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Appendix: 3 
 

CONSENT FORM   
 
 

Name of Research:  Kerry Walsh  

 

Title of Project: To critically evaluate the holistic developement and 
application of an Electronic Adverse Incident Recording 
and Reporting Management System in an acute healthcare 
setting.  

 

 

 Please indicate 
Yes or No 

1. I confirm that  I have read and understand the information sheet 

dated May 2006 and that I have had the opportunity to ask 

questions prior to interview.  

 

 

2. I understand that my participation is voluntary and that i am free 

to withdraw at any time, without giving any reason, without my 

work/status being affected. 

 

 

3. I understand that the research information may be looked at by 

responsible individuals or from regulatory authorities where it is 

relevant to my taking part in the research.  I give permission for 

these individuals to have access to my information at any time.  

 

 

4. I agree to take part in the above study. 
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Name of participant  
PLEASE PRINT 
 

Signature: 
 
Date: 
 
 

Researcher    
PLEASE PRINT 
 

Signature: 
 
Date: 
 

Name of person taking research 
(if different from researcher) 
PLEASE PRINT 

Signature:  
 
Date: 
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EAIRRSs in NHS Scotland: Challenges and critical success factors from a clinical and 
managerial perspective. Walsh, K and Antony J. (2009) International Forum on Quality 
and Safety in Healthcare. 17-20 March 2009, Berlin Germany. 
 

 Speaker with Hazel Borland (Head of Clinical Governance and Patient Safety at the NHS 
Quality Improvement Scotland) at the International Society for Quality in Healthcare. 
Title, Safer Today, Safer Tomorrow: Facing challenges, sharing solutions in NHS 
Scotland. Bella Centre, Copenhagen, Denmark. October 19-22. 2008. 
 

 Speaker and paper: An Assessment of Quality Costs within Electronic Adverse Incident 
Reporting and Recording Systems in a Scottish Hospital. Proceeding of the 2008 
International Industrial Engineering Research Conference, Vancouver. British Columbia, 
Canada. May 2008. 

 
 Speaker at the International Industrial Engineering Research Conference (IERC). Title 

An Assessment of Quality Costs within Electronic Adverse Incident Reporting and 
Recording Systems in a Scottish Hospital. Vancouver, British Columbia. May 21-25 
2008.  

 
 Speaker at National Clinical Risk & Patient Safety Conference. Electronic Adverse 

Incident Reporting & Recording Systems: What is the Strengths & Weaknesses? 12th 

November 2007. Chapter House, London. Healthcare Events. 2007. 
 
 Speaker at National Conference: Patient Safety: Institute of Health Record & Information 

Management. 1st October 2007. Beardmore Hotel & Conference Centre, Clydebank, 
Glasgow. 2007. 

 
 Speaker at National Scottish Conference for Improving Patient Safety through local and 

National Incident Reporting: Practical insights and lessons from UK, USA and the wider 
international field of patient safety. NHS Scotland. 2nd. July 2007. 
 

 Speaker at NHS Ayrshire & Arran Clinical Governance Symposium 30 April 2007. 
EAIRRSs: Quality Costing a missing link. 2007. 
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Posters 
 

 Poster presented Title: EAIRRSs in NHS Scotland: Challenges and critical success 
factors from a clinical and managerial perspective. Walsh, K and Antony J. (2009) 
International Forum on Quality and Safety in Healthcare. 17-20 March 2009, Berlin 
Germany. 

 
 Poster presented at the International Forum on Quality and Safety in Healthcare. Title 

EAIRRSs in NHS Scotland: A framework for maintaining a quality risk management 
system. 20-23 April 2010, The Nice Acropolis, Nice, France 

 
 Poster presented at the NHS Scotland Health Conference. Title EAIRRSs in NHS 

Scotland: Challenges and critical success factors from a clinical and managerial 
perspective. Walsh, K and Antony J. (2009) Scottish Exhibition Conference, Glasgow. 
16-17 June 2009. 

 
 Poster presentation. Title: An Assessment of Quality Costing within Electronic Adverse 

Incident Reporting and Recording System: A Case Study. British Medical Journal 
International Forum on Quality in Healthcare. 22-25 April 2008. Palasis des Congres de 
Paris.  

 
 

 National Working Groups and National  
 
 Chair of the Safer Today Implementation Group via NHS Quality Improvement Scotland, 

Scoping study: Incident / event definitions and datasets in use across NHS Scotland. 
Prepared by Ross Abernethy. April 2008.  

 
 Member of a national workshop: Focusing on the developing National Clinical Audit for NHS 

Scotland. NHS Quality Improvement. Royal College of Physicians and Surgeons. Glasgow. 
10 January 2008. 

 
 Author of Safer Today, Safe Tomorrow: Making it Happen. Progress & future Report / 

presented to the NHS Quality Improvement Board, 25th October 2007. (Safer Today 
Safer Tomorrow Steering Group.)  

 
 Member of the Working Group Steering Group for the Safer Today Safe Tomorrow 

Report. NHS Quality Improvement Scotland. 2005. 
 
 Member of the Working Group for Risk Matrix. NHS Quality Improvement Scotland. 

2005. 
 
 Member of the National Working Group for Safety Action Notices. NHS Quality 

Improvement Scotland. 2005. 
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Awards 
 
 First prize awarded for best poster in the category of Patient Safety. Title: EAIRRSs in 

NHS Scotland: Challenges and critical success factors from clinical and managers 
perspectives. NHS Ayrshire & Arran, United Kingdom. International Forum on Quality 
and Safety in Healthcare. Berlin, Germany. 17-20 March 2009.  
 

 Prize awarded for best oral presentation in the Management & Strategy session at the 
Research Presentation Day. University of Strathclyde. Glasgow. Scotland. 2008. 
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