase in staffing levels to grow capacity and
deliver increased services where need has been identified should be built into the strategic

plan to be acted upon once the current moraiorium has been lifted.

There should be a realisation that where staffing levels are insufficient to deliver the
educational needs identified that there will be an impact on both the quantity and quality of

the service to patients .

Staffing Qualifications/Titles /Skill-mix.

e Staff qualifications: All staff currently working in a CNE should be Registered Nurse
Tutors or have a Masters level Education. In addition its is desirable that all CNE
Educational staff should progress to acquiring a Masters level qualification. Those
staff who wish to progress to PhD level should be supported to work towards this
goal however this report recognises the realities of the current economic climate
and realizes that there are currently uniikely to be the resources to support this.
When recruiting staff to CNE’s in the future a Masters level qualification is the most

appropriate gualification.
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The Title Specialist Coordinator is an unclear title. A more appropriate title would be
Educational Coordinator with responsibility for...... There needs to be agreement

across all CNE's as to what this role involves.

The Title Nurse Tutor- As all CNE staff move to a Masters level qualification and in
view of the fact that the target audience are all aduit learners , the title Nurse Tutor

should be reviewed. A possible job title going forward might be Nurse Educator.

The number of Educational Coordinators/Specialist Coordinators per CNE -the
number of these posts per CNE should depend on the range and type of services
the CNE provides. There should be an Educational Coordinator for iD and Mental

Health where a CNE is providing Education in these fields.

. Administration resources- CNE’s need appropriate administration staff to meet the

demands of the service they provide. Currently where there are shortages in
administration staff in CNE’s the Di.rector’s and/or other staff are carrying out this
work to meet the workload associated with being a FETAC accredited centre (Indeed
when the CN/ME’s become HETAC accredited these administrative demands will
increase). This is inefficient and takes educational staff away from providing
education and impacts negatively on the CN/ME’s capacity to meet service needs.
Going forward each CN/ME needs to have a full complement of administrative

resources to meet need. Again there is a recognition of the constraints under the

current moratorium on staffing levels.

Where a budget is delegated to a Director of CNE there will also be a need for the
administrative support to be available to the Director in terms of managing the

budget..

Qualifications and Competencies’ of CN/ME Directors- It is essential that going
forward Directors of CNE's would have ‘business’ competencies in addition to
Nursing and Educational Qualifications. Education must be to a minimum of
Masters level or beyond. Before Budgets are devolved to Directors they need to
have a Personal Development Plan (PDP) agreed between themselves and their line

manager to facilitate the development of their Business and Financial management
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Skills for effectively managing the budget and contributing to Educational Service

Plans and Costing’s as identified above in 4.3.

Ability of Director to Delegate: Going forward the Director needs to have an
identified member of staff to delegate to responsibility for the day to day running of
the CNE when s/he is off site on CNE business and for periods of Annual Leave and
ltiness . This role should be akin to a “team leader’ or Senior Educational

Coordinator role.

Continuous Professional Development of CN/ME staff including administration
staff- All staff working in CN/ME’s need to have access to CPD. Staff need to keep up
to date with their clinical competence and developments in the clinical field.
Through Team Based Performance Management each CN/ME should identify and
agree development priorities for the team based on the CN/ME strategic plan, the
stakeholder Educational/Training Needs, developments in the clinical areas and
developments in the role of the Registered Nurse, support workers and members of
the MDT. Each staff member should agree a PDP with the Director of CN/ME. CPD
could take the form of attending Conferences; undertaking an Educational
Programme; pursuing a Masters or PhD or spending protected time in the Clinical
area of a Centre of excellence in their clinical field. The entire CN/ME team should

have an in-service training opportunity on an annual basis.

The CPD needs of Administrative staff must be included in this process. In particular
Administrative staff will have Development needs associated with providing

Administrative Support to the Director who is managing a delegated budget.

4.6 Succession Planning (Recruitment and Replacement)- including where a member of staff is

absent due to illness- Staff who leave must be replaced otherwise the capacity of the CNE to

delivered on the agreed service will be impacted upon. Staff who are on extended sick leave

also need replacement on a temporary basis. Directors need o be empowered to make

decisions and recruit staff otherwise service delivery will be compromised. The CN/ME

strategic plan should identify how they CNE will undertake appropriate succession planning.

However the constraints of the current moratorium need to he recognised.
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Strategic Planning- Each CNE should develop a strategic plan with a medium to long
terms focus. Two issues that must be addressed in the strategy are how the CNE is going
to develop its capacity to become more responsive to evolving service needs and
planning to develop alternative delivery methodologies including e-iearning, and
delivery of education closer to the clinical setting . The Research component of the work

of the CNE should also be addressed in the plan.

Educational/Training Needs identification and Annual Training Plan-Every CNE should
conduct an annual Education and Training needs analysis for their target group of
stakeholders (as described in 4.1 above). This analysis must be linked to Organisational
Priorities, Strategic Developments, Policy, HIQUA standards, Mental Health Commission
Standards , Service Plans, requirements for the expansion of Nursing and Midwifery
Practice and needs identified through Team Based performance Management. Based on
the outcome of the analysis and the prioritisation of their Education Committee the CNE

should draw up an annual Prospectus.

Curriculum Design- A team based apgroach to curriculum design shouid be adopted and
membership of this team could be drawn from CNE, Practice Development, Learning and
Development thus enhancing cooperation between the internal educational

stakehoiders and enhancing effectiveness of the programme.

Increased Focus on developing accredited Skill based programs such as Venepuncture

and IV Cannulation. This will ailow

o}

A targeted approach to meeting identified skilt needs;

¢ Easier release of staff to do programs;

o Greater take up amongst staff of short accredited courses that build up to a
recognised qualification;

o Maore opportunity for blended learning which combines delivery of programs

closer to the clinical setting , e-learning components as well as classroom based

delivery.

Role and function of Practice Development Units- The comprehensive Educational Plan

must clearly articulates the respective roles of Practice Development and the CNE in
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meeting agreed Educational needs. Boundaries and areas of cooperation must be clear

and agreed.

Resources/Physical Infrastructure/facilities etc- There is great variance in the guality of the

Physical Infrastructure and facilities between CN/ME’s, The CN/ME’'s must have appropriate

facilities to /deliver quality educational programmes. For some centres there may need to

for one-off capital investments to improve the physical infrastructure. Whiist it is unlikely

that resources will be available to do this is the near future due to the economic climate,

but the Strategic Plan of the CNE should address this issue in the long term |

CN/ME’s should have:

Sufficient classroom facilities (all educational staff need to be able to use classroom
facilities simultaneously to maximise the capacity of the CN/ME to deliver
programmes) fitted out with appropriate Audiovisual and IT equipment

Clinicat Skills rooms.

Proximity of classrooms/clinical skills rooms to the clinical areas- To facilitate staff
releases and transfer of learning from the classroom to the clinical setting the
CN/ME’s need to consider moving towards a delivery model which focuses less on
full day programmes with releases away from the clinical area to increased delivery
of shorter skitl based programmes closer to the clinical setting. This may mean
reaching agreement at local level as where these facilities are best located.
Facilities in outreach centres- where CN/ME staff travel to a stakeholder
organisation to deliver a programme they need access to classrooms/clinical skills
room in those sites. Staff release’s to travel to the CNE are becoming more
problematic and outreach is one solution to that problem but if the guality of the
education is not to suffer then the faciiities need to be available at the outreach
organisation. Portable projectors and laptops should be available to Nurse Educators
who travel to deliverffacilitate the programmes. |

Computer Rooms accessible to CN/ME users and staff undertaking research,
educational programmes of any duration, e-learning and independent study.
Access to Libraries and on-line Journals- Where these belong to different
stakeholders e.g. the University, the HSE, the DATH's access should be negotiated for
alt users and staff of the CN/ME.

Access to conference room facilities

Teleconferencing facilities to support alternative modes of delivery and support.
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e [T infrastructure and software development to support e-learning.
e Access to catering facilities.

s Offices, storage, general facilities such as washrooms etc

The relationship between Corporate Learning and Development and CN/ME’s and the
issue of Centres of Learning and Development - there needs to be greater cooperation
between the CN/ME and Corporate Learning and Development. Both have a focus on
Continuous Professional Education and in some cases both are providing programmes to
the same cohort of staff, for instance Induction. In some situations there is cooperation
between the two but in other Hospitals they work in parallel and isolation with minimal or
no communication between them. Greater cooperation between the two will enhance
Multidisciplinary team working and ensure better value for money through remoﬁaf of

duplication, economies of scale and sharing of resources.

- The HR Director and Director CNE should ,as a priority develop a detailed plan to progress

this cooperation. Cooperation should start with the Educational/Training Needs Analysis
and should continue through the prioritisation process, the development of the Annual

Educational Prospectus and if relevant in curriculum development.

Some DATH's have, or are planning to develop, Centres of Learning and Development
which amalgamate the CNE with Learning and Development function in that organisation-
This move should not be viewed as a negative one. The fears and concerns that have been
expressed by some, are that nurse education will be lost or diminished in such a move. This
does not have to be the case and where Centre’s of Learning and Development are being
developed then the key issues are to:
s  Ensure that the Nurse Education is central to the remit of the Centre and is
protected and ring fenced . This must be clearly articulated in the Mission/Vision for
the Centre and in its Strategic Objectives .
e Ensure that there are robust links between the Director of the CNE and the DON and
Nursing Executive.
e Conduct annual Educational/Training Needs analyses which focuses on the Hospital
Service plan, clinical need and developments in the role of the Registered Murse and

associated support staff.
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4,11

e Develop Internal Service level agreements for Nurse Education linked to identified
need.

e Appoint a Director of the Centre who has a Business qualification in addition to an
educational and nursing qualification.

s  Establish robust links through the Governance structure to the NMPD.,

Clarification of Region- There needs to be a clear and transparent agreement about whom
CNE is providing service to in the region. Each health service provider in the region must be
affiliated to a Regional Educational Committee and through their auspices it should be
agreed which CNE will provide them with what service. There may be a need to allow some
external stakeholders to become affiliated to a different CNE. For instance under the 2002
agreement St. Vincent’s in Fairview was aligned to Beaumont CNE. They have never had a
service from Beaumont and their acute services are planned to move to the Mater Hospital
in the coming years. It makes more sense for them to be part of the Mater Hospitals region.
This of course has a knock on impact of requiring the Mater to have an Education

Coordinator {currently know as Specialist coordinator) for Mentat Health.

The Hub and satellite arrangement- The relationship between the hub and satellite needs to

be clarified.

AMNCH and Moore Abbey will be impacted upon under the proposed governance structure. .
If the CNE is AMNCH is solely focusing on providing a service to AMNCH with the exception
of what the NMPD commissions for the region then the rationale for the Hub and Satellite is
no longer valid. The satellite CNE in Mocgre Abbey should become a standalone regional ID
service provider. The staff in the centre should report to the DON in Moore Abbey and
through the commissioning arrangements link into chair of the Regional Education

Committee .

For the CCNE and the CME it is essential that there is clarity about the role of the CN/ME,
the service they provide to the satellite sites and in addition how budget is transferred to
the Director of the CN/ME and the autonomy of that Director to manage the services of the

CN/ME. For these two centre’s there needs to be:
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The role of both the CCNE and the CME should be to coordinate and provide
educational services to nurses working within both the hub and satellite sites and
agreed regional stakeholders.

This means that the Director of CCNE and CME are responsible for this coordination
and service delivery.

The Educational Committees (previously BOM’s) of both have a responsibility to
ensure that the Educational and Training needs Analysis is carried out across the
hub and satellites and the agreed region.

The Director of the CCNE and CME must have the authority and autonomy to deliver
on the agreed educational and training plan across the hub and satellites with
clearly identified and agreed resources from both the hubs and sateilites.

These means that a non-pay budget to deliver the agreed educational plan must be
agreed and transferred from the hospitals to the Director of the CN/ME. This budget
must also include provision for teaching and centre resources required to deliver on
the plan. (i.e. the Director must have funds for the day to day running of the centre
and be able to ensure that repairs are carried out to essential equipment etc)
Where the CCNE or CME provides education and trainings services to a regional
stakeholder then the budget for this needs to transfer to the CN/ME (either from
NMPD, that stakeholder organisation, another funding source)

In order to deliver on the agreed educational plan the Director of the CN/ME needs
to have the authority to utilise the agreed human resources from within both the
hub and satellite sites. These human resources need to be identified and agreed by
the Educational Committee {previously BOM} and authority to utilise the resources
transferred to the Director of CN/ME. An annual resource plan needs to be agreed
and signed off by the Educational Committee.

The Director of CN/ME must report to the Educational Committee through the Chair
of that Committee on progress and challenges to delivering the agreed Educational

and Training plan.

4.12  Staff covered by the 2002 agreement- This review highlighted that the 2002 agreement was

not fully implemented and that staff who opted to transfer to the CNE’s in good faith have

unmet expectations. The recommendations of this review suggest changes to the CNE

governance arrangements and the employment relationships of some staff. Staff covered by

that 2002 agreement should again be given the options available in 2002. It is unlikely that it
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4.13

would be feasible to offer them a move to third leve! but they should be offered the choice

of remaining in the CNE under the new arrangements or early retirement.

Specific Recommendations for each CNE- Section 4 has concentrated on general
recommendations for the CNE’s as a whole going forward. The appendices include a detailed
overview of each CNE including the specific issues for them to deal with individually within

their own service,
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Appendix 1

Mater Misericordiae University Hospital

Participants in the Focus Group included
e Staff of CNE including- Direﬁtor of CNE, Specialist Coordinators, Nurse Tutors
e Director of Nursing, Nursing HR, Divisional Nurse Managers, Nurse Practice Development
Coordinator

e ADPHN from the Community

Current role of the CNE: “To provide Continuing Professional Education and in-service staff
development to Registered Nurses and other members of the health care team to enable them

develop their knowledge, skill and competence to meet the needs of service.”

“As a participating Hospital in the Hospice Friendly Hospitals Programme (HFHP), the CNE provides

|fl

Communication Training on death, dying and bereavement for all hospital personne

“The Centre is critical to the delivery of the Post Graduate Specialist Post Registration Nursing
Programmes in partnership with UCD. In addition, to meet the evolving needs of service and the
competence requirements of the registered nurse the Centre provides a range of professional skills
development courses in areas such as ICU, Perioperative, Oncology. Pdtential new hospital based
courses for delivery later half 2009 include Cardio Thoracic {including transplantation), Lower G, and

a course in Spinal is also guite likely and Radiology .”
“Historically the Ethos of Professional Nurse Education in the Mater has been Nurse led.”

“The Centre plays a role in providing education to Nurses working in PCCC particularly CIT and PHNs
to enable them to update their skill for instance in the areas of IV administration of drugs,

Venepuncture & Cannulation. “

“For the past few months the Centre has been working with the liaison nurse for Care of Older
Persons. Thus from September (2009) programmes in area such as PEG Tube feeding, subcutaneous
administration of fluid and catheterization will be provided for nursing working in nursing homes.
These programmes have been developed and wili be delivered in partnership with clinical colleagues

thus assisting “in the sharing of knowledge between the acute setting and the Community”.
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“Our Education programmes are open to all registered nurses, we invite staff from hospitals where
our student nurses are allocated (such as Cappagh Orthepaedic, Clontarf, Cherry Orchard, Bons
Secours, Mater Private). The provision of continuing professional education is available not only for
Hospital nurses but also for nurses from Primary Community Continuing Care {PCCC}, Community
intervention Teams, Prior to the embargo quite a number of staff from the Rotunda attended

programmes. FETAC is run in partnership with Rotunda and Temple Street.”
“Our Primary Focus is on educating the Nurse and the Nursing Team”

“We work closely with practice development to assist the Nurse to develop and maintain

competence”

Staffing levels CNE: The CNE has 7 members of staff including a Director, a Specialist Coordinator, 4
Nurse Tutors and 1 Admin person. (I Nurse Tutor is on secondment since 2006 thus currently 3 Nurse
Tutors in the CNE)

The CNE is a purpose built Centre, which has 8 classrooms {capacity of 40 per classroom; two
classrooms interconnect giving a capacity of 80 persons) 4 tutorial rooms, a staff room, a conference
room. The rooms are shared with the Hospital but room booking is controlled by the CNE. The
Hospital Library is located in the CNE. There is a computer trainihg room with 16 PC’s located in the

courtyard of the CNE.

