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Accreditation is a process by which an independent organization
“surveys” the facilities and performance of another organization in
regard to numerous structural and process standards. (Petersen 2012).
Accreditation is often required to demonstrate conformance with the
requirements of laws, official regulations and EU Directives. (INAB).
How do the Joint Advisory Group (JAG) on Endoscopy define it?
Accreditation is both a status and a process.
As a status, accreditation provides public notification that an
endoscopy unit meets standards of quality set forth by an accrediting
organization.
As a process, accreditation reflects the fact that in achieving recognition
by the accrediting organization, the service is committed to self-study
and external review by its peers in seeking not only to meet standards
but to continuously seek ways in which to enhance the quality of the
service and training provided. (Johnston 2012).











Use standards and guidelines to continually improve safety
and quality of care and the environment.
Stimulate continuous improvement in processes and
patient outcomes.
Provide a knowledge base of best practices (KMS).
Increase patient confidence in services.
Improve the management and efficiency of services.
Provide a patient-centred view of an Endoscopy Unit and
sets standards for training and the workforce.
Equip staff with excellent skills and knowledge.

In 2005 a review of UK endoscopy services found..
 Lack of understanding of endoscopy by senior managers.
 Scheduling and capacity problems- Long waits for patients.
 Productivity problems with DNA’s and cancellations.
 Equipment and infrastructure problems.
 No IT reporting tool.
 Lack of investment in decontamination.
 No data for clinical quality.
 Poorly defined leadership at clinical team level
 Limited understanding of service improvement methodology
at clinical team level
 The absence of an overarching quality assurance framework
 Limited methods of networking and sharing of best practice

 ‘The GRS is a patient-centred QA program that provides objective measures for the
overall quality of the endoscopy service’, (Valori et al., 2009, cited in de Jonge et al., 2010, p.607).
 ‘Since its inception, GRS and the JAG accreditation process have led to significant
improvement in the British Endoscopy Services’, (Global Rating Scale and The Joint Advisory Group on
GI Endoscopy, cited in Beilenhoff and Neumann, 2011, p. 371).

 ‘The GRS provides a tool for quality assessment as well as quality improvement’,
(Johnston, 2009, p. 20).

 ‘The GRS sprung from a desire to create a patient centred service, so its first step
was to determine what mattered most to patients’, (Valori, 2012, p. 66).
 ‘The GRS identifies everything a service has to do to create or maintain an excellent
patient experience’, (Stebbing, 2011, p. 363)








In 2009 the National Cancer Screening
Services invited JAG to conduct a review
of endoscopy services in Ireland to
support preparation for the introduction
of a national Bowel Cancer Screening
programme.
Mater Hospital GI Unit expresses its
interest, January 2010.
Baseline assessment was carried out 31st
May 2010. Report July 2010
Review visit December 2010
National Progress Report January 2011












Announced 28th January 2011 via conference call.
GI Unit were not chosen due to lack of capacity,
concern that waiting times would increase and old
decontamination facilities.
Despite disappointment we continued as we wanted
to be part of the Bowel Screening Programme…and
improve the services. (knew worth of accreditation through NSAI)
Set about 1.5 year plan (3 years).
Confirmed continued support from CEO, COO,
DON, ADON, Finance, HR to progress with
accreditation.
Started preparing for Global Rating Scale…
Move to new facilities…set for mid 2012 though did
not moved until Jan 2013.




Have completed the Global Rating Scale (GRS) over 2 census
points.
Have supporting audits/evidence to support scores for
domains of the Endoscopy GRS:








Clinical quality
Quality of the patient experience
Workforce
Training

Provide a safe environment for patients and staff.
Meet decontamination standards. (2007)










Consent before entering procedure room.
Adverse event logs…reversal…polyp bleeds..
Updated Operational policy.
Diabetes, Anticoagulation, Antibiotic prophylaxis guidelines.
Audits.., comfort, sedation (8 day readmission, 30 day
mortality).
Referral guidelines, vetting policy, waiting list validation.
Decontamination- Lead for hospital, Testing + Validation,
Guidelines.










Wheelchair access, signs, interpreters.
Booking and scheduling policy, DNA policy.
Reduce anxiety.
Maintain privacy and dignity-Separate male/female admission
and recovery areas.
Provide adequate facilities to maintain a positive working
environment and protect patient/staff from harm.
Patient surveys.












