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SUMMARY OVERVIEW OF SAVINGS OPTIONS

1. INTRODUCTION
This Comprehensive Review of Expenditure (CRE) was undertaken by the Department of 
Health in co-operation with the HSE and the Department of Public Expenditure & Reform. 
It is a review of current expenditure, with capital being reviewed in a separate report.

2. HEALTH REFORM PROGRAMME
The Government is embarking on a major reform programme for the health system. 
The aim of this reform is to achieve a single-tier health service that will deliver equal access 
to care based on need, not income.  In particular, the Programme for Government commits 
to  reforming our model  of  delivering health  care,  so that  more  care is  delivered in  the 
community, and reforming how we pay for healthcare through Universal Health Insurance, 
to reduce the cost of achieving the best health outcomes and end the unfair, unequal and 
inefficient two-tier health system. 

While universal health insurance is the ultimate destination of the Government's  reform 
programme, there are a number of important stepping stones along the way, each of which 
will play a critical role in improving the health service prior to the introduction of universal 
health insurance.  There are three key elements in the reform process.

The first  element involves a significant strengthening of primary care services,  with the 
removal of cost as a barrier to access for patients.  Historically, eligibility for public health 
care services has developed in a way which focussed on covering the cost of access to acute 
hospital  services.   However,  there  is  ample  evidence  from  a  public  health  outcome 
perspective  of  the  need  to  move  away  from  reactive,  episodic  and  procedure  based 
care/treatment,  and  to  focus  instead  on  measures  which  will  support  more  self-care  of 
chronic  illnesses  and  more  pro-active  management  by  GPs  and  other  primary  care 
professionals  (especially  nurses)  with  much  reduced  care  provided  in  hospitals.   It  is 
important not alone to develop such services but also to ensure, as far  as possible, that 
people who need them are not prevented or dissuaded from using them because of the costs 
involved.  This is necessary both to improve health outcomes and obviate the need to access 
more expensive acute services at a later stage.  It is against the background of this strong 
evidence  base  that  the  Programme  for  Government  commits  to  introducing  universal 
primary care within this Government’s term of office. 

The second element,  to  be  achieved  in  parallel  with  the  development  of  primary  care, 
involves reform of the acute hospital sector.  A key immediate priority in this regard is the 
establishment of the Special Delivery Unit (SDU). The SDU's priorities include reducing 
the waiting times for admission to Emergency Departments, reducing in-patient and out-
patient  waiting  times  and  facilitating  improved access  to  diagnostics.  The Minister  has 
appointed an international expert to head up the SDU, whose principal task will be to build 
up the SDU and to prepare proposals on how best it can be placed on a permanent footing. 
The resources of the National Treatment Purchase Fund (NTPF) are being refocused to 
align with the work of the SDU.  Reform of the funding system for hospital care is also 
planned.  This will involve the introduction of a more transparent and efficient "Money 
Follows the Patient" funding mechanism and the introduction of a purchaser/provider split, 
whereby hospitals will be established as independent, not-for-profit trusts.  A number of 
initiatives are already underway in 2011 to achieve this, including a patient level costing 
project which involves tracing resources actually used by individual patients from the time 
of entry and admission to hospital until time of discharge.  The HSE has also implemented a 
prospective funding mechanism for selected elective orthopaedic procedures,  at  selected 
sites.   
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Once the key building blocks,  such as a strengthened primary care system and “Money 
Follows the Patient” funding, have been put in place, the health sector will be ready for the 
third and final part of the reform process.  This involves introducing a new universal health 
insurance system.  This system will give patients a choice of insurer and will guarantee that 
every citizen has equal access to a comprehensive range of curative services, including both 
primary and hospital care.

The foregoing provides a necessarily brief summary of the rationale and evidence base for 
the Government’s reform programme.  It will be important to be able to articulate in public 
either ahead of, or at the same time as, the announcement of the decisions on expenditure 
allocations:

(i) the importance of the reform programme in minimising the impact on services 
in the short term of the required expenditure reductions and achieving a more 
sustainable health service in the future; and

(ii) the next phase in the evolution of the HSE and the future structures for the 
delivery of health and personal social care services. 

Work on both of these issues is underway within the Department and the Minister intends to 
bring legislative and other proposals in this regard to Government in the coming months.

Finally,  it  should  be  noted  that  while  this  summary  overview concentrates  on  savings 
options,  the programme review has also looked at the scope for  reform across  the care 
programme areas.  

3. RECENT REDUCTIONS IN HEALTH FUNDING 
Since 2008 the provision for gross current expenditure within the Health Group of Votes 
(excluding the Office of the Minister for Children & Youth Affairs) has decreased in overall 
terms by 3.7%.  This compares with a nominal increase in the total overall gross current 
expenditure over the same period across all Votes of some 0.14%. 

The underlying decrease in the health estimates has been higher as in each of the years 2008 
to 2011, substantial additional savings have had to be made to provide funding to meet 
unavoidable cost  increases and critical  service pressures  in  areas  such as  disability  and 
cancer. 

The  health  sector  has  taken  a  particularly  “heavy  hit”  this  year  under  the  previous 
Government’s  National  Recovery  Plan.   The sector  has  to  deliver  almost  €1bn in  cost 
reductions  in  order  to  meet  unavoidable  cost/service  increases  while  still  achieving  the 
required reduction in voted current expenditure. 

The health sector also made significant savings through implementation of the Report of the 
Special Group on Public Service Numbers and Expenditure (published in July 2009).  This 
Report made 29 recommendations for the sector, aimed at achieving savings of €1.23bn. 
While not all the recommendations were implemented, the alternative package of measures 
that was implemented delivered savings of €1.262bn, some €32m (2.6%) higher than the 
target in the Report.

4. TARGETS FOR 2012-2014
The latest indicative target figures for savings to be achieved in the health sector during the 
next 3 years, as set by the Department of Public Expenditure & Reform, are outlined in 
Table 1.  The overall target is comprised of savings to be achieved through reductions in 
employment  levels  under  the  Employment  Control  Framework,  a  general  CRE savings 
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target  and  the  full  year  costs  of  2011 savings.   The figures  shown do not  include the 
additional  savings  that  would  arise  as  a  result  of  meeting  the  commitments  in  the 
Programme for Government to achieve further reductions in the numbers employed in the 
public service.

Table 1: Total Cash Reductions Required 2012 - 2014
 2012 

(€m)
2013 
(€m)

2014 
(€m)

Total
(€m)

Annual Savings Target as per D/PER -317 -194 -151 -662
Full Year Cost of 2011 Savings -7 -8 0 -15
Employment Control Framework Target -52 -52 -52 -156
Total Cash Reduction Required -376 -254 -203 -833

5. UNAVOIDABLE PRESSURES AND PROGRAMME FOR GOVERNMENT
It  has  been  made  clear  by  the  Department  of  Public  Expenditure  & Reform  that  any 
additional  costs,  including  costs  arising  from  implementation  of  commitments  in  the 
Programme for  Government,  will  have  to  be  found  from additional  savings  within  the 
health  budget.   The  effect  of  this  decision  is  that  the  Department  will  have  to  find 
significant  savings  over  and  above  the  reductions  set  out  in  Table  1  in  order  to  fund 
cost/service  pressures.   These  pressures  are  unavoidable  and  arise  in  health  systems 
throughout the world.  This was recognised in the UK Spending Review which commits to 
a 0.4% real term increase in NHS spending over the course of the Spending Review period 
(2010 – 2015) while spending in other Departments was cut dramatically.  

The scale of the savings that will be required as part of the CRE is evidenced from the 
experience of this year when the health service had to find underlying savings of  €1bn to 
fund unavoidable increases of close to €280m.  A total of €150m a year has been provided 
by the Department of Public Expenditure and Reform towards the cost of unavoidable cost 
increases and/or service pressures.  As set out in Table 2 below, it is clear at this stage that 
this  amount  will  not  be  sufficient  to  meet  unavoidable  cost/service  pressures,  let  alone 
commitments in the Programme for Government.  The estimated costs of these unavoidable 
cost/service pressures are still only indicative at this stage and require further evaluation and 
validation.  Subject to that caveat, the Department estimates that the minimum additional 
funding required over the three years to meet increased costs in superannuation, demand-led 
schemes, Fair Deal, and other services will amount to €875m over the three years, some 
€425m above the Department of Public Expenditure and Reform provision.  It is estimated 
that this will arise as follows over the three years:

€431m in 2012
€230m in 2013
€214m in 2014

Table 2: Costs Associated with Unavoidable Service Pressures 2012 - 2014
2012 
(€m)

2013 
(€m)

2014 
(€m)

Total
(€m)

Total Unavoidable Pressures -431 -230 -214 -875
Additional Funding as per D/PER 150 150 150 450
Net Unavoidable Pressures Cost -281 -80 -64 -425

This does not include the cost of increments, which the HSE estimates will cost an extra 
€35m each year; the cost of increments has not been explicitly funded in recent years but 
still represents an unavoidable cost to the HSE.  Nor does it include any provision for non-
pay inflation (CPI).
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The Department estimates that a further €233m will  be required over the three years to 
implement  certain  Programme  for  Government  and  other  priority  commitments;  these 
include  the  abolition  of  prescription  charges  for  medical  card  holders  (estimated  cost 
€27m), the provision of an extra €35m for mental health services, the extension of free GP 
care to those currently on the Long-Term Illness Scheme (estimated cost €15m) and High-
Tech Drugs Scheme (estimated cost €16m), the introduction of subsidised GP care on a 
universal basis (estimated cost €134m) and additional GP training places (estimated cost 
€6m).  It is estimated that this €233m would arise as follows over the three years:

€78m in 2012
€18m in 2013
€137m in 2014

No provision has been made in the foregoing figures for service pressures associated with 
demographic trends, apart from Fair Deal and demand-led schemes.  It has been estimated 
that the known trends in the incidence of certain key chronic diseases (cancer, diabetes, 
high blood pressure, coronary heart disease and stroke) will increase the total number of 
new  cases by about 5% a year (ranging from 3% to 5.9%).  Accordingly, even if the health 
services can continue to provide broadly the same level of services over each of the next 
three years as they are aiming to provide this year, this will not be sufficient to meet the 
known increase in needs and people will experience reductions in access.  Similarly, the 
known projected increase in the number of older people will mean less access to community 
services like home helps, home care packages, day and respite services.

Greater  efficiencies  (e.g.  more  day  care  instead  of  in-patient  care  and  a  more  rigorous 
allocation of home help hours) can help to offset these increased needs to some extent but 
delivering more  services within existing capacity/resources  means,  of course,  that  these 
efficiencies can not also be relied upon to deliver expenditure reductions.

Another major challenge is that, as indicated above, the savings targets and unavoidable 
cost pressures are front-loaded, i.e. they arise to a greater extent in the first and second year 
of the three year programme.  This means that the expenditure savings also have to be front-
loaded and that substantial savings will have to be delivered in 2012 in particular.

In  order  to  mitigate this  to  some extent,  one of the options outlined in  this  CRE is  to 
improve and accelerate the collection of income due from statutory charges, particularly in 
relation  to  private  patient  charges.   While  this  measure  would  not  provide  sustainable 
ongoing savings, it would have a significant cash flow advantage, helping to smooth out the 
savings requirements in 2012 and 2013 and to enable savings measures which will have a 
longer lead in time to take effect in 2014.

In summary, the Department’s best estimate at this time is that the savings required in each 
year could be as follows:

Table 3: Estimate of Total Savings Required 2012 - 2014
 2012 

(€m)
2013 
(€m)

2014 
(€m)

Total
(€m)

Total Cash Reduction Required -376 -254 -203 -833
Net Unavoidable Pressures Costs -281 -80 -64 -425
Programme for Government Costs -78 -18 -137 -233
Total Savings Required 2012 - 2014 -735 -352 -404 -1491

vii



6. OVERVIEW OF SAVINGS MEASURES
The Department has reviewed each spending programme/sub-programme as part  of this 
review.  However,  the option of ending or curtailing spending programmes such as the 
acute hospital, cancer, disability, etc. programmes is not realistic given the essential nature 
of  the  programmes  concerned.   Accordingly,  the  Department  has  concentrated  on 
identifying the scope for efficiencies and cost-reductions within existing programmes.  If 
these measures are adopted, the aim would be to protect as far as possible the existing level 
of services,  although the extent to which this can be achieved is becoming increasingly 
difficult and doubtful.  Having regard to the measures taken in recent years, there is also a 
greater focus in this review on change management measures such as changes in the way 
services (both back-office and front-line) are organised and delivered.  The nature of such 
measures makes it difficult to forecast the likely level of savings and they also tend to have 
a longer lead-in time than relatively more straightforward reductions in unit input prices and 
changes in scheme rules.  For this and other reasons, the Department strongly supports a 
multi-annual approach to expenditure management; it  is  essential  to agree a package of 
measures as early as possible even if certain measures generate relatively low first  year 
savings. 

For ease of reference, the savings options have been categorised under a number of broad 
headings, as follows:

 Income collection, particularly for private activity in public hospitals;
 Pharmaceutical expenditure;
 Pay costs; 
 Non-pay costs;
 Changes in service delivery, including driving more efficient practices in acute hospitals 

and tendering; 
 Child Welfare and Protection;
 Demand led schemes;
 Tax expenditure.

There are a number of other possible savings measures identified throughout the full report. 
These are set out in the ‘Conclusions, Savings and Reform’ section under each Chapter.  

6.1 Income Collection
In December 2010 this Department published a Value for Money & Policy Review of the 
Economic Cost and Charges Associated with Private and Semi-Private Treatment Services 
in Public Hospitals.  The Report examined the existing private patient charging system and 
recommended the immediate implementation of a revised 'per diem' costing methodology 
which more accurately captures the economic cost of treatment, and the roll-out from 2013 
of a 'per case system' using Diagnosis Related Groups.  It also examined problems being 
encountered  by  hospitals  in  collecting  charges  for  private  patients  accommodated  in 
designated private beds.  Separately, the C&AG established that many private patients are 
accommodated  in  designated  public  beds  and  that,  as  a  result,  only  about  50%  of 
consultants’ private patients are charged by hospitals. 

The policy aims should be to maximise the collection of private income which is already 
chargeable and minimise the number of private patients in respect of whom charges are not 
levied, thus reducing the subsidy for private patients in public hospitals, while avoiding any 
incentives for greater access to public hospitals by private patients. 

The following potential measures have been identified. 

viii



6.1.1 Implement further increase in private bed charges announced in last year’s budget: 
The refined per diem costing methodology recommended in the VFM & Policy Review 
allowed for higher private patient charges in 2011 and 2012 for the purposes of generating 
revenue  and  reducing  the  current  subsidy  for  private  treatment.   The  total  increase  in 
income was estimated to  be €93 million.  An increase of €75 million was targeted for 
recovery in 2011 (an overall increase of 21%) and €18 million falls to be recovered in 2012. 

6.1.2        Improve the efficient use of existing designated private beds  : The national average 
for  private  income raised from private beds in  2010 was 61% of potential  whereas  St. 
James’s Hospital achieves a level of 81%.  If each hospital that is currently achieving less 
than 75% could achieve 75% and those above 75% maintained their  position, the HSE 
estimates that this would provide additional income of approx. €120m a year.  It would be 
important to ensure that this option does not change the public/private mix to the detriment 
of public patients.  

6.1.3        Private patients in public beds:   The existing situation whereby many of the private 
patients of consultants are accommodated in designated public beds free of charge to private 
health insurance companies (other than the statutory charge) is untenable.  Ultimately, this 
will not be an issue when universal health insurance is in place.  In the meantime, some 
mechanism or  combination  of  measures  will  have  to  be  developed  (possibly  involving 
legislation) to prevent patients paying their consultants and getting preferential access over 
public  patients  to  public  hospital  services.  Possible  options  in  this  regard  (including 
charging  for  such  patients  or  preventing  consultants  from  admitting  them  as  private 
patients) will be considered in the context of the work now being done by the SDU to 
introduce maximum waiting times for elective patients.  The overriding priority will be to 
enhance public patient  access.   This option could generate additional  income from PHI 
companies but no specific figure is being included at this time pending further work-up. 

6.1.4        Accelerate income collection from private health insurers  : As indicated above, this 
would improve hospitals’  cash-flow position but  would not  produce underlying savings 
over the period of the three year programme. 

6.1.5        Obtain reimbursement of hospital  charges related to treatments provided in Irish   
hospitals  under  European Union (EU) schemes: The HSE is  entitled to  re-imbursement 
under EU regulations for the costs of public services provided to non resident EU citizens 
provided the proper information can be provided as back-up to the charge.  In conjunction 
with the HSE overseas group, the HSE has put in place a process to collect data that will 
allow the bill back of charges to other EU countries whose residents are treated in Irish 
public hospitals.  The current process is manual and will require changes to each hospital’s 
patient administration and billing system.  The HSE estimates that €5m a year could be 
raised. 