Educational services being provided (all figures are for 2008}

s In 2008 provided a 5 % - day Nurse Induction Programme: Day 1 includes nursing and general
staff. Total for 2008= 296 {161 nurses and 135 General Staff}. In 2009 this was a 7 day
programme.

s Haemovigilance Lectures and Workshop(2008= 151)

e Manual Handling (2008 figures include both orientation and Return to Nursing Practice= 116)

e (PR {CNE co-ordinates for the Induction & the Return to Nursing Practice Programmes,
delivered by Heart House) (2008 = 152)

e Scope of Practice for Nursing & Midwifery {2008 = 175)

¢ Administration of Intravenous medications for Registered Nurses and Medication
Management {2008=221 including 157 MMUH nurses, 56 Mater Private Nurses & 8
Claremont Community Intervention Team)

e Hospital & Nursing Information Systems{ 2008 = 143)



33|Page

e  Nursing care essentials 1{2008=136)

s Nursing Care Essentials 2 {2008= 142)

e Return to Nursing Practice Course- The CNE with funding from the NMPD developed a
curriculum with Connolly and St. Ita’s CNE's; it is @ 6 week course and is run in conjunction
with Beaumont, Connolly, St. ita’s and Temple Street. (2008 = 19). Theory is provided in
Centre and clinical placements in hospitals as identified.

¢ Student Support & Supervision-Preceptorship (2008= Day 1=205, Day 2= 172}

. Management Skills Training Up-date — a two day course. Figures for 2008= 7 {only allowed
max 10}

e Continuous Positive Airway Pressure {CPAP)- a one day study day (2008= 34)

e Clinical Audit Study Day- one day workshop (2008= 14)

e In-service Training for Registered Nurses in relation to the Healthcare Support Certification
Programme- {2008= 38)

e Leading and Empowered Organisation (LEQ) Programme- 3 day programme open to all
Healthcare personnel. (2008 =62)

e Health Informatics Training System (HITS) Course- open to all Healthcare personnel. A Seif-
study online course {2008= 38)

e Feedback Skills Programme- open 1o all Healthcare personnel {2008= 57)

e Healthcare Records on Trial Training- open to all Healthcare personnel (2008= 96)

e Hospice Friendly Hospital Programme- Communications Training- all staff in the Hospital, 3
day programme. [ 2008= 13 Started December 2008) _

¢ Healthcare Support Certificate Programme - FETAC Level 5- Health Care Assistants working in
the Mater Hospital. Figures for 2007/ 2008= 37 (11 MMUH & 26 external staff); 2008/2009 =
22 {includes internal and external staff)

New Courses Commenced from January 2009

o Venepuncture and Cannulation Skills
o Presentation Skills
o Professional Development Portfolio
o Pain Module run with ANP and UCD
o Nurses with Authority to Prescribe lonising Radiation (X-ray) — Start date to be
agreed
e Specialist Post Graduate Nursing Education in Partnership with UCD leading to Post Graduate
Diplomas in the following areas ( in each case there are 6 modules 2 delivered by School of

Nursing UCD and 4 by the CNE and the Relevant Mater Clinical Department)
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o Cardiovascular Nursing {2008 = 10 completed including MMUH and external
students)

o Intensive care Nursing (2008= 14 completed including MMUM and external
students}

o Diabetes Nursing {2008 = 10 completed including MMUH and external students)

o Gastro-Intestinal Nursing (2008 on hold)

o Emergency Nursing -6 modules {(2008= 20 completed including MMUH and
external students)

o Oncology Nursing {2008= 25 completed including MMUHM and external students)

o Peri-Operative Nursing (2008 on hold) To recommence 2009/2010

o Spinal Injuries Nursing (2008 on hold)

o Renal Nursing- (2008 on hold)

e Clinical Professional Development Courses included:

o Intensive Care Course — 16 completed

o Peri-operative Practice — 11 completed

o Spinal Injuries Nursing — 2 completed

o Haemodialysis Nursing - onhold

o Oncology/Haemotology Nursing - 9 completed

Reporting Relationships.- The Director of the CNE is an employee of the Mater Hospital and reports
to the DON of that hospital. All CNE staff are employed by the Mater and report to the Director of
the CNE.

Budget- The budget is held within the office of the DON.

Current relationship between CnE and NMPD- the Director of the CNE and the DON liaise with the
NMPD. The Director Centre attends the BOM meetings held by NMPDU. Representatives from
external organisations & the Director NMPD and sit on the Centre of Education committee. The
NMPD liaised with the CNE about the X-ray prescribing programme, Venepuncture and Cannulation,
Nurse prescribing and e-learning.

“Sometimes the priorities of the HSE are not the immediate prioritise of an acute Hospital. It is most

important that the Education and Training programmes are linked to the Mater Service Plan”
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7. Method of identifying service needs , Strategy Development and current Planning methods — The
Service Plan for the Mater Hospital drives the plan. The DON, Nursing HR, Nursing Executive and the
Education Committee are involved in identifying service priorities for the coming year and then they
agree the educational need. The Education Committee includes both internal and external
stakeholders including the Area Director NMPD. Based on their views the CNE draws up a plan and
once that is approved it is published in a booklet and made available .

The Strategic Plan for the CNE for 2009 is based on
o The 5 core themes of the MMUH Nursing Vision,
o A consideration of external driving forces including - Credit Crunch; H5E
Transformation Programme; Nurses Bill, Resources/VFM; Dublin Academic Health care;
Quality and Patient Safety Report and Mater Hospital; Development Programme
o Professional Nursing and Post-Registration Specialist Education
The key areas in the CNE 2009 Strategic Plan are
o Quality assurance HETAC
o Development of Modules/Programmes at Supplemental & Special P'urpose award level-
HETAC Accreditation
o Nurse Prescribing lonising Radiation Programme
o Review Assessments FETAC Level 5 HCA programme- SKILL VEC Programme
o Mater NET- Develop CNE Site
o Maximise Electronic Room Bookings
o Review Policies and guidelines
o Room Checks

o Deliver on vision of continuous review/improvement and development

8. Themes emerging from Focus Group - Future Role of CNE in MMUH-

s Continue to provide education and training to nurses and other members of the nursing team:
“To continue to develop and improve the Educational service that the CNE provides, constantly
reviewing to ensure flexibility and ability to respond quickly so that Mater Hospital is able to
deliver its service plan and that in that context the Continuing Professional Development needs
of its 12,000 registered nurses are met”.

To develop the skills of other members of the nursing team, assisting in the development of their
skiils, and ensuring that appropriate Skillmix exists”

e Develop Programmes that respond to the Nurses Act, The HSE Transformation programme and

National needs identified by the Office of the Nursing Services Director



“To respond to the Nurses Act and the ongoing need for the Registered Nurse to develop and
demonstrate new skills & competence as a requirement of registration”

“To respond to developments at national level and develop and provide appropriate training
related to those developments e.g. Integrated Code of Discharge Planning; X-ray Prescribing,
National Isolation Policies and other initiatives aimed at improving patient flow, reductions in
waiting time etc ”

“The Transformation Programme wili give rise to training needs in the area of Chronic lliness, Gl;
Heart Failure etc, the CNE will play a role in meeting those needs”

“The Workforce Analysis Study previously carried out through the CNE's could be repeated to
identify further areas for development”

To Acquire HETAC Accreditation and develop and deliver HETAC accredited modules at Level 8.
Future methods of Identification of Training Needs and Strategic Planning-

The views of staff in the CNE and the Nursing Managers in MIMUH is that:

“The current TNA method should continue in the future, it is a model of best practice, the senior
staff are involved and it focuses on the MMUH Service Plan which is the priority”

“If we had more resource this CNE could be a HUS for all the DATHS”

The view from the Community is that:

“There needs to be a greater and deeper partnership between the CNE and the community. The
Mater is located geographically in the middle of a community area and the CNE should plan to
deliver programmes to meet the training and education needs of Community RGNs, PHNs and
HCA’s working in the area. In order to do this there are resource implications and there would
need to be greater communication with the community in the planning stages. The priorities of
the Community need to be delivered upon. Staff need to be aware of what is needed, why it is
needed and then there would be better transfer of learning to the workplace”

Suggestions to improve IT, coordination and links to the Nursing teams at ward/unit leve! and
in the community were identified.

“Need to improve/enhance ICT to assist in planning and also delivery of on-line learning which
could help with the problem of staff releases.”

“There needs to be a more co-ordinated approach, lots of flyers come in on courses, people go
on the course but there may be no action plan to put learning into place”

“There needs to be a team plan to ensure that learning is put into place in the workplace.”
“More meetings with the Community Intervention Team are essential”

Types of Educational Services that could be delivered by CNE’s in future-

o Changes to learning modes and methodologies
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“On-line learning”
“More problem based learning that is scenario based”
o Widening the Focus of the CNE to provide training to members of the MDT

“The CNE is well placed to deliver the 5 core FETAC leve] 5 modules to the wider Support
Staff who are currently on the SKILLVEC programme”

“More Multidisciplinary training and education”

“More focus on the Community Nursing needs- their needs, need to be identified formally
and fhen the CNE needs to put a plan and a programme in place to meet them”

“We need to get a balance between our own needs and the needs of others”

“Continue to work with the NMPD , but the needs of the acute Hospital should be the
priority”

“Acute Hospitals should be involved in the National Need Identification Process eg
Discharge Planning, there needs to be different and varied models”

¢ Resource Implications for the Future
“If the CNE is to provide an Education service to other Health Care Services external to the
MMUH there would be a resource implication and this needs to be acknowledged and
addressed”
“When the service is stretched it is difficult to meet the training needs of other external
agencies”
“The flow of money from the user to the CNE needs to be improved. Currently 50% of the
students using the CNE are external to the MMUH and there is no financial contribution
which comes with them.”
“We need to have a properly financed process which identifies need for the agreed target
group, plans for that need, prioritises and delivers on the need and is funded to do so”
“Funding for training staff in the Community should be made available to the CNE”
s  Staff Qualifications and Succession Planning

“There is a big difference between a registered nurse tutor and a non-registered nurse tutor,
the RNT is the minimal level that should be accepted for working in 2 CNE- acting up is ok
but if the balance between those with clinical skills and those with educational skills if not
correct it can lead to problems. A CNS can deliver training but may have difficulties with the
concepts and skills of curriculum development, assessment and those linked to the quality
assurance aspects of education. Staff in the CNE need educational qualifications”

“The concept of Nurse Tutor is a poor one at 3% Level”
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“in the original agreement the posts of Specialist Coordinator were linked to the ID and
Mental Health sector, we have neither here”

“Within the Community there is a huge need 10 develop the roles associated with practice
development and CPD such as CNS and Practice Development.”

“Succession Planning is essentia'i— all staff are involved in curriculum meetings, everyone is a
course coordinator and manages a programme and liaises with the clinical staff- in this way
they all have developed similar curriculum development and course management skills”
“Staff are encouraged and supported to undertake CPD in whatever is available”

“Masters programmes have been undertaken by some staff and others have a Post-graduate
diplomas in e-learning, all of these add great value”

“All staff in the CNE are encouraged to take respensibility for their own area of
responsibility and be accountable for it and report on it at meetings.”

“We constantly evaluate”

“The age profile of staff needs to be focused on/recognised for planning for the future”
“Staff can apply for a secondment to the CNE for a 6 month period usually, should a vacancy
exist. This provides the opportunity to develop their teaching skills and they may decide to
undertake either a postgrad diploma in teaching or a Masters in education”

“It is important that staff transferring into the CNE have hoth the necessary skills and
commitment”

“The link to the Community is essential here as well- we need to ensure that the CNE staff
are available and competent to go out to the community and deliver training in that
context”

“The links to the University need to continue-Joint appointments may be possible. In the

future there will be a Professor of research post”
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Appendix 2
Regional CNE { HSE Dublin- Mid Leinster) AMNCH Taliaght

Participants in the focus group included
s A/DCEO AMNCH
¢ ADON Mental heaith Services, Dublin West/South West
+ Moocre Abbey- DON and Specialist Coordinator ID services
e Peamount- DON and Quality and Education Staff member
e Staff of CNE- 2 Tutors and Specialist Coordinator
e DON Naas General Hospital
Interviews were carried out with the DON AMNCH and the retiring Director of CNE.
A visit was made to Moore Abbey to interview the DON and Specialist Coordinator ID services
A separate meeting was held with the staff of the CNE at their reguest and this included tutors,

specialist coordinator and Admin staff.

Current Role of the CNE: The Regional Centre for Nurse Education is located at AMNCH Tallaght and
has a satellite at Moore Abbey in Monasterevin and a ‘quasi-satellite” in the Education Centre in
Peamount Hospital. This is a complex CNE for a variety of reasons. Through the three sites the CNE

has provided training and education to staff in the following health service providers:

¢ Naas General Hospital; e The National Children e Baltinglass District

e St Brigids, Crooksling; Hospital AMNCH isa Hospital

s SCIMS (Moore Abbey) sateltite of the CNEin Our ¢ Meath Community Unit
services in South Kildare, Ladys Hospital (OLCH} e St Vincents Hospital Athy
Laois/Offaly and Crumlin e Various Community Care
Longford/Westmeath s Cheeverstown House Services

¢ Cherry Orchard Hospital s Mental Health Seyvices- St. e irish Wheelchair
e Bru Caoimhin Lomans and Mental Association

Health Services Kildare

Staffing levels and Infrastructure
There are 7 staff in the CNE 2 based in Moore Abbey and 5 in AMNCH. (At the time of this review
the Director had retired so they were down to 6 staff members.)

Director (now retired and at the time of the review May 2009 there was no one in post)



40|Pa_g_e )

Specialist Coordinator based in CNE AMNCH- this is a duel post Sp Co-ord. and A/Prin T, as AMNCH

unigue had responsibility for General and Children’s Nursing.

