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Appendix 2: Information sheet

INFORMATION SHEET & CONSENT FORM

Research Title: To critically evaluate the holistic development and application of
an Electronic Adwverse Incident Recording and Reporting
Management System in an acute health care setting.

You are being invited to take part in a research study. Before you decide as io whether you
wish to participate, it is important for you to understand why the research is being undertaken
amnd what it will involve. Please take the time to read the following information carefully and
feel free o discuss it with others if you wish. If there are any questions that you may have or
seehk clarification on any part, please contact me to discuss. | would also like to highlight that
you should take the time to decide whether or not you wish to take part.

Consumers for Ethics in Research (CERES) published a leaflet entitled "Medical Research
amd You'. This leaflet provides more information about medical research and looks at some
of the guestions you may wish o ask. A copy of this will be made available to you on request.

What is the purpose of the study?

The purpose of the study is to establish obstacles and opportunities in the implementation of
an adverse incident recording system within an acute hospitals setting. The research will look
at potential opportunities and obstacles across managenal and professional bodies in order to
support and manage a data recording system.

The research is to assess the effectiveness of professional and managernial commitment in
sustaining the system to capture adverse incidences and near misses. Furthermore, the
purpose, of the research would be to understand the strategic and operational bamiers to the
introduction of an adverse incident reporting system.

Why have | been chosen?

You have been chosen as you have been involved in the selection, implementation or review
of NHS Ayrshire and Amman's Adverse Incident Recording System.

Do I have to take part?

It is up to you to decide whether or not you wish to take part  If you do decide to take part
you, will be given this information sheet to keep and be asked to sign the consent form
If you decide fo take part, you are free to withdraw at anytime and without giving a reason.
The decision to withdraw at anytime, or the decision not to take part, will not affect your
statushwork within NHS Ayrshire and Aman.

What will happen to me if | take part?

You will be interviewed on a one to one basis. All specific comments will reamin confidential,
however, trends will be incorporated into the research, no individual identification will be
recorded in the research.

What are the possible benefits of taking part?

The benefits to NHS Ayrshire and Amman will be to enable the system to mowe towards
complying with the NHS Quality Improvement Clinical Governance Mational Standards. The
research will assist in the further development of risk standards at a national level.

On an individual basis, you will have the opportunity to strengthen the cument risk
management process in order to safe guard and potentially improve direct patient care.
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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. | confirm that | have read and understand the information sheet
dated May 2006 and that | have had the opportunity to ask

questions prior to interview.

2. | 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. | 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. | give permission for

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

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

Researcher
PLEASE PRINT

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

Date:

Signature:

Date:

Signature:

Date:
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