Other proposals from the HSE that have not yet been costed include introducing charges for 
medical assessment and clinical decision units which are currently classed as emergency 
facilities by private health insurers and introducing charges for side room procedures. 

Clearly the forgoing charges will impact on the cost of private health insurance and it will 
be necessary to evaluate this impact.  An essential part of the overall reform programme for 
the health services is to drive down provider costs, both public and private.  To that end, the 
Minister intends to commission a robust study of the current and normative provider costs 
in the market.  
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6.2 Pharmaceutical Expenditure
Very substantial reductions in drug prices have been achieved since 2006 but these have 
mainly impacted on off-patent products.  The introduction of reference pricing and generic 
substitution is the best way of achieving further reductions in such products.  If substantial 
cost savings are to be obtained, it will be necessary to secure reductions in the price of 
patent protected medicines. 

The following potential measures have been identified.

6.2.1        Reduce prices for generic medicines  : The Department is currently in discussions 
with the Association of Pharmaceutical Manufacturers of Ireland (APMI) to deliver price 
reductions in the generics area to the value of about €10m in a full year.  

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

6.2.3        Reduce inappropriate  prescribing  :  There is also ample evidence of inappropriate 
prescribing and wastage of pharmaceuticals within the health system.  xxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx. This  would 
require  the  establishment  of  an  appropriate  team  with  a  project  leader,  within  the 
Department or the HSE, including the employment of additional pharmacists.  A range of 
measures would be involved including working with prescribers (both GPs and hospital 
consultants) to achieve more cost effective prescribing, rolling out a “preferred medicine 
programme”  (identifying  designated  medicines  whose  preferential  use  over  similar 
medicines  would  promote  clinically  appropriate  utilisation  of  pharmaceuticals  in  a  cost 
effective manner without compromising quality of care),  and de-listing and/or imposing 
conditions on certain products under the community drug schemes1.

6.2.4        Proceed  with  reference  pricing  and  generic  substitution  :  A  Memorandum  for 
Government has been circulated seeking permission to draft the necessary legislation.  The 
short-term savings from this measure have decreased following significant price reductions 
in 2010 and 2011.  However, a number of high volume medicines are expected to come off 
patent in the coming years and this measure will ensure that lower prices are paid for these 
medicines, resulting in significant savings for taxpayers and patients.  Reference pricing is 
estimated to generate €30m in savings over the 3 year period to 2014.  Savings would also 
be  expected  as  a  result  of  price  competition  between  pharmaceutical  manufacturers. 
Generic  reference  pricing  in  other  countries  has  been  found to  increase  the  number  of 
competitors and decrease the prices of all products within a reference group.  

6.3 Pay Costs
Pay is a very substantial part of overall health service spending.  Total pay costs are driven 
by a combination of basic pay rates, the rates of payment for overtime, numbers employed 
and the volume of overtime, unsocial hours, agency, locum, etc. 

1 For example,  glucosamine has been identified both nationally and internationally as not  being cost 
effective.  A recent study, claiming to be one of the largest and longest trials of the supplement, concludes 
that it neither alleviates pain nor disability and that ‘glucosamine probably offers little benefit….beyond 
whatever placebo effect it may provide’.  De-listing this product would generate estimated annual savings 
of €5m.  
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The  employment  control  framework  approach  was  developed  first  by  officials  in  this 
Department  working  with  colleagues  in  the  then  Department  of  Finance  and  has  proved 
successful  in  achieving  substantial  reductions  in  employment  levels  within  the  health 
services.  As indicated in the first  report of the Croke Park Implementation Body, health 
accounted for the bulk of the reduction in public service numbers over the period March 
2010/2011.  Indeed, health service numbers dropped by 5,361 between end 2008 and end 
March  2011.  This  was  achieved  while  also  increasing  the  numbers  employed  in  certain 
categories such as hospital consultants, social workers and allied health professionals. 

The existing ECF 2011-2014 provides for a net reduction in health service employment to 
less than 101,000 by 2014 and the health service’s “indicative share” of the further reductions 
required under the Programme for Government would involve bringing the overall numbers 
down to 98,600 by 2014.  This would amount to a reduction of almost 10% and, taking 
account of an amended methodology for recoding numbers introduced in 2007, would bring 
numbers  back  to  approximately  what  they  were  in  2002/3  despite  an  increase  in  the 
population of 17% between 2002 and 2011. 

The HSE has made it clear that these reductions pose considerable risks for the ability of the 
health service to continue to provide broadly the existing quantum/level of services.  It has 
also pointed out that the net savings accruing to the health service only amount to about one-
third of the gross salary costs when account is taken of pension costs and the loss of both 
employee  superannuation  contributions  and  the  pension  levy.   This  saving  assumes  no 
replacement:  health  service  costs  actually  increase  in  the  case  of  exempted  grades  and 
exceptions to the moratorium. 

This Department considers that there is a need at this stage to review the operation of the 
ECF to ensure it  meets its primary objective of reducing expenditure while still  allowing 
appropriate flexibility to local budget holders.  There is a need to reflect the commitments in 
the Programme for Government to give hospitals, etc. new powers, within strict budgets and 
new accountability systems, to set their own staffing needs and adapt working practices to 
local staff and customer needs. 

Given the labour intensive nature of health and personal social services, there is a need to 
develop  innovative  new  ways  of  managing  employment  which  allow  and  incentivise 
different  skill  mixes and new ways of working in order to protect and improve service 
delivery within greatly reduced budgets.

The Department wishes to engage with the Department of Public Expenditure & Reform 
about  possible  change  in  the  ECF  that  would  help  to  reduce  staff/pay  costs  further 
(including agency costs which are not currently classified as pay costs). 

However, even a revised ECF will still involve very substantial reductions in the numbers 
employed in the health  service,  including front-line staff.   xxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxx.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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6.3.2        HSE Management and Administrative Staffing:    One of the commitments in the 
Programme for  Government  is  to  reduce costs  in  the  administration  of  the  health  care 
system.  As of July 2011 there were 16,100 staff engaged management and administrative 
grades, equating to 15% of total HSE staff.   Of these, some 6,600 work in acute hospitals 
and a further 2,800 in primary/community care services.  About 90% are in grades III to 
VII,  i.e.  general  administrative  rather  than  management  grades.   Management  and 
administration numbers have reduced by 13% from their peak in September 2007 and are 
now back to levels recorded at the establishment of the HSE at the start of 2005.

It is proposed to commission a systematic and robust review of the number and deployment 
of management and administration staff at corporate, regional, ISA, and local health office 
levels to establish the scope which exists for further savings in administration, in order to 
protect front-line services. 

This exercise will best be conducted when the impact of retirements up to February 2012 is 
known.  xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

The review will need to take account of the commitment in the Programme for Government 
that “the Health Service Executive will cease to exist over time”.  The Minister has already 
indicated his intention to seek Government approval to draft legislation to abolish the board 
of the HSE and put alternative governance arrangements in place which make it clear that 
the  Minister  is  responsible  for  health  policy  and  for  implementing  the  Government’s 
ambitious programme of reform and cost control.  

6.3.3        Consultants’ Pay:    A saving of €50m could be targeted by way of a reduction in 
Consultant pay/remuneration.  This option is being included in the light of the commitment 
in  the  Programme  for  Government  that  under  a  new  contract,  hospital  consultants’ 
remuneration will be reduced.  The decision by Government earlier this year to cap public 
service  salaries  at  €200,000  would  only  have  affected  a  relatively  small  number  of 
consultants and would have had no impact on consultants who in addition to their public 
salary are able to earn further income from private practice.  Accordingly, and given the 
priority accorded in the Programme for Government to reducing trolley waits and waiting 
times for elective services, the Minister believes that the best approach would be to secure 
changes in the working hours and work practices of consultants which would support the 
work of the SDU and the Clinical Programmes.  These changes, involving longer scheduled 
working hours, would represent a reduction in consultant remuneration but would deliver 
faster access by patients to services rather than direct savings in expenditure.  

If this approach does not deliver the changes required, consideration will have to be given 
to introducing legislation to reduce consultant remuneration.  xxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.
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6.3.4        Student Nurse Remuneration  :    It is proposed to complete a review of the four year 
nursing  degree  programme  by  mid-2012,  to  enable  any  modifications  to  the  current 
academic  course  to  take  effect  as  soon  as  possible  –  probably  from  the  2013  intake. 
Among the issues to be considered are the course duration and how clinical experience 
should  be  incorporated  and  the  potential  for  graduate/internship  placement  scheme  for 
recently-qualified nurses to achieve savings in the overall nursing budget.  xxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxx.  In the interim it is proposed to pay placement students 50% of the staff nurse 
rate (plus premium pay), pending the outcome of the review.  This would give savings of 
approximately €12m in each of the three years 2012-2014, if considered reasonable to pay 
50% in 2012 rather than the 60% currently planned.  This would represent an essentially 
cost-neutral option over the period 2012 to 2014.  Other options would need to be examined 
for the post-2014 period.  

6.4 Non-Pay Expenditure
The HSE has focused on managing and delivering efficiencies in the price and volume of 
goods and services procured as part of a multi-year procurement and contracts management 
programme.  Active management and control of both price and volume of usage has yielded 
cost reductions of €688m from 2007 to 2010.  A further €1bn is estimated to have been 
saved as a result of avoiding costs which would otherwise have materialised. 

Notwithstanding this, it is considered that there should be scope for further savings over the 
period 2012 to 2014.  The Department considers that a target should be set of securing a 
further reduction of €150m by the end of the three year period (broadly €50m extra each 
year). 

The absence of a single “purchase to pay” system within the health service has made it 
more  difficult  to  quantify  and  track  issues  like  volume of  use,  stock  management  and 
wastage.  It has been suggested that there is scope for significant improvements in inventory 
management which would reduce cost and free up cash.  This in turn impacts on the ability 
of the health service to negotiate with suppliers.  The early introduction of a ‘purchase to 
pay’ system is an essential investment.  

6.5 Changes in the Way Services are Delivered
There is a need for radical changes in the way services are delivered in order to reduce 
costs.  The challenge is to implement these changes quickly enough to realise the savings 
and thus avoid having to reduce services. 

The following potential measures have been identified.

6.5.1        Driving More Efficient Practices in Acute Hospitals:    The Department carried out 
an analysis last year of hospital practice to establish the scope for more efficient practices. 
The analysis found that even a modest proportion of the total ‘efficiency’ (20% for total 
costs and 30% for ward costs only) would produce significant savings of between €75m and 
€91m.  

The greatest savings could be made by reductions in the average length of stay (seven times 
greater than increasing day case rates for example).  Achieving the full extent of the savings 
projected would of course be extremely challenging and would undoubtedly be dependent 
on more radical measures to remove the fixed as well as the marginal costs associated with 
existing practices.  Nonetheless, the analysis helps illustrate the order of efficiencies that 
could be achieved, even at the margin, from a concentrated effort on changing practices. 
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An indicative range of savings is set out in detail in Chapter 9 Acute Hospitals and Pre-
Hospital  Emergency  Care.   In  summary,  HIPE/Casemix  analysis  points  to  significant 
variations in a number of resource-using areas including average length of stay for selected 
treatments (by DRG); day of surgery admissions (elective); and day case usage in selected 
areas of treatment.

There is an argument that efficiencies of this kind which free up capacity in hospitals, do 
not necessarily release any money, because any capacity which is released is then used to 
deliver more activity.  However, this implies that activity levels cannot be controlled, and 
that  hospitals  cannot  prevent  extra  services  being  provided  after  the  capacity  becomes 
available.  In the current environment, hospitals have no choice but to control service levels 
strictly, in line with their agreed service plan, so as to remain within budget.  It is clear that 
the only way to achieve the savings outlined above is through a combination of reducing the 
funding to acute hospitals and improving efficiency.  The essential two options to achieve 
this are:

(i) to provide the same or a greater service level with less funding (i.e. taking the 
money saved out  of  the hospital  system and keeping activity at  the original 
level, or increasing it through efficiencies) or

(ii) to leave the funding in place but require hospitals to treat more patients, thus 
driving down costs per patient.

While option (ii) improves efficiency, leading to more patients being treated, it does not 
achieve money savings.  Only option (i) achieves this, by taking funds out of the system. 
Ideally, the efficiencies would mean more patients being treated, rather than the same level 
of service,  but this  would be a considerable challenge.  Ultimately we have to  strike a 
realistic balance between money savings and service efficiency.

The National Treatment Purchase Fund (NTPF) secures treatment for over 30,000 longer-
waiting patients annually.  The future role of the Fund is currently under consideration, in 
the context of the establishment and development of the Special Delivery Unit within the 
Department.   The budget for the NTPF in 2010 was €85m, of which €5m is related to 
administration.  In June, the Fund was instructed not to incur liabilities of more than €73m, 
pending establishment of the Special Delivery Unit and a decision on how best to allocate 
the remaining money.  

One option would be to reduce the acute hospital budgets by €40m in 2012 and a further 
€35m in 2013, and allow the Special Delivery Unit to use the NTPF funding to drive the 
improvements in productivity that the Department’s analysis showed can be achieved.   

6.5.2        Laboratories:    Clinical laboratory services are provided in 44 hospital sites.  Their 
pay and non-pay costs amount to about €369m and they employ over 2,825 staff (in whole 
time equivalent  terms).   These labs have a workload of 76m tests  of  which 74.3m are 
reported tests/investigations.   Significant  changes were agreed earlier  this year  with the 
trade  unions;  these  include  the  implementation  of  revised  work  practices  in  hospital 
laboratories, an extended working day, from 8am-8pm, and a revised payment system for 
the provision of out-of-hours services.  Savings of €5m have already been provided for in 
2011  as  a  result  of  these  changes.   The  next  major  change  will  be  setting  up  ‘cold’ 
laboratories  to  deal  with  non-urgent  work,  mainly  from GPs.   An  evaluation  has  been 
undertaken of the consolidation of GP/primary care laboratory tests onto a much smaller 
number of sites and of potential service delivery models.  The key conclusion has been that 
the greater the level of consolidation of cold laboratory activity, the greater the potential for 
value for money gains.  Option analysis was narrowed down to (i) a two site PPP Design, 
Build,  Finance, Operate,  Maintain (DBFOM) model (outsourcing option) and (ii)  an in-
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house publicly delivered “hub and spoke” regional pathology network configuration.  The 
difference between the two candidate options in financial terms was found to be marginal 
and when other non-financial considerations were taken into consideration the balance of 
advantage has moved in the direction of the in-house option.  The HSE is currently in the 
process of due diligence in relation to the in-house model which will inform next steps in 
the process.  

6.5.3        Radiographers:    The HSE has  begun a  review with  staff  representatives  of  the 
provision of radiography services.  This entails a review of work processes, such as the 
introduction of an extended working day and the staffing and payment arrangements for 
out-of-hours work.  This process is expected to conclude by autumn 2011.  The savings to 
be achieved cannot be quantified at this stage.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

Consideration will also be given to funding the National Cancer Screening Service (NCSS) 
on the basis of number of people screened to incentivise maximum uptake (although it 
should be noted that the NCSS advises that the numbers screened will not improve until 
more radiographers are in post/available).

6.5.5        Supply of Flu Vaccine  :  The Department is currently exploring options in relation to 
the administration of seasonal flu vaccine by community pharmacists, including legal issues 
in this regard.  This would involve setting a lower fee than is currently paid to GPs, while 
still allowing GPs to administer the vaccine.  

6.5.6        Dental Treatment Services:    Changes are required in the existing range of dental 
services and supports provided through the healthcare and social protection systems in order 
to  improve access  to  essential  dental  services for  those  most  in  need.   This  requires  a 
fundamental review of the Public Dental Service, the Dental Treatment Service Scheme, the 
Dental Treatment Benefit Scheme, and tax expenditure on dental treatment in association 
with the Department of Social Protection, the Revenue Commissioners and the Department 
of Finance.

6.5.7        Supply of Medical Care and Pharmacy Services to People in Long-Stay Residential   
Accommodation:  Currently, GPs receive a special higher capitation fee for GMS patients 
who are admitted to private nursing homes.  It is proposed to develop and tender for an 
alternative model of care which would apply to all residents of a long-stay institution based 
on  an  appropriate  combination  of  publicly  employed doctors  and  GPs.   In  the  case  of 
medicines, dispensing fees,  wholesale and retail mark-ups apply to drugs and medicines 
dispensed in community pharmacies for persons in long-stay residential accommodation.  It 
has  been  suggested  that  savings  would  accrue  if  medicines  were  supplied  instead  by 
hospital pharmacists in the nearest acute hospital, even allowing for the cost of appointing 
additional hospital pharmacists.  Further work is required to evaluate these two possible 
measures.

