Referral and consent for participation in Regional Mastitis Re-Audit 2012
Mastitis is a common complication that affects 1 in 5 breastfeeding women. A guideline on treatment, management and prevention of mastitis was made available to the public and healthcare professionals in September 2009. An audit was carried out in 2010-2011 which provided useful feedback on the guidelines and the GAIN Mothers’ leaflet on “ mastitis and breastfeeding”. 
A re-audit is being carried out in 2011-12 to find out whether the recommendations from the 2010-2011 audit have been carried out to ensure that the best clinical care is provided for women with mastitis. We would also like to know whether you remember receiving the GAIN patient leaflet on “mastitis and breastfeeding” in a timely manner. 
The auditor will be a healthcare professional with experience in dealing with breastfeeding and complications such as mastitis. She will ring you to make an appointment to complete a short questionnaire either at home or over the phone. The interview will take approximately 10 minutes.  

Your participation with this re-audit will provide useful recommendations to help us improve on the way we manage this condition.

Patient Name: ...........................................................

Telephone no.(home): .........................................(mobile)........................................
Address: .............................................................................................................................









 

Infant age (weeks) :  ………………
Onset of lactational mastitis: Date    ……………..         

Antibiotics prescribed (please circle)     Yes        No

If Yes please give details of medication including dose and duration………………………………..
I agree to be contacted by an auditor to discuss information and treatment I have received for mastitis. I agree for the auditor to obtain from the healthcare professional involved with my case any relevant information pertaining to the management of mastitis. All information will be kept confidential and anonymous.
Patient’s Signature ..................................  Date .................................... 

Name of referring health care professional / lay supporter: ........................................

Job title (health care professional / lay supporter):......................................

Telephone contact (health care professional / lay supporter): ...............................

GP surgery:............................

After obtaining consent please contact by email or telephone helen.mcilroy@belfasttrust.hscni.net or grace.ong@belfasttrust.hscni.net. Telephone contact: 02890633091 for collection of the form
OR

Please send to: Helen McIlroy



Breast Feeding Coordinator



Royal- Jubilee Maternity Hospital

Grovesnor Road, Belfast BT12 6BA