Specialist Coordinator based in SCIMS Moore Abbey

2 Tutors 1 of whom is attached to the Satellite in OLCH Crumliin. Both Tutors are .5

Secretarial /Admin Support AMNCH

Secretarial /Admin Support Moore Abbey .6

The CNE in AMNCH is situated in the Educational Centre AMNCH

Educational Services being provided

Programmes linked to University of Dublin {Trinity College)

Postgraduate Diploma/Registration in Children’s Nursing
Postgraduate Diploma in Specialist Nursing- strands include:
o Intensive care Nursing;
o Emergency Nursing ;
o Oncology Nursing in partnership with 5t. Lukes;
o Peri-Operative Nursing;
© Renal Nursing;
o Haematology Nursing ,
o | Orthopaedic Mursing and

o Cardio Vascular Nursing

Programmes offered by the CNE AMNCH

Return to Nursing Practice Programme

Adaptation Placements

Heélthca re Support Certificate Programme- FETAC Level 5- Health Care Assistants
FETAC Quality Standards Course

In-service Training for Registered Nurses in refation to the Healthcare Support Certification

Programme

Portfolio Develo;;;men’{ for Nurses

Mental Health Commission Training on the mental Health Act, 2001
Prevention/Management of Aggression and Violence

Preceptorship

Evidence Based Practice‘

Facilitating Teaching and Assessing in Nursing Practice
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Foundation/Programme in (A} Intensive Care Nursing and (B) Emergency Nursing
Leading and Empowered Organisation (LEO) Programme
Planning to deliver Venepuncture and Cannulation

Planning to deliver X-ray prescribing

Programmes offered by Peamount Hospital- FETAC Accredited centre with own Role Number with

FETAC. This centre developed independently. Prior to their centre being set up their staff attended

AMNCH

Leading and Empowered QOrganisation (LEO) Programme

Healthcare Support Certificate Programme- FETAC Level 5- Health Care Assistants
Balloon Gastrostomy Tube Replacement

BLS

CPI

Infection and Control

Manual Handling

Fire training

Complaints, Grievances’ and Disciplinary Procedures

Programmes offered by Moore Abbey

Bord Altranis Category 1 Courses

o Bringing Research to Life

o Evidence Based Practice

o Professional Portfolio Development

o Participating in Effective Meetings

o Scope of Practice
Prevention and Management of Osteoporosis in People with Disability
Presentation Skills
Refresher Course in the Basics of infection Control
Leading and Empowered Organisation (LEO} Programme {coordinated with CNE in AMNCH}
Manual Handling
Basic Life Support
Healthcare Support Certificate Programme- FETAC Level 5- Health Care Assistants
Care Planning Workshops in conjunction with Practice Development

Inf_ection Control
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¢ Goal Setting course IPR’s

e Distance Education- Skills Refresher Courses- Oxygen Therapy; Mental Health Issues;
Administration of Medication and Injections; Bowel Care Management (developed because
of the difficulty in getting staff released to attend courses)

e Delivered the iD components of the Return to Nursing Practice for the Regional CNE in

Tullamore.

Naas General Hospitai- The on-site Practice Development Co-ordinator in Naas defivers
continuing education programmes and mandatory training and uses external funding from the
NMPD to bring in external people to deliver some training eg [V Cannulation. Staff from the
public and private nursing homes have also attended this training. Training is designed and

delivered to meet identified service needs.

4. Reporting Relationship

e At the time of the review the Director of the CNE reported to the Director of NMPD, Liz
Roche and through her to Michael Shannon the Area Director of NMPD. (This was felt to be
problematic by AMNCH management)

s Spec. Coordinator/A/Principal Tutor {Post Graduate Education) reports to ‘DON AMNCH
Tutors and Admin staff report to the A/Principal Tutor .

. & The .5 tutor with responsibility for the Paediatric services reports to the A/Principal Tutor but
is part (satellite) of the Paediatric CNE hub in OLHSC Crumlin (to date not clarified as signed
up to the 2002 agreement). The Director of that CNE has no line management relationship
with this tutor.

# The Specialist Coordinator in SCIMS Moore Abbey reports to the DON in Moore Abbey. She
liaises with the Director of the CNE in AMNCH. Occasional meetings. Occasional Team
meetings in AMNCH. Delivered ID Training in Tallaght for Stewarts.

¢« Peamount- The staff member responsible for Quality and Education is an employee of

Peamount and reports to the DON there.

5. Budget-The Director of the CNE is not a budget holder. Funding of the CNE comes through the DON
of AMNCH. The DON has not been notified of an identified education budget .
Funding for the HCA training comes from the NMPD and goes directly to AMNCH.
Peamount receives no funding/has no link with the CNE for funding. Funding for the HCA training in

Peamount comes from the NMPD,
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The DON Naas sourced funding from NMPD to deliver training in Naas and West Wicklow- based on
an identified service need eg Phlebotomy.

There is no flow of funding from the CNE in AMNCH to Moore Abbey. Funding for Moore Abbey
comes directly from NMPDU to the Dir. Of Nursing and hence from the budget of the DON there.
Funding for the Irish Wheelchair Association participants on the FETAC level 5 course delivered by

Moore Abbey came from FAS.

Current Relationship between {NE and NMPD

The BOM which includes 37 DON’s including reps from Mental Health, Care of the Older Person, ID,
OLCH, Crumlin, Our Ladys Hospice is chaired by the Director of the NMPD . No Terms of Reference
for the BOM were available. The NMPD liaises with the Director about National Programmes eg
Venepuncture and Cannulation.

When the previous Director was in post he reported to the NMPD.

“The DON gets requests for statistics in a variety of different formats and from different people and

this is time consuming- this needs coordination”

Methods of identification of need, Strategy Development and current Planning methods
The BOM carried out an Education needs analysis (2004-2005) , this was driven by the then NMPD
Director Sheila O Malley It was not possible to deliver on the scope of what was identified in the
needs analysis so the BOM agreed to prioritise and focus on

e FETAC level 5 training for the HCA's

e LEO

¢ Return to Nursing Practice

e The 18month Post Graduate Programme for Paediatric Nurses which was sited in AMNCH
In Moore Abbey the TNA process has become more formal and involves inputs from the DON and
from the floor. All relevant staff are involved. Following the TNA a plan is developed looking at the
immediate and strategic needs and a 5 year plan is developed.
The DON AMNCH, staff of the CNE and participants at the focus group were all in agreement that it

is very difficult to develop a strategic plan in the absence of an agreed and identified budget.

8. Themes emerging from the Focus Groups and interviews
o What is the regional catchment area for the CNE: “There is no clear agreement about what the

catchment area is and how it borders with the catchment area of St. James.”
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“Service users in the region thought that they would have equal access to S5t James CNE and the
AMNCH CNE but it didn’t work this way, it appears to regional service users that only AMNCH has

a regional remit”

e Different Service Users have different needs that they wish the CNE to respond to

o “Excellent CNE facility but service users in the community would like training delivered in
the Community. Perhaps mandatory training programmes could be run locally in a
community facility”

o “There is no Specialist Coordinator for Mental Health”

o “We are committed to our regional remit and to the community. If we were strictly to
follow the 2002 agreement which set up the CNE then the General, ID and Mental Health
Sectors would have egual access to us, but this is not what happens in practice”

o "“The CNE is overly influenced by AMNCH because it is located here, it does not operate as
an ‘independent education island’ focused on the needs of all the stakehoiders”

o “Naas and Peamount have good facilities which could be accessed by more”.

e There are difficulties with Governance and they underlie a number of the difficulties identified .
AMNCH management view of the strengths and weaknesses of the structure, reporting

relationships and Governance of the CNE .

“For AMNCH Corporate there is a problem with the current situation with Education and Training.
Corporate HR have a learning and development strategy but the CNE is not linked into it. There
needs to be greater linkage and coordination between the two and a greater level of working
together”

“For management of AMNCH the operational reporting relationship needs to be clarified”

Staff of the CNE feel that
“There can be a breakdown of communication because of the number of different ‘bosses’ and

conflicting priorities

e Coordination between the various education players needs to be improved/streamiined- the
view was expressed that there is a lack of clarity on who's role it is to deliver what- CNE? NMPD?

Corporate L&D?
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s The céntre is currently seeking HETAC accreditation. However Moore Abbey have not been

involved with the process.

s Staffing and Resource issues including:
“Staffing levels are not sufficient to meet need”
“Currently there are no agreed staffing levels for CNE’s based on anything other than the

numbers that were in post when the Centres were set up.”
"Currentiy there is no staff development for staff of the CNE”

“There is no plan or discussion on the needs of the CNE currently or going forward for resources,

equipment, [T, upgrading of equipment etc”

“As staff have left they have not been replaced. A replacement procedure was never agreed and

so numbers drop”

s Strengths of the current service
“A strength of the CNE is the quantity and quality of training that gets carried out on the limited
resources available.”

“The Return to Nursing Practice programme is seen as a good example of what works well”

e The Efficacy and usefulness of the BOM model was questioned
“The manner in which the BOM operates doesn’t fully support the work of the CNE- the BOM
should be a vehicle for coordinating analysis of need, agreeing prioritise and sharing of

information. The current frequency of meetings does not facilitate this.”

“A piece of work was carried out by the BOM, a TNA, it was agreed that training should be
standardised but that didn’t happen”

e |Issues going forward- stakeholders identified that there is more potential to the CNE than is
currently being realised .
o Annual Budget- Going forward the felt that an annual, clearly identified and agreed

budget for the CNE is essential to deliver on identified need
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“We shouldn’t have to go cap in hand to the NMPD every time we want to do or
plan a course. We have to write to them to get funding to register for FETAC, write

again to get the funding of the backfill and write again for the funding for tutors”

“Appropriate resources need 1o be agreed to deliver the agreed training. The
Director of the CNE needs a delegated budget and the CNE needs a level of
autonomy. It should not be unduly influenced by any one of the stakeholders. There
needs to be an agreed structure supported by the HSE, with appropriate funding and

the with a clear and agreed link into the clinical areas”

Service Level Agreements- Suggestions were made that service level agreements
are essential going forward. Also that clinical service need should always be the
driver of what training and educaticn is provided.

Defined Region that CNE is delivering to

Effective Governance structures must be put in place- Agreed reporting
relationships that enable the effective working of the CNE are essential.

“The BOM needs to be more active and vibrant. The role of the NMPD needs to be
clarified. Where do they fit in? Do they provide funding? Is there role simply to
inform about training and education or to get involved with delivery?”

The needs of both the Mental Health Services and the ID services must be met
through the CNE | |

“The Mental Health needs a service to meet its needs, and needs to be closely
involved in identifying that need. The delivery methods will need to suit the service
need and circumstances” .

“ID must not be overlooked going forward and there needs to be a specific and
ongoing focus on the need of that sector. There should be room to open up the
service and deliver a broader regional service if appropriate funding was available.
Links between the Specialist Coordinators in 1D in other CNE’s would be beneficial.
Currently Moore Abbey is not involved with the discussions on HETAC accreditation
but HETAC would be ideal for this sector too. The Specialist coordinator would find it
beneficial to be on the BOM” |

More cooperation and collaboration between educators on the different sites and

within AMNCH and also between the Local and National Level:
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“Staff working in the centre need greater opportunities to meet with and
collaborate with the staff who deliver programmes in Peamount, Moore Abbey and
Naas and they also need more opportunity to meet with the stakeholders to

identify need and plan to meet it.”

“The role of the satellites is important and should be enhanced going forwards,
anywhere in the region where education and training takes place should be seen as
a satellite and linked in to the CNE. Itis important to have people on site locally to

be involved in identifying need and delivering training”

“The relationship , both boundaries and areas of cooperation between practice
development, Learning and Development and the CNE need to be clarified.
Improved communication and coordination of the work of Practice Development

and the CNE would be beneficial”

* “From the point of view of the management of AMNCH there is an opportunity to

get out of the silo of only focusing on nursing and focus in on a learning and
development model. There is a golden opportunity to broaden the remit of the
centre eg in the area of Lifting and handling all grades should be trained from the
same place; the area of orientation. Any move towards a Centre for Learning and
Development would need to ensure that the Director of the centre has a Nursing
background and at the same time an insight and vision for the MDT- 80% of the

education would be directed to nurses”

“Need greater consultation on national policies. Sometimes there seems to be a
lack of coordination between what is happening nationally and locally. We need to

beware of developing a defensive approach to service delivery.”

o Adequate resources to support agreed CNE education programme and strategy.

“Facilities such as on-line library need to be available to all”

o Staff Qualifications and Succession Planning- the importance of agreed staffing levels

adequate to meet the needs of the agreed region was stressed by the participants. In

addition the need for CNE staff to have an educational hackground was highlighted.
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“Strong belief that the staff working in the CNE must have educational qualifications at a
minimum Registered Nurse Tutors preferably with further qualifications. This is essential for
programmes that have an examinable component eg diplomas or higher. Development of
curricula, setting of papers and assessments is a essential. Clinical Facilitators can have the
clinical skills but lack the educational experience/competence”

“There needs to be an agreed definition of appropriate staffing levels eg what should be the

ratio of CNE staff to numbers of staff in the region the CNE is servicing”
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Appendix 3

Centre of Children’s Nurse Education CCNE

Participants in the Focus Group included :

e The DON of the OLCH Crumlin, the DON of CUH Temple Street and A/DON of NCH
Tallaght.

¢ The Director of the CCNE

e Nurse Tutors from OLCH Crumlin x 2

¢ The Nurse Practice Development Coordinator and Continuing Education Coordinator
CUH Temple St.

e Nurse Practice Development Coordinator/ADoN, AMNCH Tailaght

e Administrator CCNE, OLCH, Crumlin.

e Director NMPD
Subsequent interviews were carried out with the CEQ OLCH Crumlin, Nurse Tutor

AMNCH, Dir CCNE.

Role of the CCNE — OLCH Crumlin, is the Hub site and the satellites are the National Children’s

Hospital Tallaght and Children’s University Hospital Temple Street

The philosophy of the CCNE states:

“Children’s Nursing exists within a rapidly changing healthcare setting whefe Registered Nurses must
deliver quality care that is appropriate, safe, effective and efficient, thereby enhancing the outcomes
for the child and family. Nurses need to constantly develop their knowledge, skills , attitudes and
values in order to respond to new, evolving and enhanced nursing practises across ali children’s
healthcare settings. The CCNE aspires to facilitate nurses (and appropriate support staff as required)
with this process, by providing programmes that are relevant, based on best evidence and

responsive to current and emerging children healthcare needs.”

The role of the Hub is to provide continuing education/training and professional development for
registered nurses and other appropriate staff across the three children’s hospitals and the Dublin
catchment area, and specialist programmes relating to children’s nursing nationally, including post-

registration specialist education programmes (HSE and DoH&C, July 2007)}.
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Currently the CCNE is not functioning as a Hub with Sateflites. Each site is operating by itself to meet
its own Education and Training needs. Currently staff do not travel between the sites to avail of or
deliver in-service training eg Intravenous Therapy Management, Blood products, manual handling
etc. In addition the Preceptorship programme is not coordinated through the CCNE, each site
delivers their own programme do not share resources.

“The CCNE is in its infancy and has developed in constrained circumstances”

Staffing Levels and Infrastructure

HUB OLCH Crumlin

-Director of CCNE

-2 Nurse Tutors

In total 1.6 WTE including the Director.

-1 Administrator CCNE

-1 Coordinator CLLC- Irish Hospice Foundation Programme

-.5 WTE Administrator CLLC- Irish Hospice Foundation Programme
Satellite NCH incorporated in AMNCH Tallaght

-.5 Nurse Tutor

Satelite CUH Temple Street

-Continuing Education Coordinator- separate to the CCNE

Nurse Practice Development in all three sites ( these are not staff of CCNE but work with them to
deliver programmes)

There is no Specialist Co-ordinator post in the CCNE.
The CCNE is situated on the grounds of OLCH and owned and funded by that Hospital,

Education Services being Provided by the CCNE

Each site runs its own continuing education/ training to meet service delivery needs. There is a focus

on responding to local need and delivering locally. Some programmes are delivered nationally.
In 2008 the CCNE Hub delivered the following programmes
@ Preceptorship /Teaching and Assessment in Clinical Practice { 2 days) in collaboration with
Nurse Practice Development
s Breastfeeding/Breastmilk Feeding in a Children’s Healthcare Setting™
s Caring for Children requiring Enteral Feeding*

e Caring for Children with a Life-Limiting Condition {Level A}*
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e Caring for Children with a Life-Limiting Condition {Level B- 15 days} *
e  Caring for Children with a Tracheostomy*
o Chemotherapy for Children.
¢ Children’s Pain Management™
¢ Child Protection Awareness Training
& Haemovigilance and Infection Control
¢ Intravenous Therapy Management*
e Management of the Acutely [l Child (Ward Level- 5 days} *
¢ Parenteral Nutrition
e Paediatric Intensive Care- Foundation Course a six-month hospital ~based programme to
facilitate the development of knowledge, skills and practice in paediatric intensive care
nursing
Programmes offered nationally™
Collaboration is happening on big projects such as the Higher Diplomas- Critical care and Emergency
Nursing were done through the CCNE, delivered to staff in OLCH Crumlin and CUH Temple Street but
this was in place prior to the setting up of the CCNE in 2006.
Postgraduate diploma programmes {Level 9} in partnership with the School of Nursing , Midwifery
and Health Systems in UCD in Critical Care (Paediatric Intensive Care), Emergency (Children’s} and
Oncology (Children’s) Nursing.
CUH collaborates with DCU on Specialist Nursing Programmes (Level 8) which are accredited by DCU
and open to participants on a National Basis eg Nursing Care of Children with Asthma, Nursing
Children Inherited Metabolic Disorder.
HCA programme FETAC Level 5- 2 modules pertaining to children are delivered through CUH Temple
Street.