6.5.8        Services for Older People - Public “Fair Deal” Beds  :  The average cost of public 
(HSE and section 38 agencies) long term residential care facilities is some 50% higher than 
the average cost of private facilities.   The HSE is about to enter into a contract with a 
private operator to manage a 100 bed public residential care unit in Ballincollig which it 
estimates will save €1.8m a year. 
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The Department of Health is currently reviewing the provision of public residential care in 
the  light  of  the  need  to  meet  national  standards  and  regulations,  local  demographic 
pressures and public/private provision.  Options being considered include a central Care 
Commissioning body which, as well as procuring long term care from public and private 
facilities, would also procure community services focused around a single assessment tool, 
structured around the patient.  The review will reflect the wider health reform programme to 
which  the  Government  is  committed  and,  in  particular,  the  positioning  of  social  care 
services with the post-HSE health service.

Accordingly,  it  is  proposed to accelerate the engagement with the public service unions 
under the Croke Park Agreement to bring the cost of providing long-term care in HSE and 
section 38 nursing homes into line with that of such private nursing homes, where there is 
evidence that best practice care is delivered to patients at an equivalent level of acuity of 
need at lower cost. 

6.5.9        Services for Older People - Short Term Residential Care and Community Based   
Services:  It will not be possible to increase the number of home help hours to meet the 
projected growth in need over the next three years.  In the circumstances, consideration 
could be given to introducing a different skill mix which differentiates between the two 
main types of home help provided, i.e. personal social care (washing, hygiene, incontinence 
etc.) and instrumental activities of daily living (light household duties, dusting, shopping 
etc.).  This would allow available home help staff to focus on essential personal care to 
clients  and involve a new, lower paid,  grade of home help to  take on the instrumental 
activities of daily living.

6.5.10      Mental Health and Disability Services:    A 2009 Value for Money & Policy Review 
of long-stay residential care for adults within the mental health services found that about 
one quarter of clients reviewed were inappropriately placed and most could have had their 
needs met in lower supported accommodation and at lower cost.   A recent (June 2011) 
Report of the Working Group on Congregated Settings proposed a new model of support in 
the community for  the 4,000 people with disabilities  living in  congregated settings.   A 
Value for Money & Policy Review of Disability Services is due to be completed this year. 
All  of  these  reports  indicate  the  need  for  fundamental  changes  in  the  type  of  services 
provided with a much greater emphasis on “mainstreaming” (e.g. clients being housed by 
housing authorities and accessing mainstream community health and social services) and 
client choice (e.g. personal budgets).  They also indicate that there should be some scope for 
cost efficiencies.   The real challenge will be to move from the existing to the preferred 
model of care. In the normal course, this could take seven to ten years.  However, it  is 
considered that  an alternative approach to  implementation should be explored based on 
seeking tenders from existing or potential new providers for the proposed new community-
based model and for day and respite services for people with disabilities.
 
6.5.11      Shared  Services  :   Many  aspects  of  the  HSE  corporate  functions  would  lend 
themselves  to  shared  services  within  the  HSE  and  across  the  public/civil  service. 
Consideration needs to be given to which services should be provided at a national level and 
which should be better provided locally.  Options appraisals on outsourcing and contracting 
services should be part of a wider public/civil service exercise.  There is also a clear need to 
invest  in  business  process  reengineering  and  develop  and  modernise  the  ICT technical 
infrastructure  as  priority  enablers  for  effective  service  delivery.  The Department  would 
welcome further engagement with the Department of Public Expenditure & Reform on this 
issue.
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6.5.12      Funding of Advocacy Support Groups  :  Patient advocacy, empowerment and choice 
are  important  policy  goals  within  the  health  service.   These  goals  are  reflected  in  the 
Programme for Government, including but not confined to the commitment to establish a 
Patient Safety Authority.  However, the Department considers there is scope to rationalise 
and  reduce  the  amount  of  funding  being  provided  to  advocacy  and  support  groups. 
Accordingly, it is proposed to ask the HSE to establish what level of funding is currently 
being provided for this purpose across the health services.  Alternative patient advocacy 
arrangements will then be identified including the role in this regard of the proposed Patient 
Safety  Authority  and  the  potential  for  making  greater  use  of  the  Citizens  Information 
Bureau.

6.5.13      Department  of Health & Directly Funded Agencies:    As in recent years,  further 
reductions  in  the  Department’s  Administrative  Budget  and  the  administrative  and  other 
costs of the directly funded Agencies will be required.  The exact nature of and impact of 
these savings will need to be worked out in due course.

6.6 Child Welfare and Protection
The Child Welfare & Protection Programme accounts for 4.4% of the overall health budget. 
The Department’s working assumption in this CRE is that the Programme should provide 
the same percentage of the required savings and meet any other unavoidable cost pressures 
within that area.  This approach and the measures which would be required to achieve it will 
be the subject of further discussions with the Department of Children & Youth Affairs. 

6.7 Demand-Led Schemes
The following measures have been identified under the area of Demand-Led Schemes:

6.7.1 Drug Payment Scheme Threshold:  The existing monthly threshold under the DPS 
(currently €120) applies to all non-medical card holders.  One option that might be explored 
would be to introduce two thresholds – one for those on lower incomes and another for 
those on higher incomes. Another would be to introduce a lower threshold for persons with 
a  chronic  disease,  possibly  as  part  of  the  roll-out  of  chronic  disease  management 
programmes.  Such a change would have to be approached with caution in order to avoid 
impacting on those most in need. 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

6.7.3 Probity:  It is considered that there is also scope for some further savings (estimated 
at €5m a year) as a result of a continued and greater focus on probity measures particularly 
in relation to pharmacy claims where an inspection regime is now in place, dental services 
(where an inspection system is due to be established shortly) and the  reasonableness and 
accuracy of GP out-of-hours claims.

6.8 Tax Expenditure 
The introduction of subsidised access to GP care, as provided for in the Programme for 
Government, should reduce the cost of tax relief available to those who currently pay their 
GPs.  It is considered that the estimated savings in this tax expenditure should be reflected 
in the expenditure allocation for the health service.  An initial estimate of €20m has been 
included.
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7. CONCLUSIONS
The total specific health savings measures identified to date are set out in Table 4 below.  

Table 4: Specific Department of Health Savings Measures 2012-2014

 
2012 
(€m)

2013 
(€m)

201
4 
(€m)

Total 
(€m)

Increase charges for private beds in public hospitals 18   18
Improve efficiency in use of designated beds 40 40 40 120
Recoup expenses under EU regulations   5 5
Reduce price for generic drugs 10   10
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx xxxxx xxxx xxxx xxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxx xxxxx xxxx xxxx xxxx
Introduce  reference  pricing  for  interchangeable 
medicines 20 5 5 30
xxxxxxxxxxxxxxxxxxxxxxxxxxxx xxxx xxxx xxxx xxxx
Consultant Pay 25 25 50
Remuneration of student nurses 12 12
Procurement 50 50 50 150
Acute Hospital efficiencies 40 35 75
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx xxxx xxxx xxxx xxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxx xxxx xxxx xxxx xxxx
Probity measures in Primary Care 5 5 5 15
Tax Expenditure 20 20
Long Stay Repayment Scheme (F/Y saving on 2011) 11   11
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx xxxx xxxx xxxx xxxx
Employment Control Framework 52 52 52 156
Sub-Total 617 244 237 1098
Accelerated collection of charges 50 20 -70 0
Measures identified to date 667 264 167 1098

A breakdown of the savings by programme area and as a percentage of the 2011 budget is 
included at Appendix 1.  A comparison between the total savings required and the specific 
savings measures identified by the Department is set out in Table 5 below.

Table  5:   Total  Savings  Required  versus  Department  of  Health  Specific  Savings 
Measures 2012 – 2014

2012 
(€m)

2013 
(€m)

2014 
(€m)

Total
(€m)

Total Savings Required 2012 - 2014 -735 -352 -404 -1491
Total Specific Savings Measures 667 264 167 1098
Difference between Savings Required and Specific 
Savings Measures

-68 -88 -237 -393

With the exception of acute hospital efficiencies and FEMPI fees for vaccinations, Tables 4 
and  5  do  not  include savings  on  foot  of  changes  in  the  way services  are  delivered  as 
outlined in Section 6.5 above.  It will be important, therefore, to press ahead with these 
changes as soon as possible and to firm up on the savings that might accrue as a result. 
Indeed, the pace at which various commitments in the Programme for Government can be 
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implemented may depend ultimately on the progress that can be achieved in implementing 
the various measures outlined.

The HSE can be asked to prepare a Service Plan within whatever financial allocation is 
determined  by  Government.   A  priority  objective  must  be  to  minimise,  and  avoid  if 
possible, reductions in core health and personal care services; a second aim should be to 
respond,  at  least  in  part,  to  the  increased  needs.   The nature  and  range of  the  savings 
measures taken in recent years means it has become increasingly necessary to focus in this 
CRE  on  improving  the  way  services  are  organised  and  delivered.   This  is  entirely 
appropriate and in keeping with the focus in the Programme for Government on reforming 
the way health services are funded and delivered to achieve greater productivity and more 
cost effective services. 

A multi-annual approach is essential to plan and implement these types of changes, i.e. the 
individual changes need to be approved by Government as early as possible and a robust 
project  management  approach  put  in  place  to  drive  implementation  of  each  measure. 
Delivering  the  type  of  changes  involved  will  require  strong  operational  and  change 
management capacity.  The involvement of outside expertise from the private sector would 
appear  to  be  essential.   The  Department  of  Public  Expenditure  & Reform also  has  an 
important  role  to  play  in  relation  to  developing  and  agreeing  a  revised  approach  to 
employment control,  lower cost terms and conditions for public  service employees,  and 
shared services. 

Ultimately, there is a fine judgement to be made as to what savings can be achieved by the 
health services in any one year without impacting on services.  The nature of many of the 
measures identified in this CRE makes it difficult to estimate the potential cost savings that 
can  be  achieved  and  the  timelines  within  which  they  can  be  delivered.   However,  the 
Department will continue to work with the HSE to firm up on the scale of the potential 
savings, and the steps required to deliver them.
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PART 1 – INTRODUCTION, METHODOLOGY AND SAVINGS REQUIREMENTS

CHAPTER 1
INTRODUCTION & METHODOLOGY

1. 1 INTRODUCTION AND OBJECTIVES OF THE REVIEW
This Comprehensive Review of Expenditure (CRE) was undertaken by the Department of 
Health  in  co-operation  with  the  HSE  and  the  Department  of  Public  Expenditure  and 
Reform.  

The objective of the Review is to examine all current spending programmes in the health 
sector  to  identify  expenditure  programme  savings,  savings  from  efficiencies  and  other 
reforms, proposals for reducing and/or merging of agencies and associated reductions in 
staff limits to:
• Meet  the  fiscal  consolidation  targets  as  set  out  in  the  National  Recovery  Plan  for 

2012-2014.
• Make proposals for numbers reductions consistent with the Programme for Government 

overall targets of a reduction of 18,000 to 21,000 by 2014 with a further reduction of 
4,000 by 2015.

• Realign spending with the Programme for Government priorities, and
• In this context to consider new ways of achieving Government objectives in a more 

efficient way in the context of public sector reforms.
. 
1.2 SAVINGS REQUIRED 2012 – 2014 
1.2.1 Cash Reductions Required
The latest indicative target figures for savings to be achieved in the health sector during the 
next 3 years, as set by the Department of Public Expenditure & Reform, are outlined in 
Table 1.1.  The overall target is comprised of savings to be achieved through reductions in 
employment  levels  under  the  Employment  Control  Framework,  a  general  CRE savings 
target  and  the  full  year  costs  of  2011 savings.   The figures  shown do not  include the 
additional  savings  that  would  arise  as  a  result  of  meeting  the  commitments  in  the 
Programme for Government to achieve further reductions in the numbers employed in the 
public service.

Table 1.1: Total Cash Reductions Required 2012 - 2014
 2012 

(€m)
2013 
(€m)

2014 
(€m)

Total
(€m)

Annual Savings Target as per Dept PER -317 -194 -151 -662
Full Year Cost of 2011 Savings -7 -8 0 -15
Employment Control Framework Target -52 -52 -52 -156
Total Cash Reduction Required -376 -254 -203 -833

1.2.2 Unavoidable Pressures and Programme for Government  
It  has  been  made  clear  by  the  Department  of  Public  Expenditure  & Reform  that  any 
additional  costs,  including  costs  arising  from  implementation  of  commitments  in  the 
Programme for  Government,  will  have  to  be  found  from additional  savings  within  the 
health  budget.   The  effect  of  this  decision  is  that  the  Department  will  have  to  find 
significant  savings over and above the reductions set  out in  Table 1.1 in  order to fund 
cost/service pressures.  

A total of €150m a year has been provided by the Department of Public Expenditure and 
Reform towards the cost of unavoidable cost increases and/or service pressures.  As set out 
in Table 1.2 below, it is clear at this stage that this amount will not be sufficient to meet 
unavoidable  cost/service  pressures,  let  alone  commitments  in  the  Programme  for 
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Government.  The estimated costs of these unavoidable cost/service pressures are still only 
indicative at this stage and require further evaluation and validation.  Subject to that caveat, 
the Department estimates that the minimum additional funding required over the three years 
to  meet  increased  costs  in  superannuation,  demand-led  schemes,  Fair  Deal,  and  other 
services will amount to €875m over the three years, some €425m above the Department of 
Public Expenditure and Reform provision.  It is estimated that this will arise as follows over 
the three years:

Table 1.2: Costs Associated with Unavoidable Service Pressures 2012 - 2014
2012 
(€m)

2013 
(€m)

2014 
(€m)

Total
(€m)

Total Unavoidable Pressures -431 -230 -214 -875
Additional Funding as per D/PER 150 150 150 450
Net Unavoidable Pressures Cost -281 -80 -64 -425

This does not include the cost of increments, which the HSE estimate will cost an extra 
€35m each year; the cost of increments has not been explicitly funded in recent years but 
still represents an unavoidable cost to the HSE. Nor does it include any provision for non-
pay inflation (CPI).

The Department estimates that a further €233m will  be required over the three years to 
implement  certain  Programme  for  Government  and  other  priority  commitments;  these 
include the abolition of prescription charges for medical card holders (estimated cost of 
€27m), the provision of an extra €35m for mental health services, the extension of free GP 
care to those currently on the Long-Term Illness Scheme (estimated cost €15m) and High-
Tech Drugs Scheme (estimated cost €16m), the introduction of subsidised GP care on a 
universal basis (estimated cost €134m) and additional GP training places (estimated cost 
€6m).  

No  provision  has  been  made  in  the  figures  for  service  pressures  associated  with 
demographic trends, apart from Fair Deal and demand-led schemes.  It has been estimated 
that the known trends in the incidence of certain key chronic diseases (cancer, diabetes, 
high blood pressure, coronary heart disease and stroke) will increase the total number of 
new  cases by about 5% a year (ranging from 3% to 5.9%).  Accordingly, even if the health 
services can continue to provide broadly the same level of services over each of the next 
three years as they are aiming to provide this year, this will not be sufficient to meet the 
known increase in needs and people will experience reductions in access.  Similarly, the 
known projected increase in the number of older people will mean less access to community 
services  like  home  helps,  home  care  packages,  day  and  respite  services.   Greater 
efficiencies (e.g. more day care instead of in-patient care and a more rigorous allocation of 
home help hours) can help to offset these increased needs to some extent but delivering 
more services within existing capacity/resources means, of course, that these efficiencies 
can not also be relied upon to deliver expenditure reductions.

Another major challenge is that, as indicated above, the savings targets and unavoidable 
cost pressures are front-loaded, i.e. they arise to a greater extent in the first and second year 
of the three year programme.  This means that the expenditure savings also have to be front-
loaded and that substantial savings will have to be delivered in 2012 in particular.

In summary, the Department’s best estimate at this time is that the savings required in each 
year could be as follows:
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Table 1.3: Estimate of Total Savings Required 2012 - 2014
 2012 

(€m)
2013 
(€m)

2014 
(€m)

Total
(€m)

Total Cash Reduction Required -376 -254 -203 -833
Net Unavoidable Pressures Costs -281 -80 -64 -425
Programme for Government Costs -78 -18 -137 -233
Total Savings Required 2012 - 2014 -735 -352 -404 -1491

A comprehensive review of each care programme is also required which, in addition to 
identifying savings options (as above), reviews the justification for the programme in its 
current form and identifies reforms which could improve effectiveness.  