4 active endoscopy rooms
Separate Dirty & Clean
Decontamination rooms
2 waiting areas
Staff kitchen
Teaching, meeting room
Private admission/consent
process
Sub-wait area which does
not compromise patients
privacy & dignity
Ability to give feedback of
results confidentially
Dedicated bowel
preparation room










Adequate staffing levels and skill mix to provide a patient
centred, safe endoscopy service. (Business plan)
Up to date, relevant, induction, training and appraisal systems
to support and encourage personal and professional
development.
Endoscopy Competency Pack, Appraisal and PDP’s.
Staff are involved in planning and managing the service- staff
survey, meetings.
Recognition and reward- flexibility in rota, TOIL, Thank you.











GRS went live in Ireland in May 2011.
First GRS completed June 2011.
Twice yearly 2011 (June/Oct) ,2012 (Apr/Oct),2013 (Apr/Oct).
Formal JAG Visit 4th July 2013 following move to new build.
JAG accreditation awarded August 2013.
Bowel Screening commenced Feb 2014.
2014 went to one census (April) and an Annual Report Card
(October).
2nd ARC submitted yesterday.














3 assessors.
09:00
Start of visit/meet and greet
09:45
Brief “Our Endoscopy Service” presentation.
10:00
Unit Tour ‘patient journey
10.30
The endoscope journey
11:00
Interviews
◦ 1 Nursing – Decontamination, Workforce, Environment,
◦ 1 Medical – Clinical Quality, Training
◦ 1 Administration – Booking, Scheduling,

12:30
13:30
14:30
15:00
15:30

Lunch
GRS review
Report collation
Feedback meeting
Close of visit

The results
◦
◦
◦
◦
◦
◦
◦
◦
◦
◦

raised the profile of our service.
identified service gaps.
provided evidence for investment.
improved teamwork.
created a focus for improvement raised the profile of endoscopy.
Improved teamwork.
improved standard.
identified service gaps.
provided evidence for investment.
supported the accreditation process.









It
It
It
It
It
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It

provides a quality framework
provides clarity of purpose
enables improvement work to be prioritised
can be used to support a business case
will provide direct links to key resources
can be used to map change
will improve the patient experience

HAVE EVERYONE ONBOARD.

Involve as many in the process as possible – share the work!
Clinical lead/Training lead.
Gastroenterologists/Surgeons/Regs.
CNM, CNS, SN, HCA.
Administration.



The GRS is not a “one man
show” leadership across the
disciplines was cited as the
number one factor in achieving
success.

Prioritize actions ensuring an individual or team has responsibility for
specific GRS items.
Involvement creates ownership & sustainability.

Quick wins-minor alterations which are implemented easily and lead to
a significant impact to the service.
 waiting list validation
 patient flow changes in response to utilisation audit
 process changes in response to late start and finish audit
 regular team meeting initiated
Medium-Longer term involves change requiring more resources,
possibly impacting on several areas of practice and it may need to be
introduced gradually
 Process changes in response to activity and utilisation audit
 Booking rules agreed to ensure effective utilisation of lists
 Clinical audits to assess

References


Beilenhoff, U. and Neumann, C.S. (2011) ‘Quality assurance in endoscopy nursing’, Best Practice and Research Clinical Practice, 25 (3),
pp. 371–385.



de Jonge, V., Kuipers, E.J., van Leerdam, M.E. (2011) ‘Opinion of gastroenterologists towards quality assurance in endoscopy’, Digestive
and Liver Disease, 43 (3), pp. 215–219.



De Jonge, V., Sint Nicolaas, J., Lalor, E.A., Wong, C.K., Walters, B., Bala, A., Kuipers, E.J., van Leerdam, M.E., Veldhuyzen van Zaten,
S.J.O. (2010) ‘A prospective audit of patients experiences in colonoscopy using the global rating scale: a cohort of 1187 patients’,
Canadian Journal of Gastroenterology, 24 (10), pp. 607–613.



Johnston, D. (2009) ‘The future of the endoscopy global rating scale’, Gastrointestinal Nursing, 7 (6), pp. 20–26



Petersen, B.T. (2012) ‘Improving quality in the endoscopy unit’, Techniques in Gastrointestinal Endoscopy, 14, pp. 73–79.



Stebbing, J.F. (2011) ‘Quality assurance of endoscopy units’, Best Practice and Research Clinical Gastroenterology, 25 (4), pp. 361–370.



Valori, R. (2012) ‘Quality improvements in endoscopy in England’, Techniques in Gastrointestinal Endoscopy, 14 (1) , pp. 63–72.

Any

questions??????