CCNE has been approached to develop a FETAC level 5 module of Trachostomy Care in Children

Reporting Relationships-The Director of the CCNE reports to the Director of NMPD, HSE Dublin Mid-
Leinster. Currently if the Director of the CCNE needs access to the CEO of OLCH she goes through
the DON OLCH. The DON of OLCH reports the CCNE view/position et¢ to the Board of OLCH not the
Director of the CCNE.The staff in the CCNE hub at OLCH report to the Director of the CCNE.

The educational staff in Temple street are separate to the CNE and report to the DON in Temple

Stireet |
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.5 nurse Tutor in AMNCH in Tallaght is an employee of AMNCH and reports to the A/Principal Tutor
in AMNCH who in turn reports to the DON AMNCH. The Director CCNE has no line management

relationship with this member of staff.

Budget-There is no allocated budget for the CCNE. The Dir CCNE puts a request for finance into the
DON’s office in OLCH for all non-pay items. This leads to operational problems for the CNE. it is also
problematic in meeting the national remit of the CCNE, this impacts on the ability to expand the

current range of programmes .

Education and training in CUH Temple Street is funded from the DON’s budget in Temple Street.
Currently funding that comes with a National Programme being delivered by the CCNE goes directly
to OLCH and is managed by their Finance Department not by the Dir of the CCNE e.g. the National

Initiative funded by the Irish Hospice Foundation

Current Relationship between the CCNE ahd the NMPD- The Director of the CCNE reports to the
Director of the NMPD, Dublin Mid —Leinster. the Director of the NMPD chairs the BOM of the CCNE
which also includes the BOM is made up of the DON of QLCH Crumilin, the DON of CUH Temple
Street and A/DON of NCH Tallaght, the Director of the CCNE. The other two Directors in the Dublin
Region and the Area Director have also attended the BOM. At the request of the DON’s Practice

Development have also attended the BOM.

Needs Analysis and Planning- At the time of the review the role of the BOM in this process was still
in its early stages of development and was described as being a ‘little ad hoc’. The plan is that the
BOM will initiate the Needs Analysis and then agree the annual programme and resource

requirements and develop the delivery plan.

In the past 12 months HSE have approached Dir of CCNE and invited participation in national
initiatives ie XRay prescribing, Venepuncture and Cannulation and staff from Hub are participating in

such initiatives

The DON of OLCH highlighted the impertance of being able to rapidly respond the a training and
education need that arises rapidly from clinical developments within the Hospital'. The example was

given of an ECHMO service where staff had to be sent abroad to engage in education and training.
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She emphasised the importance of being able to respond to these types of needs rapidiy and the

importance of ensuring that any BOM led process needs to be flexible enough to meet these needs.

Currently Hospitals around the country will approach the DON in OLCH and request a specific

programme based on their local need. CNS’s from the clinical area may then travel to that site and

deliver training { the cost for this is carried by OLCH). Similar demands made on some CNS groups in

CUH — This means that the CNS could go out from OLCHC in July and the CNS of same speciality from

CUH goes in August. The process is not coordinated through the CCNE.

8. Themes Emerging from Focus Groups and Interviews

¢« Governance and Reporting relationships- all stakeholders and participants are in agreement that

the Governance structures are problematic and contribute/underlie many of the other issues.

C

There is agreement on the importance of clear and agreed reporting relationships
and accountability. However there is variance amangst the various stakeholders as
to what should be in place. Questions and issues raised include: “To whom is the
BOM is answerable, who do they report to? Where do they get there authority
from?” The two most divergent views are that the CCNE should be aligned fully with
OLCH Crumlin with a reporting structure into their Management structure. The
opposing view is that the CCNE should have greater autonomy, should not be linked
into OLCH rather should be aligned with the HSE and report into the Area Director
NPMD with a BOM to which the three hospitais have membership.

Currently there is no reporting relationship between staff in the other two hospitals
and the Dir CCNE . There is a .5 tutor in AMNCH but who reports into staff in the CNE
in Tallaght. This needs to be addressed to ensure that the Dir can deliver on the
training plan, make best use of resources, ensure that there is an appropriate staff

development programme in place to meet service needs,

* Role of BOM- The BOM is on a developmental curve and their role needs to be further refined

and agreed upon.

Q

Qo

Again the views on the future are varied but their importance in ensuring thata
Educational Needs Analysis is carried out and a plan developed which is properly
resourced is agreed upon by all. '

Membership of the BOM was highlighted as an issue- Are all relevant stakeholders
present?

Stakeholders diverge in their thinking on what the role should be- some are happy

with the role of the BOM as it is, Others believe that it is developing and that in time
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it will develop further. Althircf view is that the BOM needs play a much greater role
and that this is essential if the CCNE is to deliver on the vision that was agreed when
it was set up.

o Ifthere is to be a delegated budget for the Dir of the CNE to deliver on the agreed
continuing education plan, then there would be benefit in having a financial person
on the BOM

o The importance of commitment to the BOM process and attendance at meetings

was highlighted.

» TNA planning process- needs to be initiated by the BOM and should also include National need.
Currently there is no process in place in the CCNE to involve health service providers around the
country in an Educational/Training needs analysis. The BON’s continue to be approached by
other health service providers and they continue to respond themselves 1o meeting that need
rather than using the CCNE to coordinate the response/delivery.

The NMPD does approach the CCNE and invite participation in national In.itiatives eg

Venepuncture, X-Ray Prescribing.

Some stakeholders expressed the view that the BOM needs not only to prioritise the training
needs and sign off on the annual plan but they also have a further role in devolving a budget and

resources to the Dir of CCNE to deliver on that plan and associated CCNE staff development.

e Budget- All stakeholders agree that the CCNE needs to have an adeguate budget to deliver on its
Education plan.

o Again there are differences of opinion on whom should be the budget hoider. The
opposing views are that the DON’s should continue to manage their own education
budgets against the model where the Director of the CCNE should have a devolved
budget sufficient to deliver the agreed educational plan and with accountability to
the BOM.

o The importance of a the non-pay budget were stressed- the lack of one is hindering
the day to day operation of the CCNE.

o Funding for staff development is essential.

# Resources and staff-

o There is no specialist coordinator post. A deputy or a lead person is needed
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.5 of the tutor resources do not answer to the Director.

There is no allocated non-pay budget and the CCNE is dependent on OLCH to fund
day to day expenditure, maintenance etc. The Director of the CCNE must apply to
Finance in OLCH and comply with their strictures.

Appropriate staffing levels for the CCNE need to be agreed. Currently the numbers
are down on what was proposed in 2006. Staff who retired have not been replaced
(OLCHC and CUH])

Iinfrastructure- The CCNE needs modernisation and funding to.aliow this to be
brought to the appropriate standard of facility to deliver on its remit.eg Up-to-date

clinical skills rooms etc

The role of Practice Development and their relationship with the CCNE needs to be agreed.

Qualifications of staff working in CCNE- Staff working in the CCNE need to be Registered

Children’s Nurses , educated to Master’s degree level and hold a specialist qualification in

education ie Registered Nurse Tutor. Clinical staff who are contributors to delivering education

and training need to be Registered Children’s Nurses . “Children’s Nursing is a Philosophy.

Greater cooperation and coordination beiween the three sites- This is already developing but

needs to be enhanced and supported.

o

Cooperatioh on standardising policies and associated education programmes which
also allows for greater cooperation on delivery.

Flexible delivery by staff across all sites

Greater use of working groups involving staff from all sites at programme
development level

Co-ordination of programmes by the CCNE
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Centre for Learning and Development, St. James Hospital

Participants in the Focus Group included

¢ [DON St. James Hospital

e A DON from Public Health

s Directorate Nurse Manager, St. James Hospital

e Head of Learning and Development

¢ Staff of Learning and Deve!opnﬁent —SKILL Coordinator; 2 Education Facilitators, 1
Learning and Development Facilitator;

¢ 1 Clinical Placement Co-Ordinator {Mursing Practice Development Unit)

e 1 Practice Development Nurse St. James {ICU/HDU)

1. Role of the Centre-Following the 2002 agreement a CNE was set up in St. James which provided

Post Graduate Nursing Programmes linked to TCD, ongoing in-service education to Nursing staff and

FETAC Level 5 training to HCA's. 2 years ago an agreement was reached to develop a new model and

move away from the CNE model to a Learning and Development model. The centre combines the

educational services provided by the CNE with those of the Learning and Development Unit. The role

of the L&D centre is

@

To provide education and training focused on the MDT right across all the Directorates (all
4000 + employees of the Hospital)

This education provided aims to be responsive to service need

Mandatory training such as BLS, manual handling, Fire training, induction programmes etc is
provided

Professional Post Graduate Nursing Education and in-service Education

FETAC Level 5 training for HCA's

The SKILLVEC FETAC training for support staff is coordinated from this department {St.
James is a Critical Mass Site)

The centre will try and accommodate the education needs of external stakeholders e.g.
PCCC, Community Intervention Teams when approached by those stakeholders or by the
NMPD

The role of the centre is evolving and is expected to develop further in the future.

2. Staffing Levels- The Centre has 3.5 Education Facilitators/Tutors and 2 L & D Facilitators (there isa

mix of nursing background and Corporate Training background), the Head of L&D {( who has a
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nursing background) a Skitl co-ordinator {part funded by SKILL programme) and admin support. Staff
are contracted to teach on an eclectic mix of programmes suited to their qualifications and
experience. The Education Facilitators /Tutors have a variety of different qualifications to Higher

Diploma and Masters level. The centre works closely with practice development.

3. Educational Services being Provided:

e Post graduate nurse education programmes in specialist nursing in conjunction with the
School of Nursing and Midwifery at Trinity College Dublin. These include- Intensive care
Nursing; Accident and Emergency Nursing; Cardiovascular Nursing; Peri—Operaﬁve Nursing;
Haematology Nursing and Gerontological Nursing.

# There is co-operation with AMNCH Tallaght for the Post Grad courses. They may be run on
either site with participants from both sites depending on demand.

¢ Short nursing courses are facilitated, coordinated and delivered in cooperation ;fv'ith Nurse
Practice Development and clinical staff { Clinical Facilitators, CNMs etc) ég Bord Altranis
category 1 Course- Introduction to Palliative Care, Endoscopy, foundation courses for
Registered Nurses, IV study days. The Clinical staff facilitate and or support the course and use
the facilities free of charge.

e Nursing Research Seminars /application of research Courses

e Short courses eg Management Development; Leadership; Team based performance
management.

& T training |

e Preceptorship /Teaching and Assessment in Clinical Practice in collaboration with Nurse
Practice Development

e ALERT (accredited to Portsmouth} in collaboration with ICU/Nurse Practice Deveiopment,

e Mandatory Training for all staff e.g. BLS, ACLS, Manual handling, Non Violence Crisis
Intervention and induction Programmes etc

e Ongoing in—.service education and study days for all members of the MDT

¢ FETAC courses for Health Care Assistants.

e Coordination of the SKILLVEC programme for all support staff.

e Links to Quality Improvement Workshops on Policy and Procedures.

4, Reporting Relationships- the Centre for Learning and Deveiopment is part of the HR Directorate in

St. James. The Head of Learning and Development reports to the Director of HR. She also reports to
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the DON, the Nurse Education Group and the Learning and Development Steering group in relation

1o identification and provision of education programmes.

Budget- There is an agreed and identified Central Education and Training Budget held within the
Centre and managed by the Head of the Centre. The Head of the Centre links directly to an
individual in Finance to access the budget. The DON halds the education budget for specialist post
graduate education programmes but is processed through CLD. Funding for educational programmes
delivered to groups external to St. James has been provided by the NMPD. Funding for the FETAC
tevel 5 programme for HCA’s comes from the NMPD. No funding was provided for the IV
Cannulation programme {o be developed with the HSE. The Centre is expected to generate funding
so may bill external service users for training they access depending on who particular service and

established professional relationships etc.

Current Relationship between Centre and NMPD- There is no formal link from the Centre to the
NMPD. However the centre links to the NMPD
e  Through attendance at the CNE BOM.
¢ The NMPD Di%ector or Area Director also liaises with the Head of Learning and Development
through CNE Directors or ONSD about Nursing Policy and Strategy etc and education needs
arising from that.
¢ The NMPD acis as a link between the region and the Centre. For instance they approached

the centre about the learning needs of a Community intervention team.

Method of ldentifying Service Needs Strategy Development and Current planning methods- The
focus of the Centre is to respond to the Educational needs of staff within St. James Hospital. A close
waorking relationship has been developed between the internal stakeholders and the Centre. There is
a Learning and Development Steering Group with representation from directorates and departments
and through this Learning needs are identified and prioritised and agreement is reached on the
programme of funded education and training on an annual basis. A prospectus (programme of
courses) is drawn up annually based on identified learning and development needs of
multidiscipfinary staff. The Education programme reflects the Corporate Objectives and Goals; Dept
and Directorate Learning needs linked to service and Policy Development and National Changes
driven by changes in Health and the developing role of the Registered Nurse, The prospectus is

published on the Intranet.
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tn addition fast year a L & D needs analysis was undertaken involving staff across disciplines — grades
V, V1, V11 and equivalent and CNM 2’s, CNM 3’s , there was a 30% response rate and following on
from that focus groups were held to explore the key trends, these were prioritised in the Prospectus.

The plan is to develop the evaluation of programmes further by linking into Directorate meetings.

8. Themes arising from Focus Group and Interview.
¢ Thereis no clear, agreed definition of what the region is that might be expecting a service from

this centre.

e Participants felt that there the Centre for Learning and Development has advantages over the
CNE model because of its strong emphasis on providing inte_rdiscipiinary Education to the MDT.
This reflects the changes and developments and focus on MD Teamworking within the Clinical
areas.

“More Support staff are beginning to attend other training programmes as a result of attending
the centre for FETAC Level 5 training. Having that on site in the centre seemed to break down
some barriers.”

“Cross-fertilisation is good

e The Importance of maintaining a strong commitment to Nurse education was highlighted. The
need to almost ‘red circle” and protect this and ensure there is no diminution was stressed by
participants.

“Having to wide a remit could be a problem, HR will see the Corporate side and Nursing has to
promote the Nursing agenda, we have to keep fighting for it”

The centre does have a clear role to focus on the nurse.