1.3 METHODOLOGY
The  Department  undertook  a  programmatic  approach  to  the  Review  with  each  of  the 
programmes,  sub-programmes  and  agencies  assessed  for  their  continued  relevance, 
efficiency and effectiveness.  A questionnaire, designed in consultation with the Department 
of Public Expenditure and Reform, was the key data collection tool.  Questionnaires were 
completed and returned for each sub-programme and agency by the relevant policy unit in 
the Department in consultation with their counterparts in the HSE.   The questionnaires 
were analysed centrally and this analysis, in addition to on-going discussions with policy 
units, informed the conclusions, savings and reforms identified in this Report. 

In addition to the above, members of the public were invited by the Department of Public 
Expenditure  and  Reform  to  submit  their  views  on  how  to  achieve  savings  in  public 
expenditure.   That  Department  forwarded  suggestions  relating  to  health  issues  to  the 
Department of Health for consideration.  

Some 78 submissions were received, containing almost 150 suggestions.  While suggestions 
covered  a  wide  range  of  issues,  there  were  a  number  of  themes  that  frequently  arose 
including human resources (pay, work practices, staff numbers, deployment), medical cards 
and  schemes  (prescriptions,  charges,  dispensing),  and  cost  efficiencies  (transport, 
communication, equipment recycling).

All  the  suggestions  received  will  be  given  consideration  and  have  been  referred  as 
appropriate to the competent areas within the Department and the HSE for comment.  Some 
of the suggestions have merit,  with many already encompassed within the CRE Report. 
Other suggestions are still under consideration.
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CHAPTER 2
OVERVIEW  OF FUNDING FOR THE HEALTH SERVICE AND OTHER KEY 
DEVELOPMENTS 2008 - 2011

2.1 INTRODUCTION
Significant levels of funding have been invested in the health services over recent years.  As 
a result people now live longer and have a greater quality of life.  They enjoy improved 
standards of living, education, health behaviours, access to and quality of health services, 
and health technologies.  This has led to gains in important measures of public health that 
have  improved  Ireland’s  health  not  only  in  absolute  terms  but  also  relative  to  other 
countries in the EU and the OECD. 

We have witnessed a rapid change in our life expectancy which stands at 80 years in 2009. 
Ireland has gone from a position of nearly 1 year below the EU average life expectancy to 
more than a year above, during a time that the life expectancy in the EU had also been 
increasing.  Since 2000, death rates from circulatory disease have reduced by 40%, from 
cancers by 11%, from injuries and poisoning by 9%; and the infant mortality rate at 3.2 
deaths per 1000 live births is now about half what it was at the beginning of the decade and 
is lower than the OECD average of 4.4.

It is useful to reflect on the level of funding that has been invested over recent years. The 
graph below shows the level of gross current expenditure in the Health Group of Votes 
since 2005. Current health expenditure doubled in nominal terms between 2002 and 2008. 
The average annual increase in current expenditure was 14%. This funding has been used to 
finance new service developments in areas such as disability, services for older people, and 
cancer.  It has also been used for additional pay costs and to meet the increased costs of 
demand led schemes, including the community drugs scheme and medical card scheme.  

Fig. 2.1: Recent Trends in Expenditure for the Health Group of Votes 

Ireland  like  many 
developed nations faces 
challenges  in 
maintaining  a 
sustainable  health 
service  with  fewer 
resources.  This must be 
achieved  whilst  also 
addressing  issues  such 
as  increased  consumer 

expectation,  demographic  pressures  and  advances  in  healthcare  technology.   How  we 
manage  these  pressures  and  seek  to  maximise  service  provision  within  the  available 
resources is a key issue.  

2.2 HEALTH  EXPENDITURE  TRENDS  AND  SAVINGS  ACHIEVED  IN 
RECENT YEARS
In looking at the savings to be made over the next 3 years, it is important to acknowledge 
the significant level of savings that have already been achieved within the Health Group of 
Votes.   Since  the  economic  downturn  in  2008,  there  has  been  a  continued  focus  on 
delivering a more cost-effective and efficient health service.  This focus is likely to remain 
in light of the ongoing fiscal adjustment that is required over the next 3 years.  The trend in 
health expenditure from 2005 to 2011 is set out below, with key savings initiatives also 
outlined.

4



Table 2.1: Recent Trends in Health Expenditure2

Based on 
outturn

 2005 2006 2007 2008 2009 2010 2011

Health Vote 
Group €m €m €m €m €m €m €m

Gross current 
expenditure 11,187 12,208 13,432 14,868 15,107 14,485 13,948

% change  9.13% 10.03% 10.69% 1.61% -4.12% -3.71%

Gross pay 6,436 6,956 7,421 7,847 8,015 7,487 7,303

% change  8.08% 6.68% 5.74% 2.14% -6.59% -2.46%

Gross non-pay 4,751 5,252 6,011 7,021 7,092 6,998 6,445

% change  10.55% 14.45% 16.80% 1.01% -1.33% -7.90%

2008
Savings of €144m were made as part of the 2008 mid-year savings package by deferring the 
Fair Deal and some planned service development, and by savings on administration, pay, 
advertising,  consultancy,  etc.  These  were  offset  against  costs  in  respect  of  long-stay 
repayments,  an  adverse  high  court  finding  on  community  pharmacists  and  the 
Benchmarking increases.  While a Supplementary Estimate of €75m was secured to cover 
the cost of the new consultants’ contract, very little of this was actually paid and these 
“arrears” remain unpaid.

2009
Budget 2009 (in October 2008) provided for the withdrawal of automatic entitlement to a 
medical card for persons aged 70 and over; an increase of 20% in private and semi-private 
bed charges in public hospitals; an increase of 51% in the A&E charge; an increase of 11% 
in the DPS threshold; an increase of 28% in long-stay (nursing home) charges; an increase 
of 13.6% in the public hospital statutory in-patient charge;  economy savings within the 
HSE of  €115m;  an  8% reduction  in  the  Department’s  administrative  budget  and  a  3% 
reduction in the grants to agencies; and savings of some €93m resulting from changes in the 
Early Childcare Supplement (ECS) -reducing the age from 6 to 5.5 years and moving to 
monthly payments.

In  addition  to  the  introduction  of  the  pension  contribution  levy  and  the  reduction  in 
professional  fees  to  GPs,  community  pharmacists,  etc.  the  February  2009  adjustments 
included further administrative savings of €58m and additional savings of €57m in the ECS 
(by reducing the age to 5 and reducing the monthly payment from €92 to €83).

The April Supplementary Budget included further savings within the HSE of €60m from the 
cost of pay awards and demographic service developments; and a further saving of €105m 
in the ECS (by halving the rate of payment and replacing it with a new early childhood care 

2 The figures provided in relation to 2011 are the Estimate figures as set out in the REV.  In order to 
allow comparability, the Office of the Minister for Children and Youth Affairs has been excluded 
from all years.  
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and education scheme from January 2010). Subsequently, a further €75m saving in the cost 
of the new consultant contract was secured by not paying B & C factor increases and the 
salary increase due on 1 June 2009, and there were reductions in the allocation to the NTPF 
(of €10m).

2010
The provision for the Health Group of Votes was reduced by over €1b in 2010. 
Pay  savings  accounted  for  over  €630m due  to  the  Government  decisions  on 
public  service  pay  reductions,  including  general  pay  reductions,  and  higher 
reductions for those on higher pay on foot of the Report of the Review Body on 
Higher  Remuneration;  further  reduction  in  the  fees  payable  to  certain  health 
professionals  and savings associated with the moratorium on recruitment  and 
promotion.   The non-pay savings  of €394m were  mainly in  the areas  of the 
demand led schemes, drug costs and efficiency savings.

Additional funding was provided for  the  Fair  Deal scheme,  more home care packages, 
additional numbers of medical cards,  the National Cancer Control Programme, and other 
demographic pressures.

2011
In 2011 a further €1b in savings were taken out of the system, mainly on the demand-led 
schemes  and  procurement  savings.  A total  of  €250m was  provided  to  cover  additional 
numbers  on  medical  cards,  additional  costs  in  respect  of  superannuation  and  the  State 
Claims Agency and funding for services for older people, people with disabilities, child 
protection and cancer control.   

2.2.1 Report of the Special Group on Public Service Numbers and Expenditure
The  “Report  of  the  Special  Group  on  Public  Service  Numbers  and  Expenditure 
Programmes” was published by the Department of Finance in July 2009. The Report made 
twenty-three  recommendations  aimed at  achieving savings  of  €1.23bn across  the  health 
sector.  While not all recommendations were implemented, the targeted savings under these 
areas were  compensated for  by overachievement  in  other areas.   In  total,  the measures 
implemented across the health sector delivered €1.262bn in savings. This figure was €32m 
(or 2.6%) higher than the initial savings target.

2.3 HEALTH SECTOR EMPLOYMENT
As part of the cost savings initiatives, the numbers employed in the health sector have been 
reduced.   In  2009 the former  Minister  for  Finance announced a general  ban on public 
service recruitment and promotion, including in the health service.3  Furthermore, in 2010 
1,626 WTEs left under the Voluntary Early Retirement and Voluntary Redundancy schemes 
that were introduced. The net savings in 2011 are estimated at €60m and the cost of the 
schemes in 2010 was approx €100m.

Between December 05 and December 08, health service employment increased by over 
9,000 WTEs, an increase of 8.15%4.  However, the numbers have since been declining and 
the numbers employed for May 2011 (105,410) is now lower than that of December 2006 
(106,273).  As recognised in the Croke Park Implementation Progress Report, the health 
sector has made a major contribution towards the overall public sector numbers reduction.
  

3 Some exceptions to this were granted including psychiatric nurses, counsellors, social workers for 
example.
4 The increase in numbers is due to several factors including increased demand, additional investment in 
services, refining of counting methodology post establishment of HSE (the HSE estimates that approx 
3,000 WTE of the increase in attributable to such changes).
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The revised Employment Control Framework 2011-2014 provides that there will be a net 
reduction in employment to less than 101,000 by 2014.  The indicative Programme for 
Government reductions of a further 2,260 would reduce overall numbers to 98,600 by 2014. 
This would amount to a decrease of almost 10%, as compared to the current target of 7.8% 
over  this  period,  and  would  bring  numbers  back  to  approximately  what  they  were  in 
2002/35.   The  issue  of  pay  and  employment  numbers  is  examined  in  greater  detail  in 
Chapter 6.

2.4 STRUCTURAL REFORM OF THE HEALTH SERVICE
Since 2008 significant  cost  savings in  both pay and non-pay have been achieved.  The 
landscape in which our health services are delivered has also changed significantly and this 
will have helped, in part, to deliver the necessary savings that were identified in section 2.2 
above.  Details of these reforms are set out throughout this Report.  

2.5 IMPROVED HEALTH OUTCOMES
Healthy life expectancy appears to be increasing in Ireland.  Initial findings by the Institute 
of Public Health in Ireland6 suggest that healthy life expectancy is increasing in excess of 
total life expectancy while departmental statistics highlight that healthy life years at age 65 
in Ireland exceeds the EU average for both men and women.  Furthermore, a recent working 
paper by the OECD on Amenable Mortality7 found that Ireland’s amenable mortality rate is 
at the OECD average.  In reaching this position, it is notable that Ireland had the highest 
average decline in amendable mortality of all OECD countries for both males and females 
over the decade 1997-2007.  

It is also possible to analyse improvements in outcomes for people in relation to specific 
diseases, preventative measures and changes in lifestyle factors.  Examination of the cancer 
programme shows significant improvements in cancer outcomes.  In 20108, 95.1% of all 
urgent referrals for symptomatic breast services were seen in the 8 designated centres and 
Letterkenny within 2 weeks, meeting the national target of 95%.  Furthermore, 97.6% of 
non-urgent referrals in the 8 centres and Letterkenny were seen within 12 weeks, exceeding 
the national target of 95%.  

The five year relative survival rate of patients with colorectal, lung, prostate and female 
breast cancer (see table below) also shows positive health outcomes.  However, it should be 
noted that the EU Average refers to 2000-2002.

Table 2.2: 5 Year Cancer Survival Rates 1994-2007
5 Yr Survival Rates %

Type of Cancer 1994-1997 2003-2007 EU Average
Colorectal 47.1 56.2 56.2
Lung 9.2 12.6 10.9
Breast 70.3 80.7 79
Prostate 63.9 89.1 77.5

In  the  area  of  health  promotion,  prevention  and  early  detection,  it  is  also  possible  to 
examine  improved  outcomes  for  patients.   From  January  2000  to  31  October  2010, 
BreastCheck  provided  over  690,600  free  mammograms  to  over  325,700  women  and 
5 Taking account of the revised counting methodology.
6 Adalla, 2010, 
http://www.publichealth.ie/events/hasigseminarincreasinglifeexpectancyontheislandhealthyyearsorjustext
rayears
7 Amenable mortality is premature deaths that should not occur in the presence of effective and timely 
care.  In a country with a perfectly functioning healthcare system, the amenable mortality would be zero.
8 Report against the HSE Coporate Plan 2008-2011 (May 2011)
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detected over 4,300 breast cancers.  CervicalCheck provided over 500,000 free smear tests 
between September 2008 and September 2010.

The smoking prevalence rate has declined from 27.2% in 2004 to 23.2% in 2010, although 
it has not reached its target rate of 20%.  This is important given that tobacco is a major 
preventable cause of death and chronic disability in Ireland today.

Analysis of Immunisation Rates also shows steady improvements.  National Immunisation 
rates9 for children have been steadily increasing since 2002 when they were 83% and they 
currently  stand  at  94%  for  children  aged  24  months.   This  is  just  below  the  WHO 
recommended level of 95%.

Improvements have also been made in the area of hospital acquired infections which have 
been of particular concern over recent years, with targeted interventions being implemented 
and delivering good results.  There has been a significant decrease in the proportion and rate 
of MRSA blood stream infection.  This is partially due to interventions directed specifically 
at MRSA.  The target is to reduce MRSA infections by 30% within 5 years from 2007 
proportions.  In 2007, the proportion of infections in hospitals was 38.5%; in 2010 this had 
been reduced to 24.3%.

Continual monitoring and reviewing of health outcomes is important especially in regard to 
configuring  our  future  health  services  and  providing  the  correct  targeted  interventions 
where  necessary.   A key  issue  for  our  future  health  system is  the  impact  of  changing 
demographics and the increased incidence of chronic diseases.

2.6 DEMOGRAPHIC  TRENDS  AND  IMPLICATIONS  FOR  THE  HEALTH 
SERVICE
Demographic change will  impact  on the demand for  and the delivery of health  care  in 
Ireland.  In Ireland, the number of people over age 65 years represented 11% of the total 
population in 2006.  The CSO forecasts that this will increase to over 22% of the population 
by 2041.  Those aged over 85 years are forecast to quadruple from approximately 60,400 in 
2011 to 255,100 by 2041.  This is a key issue because over 65s are more frequent users of 
the health service and on a per episode basis, require more expensive interventions.     

A study10 by the Department to estimate the projected effect  of demographic change in 
Ireland on health service expenditure up to 2034 found that in the medium term (1-5 years) 
overall  costs  and hospital  costs  can be expected to  experience  upward demographically 
driven cost pressures of an additional 2% per annum.  This will rise to closer to 4% in later 
years  as  population  ageing  accelerates.   These  are  robust  estimates  of  what  might  be 
considered the minimal additional costs to delivering public health care in order to maintain 
the same level of service provision for a growing and ageing population. 

The  future  potential  impact  of  specific  chronic  diseases  has  also  been  analysed  using 
population projections combined with incidence and prevalence data for common chronic 
diseases (see box below).  We know from studies that older people have more complex 
chronic illnesses, visit GPs more often and attend more outpatient visits.  Future planning of 

9 This refers to immunisation against Diptheria, Pertussis, Tetanus, Haemophilius Influenzae Type B, and 
Polio.
10The study used two approaches.  Firstly by looking globally at the estimated relative costs in the 
provision of health services, per capita, by age and secondly by calculating hospital costs using Irish 
Casemix data for inpatients and daycases.  The analysis assumes that patterns of healthcare utilisation will 
remain at current levels over the projection period.  It does not attempt to build in assumptions concerning 
changing patterns of care, medical inflation, or the effects of new technology.
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the health services must take account of these trends and emerging needs, and must consider 
innovative and effective ways of addressing them.

Table 2.3: Potential Impact of Chronic Diseases11 

Cancer
The number of cases of cancer that are diagnosed will rise substantially in the next 15 
years. The number of new cancer cases that the system can expect to deal with by 2020 
(28,785) will represent an increase of 107% on the number dealt with in 2000 (13,888). 
This is an average 5.4% increase in the number of cases year on year until 2020.

Diabetes
This  will  be  a  major  driver  of  health  care  expenditure  given  its  wide  range  of 
(preventable) complications. Its impact will be driven by the effects largely of population 
growth and ageing and particularly by obesity. This will see an increase estimated to 
average 5.9% each year (141,000 to 309,000 cases) in the total number of new cases 
of diabetes diagnosed year on year from 2005 to 2025.

Hypertension (high blood pressure) 
In 2007, nearly 852,000 adults in Ireland (25.1%) have high blood pressure. By 2020 this 
is  expected to rise to over 1,192,000 (28.3%). This represents a 40% increase in the 
numbers  of people affected  -  an additional  341,000 adults  -  in  13 years.  This is  an 
average 3.0% increase in the number of cases year on year until 2020. The impact of 
obesity is likely to increase this even further.

Coronary Heart Disease (CHD)
In  2007,  nearly  131,000 adults  in  Ireland (3.8%) have had a  CHD. By 2020 this  is 
expected to rise to over 195,000 (4.6%). This represents a 50% increase – an additional 
65,000 adults – in 13 years. This is an average 3.8% increase in the number of cases 
year on year until  2020. Increases in diabetes  and hypertension can be expected to 
increase this even more. 

Stroke
In 2007, almost 59,000 adults in the Republic of Ireland (1.7%) have had a stroke. By 
2020 this is expected to rise to almost 87,000 (2.1%). This represents a 48% increase – 
an additional 28,000 adults – in 13 years.  This is an average 3.7% increase in the 
number of cases year on year until 2020. Increases in diabetes and hypertension can be 
expected to increase this even more.

As with other developed nations, a key challenge for future healthcare provision is chronic 
disease management.  This challenge is not just a financial one but also an organisational 
one  that  requires  a  health  system  with  a  greater  focus  on  prevention,  co-ordination, 
continuity, integration and information flows which follow the patient.

PART 2 – DETAILED PROGRAMME REVIEW 

CHAPTER 3
DEPARTMENT OF HEALTH

11 It is important to understand that these projections are for absolute numbers, as opposed to rates, as the 
driver of health service activity, and therefore expenditure, is the actual number of cases that are 
diagnosed each year.
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3.1 ROLE OF THE DEPARTMENT
The role of the Department is to support the Minister and Ministers of state by advising on 
policy  development,  preparing  legislation  and  evaluating  the  performance  of  existing 
policies and service delivery.  It does this by engaging with the users of health and social 
services  in  a  structured  and systematic  way and by working with  internal  and  external 
stakeholders  including  the  staff  of  the  Department  and  its  agencies,  other  Government 
Departments and international organisations.  
 
The Department fulfils a number of statutory functions as set out in legislation, particularly 
under the Health Act 2004.  These functions include: the provision of a  legislative and 
regulatory  framework;  inter-departmental  and  international  work;  parliamentary  and 
Government business; and standard oversight functions for all its agencies, including the 
HSE (this includes the negotiation and allocation of budgets as well as the implementation 
of Government policy on pay and employment).   The Department’s  role also spans the 
following broad areas of activity:
• Leadership and communications
• Governance and political accountability
• Policy review and development
• Performance evaluation/management 
• Developing internal capacity

3.2 STRUCTURE OF THE DEPARTMENT
The  Department  is  organised  on  a  divisional  basis,  each  headed  by  a  member  of  the 
Management  Advisory  Committee  (MAC).   Descriptions  of  the  role  of  each  of  the 
Divisions are set out below:

The Acute  Hospitals,  Private  Health  Insurance,  Cancer  & Associated Services Division 
develops  policy  for,  and  evaluates  the  provision  of,  acute  hospital  services,  health 
insurance, cancer services and services relating to blood and human tissue.  The overall 
policy  goal  is  to  ensure  that  treatment  is  provided  in  a  safe,  accessible  manner  in 
appropriate  locations,  and  that  targets  for  levels  of  service  are  achieved.   It  also  has 
responsibility for private health insurance. 

The  Chief  Medical  Officer’s  Division provides  expert  medical  and  policy  advice  and 
assistance to the Minister, Ministers of State and Department, and has responsibility for 
patient safety & quality, health protection & promotion, social inclusion and for ensuring 
implementation of legislation and policies in relation to food safety, tobacco control and 
environmental health.

The  Primary  Care  and  Eligibility  Division promotes  the  development  of  primary  care 
services; works to secure enhanced value for money in the GMS, community drug schemes, 
dental  and  optical  schemes;  and  ensures  implementation  of  legislation  and  policies  in 
relation to medicine and cosmetics safety, pharmacy services, medical devices, and control 
of  illegal  drugs  as  well  as  leading  on the  strategic  development  of policies  relating  to 
eligibility.

The Finance, Performance Evaluation, Information, Research and International Division 
plans, negotiates and evaluates the annual Health Estimates (over €14 billion revenue 
and capital) including direct responsibility for the day to day management of the Votes 
of the Department and up to recently, the OMCYA (€740 million).  It oversees the HSE 
accountability  framework  in  line  with  legislation,  provides  statistical  and  analytical 
capacity for the Department and publishes and disseminates health data.   It  also has 
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responsibility for overseeing the development of health sector research capability and 
supporting the Minister in relation to international and North/South cooperation.  

The  National  HR and  Workforce  Planning  Division deals  with  Government  policy  on 
public service pay and conditions,  and employment levels.   It  manages major industrial 
relations issues and was, for example, centrally involved in negotiating the health services 
part of the Public Service Agreement 2010 (Croke Park Deal).  

The Office for Disability and Mental Health  was established to facilitate the delivery of 
integrated  support  services  for  persons  with  disabilities  and  mental  illness  by  further 
developing existing mechanisms for co-operation and co-ordination across Departments and 
sectors, both at national and local level.

The Office for Older People was established to support the Minister for Older People in 
exercising responsibilities within the Departments of Health,  Children & Youth Affairs, 
Social Protection, and Environment, Heritage & Local Government.  Its remit is to facilitate 
the  development  of  operational  plans  by  Government  Departments  clearly  setting  out 
objectives relating to older people.

The  Parliamentary  and  Corporate  Affairs  Division is  responsible  for  internal  corporate 
matters  such  as  managing  the  delivery  of  the  Department's  internal  Human  Resource 
function,  providing  Freedom  of  Information  services  on  behalf  of  the  Department, 
providing independent and objective legal advice to the Minister and the Department, and 
providing  support  to  the  Minister,  Ministers  of  State  and  Secretary  General  for  their 
attendance  at  the  Joint  Oireachtas  Committee  on  Health,  Select  Committees  and  the 
Committee of Public Accounts.  This Division also manages media and press issues.

The staffing complement associated with each division is shown in Table 3.1 below.

Table 3.1: Department of Health Staffing by Division, June 2011

Division Grand 
Total

%  of 
staff

Ministers’ Offices 28.80 8%
Secretary General's Office & MAC Support 5.00 1%
Acute Hospitals, Private Health Insurance, Cancer & 
Associated Services 33.70 9%
CMO's Office 48.13 13%
Primary Care & Eligibility 40.40 11%
Finance, Performance Evaluation,  Information & 
Research 57.40 15%
National HR & Workforce Planning 34.80 9%
Office for Disability & Mental Health 24.60 6%
Office for Older People 26.83 7%
Parliamentary & Corporate Affairs 75.83 20%
Total Department 375.50 99%
  
Disability Appeals Office 4.00 1%
Total Other Offices 4.00 1%
 
Total Department & Offices 379.50 100%

Note: Figures include 12 WTEs which are due to be transferred from this Department to the 
Department of Children and Youth Affairs.
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3.3 REFORM OF THE DEPARTMENT 
3.3.1 Departmental Staffing Levels
The  Department  has  undergone  substantial  restructuring  and  downsizing  since  the 
establishment of the HSE.  As of June 2011, a total of 379.5 WTEs are employed in the 
Department (see Fig. 3.1).  This represents a net reduction of 237.22 WTEs (38.5%) since 
March 2007.  The overall number employed has been impacted by inflows and outflows of 
staff  associated  with  changing  responsibilities  and  functions  in  the  Department.   Staff 
numbers increased with the taking on of additional functions and  responsibility for areas 
such  as  bioethics  research,  the  National  Drugs  Strategy  and  the  National  Advisory 
Committee on Drugs, as well as the rationalisation of three public service agencies.  The 
number employed decreased with the establishment of the Department for Children and 
Youth Affairs and the associated transfer of staff out of the Department.  

Aside  from  these  increases  and  decreases,  the  Department  has  seen  a  considerable 
underlying decrease in staff numbers.  This reduction has been primarily achieved by way 
of the Incentivised Scheme of Early Retirement, the Incentivised Career Break Scheme and 
the continuing moratorium on the filling of vacancies. 

Fig. 3.1: Department of Health and Children WTEs 2007 - 2011

The allocation of staffing resources across the Department is being adjusted on an ongoing 
basis  in  response  to  the  lower  overall  staff  numbers  and  resulting  re-prioritisation  of 
Departmental strategic objectives.

The Employment Control Framework targets for the Department will have to be revised in 
the light of the aforementioned establishment of the Department of Children and Youth 
Affairs and inward transfer of other functions.  However, internal Departmental analysis 
indicates that compulsory retirements will only account for a small number during the next 
three years.  This means that the Department will have to use all available mechanisms, 
including redeployment to achieve its targets.  

3.3.2 Key Departmental Reforms
The Department has also incorporated a number of reforms in the way it is structured and 
managed in recent years.  A selection of the key initiatives are outlined below. 

Cross Cutting Offices
Two new cross-cutting offices have been established in recent years – the Office for Older 
People and the Office for Disability & Mental Health.  These Offices were set up to address 
particular challenges in developing social policy and enabling cross-cutting approaches and 
efficiencies.  Both of these offices are concerned with developing existing mechanisms for 
co-operation and co-ordination across Departments and sectors, both at national and local 
level, for services and policies relating to their particular area.
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Other New Units 
The Department has also established a new research unit and a new citizen participation 
unit (using expertise developed in the OMCYA), a number of dedicated legislation units 
and a parliamentary affairs  unit  which includes an expanded press  and communications 
section. 

Cross-Stream Reporting
Cross-stream reporting has been extended across the whole Department which has led to 
significant  increased  capacity  at  management  level  at  a  time  when  large  numbers  of 
experienced management personnel retired and were not replaced.

3.4 DEPARTMENT EFFECTIVENESS 
The Department has been effective in: (i) overseeing a major structural redesign and re-
organisation of the health system in recent years; (ii) introducing more effective targeting 
and performance monitoring including better use of available information; (iii) introducing 
new technologies; and (iv) improving focus on patient safety and quality.  A number of 
initiatives falling under these headings are outlined below.

Organisation Restructuring, Streamlining and Amalgamation
In addition to the Department’s own restructuring, other related achievements include the 
establishment of the Health Information and Quality Authority and significant reform and 
reduction in the number of agencies.

More Effective Targeting and Performance Monitoring
The Department has driven change in health through better use of information and more 
effective  performance  management.   Substantial  progress  has  been  made in  this  regard 
notwithstanding the ongoing difficulties caused by the absence of single national financial, 
employment and service activity systems.  Key example of this include:
• The  continued  improvement  and  refinement  of  the  annual  HSE  service  planning 

process;
• The publication of an annual report highlighting key trends in health status and health 

service delivery over the past decade;
• The publication of an Annual Output Statement covering the entire Health Vote Group 

which has been identified by the Institute of Public Administration as having the best-
defined output targets among all Government Departments, with most being clear, well-
defined and challenging.

• The development of a consistent information governance framework which provides for 
consistency in information collection, measurement and target setting from individual 
service unit level (eg. hospital) to national multi-annual plans. 

• Improvements  in  quality  and  timeliness  of  financial  reporting,  including  the  link 
between Vote and Income and Expenditure accounting.

• The arrangements for managing employment levels have also been improving and the 
“employment control framework” concept was developed and applied first  in health 
before being extended to other sectors.

Application of New Technologies
The Department has also overseen the introduction of a number of new technologies in 
recent years including the development and implementation of an ICT system for the online 
capture of information in respect of the 63,000 children and 4,300 pre-school providers 
participating in the Early Childhood Care and Education (ECCE) Scheme.  The system was 
introduced  in  January  2010  to  facilitate  payments  under  the  scheme  being  made  by 
Electronic Funds Transfer.
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Patient Safety and Quality
The Department has also been leading a major and more integrated focus in recent years on 
patient safety and quality. HIQA, the Health Information and Quality Authority, has been 
established. Protected disclosure (whistle blowing) provisions have been introduced. There 
have  been  significant  changes  in  the  legislation  governing  the  regulation  of  medical 
practitioners, pharmacists and health & social care professionals (e.g. introduction of a lay 
majority on the Medical Council and fitness to practice hearings being held in public). All 
nursing homes, public and private, have to be registered and are subject to an independent, 
transparent HIQA inspection regime. Competence assurance for medical  practitioners  (a 
minimum amount of time they must engage in continuing education each year) has recently 
been introduced. HIQA has published  new national healthcare standards for consultation 
and  the  development  of  legislative  proposals  for  licensing  of  all  healthcare  services  is 
underway. A National Clinical Effectiveness Committee has been established to develop 
clinical effectiveness and audit guidelines. The Department’s capacity for major emergency 
planning was demonstrated in the way it dealt with the dioxin pork crisis and the H1N1 
(swine flu) pandemic.

3.5 DEPARTMENTAL EXPENDITURE
The Department’s Vote amounts to €347.7m.  The Vote is broadly divided between the 
Department’s own running costs (the Administrative Budget), grants to statutory agencies, 
the cost of statutory and non-statutory inquiries and legal fees, the Drugs Initiative (which 
recently transferred to this Department from the Department of Community, Equality and 
Gaeltacht Affairs) as well as a range of other items.  A detailed breakdown of the figures is 
set out below:       

Fig. 3.2 : Breakdown of Department of Health Expenditure
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Grants to Statutory Organisations 
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Payments to International Organisations 
National Lottery Grants
Miscellanous
Capital

Table 3.2: Breakdown of Department’s Expenditure
€m

Administrative Budget 32.574 
Grants to Statutory Organisations 181.439 
Legal Costs 22.593 
Payments under Hepatitis C Tribunal 
Acts 59.635 
Drugs Initiative 18.361 
Payments to International 
Organisations 2.600 
National Lottery Grants 3.286 
Miscellaneous 12.212 
Capital 15.000 
Total 347.700 

3.5.1 Administrative Budget 
The Department operates under an Administrative Budget Agreement with the Department 
of Finance which sets agreed allocations and delegated sanctions from time to time.  One of 
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the main policy objectives of these agreements is to secure cost-effective and cost-efficient 
management  of  administrative  costs  thereby  improving  efficiency,  effectiveness  and 
economy.   

Over the last three years, the Department has managed to reduce its overall administrative 
costs by 29%.  In 2007, the actual spend by the Department on administration was €47.8m. 
This was reduced to €33.9m by 2010 – a reduction of €13.9m.  While a significant element 
of the reductions result from numbers reductions and pay cuts, the Department has at the 
same time managed to reduce its non-pay administrative costs by 62% or €7.7m.  This has 
been  achieved  through  efficiencies  in  procurement,  re-negotiation  of  various  service 
contracts, reduction in energy consumption, more efficient use of IT, reduction in printing 
and other general office costs, and other IT related consumables.  The trend in expenditure 
between 2007 and 2010 is set out in Table 3.3 below.

Table 3.3: Trend in Expenditure under the DoH Admin Budget 2007 - 2010
Admin Budget 2007 - 2010

Actual 
2007

Actual 
2008

Actual 
2009

Actual 
2010

Diff 2007 - 
2010 % Diff

€000 €000 €000 €000
Summary
Subhead A1: Salaries, wages & allowances 35,382 32,010 32,679 29,124 (6,258) -18%
Subhead A2: Travel & Subsistence 908 953 538 426 (482) -53%
Subhead A3: Incidental Expenses 2,775 1,735 1,065 864 (1,911) -69%
Subhead A4: Postal & telecommunications services 1,111 788 599 549 (562) -51%
Subhead A5: Office Machinery & other office supplies 3,631 2,152 1,507 1,463 (2,168) -60%
Subhead A6: Office Premises Expenses 2,772 958 561 717 (2,055) -74%
Subhead A7: Consultancy Services 1,190 1,483 524 701 (489) -41%
Subhead A8: VFM 33 36 27 34 1 3%
Grand Total 47,802 40,115 37,500 33,878 (13,924) -29%

The focus in the Department has been, and continues to be, on improving efficiency and 
realigning structures so that the Department’s mandate can continue to be delivered with 
reduced overall resources.  Over the past number of years, the Department has consistently 
come in under budget in terms of administration and we intend to maintain this progress 
during 2011 to again deliver an end year outturn under budget.

3.5.2 Grants to Statutory Bodies
This  constitutes  in  excess  of  50% of  the  expenditure  by  the  Department.   The  issues 
concerning these bodies are discussed in detail in Chapter 4.  