¢ Building on the collaboration on the post-grad programmes there is scope for greater sharing

around resources and facilities between CNE's on different sites.

s Focus is on Corporate need rather than Community need.

e The Community has needs that must be met, currently they approach the NMPD for facilitation
in meeting these needs. For instance “the IV course must be delivered in a manner that is suitable
for Nurses working in a community setting rather than an acute hospital setting”. Tailor made

programmes are needed.
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“Nurses in the community value the opportunity to come into the acute hospital and work with
other nurses.”
“The feedback from Community Nurses who is excellent”

“CNS's have come out to the community and delivered programmes eg breast care.”

s The link between the Centre and Nurse Practise Development are invaluable- For instance
Nurse Practice Development staff link into the Induction programme and to the training for
Overseas nurses, There was a link between the Centre and Nurse Practice Development around

the ‘Tissue Viability Documentation’.

e It's difficult to get the medics to attend training.-they have little protected time and are more

focused on their clinical role.

e Funding- on the post graduate courses the funding goes to the Universities who teach 2 modules

whereas the other 4 modules are taught in the Centre.

e Library facilities are available and are open to staff- There are two Libraries on site one helongs
to TCD and only staff registered as post-grads with Trinity can use that. Staff need access to the

on-line Journals. This is being worked on.

e  Future Developments- The focus should be on developing and refining the Learning and
Development module and enhancing cooperation and communication with internal stakeholder
and other CNE’s. The focus must be on responding to the needs of the agreed stakeholders which
currently is 5t. James Hospital.

o Fears- That the reporting relationship would become more complex as a result of
this review. The feasibility of reporting into the NMPD was questioned.

“Accountability and Responsibility needs to be clear in any reporting relationship”.

o “Governance may need tweaking”
o Community would iike greater access- all participants were clear that there was an

openness to involve the community

o Funding is an issue if more external stakeholders are accessing the centre for

tailored programmes.
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The Learning and Development Steering Group could have a link to the

Community.

HETAC accreditation is being sought and that will lead to development and
delivery of more Level 8 programmes.- “The current economic situation and its
impact on the health services means that the numbers of Nurses going Higher
Diplomas and Masters has decreased because of the financial and time cost. This
means that short HETAC accredited modules delivered in the woripiace have

become more relevant.”

The curricilum is currently under review with TCD and this may identify further

developments and possible changes to a HETAC moduiar delivery.

HETAC appears to offer better value for money.
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Abpendix 5

CNE, Beaumont Hospital

Participants in the Focus Group included
e DON Beaumont Hospital
»  Staff of the CNE: Senior Education Co-ordinator; 2 Education Co-ordinators
® 3 Clinical Course Co-ordinators
¢ 1 Nurse Practice Development Co-ordinator
o Head of Learning and Deveiopment

¢ Head of Organisation Development
1. Role of the CNE

s Reflects the Beaumont Hospital Mission Statement — Beaumont Hospital is a university
teaching hospital with a mission to deliver the best quality care to patients. We are working
together to develop and continually improve the way we deliver care and enhance the
envirgnment in which staff work.

¢ Guided by Beaumont Hospital Strategy — 2006-2010

e Guided by Dublin Academic Teaching Hospital Nursing Strategy — Leading the way in quality
patient care 2009-2012

e Qur philosophy on teaching in nurse education is based upon the assumption that education
is a two way process and the responsibility for a successful outcome is shared between the
teacher and the student.

“As a teacher / educator we must be willing to learn from students in the same manner in
which we expect them to learn from us. Fundamental to this is that education is an
enjoyable and rewarding experience for all concerned”.

e “The CNE recognises the importance of linking nursing theory to practice in our ever
changing healthcare system. Through education we strive to provide the knowledge and
skills to equip each nurse to deveiop, in order to meet the needs of the client group in his or
her care. We believe that the purpose of education is to enable an individual to follow a
pathway of lifelong learning which should be in as far as possible student centred, equitable,
accredited and ailows for transfer and progression and thus increase the individuals

employability”.
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o “Itis our belief that education increases knowledge and enhances nursing skills in the clinical
area. It promotes and encourages evidence based practice through research. We are
committed to assisting nurses to achieve a high standard of patient care by promoting the
continuing professional development of each individual nurse through education in tandem
with clinical exposure and experience. Education programmes are developed and run in
response to areas of need which have been highlighted by clinical staff and managers. The
underlying premise of our teaching philosophy is relatively simple. There is no escaping our
duty to health service users. As nurse educators, our uitimate goal is to fulfil our part in the
provision of education for front line staff resulting in the improvement of patient care. As
committed practitioners, we believe it is essential to empower nurées 1o be educators as
well as learners. We encourage the life long acquisition of knowledge and skills and feel itis
an integral part of our role as nurses to assist patients or cfients in becoming lifelong
learners particularly in relation to health.”

s The focus of the education offered is to meet the needs of Beaumont - “No one who
approaches Beaumont has ever been turned away, there is capacity to include them in a
programme.” We have encouraged Lusk and the wider area to attend programmes such as
IV Cannulation, Tissue Viability and Preceptorship programmes. Numbers on some
programmes have to be capped because of equipment needs e.g. Venepuncture and
Cannulation.

“Our booklet is sent far and wide — all are welcome”

s Some of our specialist programmes are delivered in partnership with other DATHS e.g.
Return to Nursing Programme.

¢ Additional HCA’s are taken on board from the Community and St. Francis Hospice for the
FETAC level 5 Training — Skitivec HCA haemodialysis module run by Beaumont for DATHS
hospitals

e Community cutreach CPR training is provided.

2. Staffing Levels in CNE
e No Director in post since 2007.
e 1 Senior Education Coordinator {CNM 3)
+ 1 Education Coordinator {CNM 2) reporting to Nursing Practice Development Co-
ordinator

e 1 X0.5WTE Education Co-ordinator {CNM 2)
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The following staff are linked to delivering Education & Training in the CNE

L

Clinical Course Co-ordinators — based clinically in their respective areas supporting staff and
providing further education and training through structured days based in Centre of Nurse
Education.

Clinical Practice Support Nurses: With a particular focus to support new qualified nurses,
new graduates and international nurses in practice. Majority are based clinically and all
provide cover to clinical areas within their speciality units.

Other staff that facilitate and support education and training in the Centre of Education
include: Haemoviligance Trainers, Infection control managers, DCU Nurse Lecturers, Clinical
Nurse Specialists in their chosen field, Speech and Language Therapists, Physiotherapists,
Companies supporting education in relation to equipment in the hospital and Key Medical
Staff (this list is not exhaustive). The support and motivation given by this group is vital and

essential to the future of the service.

3. Educational Services being Provided

Orientation Programme for new nurses {1 week programme on a monthly basis)
Intravenous Administration of Drug/ Therapy Study Day (1 day every month)

Blood Transfusion Education Programme (4 hour programme monthiy)

Refresher Blood Transfusion Education Programme (1 % hour programmes every month)
infection Control Standard Precautions {provided by Infection Control Team)

Infection Control TB Education Sessions {provided by infection Control Team)
Multidisciplinary Tracheostomy Education Programme {4 hour programme )
Preceptorship Programme (2 day programme)

Venepuncture Programme (5 hour programme)

Venepuncture and Cannulation Programme {1 day programme)

Tissue Viability and Profore Workshops (Education sessions ¥ hour monthly provided by
Tissue Viability)

Tissue Viability -Mattress and Vac Pump Sessions {(Education sessions % hour monthly
provided by Tissue Viability)

Woundcare Link Nurse Study Day {Provided by Tissue Viability)

English Language Workshops {on demand 2 hour sessions) Full time Education Co-ordinator
TEFL trained

Communication Skills for International Staff {in association with DCU

Language Services)
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¢ |a Touche Training-Healthcare records on Trial

¢ International Nurses Orientation Programme (recruitment)

s ECG Interpretation Study Day {Coronary Care Clinical Course Co-ordinator led)
e Chest Drain Management (Multidisciplinary)

s Summer Events — May-September (Neuroscience Department)

e Infusion Pumps

EDUCATIONAL SESSIONS
e PCx Blood Glucose Monitoring Equipment {Diabetes Team)
e T34 Rockford Healthcare Syringe Driver (Palliative Care)
STUDY DAYS
¢ Cardiac Management Study Day
e Respiratory Management Study Day
o Neuroscience, Endocrine and Renal Management Study Day
e  Gastro-intestinal and Related Topics Management Study Day
e 'Enhancing your ciinical support skills’ Study Day
e  Working together to Improve Medication Management Study Day
+ Muitidisciplinary Palliative Care Study Day
=  Falls Prevention Study Day
s Medical Division Study Day
EXAMPLES OF SOME OF THE CONFERENCES
@ Surgical Nursing Conference
¢ Cardiac Nursing Conference
® Acute Care of Older Adults
¢ Operating Theatre Department Nursing
= Intensive Care Nursing Conference
¢ Palliative Care
= Neurosciences
¢ Radiology Nurses
POST REGISTRATION SPECIALIST PRACTICE PROGRAMMES FOR NURSES - {6 month uniess
otherwise specified)
e Medical Nursing
e Surgical Nursing

e (oronary Care Nursing
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e Emergency Department Nursing
e Gerontology Nursing
e Haemodialysis Nursing —4 months
e Renal Nursing {Nephrology, Transplant, Peritoneal Dialysis, Haemaodialysis)
s Intensive Care Nursing
¢ Neuroscience Nursing
¢ Oncology Nursing
e Oncology/ Haematology Nursing
e Operating Theatre Department Nursing
POST GRADUATE DIPLOMA IN NURSING IN PARTNERSHIP WITH FACULTY OF NURSING AND
MIDWIFERY RCSI |
e Coronary Care Nursing
» Emergency Department Nursing
s  Gerontology Nursing
+ Intensive Care Nursing
~®  Neuroscience Nursing
e (Oncology Nursing
¢ Operating Theatre Department Nursing
e Renal Nursing
Programme in Partnership with MMUH

Return to Nursing Practice
Reporting Relationships- staff are employees of Beaumont and report into the DON

Budget- currently managed by the DON. The pay budget is for the funded posts. The Hospital funds
the centre from its own budget. There is a ring fenced training budget for certain courses e.g.
postgraduate and/or FETAC. Some funding from the NMPDU is also availab]é. The hospital funds
courses and study leave such as degrees and MSc’s. This is usually 50% but this may be reduced in

the current climate,

Current Relationship to NMPD- there is very littie contact with the NMPD. Originally there were
monthly or bimonthly meetings but in the last 3 years they have become very infrequent. A member
of the staff from the CNE attends the CNE BOM chaired by the NMPD.

“We get occasional emails but there is no planning or coordination.”
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“The NMPDU request a lot of statistics —These requests are very often duplicated by departments in

the HSE bhut in different formats.”

7. Method of Identifying Service Needs , Strategy Development and Current Planning methods
Educational needs are identified from a number of information sources including
s At Nursing Executive meetings, clinical practice issues are raised
s At Nursing Practice Development committee meetings clinical practice issues are
raised
« (Clinical practice support nurses in clinical practice identify educational needs
e CNM / Staff nurse meetings
¢ Nurse Education Committee Meetings
e Evaluations of programmes
e Muitidisciplinary planning e.g. Tracheostomy, PEG
Planning is carried out by the Director of Nursing/ Assistant Director of Nursing; the Nurse education
committee with staff from different clinical areas; Clinical course co-ordinators, NPDU, Senior

Education Co-ordinator and Education Co-ordinator and laisan with Training and Development.

8. Themes emerging at Focus Group

¢ Region was never defined.

e Funding is a weakness of the current model-this leads to problems buying equipment to run
a programme eg Venepuncture arms, there was no budget allocated to do it. Currently
funding at a reduced rate for the post graduate programmes goes 10 the universities despite
the fact that 3 out of 6 modules are delivered through the CNE

e Qualifications of staff- between them the staff have the qualifications of Registered Nurse
Tutor, MSc Education and Training, MSc Cardioclogy Nursing Research.

e Facilities — insufficient for current and future needs- “have begun to use the Hi-tech Smurfit
medical building when they can facilitate us.”

e Library- access is good

e Having a Director in post would improve coordination and planning

e Future Developments- there are no tutors remaining from the 2002 change to a CNE. The
Plan is to move to a Centre of Learning and Development similar 1o St. James which would be
open to all staff not solely focused on Nurses.

“The centre should be for the hospital — it needs to have a strong nursing element but there

should be sharing of-teaching and learning.”
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The plan is to have a Director of the Centre who would have a Masters level qualification.
Currently the management thinking is that this post would not need to be exclusively a
nursing post and that the incumbent would benefit from having ‘business competencies’ and
that if the Director is not a Nurse then there would need to be a strong Nursing Profession
lead through other roles and committees. Some CNE and Nursing staff expressed concerns
about this.

e Possible Future Governance/Reporting Relationship- “the Director of the Centre would
report to and Educational Steering Group/Committee and the DON.

» Provide an education Service to external stakeholders in the catchment area- This would
mean that they also had to be part of the educational needs analysis process,

s Service Level Agreements- these would be useful if the centre was to be providing training to
the region. “The market rate for training needs to be paid” “We would embrace a regional
remit for training if it were properly funded”

¢ Seeking HETAC accreditation- if this is achieved then running a centre which has the rigour to
run accredited programmes will mean new skills for staff and more funding.

e For the Centre io run more effectively in the future it neads:

o A pay and non-pay budget - “which is allocated by HSE for Learning and
Development”. “Ring fenced funding for backfilling.”

o Appropriate staffing levels to meet identified need

o Appropriate and sufficient equipment

o Integrated IT to enable an e-learning platform and VLE’s. Currently post grad
students linked into the RCSI use Moodle.

o Clinical skills 1ab

e Integrated Learning and Development Strategy 2009-2014- (Summary document provided to
review for ref.)

¢ Hospital-wide Education/Training Programmes —many delivered in the Centre of Education —

{Copy of Prospectus provided)
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Appendix 6
Mercy University Hospital CNE Cork.
Participants in the Focus Group inciuded

¢ Director NMPD

@  Practice Development Coordinator SIVUH

# Director PHN North Lee

¢ DON Macroom Community Hospital

e Director of Nursing and Client Services COPE Foundation
e Representative of Practice Nurses

¢ DONMUH

¢ ADON MUH

¢ HRMUHxX2

¢ Director MUH, CNE

¢ Staff of CNE- 2 Specialist Coordinators, 2 Nurse Teachers and 1 Administration officer

1. Current Role of the Centre
The role of the CNE is to provide Professional Deve!opment and in service education to Nursing staff
across the defined region. The stakeholders of the CNE include the Public, Private and Voluntary
sectors. The centre is currently seeking FETAC approval and when it succeeds it will be in a position

to apply to deliver training to Health Care Assistants in the MUH CNE.

Policy Development- CNE staff have written and contributed to the development of 4 practice
guidelines for RGN's in Community and Residential Units in relation to IV Cannulation, IV antibiotics
administration, Hypodermocylisis and Falls. They have contributed to the development of practice

guidelines in relation to Catheterisation and Hypodermocaylisis guidelines in the MUH.

The Director of the CNE is a member of a support group for Community Hospitals to assist in the

implementation of HIQA Standards for Residential Care.