3.5.3 Legal Costs
Subhead D provides for statutory and non-statutory enquiries and miscellaneous legal fees 
and settlements.  The provision in 2011 is €23m which is a  significant  reduction on the 
amount allocated in 2010 which was €29m. The amount allocated in 2009 was €32m so the 
reduction over the last 2 years has been 28%.  Given the uncertainty regarding legal costs, it 
is not possible to forecast accurately the provision required in any one year.  While the 
outturn figures for the last three years have been lower than estimated, the unspent funds at 
the end of the year were surrendered to the Exchequer.  To date in 2011, a total of €9.1m 
has been spent from the subhead, almost all of which relate to clinical negligence claims. 

The Clinical Indemnity Scheme (CIS) was established in 2002 in order to rationalise pre-
existing  medical  indemnity  arrangements  by  transferring  to  the  State  responsibility  for 
managing clinical negligence claims and associated risks.  Following the establishment of 
the CIS, the Medical Defence Union (MDU) refused to offer assistance to its members in 
this jurisdiction in respect of any “historic liabilities” (claims pre existing the CIS), and as a 
result,  in 2004, the previous Minister put in place an arrangement to offer  assistance to 
consultants by means of ex gratia payments, where consultants are left to deal with personal 
injury claims without indemnity by the MDU.  Each request for assistance is examined on 
its merits. 
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The  other  major  area  of  legal  expenditure  has  been  in  respect  of  the  judicial  review 
proceedings  related to the introduction of risk equalisation legislation in the Irish private 
health insurance market.  In addition, this subhead is also used to fund cases relating to 
disability services,  as  well  as settlements in relation to  child welfare  cases and internal 
personnel  matters.  Statutory  and  non-statutory  inquiries  such  as  the  Monageer  and 
Drogheda hospital enquiries are also funded from this subhead.
 
Legal cases can run for some years, and acceptance of a settlement can be required at short 
notice.  Demands on the subhead are determined by the number of legal cases in process at 
any given time, but given the uncertain nature of legal cases, there is a need to ensure that 
sufficient funding is available to cover costs within any given year.  In addition experience 
has demonstrated that funding needs to be available where it is considered necessary to 
establish inquiries. 

An alternative approach to funding legal costs through the Department’s Vote would be to 
centralise  all  Government  expenditure  on  legal  costs  and  inquiries  in  one  Department, 
which  would  centrally  manage  all  legal  proceedings  and  statutory  and  non-statutory 
inquiries.  While this might lead to a more efficient financial management of the system, 
there  would be  a  need  to  have robust  management  systems in  place  to  ensure  that  the 
Departments’ policy concerns were taken into account in the management of such a system. 

3.5.4 Hepatitis C and HIV Compensation Tribunal
The total cost of the Hepatitis C and HIV Compensation Tribunal from 1996 to 30 June 
2011, including payments to over 3,000 claimants, legal fees, and administrative costs, is in 
excess of €1b.  This is broken down as follows:

Table 3.4: Payments related to Hep C and HIV Compensation Tribunal 2010 - 2011

 

Total Paid to end 
2010

Total Paid in 2011 
to end June

Cumulative  Total 
paid  to  end  June 
2011

 €m €m €m
Pay Costs 2.812 0.042 2.854
Non-Pay Costs 5.894 0.031 5.925
Total Pay and Non-Pay 8.706 0.073 8.779
  
Fees  of  Tribunal  Members 
including Chairman's salary 11.252 0.093 11.345
  
Tribunal Awards 706.912 4.540 711.452
  
Legal costs of Tribunal Awards 135.557 4.498 140.055
  
Gross Total Special Account 862.427 9.204 871.631
  
Reparation Fund payments 139.150 0.874 140.024
  
Gross Total 1,001.577 10.078 1,011.655

There are currently approximately 914 applications pending, most of which relate to non 
infected next-of-kin claiming compensation for restriction to their life chances due to the 
need to care for Hepatitis C infected relatives.  Although the initial applications for these 
claims have been made, in the absence of legal deadlines for the submission of supporting 
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information in respect of the claims, they may take a number of years to process.  The 
Tribunal  continues  to  assign  a  hearing  date  without  delay  to  any  claim  in  which  full 
supporting documentation has been lodged.  

Table 3.5: Annual Costs for the HepC and HIV Tribunal from 2007 - end 2010 
€m

2007 81.906
2008 62.744
2009 54.496
2010 49.428

Annual  Costs for  the Tribunal ranged from €150m in l998 (primary claimants included 
people with Haemophilia who were infected with both HIV and Hepatitis C) to €49m in 
2010 (mainly non-infected relatives).  Costs have decreased over the last four years and it is 
expected that they will  continue to decrease over the next number of years.   Under the 
present legislation Tribunal cases will continue to be heard for a number of decades, as non 
infected relatives of primary claimants can make claims after the death of those claimants. 
These claims are in addition to the 914 cases pending which were indicated above.  The 
average age of the cohort of persons infected with Hepatitis C is 57. 

An actuarial  study commissioned by the Tribunal suggests that  based on current award 
patterns the Tribunal will cost an additional  €766 million – €1.23 billion on current trends 
and it is estimated that the Tribunal will eventually cost between €1.76 – €2.23 billion.

3.5.5 Miscellaneous Expenditure
The Department’s Vote also provides funding a small number of other areas of expenditure. 
These include:
• WHO and other international bodies           €2.5m
• Ireland/Northern Ireland INTERREG         €2.1m
• National Lottery Funding         €3.2m
• CARDI and TILDA        €1.7m

In addition, payments to people disabled by the Thalidomide drug are also made from this 
Vote (see Chapter 13).  The payments to international bodies are largely fixed by current 
agreements  with  the  bodies  concerned  and  can  vary  in  any  one  year  due  to  currency 
fluctuations.  The National Lottery Fund is determined at national level.  A sum of €0.5m 
has been transferred from this Department’s Fund to the new Department of Children and 
Youth Affairs  to cover Children and Youth projects which had already been sanctioned 
prior to its establishment.  CARDI and TILDA (see Chapter 14) are research programmes in 
respect  of  the  elderly  and  are  contractual  commitments.   Given  the  nature  of  the 
arrangements  and  the  amounts  of  funding  involved,  there  is  limited  scope  for  material 
savings in this area.

The INTERREG IV programme (a structural funds programme) is funded by the EU with 
match-funding from the Department of Health (DoH) and the Department of Health, Social 
Services and Public Safety (DHSSPS), NI.  The Special EU Programmes Body (SEUPB) is 
the Managing Authority for the Programme.  The DoH and the DHSSPS provide 25% of 
the programme funding with the EU Commission providing 75%.  The DoH contribution 
over  the  lifetime  of  the  programme is  agreed  at  €11.028m.  At  this  point,  the  DOH is 
committed to funding projects to the sum of €10.56m and it is expected it will need to 
commit an additional €0.5m.  The Table below (as advised by the Department of Finance) 
sets out indicative budgets by calendar year for the DoH. 
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Table  3.6:  Trend  in  Expenditure  and  Projections  to  2015  for  the  Special  EU 
Programmes Body 

2009 2010 2011 2012 2013 2014 2015

SEUPB 
budget 
figures
(Jan 2011)

138,000 838,600 2,400,000 2,806,000 2,743,000 1,526,000 3,835,000

3.6 FUTURE ROLE OF THE DEPARTMENT
The role of the Department has been outlined above.  However it will continue to evolve in 
the light of the proposals contained in the Programme for Government to radically reform 
the  health  services.   The  Government  is  committed  to  introducing  a  Universal  Health 
Insurance system to replace the existing tax based system delivered by the Health Service 
Executive.  It is proposed that the HSE’s role will be phased out over time and that its 
functions will return to the Department or be taken over by the Universal Health Insurance 
system.  Under the terms of the Programme, the Minister for Health will be responsible for 
health  policy,  implementing  the  reforms  and  cost  control.   As  a  first  step  towards  the 
development of the UHI system an Implementation Group will be established soon to assist 
in the preparations for introducing the system. 

In line  with the provisions  of  the Public  Services Management  Act,  the  Department  is 
currently working on a new Statement of Strategy for the next 3 years.  This will set out the 
priorities and objectives of the Department until 2014, in the context the Programme for 
Government.    

A number of reforms have already been initiated. In anticipation of reforming the structures 
of the HSE, the Board has been replaced by a new interim Board.  It  comprises of the 
outgoing Chairman, the Secretary-General of the Department, the Chief Executive Officer 
of  the  HSE,  members  of  the  Department’s  Management  Advisory  Committee  and  the 
HSE’s Senior Management Team.  In order to streamline the management and operation of 
the HSE it is proposed in the longer term to dispense with the requirement of a Board so as 
to facilitate a more direct reporting relationship with the Minister.  The purpose of the new 
structure is to ensure greater integration and less duplication in the delivery of health care 
services to patients.  It is also proposed to review the existing senior management roles and 
responsibilities in both the Department and the HSE, to address any duplication of functions 
and explore the scope for more conjoint working.

As part of the process of streamlining services and accountability, a Special Delivery Unit 
has already been established in the Department.  The Unit’s immediate priority is to reduce 
waiting times in Emergency Departments; however it will also be given the task to reduce 
waiting times for elective services.  A more detailed description of the Unit’s work is set out 
in Chapter 9 Acute Hospitals. 

3.7 CONCLUSIONS, SAVINGS AND REFORM
The Department has been effective in leading a significant reform programme for the health 
service in recent years.  This has been achieved while simultaneously driving efficiencies.

The Department has gone through major changes, particularly with the establishment of the 
HSE. It adopted an oversight role with a greater emphasis on setting the strategic direction 
of the health services and fulfilling its role in relation to legislation, supporting the Minister 
and Government and international and Parliamentary functions.  Under the Programme for 
Government, the Department’s role will evolve further and this will be more clearly defined 
in the forthcoming Statement of Strategy 2011-2014.   
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The  Department  has,  through  careful  management,  achieved  major  savings  on  its 
Administrative Budget in recent years.  In particular it has achieved greater reductions than 
its target figures under the Employment Control Framework.  However, achieving further 
reductions  will  pose  a  serious  challenge,  particularly  in  the  light  of  its  forthcoming 
responsibilities when Ireland takes over the EU presidency which is due to commence in 
January 2013.  The resources required by the Department will also have to be considered in 
the context of the Government’s priorities and the forthcoming Statement of Strategy.

Key Savings: 
• Admin  Budget: As  in  recent  years,  further  reductions  in  the  Department’s 

Administrative Budget  and the administrative and other costs  of the directly  funded 
Agencies will be required.  The exact nature of and impact of these savings will need to 
be worked out in due course.

Key Reforms:
• Legal Costs: The Department has managed its legal costs effectively over the last few 

years.  However, given that it is not feasible to predict when such costs will arise or 
the amount involved it is not possible to forecast future costs.  Other Government 
Departments must face the same difficulty.  One possible measure which would help 
to streamline costs would be to centralise all Government expenditure on legal costs 
and inquiries in one Department, which would centrally manage all legal proceedings 
and statutory and non-statutory inquiries.  

• Shared  Services: Many  aspects  of  corporate/support  functions  would  lend 
themselves to shared services either within the health service or as part of a wider 
public service approach. The Department would welcome further engagement with 
the Department of Public Expenditure & Reform on this issue.
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CHAPTER 4
HEALTH SECTOR AGENCIES

4.1 PROGRESS TO DATE ON RATIONALISATION OF AGENCIES 
A comprehensive programme of rationalisation has been implemented across Department of 
Health  funded  agencies  since  mid-2008.   A  total  of  30  agencies  were  funded  by  the 
Department  in  2008 and  the  rationalisation  programme initially  invisaged  reducing  this 
number by 15.  The target was susequently reduced to 13 with the decision to retain the 
Food Safety Authority of Ireland and the Irish Medicines Board as independent stand-alone 
agencies.  

The  Department’s  approach  to  the  rationalisation  has  been  informed  primarily  by  the 
recommendations  of the  OECD report  on the  Irish  public  service entitled  “Towards  an 
Integrated Public Service” (2008).  The primary aim of the rationalisation programme is to 
streamline  service  delivery,  professional  registration  and policy  making in  a  number  of 
areas in the health sector, through the integration and /or amalgamation of functions.  The 
driving of efficiencies, which was also an objective of the programme, will arise over time 
through economies of scale and the elimination of duplication in areas such as recruitment, 
procurement, payroll and ICT systems.  

Primary legislation was required to dissolve each individual agency.  The Department has 
progressed the required legislative programme over the last 3 years and a total of 7 agencies 
have been dissolved during that time.  Table 4.1 below sets out the progress made to date in 
this regard. 

Table 4.1: Department of Health Agencies Dissolved/Merged since 2008
Agency Dissolved\Merged Date
Postgraduate Medical and 
Dental Board Dissolved and subsumed into HSE 1 January 2009

National Council on Ageing & 
Older People Dissolved and subsumed into Department 1 September 

2009
Women's Health Council Dissolved and subsumed into Department 1 October 2009

Crisis Pregnancy Agency Dissolved and subsumed into HSE 1 January 2010
National Cancer Screening 
Services Board Dissolved and subsumed into HSE 1 April 2010

St. Luke’s Hospital Board, 
Rathgar Dissolved and subsumed into HSE 1 August 2010

Office of Tobacco Control Dissolved and functions transferred to the 
HSE 1 January 2011

National Social Work 
Qualifications Board

Subsumed into Health & Social Care 
Professionals Council 31 March 2011

4.2 ONGOING RATIONALISATION WORK
The Department is continuing to implement the programme and rationalisation plans are 
currently underway for a further 6 agencies, with 4 provisionally earmarked to be dissolved 
in  2011.   The  approach  to  ongoing  implementation  of  the  programme builds  upon the 
progress to date on agency rationalisation within the sector under the overall health reform 
programme and takes account of experience to date with the practicalities of rationalisation.

Table 4.2: Programme for Further Agency Rationalisation 2011 - 2012
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Programme for Rationalisation of Agencies in the Health Sector
Agency Current Position Due Date

Drug Treatment Centre Board Currently being dissolved and 
subsumed into HSE Q3 2011 

National Council for the 
Professional Development of 
Nursing and Midwifery

To be dissolved and subsumed into An 
Bord Altranais. Q3 2011

The Opticians Board To be subsumed into CORU/Health & 
Social Care Professionals Council. Q3 2011

Children Acts Advisory Board
To be disestablished and functions 
transferred into the Department of 
Children and Youth Affairs. 

Q3 2011

Pre-Hospital Emergency Care 
Council

To be subsumed into CORU/Health & 
Social Care Professionals Council. Provisionally 2011

National Cancer Registry Board To be dissolved and subsumed into 
HSE.

1 January 2012 
(Provisionally)

An  additional  2  agencies  (Adoption  Authority12and  the  Office  of  the  Ombudsman  for 
Children13) will transfer from the Department’s remit to that of the Department of Children 
and Youth Affairs in the coming months.  Following this move in responsibilities and full 
implementation of the rationalisation programme, the Department will have a total of 15 
directly funded agencies.  These agencies can be grouped into 3 categories as follows:

(i) Three General Agencies: National Treatment Purchase Fund; Health Research Board; 
and Irish Blood Transfusion Service;

(ii) Two North/South Bodies: Food Safety Promotion Board (Safefood) and the Institute of 
Public Health; and

(iii) Ten Regulators as follows:
• Five Professional Regulators:  The Medical and Dental Councils; Bord Altranais; 

CORU/Health  &  Social  Care  Professionals  Council;  Pharmaceutical  Society  of 
Ireland; and 

• Five  Other  Regulators:  Health  Information  & Quality  Authority;  Mental  Health 
Commission; Food Safety Authority of Ireland; Irish Medicines Board; and Health 
Insurance Authority14.

4.3 CONCLUSIONS, SAVINGS AND REFORM
A detailed review of each of the agencies directly funded by the Department is set out at 
Appendix 2 of this report.   Self funded regulators have not been included in the analysis as 
they do not receive funding from the Department.  The following conclusions can be drawn:

Key Savings

12Replaced the Adoption Board; Established on 1 November 2010, arising from Ireland’s formal ratification of 
the Hague Convention on Protection of Children and Co-operation in Respect of Intercountry Adoption;  This 
agency is now the responsibility of the Department of Children.
13 The Report of the Special Group on Public Service Numbers and Expenditure Programmes (McCarthy 
Report) recommended the merging of the Office of the Ombudsman for Children with the Office of the 
Ombudsman.  The previous Government decided not to implement this recommendation.  
14 The McCarthy Report also recommended the integration of the Health Insurance Authority into the Financial 
Regulator.  This recommendation was not implemented, but no Exchequer savings would accrue as the Health 
Insurance Authority is funded by the industry.  In any event this recommendation will need to be considered in 
the context of the implementation of Universal Health Insurance as set out in the Programme for Government.
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Health Research Board: 
• Reduction in the budget of the HRB by 3% per annum.
• Introduction  of  processes  and  controls  to  monitor  research  award  expenditure  are 

estimated to provide an annual saving of €1m.
• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx. 
• The HRB’s ICT expenditure proposal to offer a saving of over €100k per annum.
• The  use  of  other  IT  initiatives  such  as  webinars  and  online  grant  management 

solutions to reduce ICT costs by €43k per annum.