2. Staffing Levels in CNE- There are currently 6 staff (4.5 WTE) working in the CNE (.5 of a Specialist
Co-ordinator post outstanding)
Director CNE — 1 WTE
2 Specialist Coordinators- 1.5 WTE (.5 is funded by COPE Foundation)
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2 Nurse Tutors- 1 WTE
Admin Grade 111 -1 WTE

3. Educational Services being Provided

Course Approval and Credits Target Facilitated by
Academic All stakeholders CNE staff
writing/information

searching skills

Adult Venepuncture AH stakeholders CNE staff
Phiebotomy

Anaphylaxis Training Practice Nurses and CNE staff

PHN's

Assessment and
management of leg
ulceration

Bord Altranais Cat 1
approval

Advertised nationally

CNS MUH and CNE
staff

Basic Life Support

MUH staff

CNE staff assist MUH
in-service training staff

Cardiovascular Health
Management for
Nurses

DCU accreditation
Level 8 ‘
5 credits

All stakeholders

CNE staff & Clinical

| experts across the

service

Care of patients with a
central line

SIVUH

CNE staff assist SIVUH
in-service training staff

Catheterisation

All stakeholders

CNE staff

Catheterisation link PHN's CNE staff

training

Clinical Audit All stakeholders CNE staff

Continence Promotion | Bord Altranis Cat 1 All stakeholders CNE staff

programme approval

Critical care Study day Advertised nationally CNS MUH

Delegation warkshop All stakeholders CNE staff and CUH CNE
staff

Documentation All stakeholders CNE staff

workshop

Epilepsy update

ID service providers

CNE staff member
from ID

Hand hygiene

Community Hospital

CNE staff with
Community Infection
Control Nurses

IV Antibiotics

Community Hospitals
SIVUH

CNE staff
CNE staff assist SIVUH
in-service staff

IV Antibiotics Link Community Hospitals CNE staff
training

Manual Handling COPE & MUH only CNE Staff assist
Non-Violent Crisis MUH Staff MUH & CNE Staff

Prevention Training
(CP1)

Health Care Assistants
Prog

FETAC LEVEL 5

All stakeholders

ID studies module 1D
staff member CNE
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CNE staff assist CNE

{BASED IN CNE CUH) staff from CUH during
practical
demonstrations and
assessments

Nursing Care of the ABA Category 1 All stakeholders Staff of CNE & plus

Older Adult CNS's

Nursing Management
Bevelopment
Programme

ABA Category 1

MUH Staff

MUH & CNE staff

Nursing Individuals
with Diabetes

DCU accreditation
Level 8
5 credits

All stakeholders

Staff of CNE and CNS
from SIVUH & CUH

 Patient Centred
Dementia Care Study
Day

All stakeholders

Staff from CNE

Preceptorship

All stakeholders

Staff from CNE and
staff from UCC

Regional Education

All stakeholders

Staff from CNE

Study Days

Wound care PHN's Staff of CNE & CNS’s
MUH

Professional Portfolio All stakeholders Staff of CNE

Programme for Nurses

Scope of practice and All stakeholders Staff of CNE

documentation

implementation of PHN’s Staff of CNE

Policies Procedures

and Guidelines for

Care of the Older

Person

Introduction to All stakeholders Staff of CNE

research

LEO Programme All stakeholders Staff of CNE

{Co-ordinated by the

NMPD)

Concepts and Issues in All stakeholders Staff of CNE

Intellectual Disability

An Bord Altranis All stakeholders Staff of CNE

medication guidelines

update

Mouth Care Al stakeholders Staff of CNE

Patient restraint i All stakeholders Staff of CNE

education .

Cultural Awareness for All stakeholders Staff of CNE

Internationally

recruited Nurses

Slips trips and falls All stakeholders Staff of CNE
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Reporting Relationships

The governance arrangement involves the CNE Director who is an MUH employee reporting to the
Director of NMPD (employee of the HSE). There is a BOM to oversee the strategic direction of the
CNE with representatives from the Stakeholders (16 reps} and chaired by the Director of the NMPD.
All teaching staff report to the Director of the CNF, administration in the CNE reports to the Clerical
Supervisor in the MUH.

it should be noted that when the CNE was set up in 2002- the DON MUH gave the three tutorial staff
in the MUH School of Nursing the option of remaining in MUH and working within Training and
Cevelopment or transferring to the CNE. All three staff opted to transfer across to the CNE and as
requested “signed themselves out of the Nursing Dept of the MUH",

The BOM has an agreed terms of reference which states that it will “oversee the strategic planning
function and planned development of education and training programmes for the registered nurses

and midwives in the catchment area.”

Budget

Pay budget for staff ,with the exception of .5 Specialist Coordinator paid for/employed by COPE,
comes from MUH.

The MUH owns the building and pays for the day to day running costs such as lighting, heating,
cleaning, stores etc. If equipment breaks down a request to MUH to repair or replace it, No clear
guidelines have been issued on this practice.

The budget is unclear after that- To date there has been no allocated budget for CNE staff
professional development. One staff member has encountered difficulty in completion of a Masters
Program as funding was withdrawn by her empioyer mid-way through this programme. The issue
remains unresoived to date because of lack of clarity as to who is responsible for professional
development to CNE staff.

Funding for Programme Development is unclear. Some programmes were funded by Reps of Medical
Suppliers etc. Funding was generated from carrying out a piece of research for HSE. Education
programmes provided by the CNE do not attract funding to date.

lack of a budget means that planning is very difficult, “ If you need to develop a programme that
involves an external speaker with a cost implication, it is very difficult to deliver” {Dependent upon
medical reps)

Travel expenses claim’s for delivering training and education programmes in an HSE site are

submitted to the NMPD, If there is travel to the HSE the NMPD will sanction it but not for Voluntary
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or Private Services. Other CNE staff expenses such as travel expenses to attend study days are
claimed from money generated from undertaking research.

The NMPD provided a once off funding allocation close to year end which needed to be spent by
year end.

“It appears that MUH believes that the centre can become self- funding through generating

income,”The view of the Director of the CNE is that this will not be possible.

Current Relationship to NMPD- The Director of the CNE meets with the Director of the NMPD and
Directors of CUH CNE and Kerry General CNE 7-8 times a year. The Director of the NMPD does not
meet other staff on a regular basis (on the request from MUH CNE Staff — has had 2 meetings since
the establishment of the CNE}. The NMPD have paid travel expenses for courses delivered by CNE
staff in HSE sites. '

Method of identifying Service Needs, Strategy Development and Current Planning methods,
The CNE conducts an Educational Needs Analysis. Responses to it can be poor. There is no funding to

travel to the service users around the region to carry out a needs analysis.
Evaluation forms {o participants on programmes reveals some Education and Training needs.

DON’s around the region are asked to identify their services needs. The terms of reference of the
BOM states that part of its role is, “ To ensure that programmes are planned and developed in line
with service needs and that principles of accessibility, equity and quality underpin these

programmes.”

Themes emerging at Focus Group
¢ Problems arising from the Governance arrangement

o No shared vision of the CNE due to poor attendance at BOM meetings and a poor
response to the needs analysis.

o No allocated budget.

o There are 2 CNE’s in Cork. The other CNE is in CUH. In the original agreement each
had been assigned a separate geographic and specialist remit. There have been
times when the NMPD have allocated work related to key Stakeholders of MUH 1o
CUH ie Infection controli for practice nurses despite Community Hospitals being key

stakeholders of the MUH CNE
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Very little collaboration working between the two CNE’s “because of the historic
divide between “Health Board and the Voluntaries”. Since the review the NMPD
has asked permission for the CUH CNE staff to use the MUH TNE building as they do
not have appropriate resources at present.

Delivery of programme within MUH CNE is dependent upon release of CNS's from
clinical sites, which has to be negotiated each tinée and is conditional.

it was agreed in 2008 that NMPD Director would make a maximum of €300 per
person available for Professional Development. The situation re the MUH has not
been clarified.

Potential HR difficulties as there are more than one employing body.

Recruitment- who is responsible. Succession planning is problematic.

Difficuit to gain HETAC accreditation because of lack of accountability to one defined
organisation.

Difficulty in filling the outstanding .5 Specialist Co-ordinator post because of lack of

clarity as to which organisation owns the post.

e Current Relationship with MUH-

“From the outset (2002) to the latter end of 2008 the relationship, co-operation and use of

the MUHCNE has been minimal. HMenceforth, there has been release of Clinical Nurse

Specialists to teach on educational programmes hut no formal meetings or consultation with

teaching staff (with the exception of the Director) and Nursing Management of the MUH.”

+ MUH Management view of Future

o]

Proud history of nurse education in MUH. We see a regional remit for education as

part of the remit of a university hospital.

‘We have developed a first class facility that we wish to-have used to its full potential.

Believe that existing governance is an obstacle to moving forward effectively.
Believe that there is a need to re-structure and ensure that services provided are not
duplicated, but complement what is going on elsewhere,

Centre needs a dedicated budget and if it is to fulfil a regional remit funding must
come with it. The NMPD currently holds the budget and if the CNE was reverted to
MUH then the funding should also transfer. Going forward the view would be that
the CNE director would be the budget holder and report into the DON who in turn
report into the Executive Mgt

If the CNE transfers then the COPE post should be subsumed into the MUH CNE.
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o Governance issues make it difficult to plan for succession- currently the CNE director
cannot recruit/employ. _

o There is IT expertise in MUH that could support ongoing IT developments in the CNE
if it were part of MUH, Could support e-learning, videoconferencing , blackboard etc

o The regional remit is a strength of the CNE and advantageous to MUH as patients
come in from the community to the acute hospital and then return to the

community and the care of the PHN

Strengths identifies at Focus Group
« That it is based on an acute site and has a regional remit- the integration of education to the
various stakeholders is positive.
“You learn from diverse views”
“The CNE is uniquely based to bridge the gap between the acute and the
community. Eg the urology course”
e Participants value the access to accredited course through DCU at local level and value what
they see as a high standard of teaching.
» The centre provides outreach- travelling to the local sites. This is good and more is needed.
it makes it easier for the employer to release staff. This is currently constrained.
¢ The CNE has supported the expansion of nurse practice through delivering training on
Venepuncture and supra pubic catheterisation.

¢ The CNE is flexible and responsive to need. This must not be lost going forward.

Weaknesses Identified at Focus Group
« BOM- “Feel that this is the wrong title as the group has no authority, it is simply a steering
group”
s Budget-
o “Lack of limits ability to deliver service”
o “Inthe NMPD we do not have the where withal of bu.dgetary transfer to the
Voluntary Hospital”
o “In the Community Hospital we have no educational budget”
e Lack of a budget curtails the autonomy of the CNE and makes planning very difficult.
¢ Releases of staff to attend courses can be a problem and then this leads to low attendance .
» CNE Director and staff want a more active and proactive relationship with the NMPD going

forward in relation to identification of need, strategy development and planning.
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Succession planning is non-existent. “When colleagues retire we do not know if or how
those posts will be filled.”

The absence of the National Council has left a gap-. “Where is their funding being
redistributed to?”

“Nursing Homes are a grey area in terms of our remit to them”

Expectation t0 deliver education programmes to HSE sites without online access to MSE

library and intranet.

1D sector Issues

' COPE recognise that they do not currently use the services of the CNE as much as they could

do.
The need to protect and promote the [D remit was highlighted.
o Programmes can be poorly attended and unsupported by the employers

o There is no budget to access expert speakers.

For the CNE to be effective going forward into the future there needs to be

]

A clear and workable governance arrangement
CNE needs more autonomy and independence to deliver on its remit whilst still being
accountable for delivery on agreed identified service priorities and budget.
Budget - preferably a budget that was linked to the allocation of staff trained and
contributed to by all stakeholders drawing training from the CNE.
“All stakeholders could apportion some of their budget to the CNE based on
their nurse population.”
Budget needs to be devolved to the Dir of the CNE to provide some autonomy in decision
making and delivery on agreed education plan. Accountability for the budget must be built
into the Governance structure.
Budget for non-pay items to remain with the MUH eg buildings maintenance, equipment
etc. This wili enhance day to day running of the CNE.
Director Mi[ need to have the support a designated financial person to support budget
management in addition she will need to develop Budget management skills,
Develop an Annual Business Plan.
Designated budget and agreed application process for funding to one organisation for CNE
staff development — it is vital that staff be facilitated to stay abreast of their subject area,

Dealing with one HR for any industrial Relations issues
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First filling of .5 WTE Specialist post by closed competition as agreed in 2002 agreement.
“Re-imbursement of course fees owed to staff member who had funding arrangement
withdrawn.”

Dealing with one HR for any industrial Relations issues -

Staff development should include agreed close links with clinical area so clinical skills are not
lost. Work will need to be done to formally establish appropriate and useful links e.g. CNE
staff spending a period of time in a Clinical area to up-skili or maintain skill. However this
will require an increase in staff numbers to facilitate this practice.

Staff need postgraduate skills to at least Masters level and should be supported to go further
if they aspire to.

A full Education Needs analysis involving the stakeholder organisations with a Programme
developed 1o meet priority needs. This still needs to be responsive to new needs that are
identified on a daily basis.

Coordination and planning to focus on the most appropriate delivery modes and methods to
ensure maximal attendance on programmes eg more local delivery ( this can be budget ’
dependent)

Online access to HSE Library and intranet if future proposed CNE is to continue to provide
education programmes to staff working in HSE sites.

HETAC accreditation and a modularised approach.

“it's easier to release staff for modules rather than full course”

Greater cooperation between the two CNE's and with the Universities.
“There shoutd be an option whereby the CNE delivers a moduie on behalf of the
University and is funded to do so. ”
“University delivery tends to be rigid, CNE could be more flexible and responsive to

service needs.”
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St.Vincents University Hospital Dublin.

Participants in the Focus Group included
e DON St. Michaels , Dun Laoghaire
» Nurse Practice Development Coordinator Dun Laoghaire
¢ DON lLeopardstown Park Hospital
® Director PHN Community Care Area 10, Wickiow
e ADON /Nurse Practice Development Coordinator SYUH
. .CNM 2 Nurse Practice Development SVUH
e  Staff of SWYUH CNE
| o Director of CNE
o Registered Nurse Tutor CNE
o CNM3 CNE
o OCNM 2 CNE
¢ Smaller focus group of SVUH Managers
o DONSVUH
o HR Manager SVUH
o Learning and Development Manager

o Nursing HR.

1. Current Role of the Centre

The CNE is a Regional CNE for the East Coast Area HSE/Dublin Mid Leinster.

The role of the centre is to identify the education needs of nurses in the catchment area and provide
education and professional development programmes for nurses, midwives and allied health care
personnel working in that area.

The Stakeholders in the catchment area include HSE Organisations and Voluntary Organisations.

Voluntary Organisations HSE Organisations

St. Vincent’s University Hospital Baggot street Community Hospital
Leopardstown Park Hospital Wicklow District Hospital

Children’s Sunshine Home Wicklow Community Services

Sunbeam House Services Community Services Clonskeagh

Royal Hospital Donnybrook 5t. Colmans Hospital

National Rehabilitation Hospital St Coumcilles Hospital

Drug Treatment Centre Trinity Court Community Services Dun Laooghaire
Royal Victoria Eye and Ear Hospital Aids/Drugs Services Dun Laoghaire
Cluain Mhuire Service Dalkey Community for the Older Person




St. john of God Hospital : Central Mental Hospital
Dublin Dental Hospital Sir Patrick Dunbns Hospital
St. Lukes Hospital Newcastle Hospital

City of Dublin Skin & Cancer Hospital Vergemount Clinic

St. Michaels Hospital Clonskeagh Hospital

Staffing Lavels in CNE-In 2002, 2 RNT's of the School of Nursing Staff both of whom had the
efigibility criteria to transfer to UCD choose the option to transfer to the CNE. The hospital funded
these posts. | person, Clinical Nurse Teacher, not eligible to transfer to the 3rd level was removed
from the School of Nursing in September and seconded to the Hospital to make up for a shortfall
there.
e Director CNE
o 1 Registered Nurse Tutor
e 1CNM2and 1 CNM 3- The CNM 2 is on a 2 year fixed term contact to teach FETAC
Healthcare support certificate course until Dec¢ 2009. At this point it is uncertain what will
happen after that. This post is not refundable to the hospital- is being paid out of FETAC

funding paid to the Nurse Education Centre to run the programme.

2 Clerical Support staff {1.7 WTE) { 1 Grade 5 and .7 Grade 3, Vacancy .6 Grade 4 and .3
grade 3)
tn January 2007 the Post Registration Nurse Tutor took early retirement and was not replaced. In
March 2007 the 2™ Registered Nurse Tutor who was on a year contract was transferred from the
CNE by the DON and placed as Healthcare Support Manager in the hospital. This post was not
replaced and as there was only one person to teach the FETAC course the DNEC, with the FETAC
funding available to the CNE, got a CNM2 appointed in December 2007 on a 2 year fixed term
contract. The present RNT in the CNE qualified as an RNT In August 2007.

In order to provide the current level of service with the current staff 2 of the 3 staff work 4 long
days a week, the 3™ staff sometimes works 5 days depending on workload at the time. The result of
this is that all staff are busy with their respective courses when on duty which leads to less team
work and planning time with all staff together. The positive aspect of the staff working 37.5 hours in

4 days is less time in Heu required by staff as core work for courses is done on the long days.

3. Educational Services being Provided
¢ Foundation course in Intensive Care Nursing ( 6 month course with 15 study days)
e Foundation course in Peri-operative Nursing Care( 6 month course with 15 study days)

¢ Administration of Intravenous Medications Study Day -run every 2 months
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e 1V Cannulation/Venepuncture Course- 1 day programme- run twice a month, 16 months of
the year.

e Registered Nurses Induction programme 1.5 days

e intravenous Assessors Study Day- 3-4 courses per year

e FETAC Level 5 Health Care Support Certificate

* Programmes managed by the CNE in Partnership with UCD
Graduate Diploma Courses in Nursing Studies { 1 academic year)- Emergency Nursing, Cardio
Vascular, Intensive Care, Oncology.

® Programmes Managed in the CNE for the NMPD /SVUH nurses included in these
programmes

s Preceptorship Programme- 1 day programme, reduced in the past two years from 12 a year
10 3 ayear.

o [Information day for Registered Nurses re FETAC Level 5 Health Care Support Certificate- in
08/09 3 courses held.

s 5 Day Cancer care Course for non-specialist nurses.

4. Reporting Relationships — The CNE Director reports to the Director NMPD and keeps the SVUH DON

informed of courses run for SVUH.

5. Budget- The centre has no dedicated budget and no petty cash. If the Director needs something she
requests it through SVUH. To date she has got what she has asked for. However running clinical skills
courses are expensive they require a lot of equipment to be purchased.

The CNE covered the Cancer Course which was offered to 18 centres and 4 groups have availed of
the training

The only external funding is for the FETAC training for HCA’s and the Registered Nurse information
day on the FETAC training which comes from the NMPD. In addition the NMPD employed a
registered nurse to teach the Preceptorship course. |

if funding is not available from SVUH the CNE approaches the Director of NMPD,

Since 2002 the NMPD have given some money 1o the centre. The bulk of the money was used to
purchase IT equipment for SVUH Assembly Hall classroom. Some of this was used to upgrade the

facilities including, Clonskeagh, and the CMH Dundrum
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Current Relationship between CNE and NMPD- “A positive relationship, they have been supportive
and in return the CNE has been supportive of them, in the end this means that the needs of the
registered nurse are met.”

The Director of the NMPD chairs the BOM.

The Director approaches the CNE with requests to provide training related to the Office of the

Nursing Services Director .

Needs Analysis and Planning- the BOM meeting is the place where needs are identified through the
DON'’s. However they are not asking for the programmes they need as they are aware of the staffing

level problems.

Themes emerging at Focus Group
Weaknesses of the CNE
e There were 28 organisations in the original agreement and the CNE is not currently meeting

all the identified needs of either SVUH or the region. Only 11 of these organisations utilise
the services of the CNE and we have nothing to offer the others. We can offer regional
programmes with a theoretical basis only not a skill tevel. But it is the up skilling of nurses
that is of primary importance to The Office of The Nursing Services Director.” Currently 80%
of the CNE"s work is delivering to SVUH and 20% to the region.
“Currently still not meeting all the SVUH need, practice development is doing some of what
we should be doing.” This is because Practice Development had until 2008 more staff than

the CNE.

- ® The BOM does not function as a BOM.- Poor attendance at BOM, usually only 10-12 of the
28 organisations are represented. Key stakeholders such as DON SVUH need to be part of

the BOM discussions.

e The current BOM identification need/strategy does not reflect the needs of all the
organisations affiliated to the CNE. Some have identified need locally and have not

approached the centre. Some do not get involved with the BOM.

s The boundary between practice development and the CNE is blurred.
“Practice Development have taken up courses that should have been delivered by the CNE”

“SVUH staff don’t really know the CNE “
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“There are a number of programmes that we should have delivered to clinical staff on ward
but they were not always released for them.”

“Practice Deveiopment work with the CNE to support staff”.

s Staffing levels, job titles and qualifications- The CNE does not have the staff it needs to
deliver on the identified need.. The staff in the centre are empioyees of SVUH and the DON
can move them as she sees fit.

There is no specialist coordinator role in the centre. There should be 2 specialist
coordinators appointed as per the original 2002 agreement .” The post reg tutor post in the
Mater is Specialist Coordinator one , but not in SVUH" “A member of staff with RNT
gualification who was part of the CNE was moved by the DON to Continuing Education in
SVUH. This resulted with the CNE having no RNT from February 2007 to August 2007 when
the CNM2 registered as an RNT.

“Practice development has been built up with staff, some of them have the RNT or other
educational qualifications.”

“There is no career progression for staff’

¢ Currently to deliver a Post-graduate University Programme and/or an in-service education
programme, staff from the MDT in SVUH are utilised. When looking at the cost of these
programmes the need for preparation time, assessment time etc is not taken into account.
Due to staff shortages at a clinical level we may not be able to depend upon drawing on the
services of clinical staff in the current financial situation. Currently clinical facilitators are
acting up into management roles or are often redeployed to fill a gap. There is no plan for

how the CNE will deal/cope with this.

s “Many of the programmes are hospital oriented not community oriented. The LEO and

Venepuncture courses are good”

e If HETAC accreditation is achieved the current rescurces will not be sufficient to provide
accredited training . A FETAC level 5 module takes 60 hours in terms of preparation,
coordination, meeting with students etc, and this is over and above the classroom teaching.

“The recent Cancer care course took 80 hours of admin on top of the classroom work.
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“Some of the stakeholder centres have educational needs that they would prefer were
provided through the CNE. However due to the staffing/resource issues in the CNE they have
to go outside and externally source the training. They apply to the Dir NMPD for funding. Eg
Leopardstown Park would love to source a course related to Care of the Elderly from the
CNE. The location suits them” .

“In mental health we carry out a TNA locally, look ate specific areas of need and then
provide a course, inviting other Mental Health services to join in and funded through the

Director of the NMPD.”

Accessibility is an issue: The Region covered by the CNE is very farge and the CNE is seen as
being inaccessible from some locations eg Carnew. It costs travel, parking etc and this
cannot be paid for staff any more. Releases are also problematic.

“Could ICT help solve this problem? What about e learning?”

“The CNE does not provide enough outreach to the other stakeholders”

insufficient admin support- “CNE staff have to do their own admin when developing a
programme and this takes time away from core duties”. The CNE have-a deficit of a .6 grade
4 and .3 grade 3 secretéry. This has resulted especially during the development stage of
courses that the secretarial staff, are under pressure to cope with demands. As there is no
receptionist appointed to the CNE the grade 5 has to spend time acting as receptionist which

takes from secretarial work.

Infrastructure problems: Facilities are shabby and need upgrading. The Canteen won't
deliver meals to the CNE. The Education and Research Centre in SVUH won’t take bookings

for courses longer than a day.”

Strengths of the Centre

“Its position on the grounds of this acute hospital provides access to expertise from the
hospitat and access to up to date nursing which is invaluable. The three teaching staff (only 1
with a registered teaching gualification) cannot be expert on everything they need to be
able to draw on that wider expertise.”

“The Director of the CNE is enthusiastic, a good listener, very solution focused within her

current resources”.
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“Within the classroom there can be staff from many areas including the acute and
community and other sites, this leads to a great dynamic in the classroom and great sharing

of learning.”

Benefit of CNE to SVUH
“Having a CNE on the site of SYUH is important for the hospital as it is a University
hased Hospital providing evidenced based care and the CNE supports this and
demonstrates it.”
“The postgraduate education is very beneficial to the hospital and if it were to go it
would be a loss to the hospital. It brings clinical leadership skills of staff to a higher
level and assists staff who are moving into CNS posts.”
“The education provided by the CNE is good value”. “The CNE model is cheaper than

the University model”

Future needs

View of the CNE- The management structure of the CNE needs to reffect the interests of all
the stakeholders. The Dir of the CNE should report to the Area Director of the NMPD. A
delegated budget should be available to the Dir CNE to deliver agreed programme to all

stakeholders.

A different model for a BOM- “Dissolve the current BOM and put in place a smaller more
effective forum, chaired by the Area Director NMPD". “The maternity model is a good one-

subgroups identify and prioritise need”

CNE needs an agreed designated budget that is ring fenced at the beginning of the year-“If
a comprehensive needs analysis is carried out then the NMPD should look at putting the
funding into the CNE to deliver not giving it on an ad hoc to individual stakeholders.”

“In 2007 the NMPD allocated 70,000 to a private organisation for the delivery, coordination,
exams etc, all 8 modules to 33 HCA’'s in the region. That could have been used to employ a

member of staff.”

Generate funding eg through delivering training to Nursing Homes

“GP’s could be funding training for Nurse Practice
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¢ Continue the CNE as regional centre with SVUH as part of that- “This is better for the
patient as s/he may be using the services of many of the service providers who access the
CNE”
“If we have a patient (Leopardstown Park) who develops complications then they have to
transfer to SVUH for instance to have IV antibiotics. If we are able to do that here then there
are less admissions to A&E.”
“There needs to be good cooperation between practice development at local level
identifying specific training needs that CNE can meet and that will have positive impact on
patient care.”
Focus on involving region more, “We feel like we are an invited group when we come into

the CNE, we don’t feel a sense of ownership”

¢ Need greater focus on Community Services needs-greater involvement needed in TNA

process and planning how to meet need.” Improve communication”

+ Formal integrated education needs analysis to be undertaken invelving all stakeholders
focused on patient centred service needs, standards and the business case for changed

ln

practice at iocal leve

¢  When developing the plan to meet/deliver training needs each stakeholder needs to
identify who in their service is available to support the CNE in delivery.

“A database of expertise across the region couild be maintained by the CNE”

»  Staff skills and staff development- CNE needs staff with educational qualification, where
staff do not have that they must be supported to develop it within an agreed time frame.
The CNE staff need to be experts in curriculum development. Needs to be a plan to develop
expertise of other staff to move into the CNE in the future.

The Director of the Centre needs an appropriately qualified person who's role it is to
deputise for her when she is absent and also to take on more delegated responsibilities.
“1t would be beneficial to have new blood especially someone who had worked in the

university system.”

e Appropriate staffing levels for service being provided.
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Graduate Diploma Courses take up a fulltime member of staff. They must be run by a
Registered Nurse Tutor.

More admin support.

“We need ongoing access to clinically competent staff from the Clinical Areas to support our
work eg ”“ When Siobhan O Halloran’s office asked us to double the numbers we were

putting through for IV Cannulation we did so by utilising the clinical people from SVUH.”

= Appropriate facilities- Clinical simulation room

s  Nursing Electronic system linked into SVUH could be used for education and training.

¢ New educationa! delivery methodologies eg . learning, blending learning could be

developed and this would help with issues of release and travel.

s Accountability in terms of transfer of learning back to the workplace.
“If educational programmes are designed to deliver on identified need then that stakeholder
organisation must plan for transfer back to the workplace.”
“Learner contracts.”
“Link to team based performance”

“Follow up clinically to ensure competence”
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Appendix 8

Centre of Midwifery Education

Participants In the Focus Group included

DOM/N National Maternity Hospital

ADON/M National Maternity Hospital

Educational Coordinator/Midwifery Tutor National Maternity Hospital
Acting DON 5t Columcilles

Director NMPD

Professional Dev HSE Co Wicklow PDC Practise Nurses

DOM/N The Rotunda Hospital

ADOM Coombe Women’s and Infants University Hospital

A/PDC Coombe Women's and Infants University Hospital

DOM/N Coombe Women’s and Infants University Hospital
A/Coordinator PG Dipl NICU Coombe Women's and Infants University Hospital
A/Director Centre for Midwifery Education.

Self Employed Midwife

1. Current Role of the Centre

The CME consists of a Hub (based at the Coombe) and two satellites (based in The Rotunda and

NMH). It has a potential student popuiation of 2000.

The CME provides continuing midwifery and nursing education programmes to the staff of the

three Dublin Maternity Hospitals, Self-Employed Midwives, A& E nurses who are midwives, Practice

Nurses who are midwives and Public Health Nurses, so meeting the general educational for

midwifery education in the Dublin catchment area.

The CME will provide specialist programmes as required nationally.

The Goals and Objectives of the Centre are that with HETAC accreditation it would become a Third

level Institute {5/10 year strategy}-

Offering a wide range of accredited Midwifery, Neonatal, Gynaecological Nursing Education
and Training Programmes (<5 years)

Supporting Doctoral Students doing clinical research in the 3 Dublin maternity Hospitals
expanding the Maternity and neonatal Body of Knowledge ( 10 years } and own research.
Developing e-learning and a video library.

Develop a clinical skills room



Z.

88|Page

e The Centre was developed on the site of the largest maternity Hospital. Co-location may
take 5-10 years to achieve but the need for a CME is current .

® The Nurses and Midwives Act 2009 recognises the distinctiveness of Midwifery - Midwifery
and nursing practice is distinctive and different. The KPMG report highlights opportunities
to develop midwifery practice models of care which will need an education and training
programme to develop competence.

s The centre aims to provide cost effective and focused training based on identified need.

Staffing Levels in CME and Infrastructure

Director of CME

Coordinator of the Post-graduate Dipioma in Neonatal Intensive Care Nursing.

Secretary- part timé being recruited.

The Director and Co-ordinator work closely with Practice Development Departments, Clinical Skills
Facilitators and the Resuscitation Officer.

Sessional inputs are provided by Clinicat Skills Facilitators, Clinical Midwifery Specialists and

Advanced /Neonatal Nurse Practitioners and Education co-ordinators.

The Centre has 2 Classrooms with Laptop, Projector, OHP, WB.

Library, Storage rooms, Access to Clinicai Skills Room, Conference Centre and 2 offices.

Educational Services Provided.-In 2008 16 Programmes were provided on 58 occasions with 501
attendees from across the MDT.
Between January and April 2009 14 programmes were provided on 24 occasions.
o Coombe Women and Infant University Hospital

o CPR-8BLS

o NRP

o Haemovigilance

o Infection Control

o Induction Programmes

o MOH ( a multidisciplinary programme)

o Shoulder dystocia — open to all staff

o Clinical Skills update

o Professional Issues Update,
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s All Three Hospitals

O

O

Q

O

@]

Preceptorship Course

IV Cannulation

20 HR Breastfeeding Programme

CTG Interpretation Workshop

Wound Care Workshop

Care of the Critically ill Obstetric Woman
Management Development Programmes
Customer Care Excellence in Patient Care

Post-Graduate Diploma in Neonatal Intensive Care

e  Midwives in Greater Dublin Area

o]

C

e}

Midwifery Skills update for Practice Nurses who are Midwives
Midwifery Skills update for A&E Nurses who are Midwives

Care of the Premature infant on transfer from NICU for PHN's

s [In Development

8]

C

<

Enhancing skills for Normal Birth

The Birth Centre

Perineal Suturing Workshop

ALERT Programme

Bereavement Workshop

IV Cannutation for Neonate
Documentary Management & Litigation

Care of the Critically il Obstetric Patient

Reporting Relationships

The A/Director CME reports to DOM&N CWIUH on an organisational basis

The CME has a Board of Management chaired by the Director of NMPD and compased of the 3

Directors of Midwifery and the A/Director of the CME.