Irish Blood Transfusion Service: 
• A reduction in the 2011 grant from HSE of €3m to €1.5m in 2012 and to €0 in 2013 is 

a saving to the Health System.
• The procurement of clotting factor concentrates moving to St. James’s Hospital will 

remove the mark-up that the IBTS had on the products (15%) and result in a saving to 
the HSE. 

National Council for the Professional Development of Nursing and Midwifery: 
• A  total  of  €0.564m  will  be  saved  through  the  cessation  of  the  Council’s 

developmental work.
• The lease on the building expires in September saving approx. €0.122m annually.  
• A reduction in staffing costs totalling €0.265m will be facilitated by the transfer of 4 

staff members to An Bord Altranais (which is self funding).  A further 8 staff are 
transferring to the HSE with one then immediately moving on secondment to DoH so 
no savings will accrue from these moves.

• An  annual  saving  of  €0.189m  will  also  arise  from  the  ending  of  payment  of 
professional fees, travel and subsistence and other miscellaneous expenditures.

Therefore total annual savings from 2012 will be €1.14m.

Mental Health Commission: 
• The introduction of a Secure Messaging System to replace use of couriers for highly 

confidential documentation can give an approximate saving of €120,000 per annum.
• Rationalisation  of  administrative  support  for  mental  health  tribunals  could  yield 

€420,000.
• Consideration  is  being  given  to  the  non  replacement  of  5  fixed  term  contract 

consultant  psychiatrists  at  year  end  2012  which  could  yield  savings  on  pay  of 
€177,000 in 2012 and €1,065,920 in 2013.

Key Reforms

National Cancer Registry: 
• The enactment of the Health Information Bill in 2012 will allow for the Registry to be 

merged  into  the  HSE’s  National  Cancer  Control  Programme.   This  will  provide 
possible savings in relation to IT, Finance and Administrative costs.

• The introduction of a unique patient identifier could give rise to savings as the number 
of Tumour Registration Officers employed could reasonably be reduced incrementally 
by two in year two.

National Treatment Purchase Fund:
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• The future role of the Fund is currently under consideration, in the context of the 
establishment and development of the Special Delivery Unit within the Department. 
The budget for the NTPF in 2010 was €85m.  In June, the Fund was instructed not to 
incur liabilities of more than €73m, pending establishment of the Special Delivery 
Unit and a decision on how best to allocate the remaining money.  

• If the same level of funding is made available to the SDU for 2012 (and this will need 
to be examined carefully) there is a case for reducing hospital budgets by all or part of 
this amount, and letting them compete for the funding based on specific proposals to 
address unacceptable waiting times.  It may be decided to utilise some of the funding 
for system-wide developments,  and the rest  for  hospital-specific  projects,  but  it  is 
clear that the funding will not be used in the same way as applied under the NTPF.  

Health Research Board:
• Implementation of improved legal and project management controls over awards to 

enable  the  termination  of  funding  where  researchers  are  not  achieving  agreed 
objectives.

• Utilisation of ICT to develop more efficient  work practices.   Use of NPS (OPW) 
framework contracts where advantageous.

• Publication of documentation, reports and newsletters on the HRB website. 
• Utilisation of web based solutions to communicate HRB initiatives with stakeholders 

resulting in savings in media and advertising costs.

Irish Blood Transfusion Service: 
• A joint initiative with the HSE on distribution and laboratory testing (by other HSE 

hospitals) will deliver cost savings in the future.

Office of the Disability Appeals Officer: 
• The Office of the Disability Appeals Officer should be subsumed into the Department 

while  retaining  the  statutory  independence  of  the  function  of  Disability  Appeals 
Officer.   More  cost-effective  arrangements  for  obtaining  legal  advices  should  be 
considered.

Safefood: 
• The Food Safety Promotion Board (Safefood) as a North South body has a particular 

rationale but some of its activities are very closely aligned with those of the Food 
Safety Authority of Ireland.  While the parent legislation, the British Irish Agreement, 
makes allowances for other functions, their work is primarily of a promotional nature 
and this is reflected in the allocation of the body’s funding.  It is considered that the 
work undertaken by Safefood could be undertaken by the Food Safety Authority of 
Ireland and the Food Standards Agency in Northern Ireland.  It should be noted in this 
regard that all structural, personnel and financial changes to Safefood would need to 
be sanctioned by both North and South Sponsor  Bodies  and both Departments  of 
Finance.  

Professional Regulatory Bodies:
• The Professional Regulatory Bodies should, once any initial  establishment/start  up 

costs  have  been  dealt  with,  be  self-financing  with  income  derived  from  the 
registration fees of the professions concerned.

• The Professional Regulatory Bodies, while meriting distinct governance structures, 
should to the greatest extent possible share back office,  accommodation, legal and 
other resources.
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Health Information & Quality Authority:
• The health service requires a strong patient safety,  advocate and licensing system. 

HIQA’s role in regulation is continuing to grow and become more essential following 
various reports and investigations into the quality, standard and safety of health care 
delivery. 

• The  Programme  for  Government  is  committed  to  the  development  of  National 
Standards for Residential Services for People with Disabilities and National Standards 
for Home Support Services which will be put on a statutory footing and such services 
will be inspected by HIQA. 

• Ongoing  advances  in  medical  technologies,  together  with  increasing  budgetary 
pressures, have made HIQA’s role in health technology assessment more relevant.  

• The  Programme  for  Government  envisages  the  establishment  of  a  Patient  Safety 
Authority which will incorporate HIQA and its functions.  This agency will introduce 
a national licensing system for hospitals and will oversee the transition of hospitals 
from the HSE to independent local control.    

• Options on reducing costs should be progressed, including amending legislation to 
obviate  the  need  for  re-registration  of  certain  services  and  the  use  of  alternative 
staffing resources (possibly at a lower level) or temporary staff. 

Mental Health Commission: 
• The Mental Health Commission is currently in the process of implementing electronic 

payslips for staff, extending the Secure Messaging System to more approved centres, 
and setting up suppliers on EFT as standard.

• MHC is considering initiatives such as IT rationalisation and consolidation, Strategic 
Sourcing – Procurement Frameworks including engagement with other agencies, and 
a review of present travel policy.
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CHAPTER 5
HEALTH SERVICE EXECUTIVE CORPORATE

5.1 INTRODUCTION 
The Health Service Executive (HSE) is the single body with statutory responsibility for the 
management and delivery of health and personal social services in the Republic of Ireland. 
Its key role as set out in the Health Act 2004 is to use the resources available to it in the 
most beneficial, effective and efficient manner to improve, promote and protect the health 
and welfare of the public.  

5.2 CORPORATE SUPPORT FUNCTIONS  
The HSE has a budget of €13.46b and a staff of approximately 105,000.  As with any multi-
billion, multi-site, large organisation, robust core business functions are essential.  Financial 
management,  Human  Resource  management,  ICT,  Capital,  Communications,  Planning, 
Performance Measurement and internal audit are core functions to support the business.  In 
the  past,  these  functions  were  split  over  geographical  areas  and  did  not  have  standard 
operational  processes.   However,  in  the  past  5  years  they  have  been  centralised  and 
standards have been introduced to ensure a consistent quality approach across the country. 
The corporate support function in the HSE has helped to drive the change from the pre-HSE 
structures to those currently in place and supports the management of staffing, financial and 
capital  resources  nationally  and  regionally  in  order  to  achieve  the  most  effective  and 
efficient delivery of services.

The Financial Directorate is responsible for supporting and reporting on the delivery of a 
balanced Vote each year; specifying and monitoring value for money targets; developing an 
integrated national  financial  management  system; and monitoring financial  management 
controls.

The HR Directorate is responsible for implementing the Employment Control Framework; 
implementing  the  Public  Service  Agreement;  effective  workforce  planning,  including 
succession  management;  implementing  and  centralising  recruitment  and  other  key  HR 
services;  and  complying  with  legislative  responsibilities  in  regard  to  medical/clinical 
education, training and research.

The Commercial & Support Services is comprised of a number of sub-directorates:
The Estates sub-directorate is responsible for: optimising the quality and value of the HSE’s 
estates;  promoting  and  delivering  economic,  social  and  environmental  sustainable 
healthcare  developments;  ensuring  compliance  with  best  practice,  design  standards  and 
regulatory guidelines; and ensuring that the annual capital allocation is drawn down in a 
timely and efficient manner and managed and procured in line with HSE regulations. 

The  ICT  sub-directorate is  responsible  for  developing,  implementing  and  supporting 
national,  regional  and  local  business  and  service  initiatives  as  well  as  developing  and 
modernising  the  ICT technical  infrastructure  as  a  priority  enabler  for  effective  service 
delivery.   Particular  priorities  include  upgrading  core  hospital  systems  and  ICT 
infrastructure to support the clinical programmes; Primary Care ICT roll out and integration 
with acute systems; and national systems for finance, HR, procurement and performance 
management.

The Procurement sub-directorate is responsible for the sourcing, tendering, contracting and 
logistics management of goods, services and equipment for the organisation to optimise 
efficiencies and achieve best value for money.
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The Primary Care Reimbursement Service is responsible for driving efficiencies, 
standardising business processes and leveraging economies of scale; delivering cost savings 
including drug price reductions and efficiencies in High Tech drug schemes; and improving 
Primary Care Reimbursement Services. 

The Communications Directorate is responsible for developing and managing the HSE’s 
internal and public communications initiatives and provides consultancy advice and support 
to  staff  across  the  organisation.  It  also is  responsible for  service  user  involvement  and 
advocacy.

The  Planning  and  Performance  Directorate is  responsible  for  producing  Corporate  and 
Annual Service Plans, ensuring that finance, workforce and activity are lined up to deliver 
the type and volume of the activity committed to; collecting, collating and reporting on 
activity data against the performance indicators agreed with the Department of Health; and 
supporting the control process to manage action required against variances in performance 
at a national (PMCC) and operational level (HealthStat).

The WTEs and expenditure associated with the HSE Corporate Functions are outlined in 
Tables 5.1 and 5.2 below.
 
Table 5.1: WTEs associated with HSE Corporate Functions.

Table 5.2: Expenditure on HSE Corporate Functions

Expenditure by Support Function *
Approved Allocation
€'000s

Finance 52,444

National Shared Services 22,482

Human Resources 65,287

Corporate Planning and Corp Performance 4,266

Commercial & Support Services 103,701

Communications 11,745

Audit 3,570

Corporate Services 6,593

Statutory Pensions 410,688

Statutory Pension Levy -235,766

Grand Total 445,009
*Excluding Clinical Strategy and Programmes and Quality and Patient Safety.

Service Area WTE 
Dec 
2010

Ceiling 
Apr 
2011

WTE 
Apr 
2011

WTE 
Change 
since 
Mar 
2011

WTE 
Change 
from 
Dec 
2010 to 
Apr 
2011

WTE 
Variance 
Apr 
2011

% WTE 
Variance 
Apr 
2011

% 
Total

Finance 505 487 515 +37 +10 +28 +5.72% 18.26%
Human Resources 886 845 796 -39 -90 -49 -5.76% 28.22%
Estates 303 279 283 +0 -20 +4 +1.55% 10.03%
ICT 288 283 279 +2 -9 -4 -1.43% 9.89%
Procurement 274 255 261 -1 -13 +7 +2.62% 9.25%
Technical Services 157 178 156 +0 -1 -22 -12.45% 5.53%
Other  Corporate 
Functions

575 510 530 -3 -45 +20 +3.91% 18.79%

Total 2,986 2,837 2,821 -15 -165 -16 -0.57% 100%
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5.3 REFORM OF HSE STRUCTURES
The structure of the health service has evolved significantly since the establishment of the 
HSE in 2005.  Prior to 2005, services were delivered through a complex structure of ten 
regional Health Boards, the Eastern Regional Health Authority and a number of other 
different agencies and organisations, each with their own business process and models of 
service delivery.  Following establishment of the HSE, service management transitioned to 
four administrative areas which oversaw 32 Local Health Offices and 53 acute hospitals 
(coordinated through 8 Hospital Networks).  Service responsibility for hospitals and non-
hospital service remained separate at this point.
  
The  operational  structure  of  the  HSE  changed  again  in  2009,  when  a  single  national 
Integrated Services Directorate (ISD) was formed.  This directorate was given responsibility 
for the delivery, reconfiguration, performance and financial management of all health and 
personal  social  services.   Regional  Directors  of Operations were  assigned to  each HSE 
Region and given responsibility and made accountable for regional finance, HR and service 
delivery, guided by national guidelines,  standards and priorities.   Care Group Managers 
were also appointed at national level to be responsible for specifying the type and level of 
activity required for dedicated services for Older People, Children and Families, Mental 
Health Services and Disabilities and overseeing agreed standards for service delivery.  A 
Directorate of Quality and Clinical Care was set up to support and embed clinical leadership 
at  corporate  level  and  49 Clinical  Directors  were  appointed in  2009 within operational 
services. 

In 2010, service delivery was rationalised within the four operational regions under the 
management of the Regional Directors of Operations.  Care is now managed within 17 sub 
HSE Areas where one person, an Area Manager,  has responsibility for all  hospital  and 
community  services  within  a  defined  catchment  population.   This  has  moved  decision 
making back to local areas, working within national standards and frameworks.

In 2011 clinical leadership and the involvement of clinicians in planning and delivering care 
has progressed and is now key to the planned change in models of service provision.

The Programme for Government indicates that the coming years will see an even greater 
level of reform with the introduction of a Universal Health Insurance system.  The 
Programme also envisages that the HSE will cease to exist as an entity, with its functions 
returning to the Minister and Department of Health. 

The centralisation, standardisation and alignment of HSE corporate functions has resulted in 
significant  benefits.   This  is  evident  in  the  level  of  cost  reductions,  the  increase  in 
productivity shown by cost avoidance and improved processes which have raised standards. 
However, the absence of national/standardised ICT systems is a major block and risk.  For 
instance, the lack of integrated systems across finance, HR and activity places significant 
limits on the intelligence that can be derived from the data held in the existing stand-alone 
systems.   Specific examples of requirements for the future include:
• A single finance system;
• A national HR system;
• Clinical  systems  such  as  the  proposed  ED  clinical  system  required  to  support  the 

clinical programmes;
• A single purchase to pay system in order to drive further efficiencies in procurement; 

and
• A world-class  electronic  and  social  media  system to support  each clinical  and care 

programme.
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In order to achieve maximum benefit, these systems should, where necessary, be integrated 
with each other.
 
5.4 KEY EFFICIENCY MEASURES
Since the establishment of the HSE, there has been a focus on the most effective use of 
resources  to  ensure  the  most  appropriate  level  of  service.   Detail  on the  trend in  HSE 
staffing is set out in Chapter 6, and expenditure trends are outlined on a programmatic basis 
in Chapters 8 -17.  However, a selection of key HSE led initiatives are outlined below:

Pay:  Pay excluding superannuation is projected to reduce by over €250m or 6.24% between 
2008  and  2011  based  on  May  expenditure  data.   The  national  HR  and  Procurement 
functions  have  also  facilitated  significant  initiatives  during  2011  to  assist  in  the 
management of increasingly challenging variable pay costs.

Numbers:  As set out in Chapter 6, the total number of WTEs has reduced by 5,615 since 
December 2008.

Value for Money Programme:  Significant savings have been driven through the HSE Value 
for Money Programme 2007 – 2010.  During this period, a total of €680m cost reductions 
have been achieved (versus a target of €500m).  A further €72m of savings were achieved 
between January and May of this year with total savings of €200m targeted for the full 
calendar year. 
   
Cost Avoidance Measures:  Significant  efficiencies  have been achieved by services and 
managers through the management of non-pay cost growth and the resulting cost avoidance 
of nearly €1bn.  For example, if medical & surgical cost growth had not been managed 
during 2010, the projected opening cost for 2011 would be nearly €32m or 13% higher and 
legal  costs  would  be  €10m  or  24%  higher.   These  economies  and  efficiencies  were 
challenging not only because of the requirement to maintain VfM from previous years and 
to  continue  to  manage  cost  growth,  but  also,  and  very  significantly,  in  the  context  of 
managing areas of increasing spend and delivering on the broader service reconfiguration 
and improvement priorities.  