Under the BOM there is a coordinating Group with a Terms of Reférence which highlights their role
as ensuring that the resources of the 3 hospitals are utilised for the provision of programmes of
education and training. Membership of this group includes the A/Director of the CME, an ADOM/N
CWIUH, Midwifery Practice Development Coordinator CWiUH, Education Coordinator NMH,

Midwifery Practice Development Co-ordinator NMH , an ADOM/N Rotunda and Practice

Development Coordinator Rotunda.
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Budget- Cost centre set up in 2008. The CME has no budget.

CWIUH fund the Hub Site CME ( 2 room’s & Offices} and Operating Costs

Funding from HSE €100,000 for models etc 2007 shared between the three sites.

NCNM for specific programme ALERT ]

DOM/s for some courses- this is calculated by dividing the cost of the course by 3.

HSE will pay the Hospital for the Breast Feeding Course for PHN's €200 for a 3 day course

If the hospital takes a student on clinical placement they charge €250 for five weeks- “nominal but

fair.”

Relationship to NMPD- Director of NMPD is Chair of BOM. The NMPD informs BOM and CME of

nationally identified needs.

Method of ldentifying service needs, Strategy Development and Current Planning method- The
BOM and the COG both carry out a needs analysis. Other needs are identified through the Office of
the Director of Nursing Services and the NMPD. Accreditation and Litigation allows leads to the
identification of Educational need as do Reports and Recommendations eg Confidential enquires

into maternal deaths, reports on stiilbirths etc

Themes emerging at Focus Group

e “The CME is in its infancy but a level of interhospital working has developed and there is a
lot of potential going forward in this way. The coordination group has great potential”

e “CTG training is mandatory every 6 months . it had to go to external providers at €100 a
head. 3 CNM'’s working with a tutor will be able to deliver the programme.”

® “Shared learning is a great untapped resource. For instance perineal suturing is common in
NMH but not in the Coombe so the Clinical Skills Facilitators in MUH can be used. People are
willing to share.”

s Funding- currently 94% of the Higher Diploma is delivered by the Hospital yet 100% of the
funding goes to the Universities.

e HCA's are a big opportunity going forward , in looking at the scope of the role of the midwife
means that we will become more reliant upon them to enhance the skillmix. Their skills need
to be enhanced too.

. KPMG report — "Hospital destined for co-location onto general site. if this happens itis
important that the separate and specialist needs of midwives be recognised and that there

continues to be a dedicated CME and/or ring fence midwife education and that we don’t
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have to fight for a budget. Deficits in Knowledge and skills have been shown to be linked to

maternal deaths. A very specific and different programme of education is required for staff

working in this area.”

“The whole philosophy of normal, natural birth needs to be cultivated by the CME and we

need to ensure that it is not lost with co-location.”

¢ “The absence of a devolved budget is a big concern”- Currently there is no dedicated

midwife education budget coming to the Hospital. The centre needs a separate budget.

e Future- The role of the CNE should be expanded offering

Q

O

Q

IV Cannulation and Venepuncture

Perineal Suturing

CPR Pregnant Adult & NRP

Examination and Discharge Mother and her Newborn

Obstetric Emergencies

Midwife ted unit/MLA/MMA

CTG Interpretation

MCA & Clerical Staff Porters- Bereavement, Breastfeeding, Congenital abnormality
The CME could be central site for FETAC level 5 training to HCA's

Developing new education programmes to deliver on potential developments eg
National Council have a new position paper on the rele of the midwife;

PCCC may develop the role of the midwife and need to work with the BOM and the
Director to look at this.

Clinical leadership strategy can be linked into in terms of management development
programmes. These could be delivered by a well resourced CME more cost
effectively.

The course developed and delivered to midwives working in A&E can be offered to
more general hospitals

Going forward Supervision of Midwifery Practices will be a chalienge for the Dir of
PHN’s. Community midwives will need to have cases supervised but that
competency is not core in the PHN role so currently they are coming into the

Maternity Hospitals on a case by case basis. There are issues here that will need to

be worked through in the future and one of the strands of dealing with this issue will

he skills training and the CME can play a role.



92pzage

e Budget is needed (possibly provided by NMPD) and needs to be devolved to the Dir CME,
She will develop the proposed educational plan for the year with the BOM and the COG (and
any future academic council required by HETAC) based on the needs analysis and wili be
accountable to that board for spend and delivery.

e The budget that used to be in the PCCC for primary midwife education is gone and is now
held centrally and not accessible to Dir PHN

+« Reporting from BOM to NMPD

¢ Staffing Levels and Professional Academic Qualifications

o A Director with a PHd and management qualifications

o Deputy Director {Masters)

o Special Coordinators in Midwifery, Neonatal, Gynae and MCA
o Clinical Skills Facilitators Midwifery, Neonatal, Gynae and MCA
o Clerical Support Grade 5 {2} Grade 5 (3 incl receptionists)

o Porter, Skills lab attendant, Librarian

o 1T, Accountancy and HR support.

e Governance structure and reporting relationship going forward should be .the Director to the
BOM, the rest of the staff to the Director and the BOM includes Area Director HSE

¢  Succession planning is essential, all staff should be recruited by the Director and interviewed
by the Dir or Deputy and member of BOM.‘ |

e All specialist coordinators need a teaching qualification because of the demands of
curriculum development and assessment. The Director should have a management and.
education qualification as well as being a midwife.

s Currently Voluntary Hospitals do not have access to HSE library this should ke changed.

e “Developing the CME as proposed in the CME strategy would cut and control costs and
utilise skills of all 3 hospitais.”

s Future Action Plan of CME BOM updated in light of recession, KPMG report, Budget,
Transformation Programme and National Plan 09

o Appoint specialist coordinators

o Decide on budget holder

o Appoint Director and Deputy

o Recruit Secretarial Support

o Apply for and fund HETAC accreditation
o Apply for and fund FETAC accreditation

e Required Resources/Physical Structure going forward
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3 classrooms with AV equipment and video conferencing
Meeting room

Conference room with AV equipment

Clinical skills lab

Elearning &Video Library

Computer room

Library

Suite of offices

Kitchen toilets, storage

IT equipment, internet access, online journals
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CD/11/406 RECOMMENDATION NO. L.C 26165
(CCc-092708-10)
INDUSTRIAL RELATIONS ACTS, 1946 TO 1990
SECTION 26(1), INDUSTRIAL RELATIONS ACT, 1990

PARTIES :
HSE
—AND -
INMO
DIVISION :

Chairman: Mr Duffy
Employer Member: Ms Cryan
Worker Member: Mr Shanahan
SUBJECT:

1. Arrangements relating to nurse education centres.Previous LCR18555

BACKGROUND:

2. The issue before the Court concerns matters outstanding between the
parties following Labour Court Recommendation No. 18555. In 2002 an
agreement was reached between the parties to transfer pre-registration
nursing education to the third level sector. In 2006 the Union brought a
claim before the Court in relation to the Agreement. The Union were
seeking the restoration of options given to nurse teachers in 2002 and
agreement on arrangements relating to the transfer of pre- registration
nursing education to the third level sector. The Court issued LCR 18555
which recommended full implementation of the agreement and further local
discussions on outstanding matters, with the option to refer any residual
matters back to the Court. In 2009 the parties agreed to an independent
review of the functions of the Centres for Nursing and Midwifery
Education. The "Butler Report" was published in August, 2009 and further
talks commenced between the parties.

The dispute was referred to the Labour Relations Commission (LRC) and a



Conciliation Conference took place. As the parties did not reach agreement,
the dispute was referred to the Labour Court on thel4th June, 2011, in
accordance with Section 26(1) of the Industrial Relations Act, 1990. A
Labour Court hearing took place on the 15th September, 2011.

UNION'S ARGUMENTS:

3. 1 The HSE contirmed before the Labour Court in 2006, that 1t had not
fuifilled its obligation under the 2002/2006 Agreements. It confirmed this
again before the Labour Relations Commission in 2010.

2 The 2002/2006 agreement was very specific in respect of the role of the
Centres. The Butler Report confirmed that these agreements were not in
place. The Butler Report sets out straight forward methods by which the
Centres can operate. It is reasonable that this group of workers who have
been attempting to have their situation corrected since 2002 and who
participated in this review fully, should now have its principles implemented
as a matter of priority.

workers concerned in 2002 revisited, particularly the option of early
retirement.

EMPLOYER'S ARGUMENTS:

.....

the agreement in the manner that was originally intended. The HSE remains
cognisant of the necessity for the workers concerned having a relevant role
with proper governance structure in light of the necessity for ongoing in
“service education and training for nurses in the current environment.

2 The HSE is opposed to the reopening of the option of early retirement
with added years. It is unreasonable to seek to have such an option
reinstated almost ten years after the original offer had been made.

3 The reopeninig of the scheme offered to nurse teachers in 2002 would set
huge precedents within the health service and wider public sector. Any such
move is opposed by the Department of Finance.

RECOMMENDATION :

The Court notes that the dispute has continued for an inordinate period
during which it was the subject of a previous Labour Court
investigation and has been considered by an independent consultant
appointed by the parties. This independent consultant produced a



comprehensive report on all aspects of the dispute (the '"Butler"
report). Despite these initiatives the dispute remains unresolved.

In the Court's view the resolution of the dispute could best be advanced
within the parameters of the Butler report. The Court recommends that
the parties establish a working party to consider how best to implement
the recommendations of the Butler report, having regard to current
constraints.

It is clear that the ultimate solution to the issues in dispute will require
the active involvement of the Department of Health, The Department is
not party to this referral and consequently the Court cannot address
any recommendations to the Department. The parties should, however,
invite other interested parties, including the Department of Health, to
participate in this working party.

Having regard to the period over which this matter has remained
unresolved the process recommended above should be expediated.
Accordingly, the working party should be established immediately
following the acceptance of this recommendation and should complete
its work in a period of not more than six months

Signed on behalf of the Labour Court

Kevin Duffy
4th October, 2011
DN Chairman

NOTE

Enquiries concerning this Recommendation should be addressed to David P
Noonan, Court Secretary.
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Draft proposal from the Directors of Nursing in the DATH’s group with regard
to the DATH’s Centres for Learning and Development (CNE’s) as aiternative to
structure proposed by Veluntary/ID SubGroup

As a group the DATH’s are in a very unique position with having a number of CNE’s
in very close proximity covering a large regional remit while serving the educational
needs of a large number of staff within their own respective organisations.

Given the remit of the working group we would like to put forward our proposal with
regard to structure and governance.

We agree in principal with the setting up of regional education committees we believe
however the membership of these committees should comprise of regional
representation who liaise directly/work in partnership with the NMPDU.,

The Director of the CNE would be in attendance at their meetings with no reporting
relationship to the committee. Their reporting relationship would continue via the
Director of Nursing (or current reporting relationships will continue within their
respective organisation).

We envisage the way the process would work would be that the Regional Education
Committees would agree educational requirements for the region on a regular basis
and agree a service level agreement with the Director of the Centres for those
requirements.

Additicnal budgetary arrangements should be established to support unique/special
education requests (e.g. HIN1 education & training).

We believe this to be the best solution for the DATH’s.
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Service Plan Outline agreed with P McCormack and submitted to Acute
Hospitals

1. Hospitals/service providers to be subject to Service Agreements:
A. Centres of Nursing/Midwifery Education that would be covered

Mater

St Vincent’s
St. James
Tallaght,
Beaumont
Mercy, Cork

Crumlin (as Centre of Childrens Nurse Education ~ ‘hub’) and Children’s University
Hospital, Temple Street and the National Children’s Hospital Tallaght (as ‘satellites’)
all 3 would have SA’s with HSE

Coombe (as Centre of Nursing/Midwifery Education — ‘hub’) and Rotunda and Holles
Street (as ‘satellites’) all 3 would have SA’s with HSE

All of the above have existing Service arrangments so this element will be
incorporated into the service schedules.

For the Disability sites they have specific service arrangement service specification
templates which may actually provide for the quantification of the resources and
funding associated with the “cost centre” which is the nurse training element.

Do vou know if the funding for this nurse training is allocated in their main
allocation? We are proceeding on basis that funding is in the HSE Vote (and the
hospitals).

Al. We would also want service agreements recognising Intellectual Disability sites —
e.g in particular for Moore Abbey - currently a Tallaght satellite.

B - Schedule 3

Guidance Note

(1) Broad Principles

Under (d) specify Nurses and Midwives Act 2011

Scheduie 3 Section 2 Service Description

Department/Unit ' .
Centre of Nursing/Midwifery/Childrens Education



Description of Services to be provided/facilitated
A range of continuing education/training and professional development services for
nurses/midwives and nursing/midwifery support staff in the health services.

High quality in-service continuing education/training and continuing professional
development programmes for nurses, midwives and nursing/midwifery support staff
working (i) within the hospital; and (i1) elsewhere in the public health sector e.g.
primary and community care (within the agreed geographical remit i.e. regional
national).

Supporting and providing continuous professional development programmes for staff
in the clinical area to which nursing/midwifery students are assigned within the public
health sector.

Staffing (as envisaged in 2002 Agreement)
Director of Centre, Nurse Tutors, two Specialist Co-ordinators and clerical support
staff.

Sessional input by clinical staff to include Clinical Nurse Specialists, Advanced Nurse
Practitioners and others as required.

2.2 Activities 2013 include:
A schedule of programmes based on an internal and external needs analysis will be
developed and provided.

C - Schedule 4 Performance Moniforing

Reporting requirement

Quarterly on agreed training and development programmes developed and delivered.
Submission by Centres of activities undertaken, services provided to staff within the

hospital and to external staff and educational quality assurance monitoring reports to
Regional Educational Committees.
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Historical Financial and staffing data

{in Archive} FW: Palmerstown NMPD
Mary Yyrne  w 'PaddyBarmett@health.gov.ie’ 05/09/2012 14:30
G Liz Roche

This mesggéémﬁés been forwarded.

e This message je being viewed in an archive,

Dear Paddy

~ Please find recurring funding since 2003 for education In the former ERHA hospitals in John Scoff's
email below.

Ragards

Mary

Ms Mary Wynne

interimn Area Director Nursing and Midwifery Planning and Development DNE
wheltifont Unit

St Brigids Hospital Complax

Kells Road

Ardes

Co Louth

emalfmaty. wynnei@hse.ie
Mobile: 087-9120306
01-8201731

(44-85860750

From: John Scott

Sent: 05 September 2012 12:53
To: Mary Wynhe :
Subject: FW: Palmerstown NMPD



Hi Mary
information as requested allocated recurring in 2003

Recurring in the Former ERHA

St James's Hospitat 700,000
Crumlin 225738
Tallaght 392,686
Beaumnont 619,283
St Vincent's 797,811
Mater 1.002,196

3,828,012
Regards

John-

John F Scoft
Senlor Executive Manager

Office of the Nursing Services Director
Quality and Clinieal Gare Difectorate
Heatth Service Execuiive

Room 230

Dr Steevens' Hospitai

Diusbiin 8

Iretand

Telaphone: ¥353-(01)-6352241

Mabile: +353-(087)-6780789
Fax; +353-(01)-8352509
E-mail john.scoft@hse.ie

weh: www hse.ie
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Ongoing Continuing Nurse Education Funding Table 1

ERHA € 4,042,661
MHB € 854,494
MWHB €782122
NEHE € 1,020,822
NWHB € 575,434
SEHB € 563,737
SHB € 4,328,085
WHE £ 1,350,939
Total €10,519,294

See overleaf for a deiailed breakdown of continuing nurse education funding In the ERHA
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