These cost reductions were achieved in a challenging environment where costs were being 
driven  up  by  various  factors  including  pandemic  demands  which  required  1.1  million 
vaccines to be administered and major increases in the numbers of medical cards and GP 
cards (9% and 19% respectively). 

5.5 HSE EFFECTIVENESS
The HSE has been effective in driving improvements in quality and quantity of services 
provided while simultaneously delivering in terms of efficiency.  It is important therefore, 
that  the  reductions  outlined  in  section  5.4  above  are  considered  alongside  the  detailed 
service  and  performance  improvements  outlined  in  the  monthly  Performance  Reports, 
Annual Report 2010 etc.  Particular highlights include increased OPD attendances of nearly 
5%, an 11% increase in disability assessments, a 12% increase in the number of children in 
care with an allocated social worker and an 8% reduction in readmission rates for mental 
health patients.  

Table 5.3: Key Activity Trends 2005 - 2010
Key metrics 2005 2006 2007 2008 2009 2010
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Patients treated as inpatients 575,476 588,875 612,346 599,910 593,359 588,860

Patients treated as day cases 512,034 558,813 586,369 641,974 669,955 728,269

Attendances at out patients 2,601,95
0

2,796,31
1

3,094,38
7

3,275,63
2

3,357,10
6

3,557,00
7

People treated in ED departments 1,099,13
9

1,245,00
1

1,296,09
1

1,150,67
4

1,119,71
9

1,111,96
4

Number  of  people  in  receipt  of 
home help hours 

 49,578 54,736 55,366 53,971 54,011

Home  help  hours  provided 
(million) 

 10.80 11.78 11.96 11.97 11.68 

Home Care  Packages  –  number 
of  clients  receiving  a  package 
during the calendar year 

 7,003 11,565 11,987 12,000 13,200 

5.6 CONCLUSIONS, SAVINGS AND REFORM
Considerable improvements in terms of efficiency and effectiveness have accrued since the 
establishment of the HSE.  The structures of the health service have changed significantly in 
recent years and further, radical change is promised by the Programme for Government.   

Key Savings: 
• Procurement: The HSE has focused on managing and delivering efficiencies in the 

price and volume of goods and services procured as part of a multi-year procurement 
and contracts management programme.  Notwithstanding this, it is considered that there 
should be scope for further savings over the period 2012 to 2014.  A target should be set 
of securing a further reduction of €150m by the end of the three year period (broadly 
€50m extra each year).

Key Reforms:
• Shared Services:  Many aspects of the HSE corporate functions would lend themselves 

to shared services within the HSE and across the public/civil service.  Consideration 
needs to be given to which services should be provided at a national level and which 
should be better provided locally.  

• Outsourcing:  Options appraisals on outsourcing and contracting services should be 
part of a wider public/civil service exercise.

• ICT:  There is also a clear need to invest in business process reengineering and develop 
and modernise the ICT technical infrastructure as priority enablers for effective service 
delivery.    For example,  the early  introduction of a  ‘purchase to  pay’ system is  an 
essential investment to facilitate better quantification and tracking of volume of use, 
stock management and wastage.  

• Patient Advocacy:  Patient advocacy, empowerment and choice are important policy 
goals  within  the  health  service.   These  goals  are  reflected  in  the  Programme  for 
Government, including but not confined to the commitment to establish a Patient Safety 
Authority.  However, the Department considers there is scope to rationalise and reduce 
the  amount  of  funding  being  provided  to  support  advocacy  and  support  groups. 
Accordingly,  it  is  proposed  to  ask  the  HSE  to  establish  what  level  of  funding  is 
currently being provided for this purpose across the health services.  Alternative patient 
advocacy arrangements will then be identified including the role in this regard of the 
proposed  Patient  Safety  Authority  and  the  potential  for  making  greater  use  of  the 
Citizens Information Bureau.
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CHAPTER 6
HEALTH     SECTOR     EMPLOYMENT  

6.1. HEALTH EMPLOYMENT NUMBERS
The graph below shows the trend in health employment from 95,679 WTE at December 
2002 to 105,410 WTE at May 2011.  This represents a 10% (9,731 WTE) increase to May 
2011.  However, as can be seen from the graph, the number employed has continued to 
decrease since it peaked in 2007 and the number employed in May 2011 is now less than 
that of December 2006. 

Fig. 6.1: Trend Graph - Numbers Employed in the Public Health Service 2002-2011
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Table  6.1:  Numbers  (by  Staff  Category)  Employed  in  the  Public  Health  Service 
2002-2011

Dec-02 Dec-03 Dec-04 Dec-05 Dec-06 Dec-07 Dec-08 Dec-09 Dec-10 May-11
Medical/Dental 6,775           6,792        7,013 7,266 7,712 8,005 8,109 8,083 8,096 8,070
Nursing 33,395         33,766      34,313 35,248 36,737 39,006 38,108 37,466 36,503 36,624
Health & Social Care 
Professionals 12,577         12,690      12,830 13,952 14,913 15,705 15,980 15,973 16,355 16,312
Management/Administ
rative 15,690         15,766      16,157 16,699 17,262 18,043 17,967 17,611 17,301 16,218

General Support Staff 13,729         13,839      13,771 13,227 12,910 12,900 12,631 11,906 11,421 10,770
Other Patient & Client 
Care 13,513         13,648      14,640 15,586 16,739 17,846 18,230 18,714 18,295 17,415
Total 95,679         96,501      98,723 101,978 106,273 111,505 111,025 109,753 107,972 105,410

Numbers (WTE excld. career break) employed in the public health service

Notes: (i) Excludes Home Helps. (ii) Student nurses are included in the 2007 and 2008 employment ceilings on the basis of 3.5 students equating to
1 wholetime equivalent. The employment levels adjusted for student nurses on the above basis are 110,664 WTEs (Dec 07) and 111,001 WTEs (Dec
08). (iii) Student nurses are included in the 2009, 2010 and 2011 figures on the basis of 2 students equating to 1 wholetime equivalent — the figures
above are already adjusted. (iv) The data for Other Patient and Client Care and General Support Staff may have been affected by reclassification
between grade categories. (v) The Dec 07 figures above include the effect of the change in methodology in the census in March 07. The HSE has
estimated that the net effect of the change is approx. 3,000 WTEs resulting from the inclusion, for the first time, of various grades and posts in the
Management/Admin group, student nurses and other grades/posts in subsumed agencies.

The  growth  in  staff  numbers  must  not  be  viewed  in  isolation.  The  health  service  has 
increased activity in response to service demands, ageing of the population and a 17% 
increase in population size since 2002.  It has also played a significant part in improving 
the health status of the population over this period.
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It is important to emphasise that the reported increase in numbers over the last decade or so 
is  due to several  factors.   While some arose from an increased demand and additional 
investment in services, the refining of the counting methodology post-establishment of the 
HSE led to more accurate and comprehensive employment data being compiled.  In this 
context the HSE estimates that approximately 3,000 WTE of the increase is attributable to 
changes such as the inclusion of student nurses and chaplains, the addition of subsumed 
agencies into the HSE,  such as Health Service Executive-EA (HSEA), the Primary Care 
Reimbursement  Service  (GMSPB),  Comhairle  na  nOspidéal and  the  counting  of  many 
other posts in projects or categories previously excluded.

HSE Management and Administrative Staffing
As of July 2011 there were 16,100 staff engaged management and administrative grades, 
equating to 15% of total HSE staff.   Of these, some 6,600 work in acute hospitals and a 
further 2,800 in primary/ community care services.  About 90% are in grades III to VII, i.e. 
general administrative rather than management grades.   Management and administration 
numbers have reduced by 13% from their peak in September 2007 and are now back to 
levels recorded at the establishment of the HSE at the start of 2005.

Employment breakdown by care group/programme
The following table sets out the numbers (WTE) employed in the public health service, by 
care group/programme, as at May 2011.  While information by grade in the health sector 
has been readily available for some years,  data by care group/programme has not been 
available  until  recently.   Further  progress  in  reporting  by  care  group/programme  is 
expected during 2011.
                    
Table  6.2:  Public  Health  Service  Employment  Breakdown  by  Care  Group/ 
Programme at 31 May 2011

Care Group 31/05/2011
Acute Hospitals 48,660
Ambulance Services 1,499
Cancer Services 953
Children & Families 3,124
Corporate Functions 2,803
Disabilities 15,687
Mental Health 9,064
Older People 10,412
Palliative Care 638
Population Health Services 1,092
Primary Care 10,830
Social Inclusion 651
Total 105,410
Notes:  (1)  Excludes  Home  Helps;  (2)  the  HSE  has  advised  that  categorisation  by  care 
programme/function  continues  to  be  a  work-in-progress  and  remapping  of  staff  to  the  care  
programmes/functions  continues  to  be  carried  out  at  the  service  delivery  end.  There  are  ongoing  
significant challenges in that some staff work across care programmes/functions and HR and finance 
systems  are  not  integrated;  and (3)  source:  Health  Service  Personnel  Census.   *  This  staff  number 
represents new staff recruited since the establishment of the National Cancer Control Programme in  
2007 and St Luke’s Hospital. The number of existing hospital personnel working in  cancer control  has  
not been quantified.

6.2 EMPLOYMENT CONTROL FRAMEWORK
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The revised ECF 2011-2014 provides that there will be a net reduction in employment to 
less than 101,000 by 2014.  The indicative Programme for Government reductions of a 
further  2,260 would  bring  the  overall  numbers  down to  98,600  by  2014.   This  would 
amount to a reduction of almost 10%, as compared to the current target of 7.8% over this 
period, and would bring numbers back (taking account of amended counting methodology 
referred to above) to approximately what they were in 2002/3.

Table 6.3: Current Employment Control Framework 2010-2014

Current ECF Reduction
End 2010 End 2011 End 2012 End 2013 End 2014 Total
109,372 105,434 103,901 102,363 100,861 (8,511)

Indicative revised 
ECF

Reduction

End 2010 End 2011 End 2012 End 2013 End 2014 Total
109,372 105,434 103,151 100,863 98,601 (10,772)

New service  developments  planned  for  2011  with  a  460  WTE impact  (recruitment  in 
progress) and other employment priorities this year will need to be managed within the 
constraints of the ECF.  In May 2011 the HSE was already below its end-2011 numbers 
target  and  was  confident  that  at  year-end  it  would  have  achieved  the  level  of  WTE 
reduction  required  under  the  ECF.   However  as  pay  costs  were  contributing  to  the 
substantial  financial  deficit,  consideration  was  being  given  to  suspending  all  current 
recruitment until the situation had stabilised.

The  even  more  challenging  reductions  likely  to  be  required  under  the  Programme  for 
Government will need to be achieved in a manner which protects front-line services to the 
maximum extent, while ensuring that essential management and support functions are also 
discharged effectively.  It is already apparent that the commitment to continue to deliver to 
the same levels as before is coming under pressure in several areas as staff are lost and are 
not replaced.  Notwithstanding service reorganisation plans, new clinical structures and the 
streamlining of administrative processes, there will still be a limit to the volume of service 
that can be delivered with a given smaller staff cohort.

The moratorium/Employment Control Framework (ECF), in combination with measures 
such as the VER/VRS, has produced the required reductions in health service employment 
levels over the past few years.  However it has not been successful in also controlling pay 
expenditure, which is surely the underlying objective.  While the ECF contains targets on 
reducing numbers in order to reduce overall pay costs, it does not contain specific target 
reductions on pay expenditure.  It seems, for example, that agency nursing is being used as 
an “escape valve” to cope with the impact of the ECF (see detailed table on pay costs 
below).  Locum/agency costs in total have increased by 51% and 57% in 2009 and 2010 
respectively. 

Therefore, a revision of the ECF approach to take into account all staff costs and numbers 
(i.e. directly-employed and agency), is recommended.  It must be recognised however that, 
since  such  a  more  rigorous  approach  would  curtail  management’s  ability  to  substitute 
agency capacity for directly-employed staff lost, it  would present a further challenge in 
terms of maintaining services.  However it could also act as a driver of change in terms of 
increasing the pressure on management and staff to develop and implement more efficient 
and integrated models of service delivery, as provided for in the Health Sector Action Plan 
under the Public Service Agreement.
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Priorities  for  2011  include  development  of  new  rostering  arrangements,  to  include 
reviewing  staffing  levels  and  skill-mix,  and  continued  implementation  of  the  national 
clinical programmes.

6.3 PAY COSTS IN THE HEALTH SECTOR
A summary of pay expenditure is shown in the table below.  This data is taken from the 
HSE financial  reporting  system.   A number  of  agencies  (principally  in  the  intellectual 
disability sector) are not included in the HSE financial system under the pay category and 
all expenditure for these agencies is returned under the heading of non-pay. 

Table 6.4: Summary of Public  Health Service Pay Expenditure  (by  Pay Category) 
2008-2010
Pay category 2008 2009 2010 Change 

between 08 
& 09

Change 
between 09 
& 10

 €m €m €m % %
Basic 5,126 5,310 4,891 3.59 -7.89
Overtime 349 310 279 -11.17 -10.00
On Call 103 100 88 -2.91 -12.00
Allowances 175 176 168 0.57 -4.55
Weekend/Public 
Holiday

274 284
259

3.65
-8.80

Night Shift 105 110 101 4.76 -8.18
PRSI Employer 502 496 457 -1.20 -7.86
Arrears/Other 45 16 23 -64.44 43.75
Locum/Agency 84 127 199 51.19 56.69
Superannuation 514 647 743 25.88 14.84
Pay Total 7,277 7,576 7,209 4.11 -4.84%

In overall terms, some 12% of the pay bill is accounted for by non-core pay, i.e. overtime, 
on-call, allowances, night shift and premium pay arrangements.

As  can  be  seen  from  the  data  above,  expenditure  on  overtime  pay  decreased  by  11% 
between December 2008 and December 2009, and decreased by 10% between December 09 
and December 10.  These reductions are due to better management control as well as some 
effects of the moratorium introduced in March 2009.

The increase in expenditure on superannuation pay (which increased by 26% and 15%, 
respectively, for the relevant periods) was due to the VER/VR schemes.  The increase in 
agency costs will be offset by the new centralised contract in 2011 but these savings may 
not be sustainable, depending on the approach to be taken in Ireland to implementation of 
the Temporary Agency Workers Directive, which comes into effect in December 2011.

Notwithstanding  the  Public  Service  Agreement,  reductions  in  the  pay  bill  are  possible 
through reduced  dependency on  overtime  and  agency  working,  and  revision  of  on-call 
payment arrangements.

Consultants’ Pay
The Programme for Government commits to a reduction in consultant remuneration under a 
new hospital  consultant  contract.   The decision by Government  earlier  this  year  to  cap 
public service salaries at €200,000 would only have affected a relatively small number of 
consultants and would have had no impact on consultants who in addition to their public 
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salary are able to earn further income from private practice.  Accordingly, and given the 
priority accorded in the Programme for Government to reducing trolley waits and waiting 
times for elective services, the Minister believes that the best approach would be to secure 
changes in the working hours and work practices of consultants which would support the 
work of the SDU and the Clinical Programmes.  These changes, involving longer scheduled 
working hours, would represent a reduction in consultant remuneration but would deliver 
faster  access  by  patients  to  services  rather  than  direct  savings  in  expenditure.   If  this 
approach does not  deliver the changes required,  consideration will  have to  be given to 
introducing legislation to reduce consultant remuneration.  xxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

Student nurse remuneration
It  is  proposed  to  complete  a  review  of  the  four  year  nursing  degree  programme  by 
mid-2012, to enable any modifications to the current academic course to take effect as soon 
as possible – probably from the 2013 intake.   Among the issues to be considered are the 
course duration and how clinical experience should be incorporated and the potential for 
graduate/internship placement scheme for recently-qualified nurses to achieve savings in 
the  overall  nursing  budget.   xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx. In  the  interim  it  is  proposed  to  pay 
placement students 50% of the staff nurse rate (plus premium pay), pending the outcome of 
the review.  This would give savings of approximately €12m in each of the three years 
2012-2014, if considered reasonable to pay 50% in 2012 rather than the 60% currently 
planned.  This would represent an essentially cost-neutral option over the period 2012 to 
2014.  Other options would need to be examined for the post-2014 period.  

6.4 VOLUNTARY  EARLY  RETIREMENT  (VER)  AND  VOLUNTARY 
REDUNDANCY (VR) SCHEMES 
In November 2010 a VER and VRS were introduced for certain categories of staff in the 
health  sector.  The  schemes  were  targeted  at  employees  in  the  ‘Management  and 
Administration’ and the ‘General Support Staff’ categories.  Their purpose was to achieve a 
permanent reduction in the numbers employed and to facilitate reform. 

Terms of Exit Packages

The Voluntary Early Retirement scheme provided for:

(i) Immediate payment of pension entitlement on retirement, with no reduction in 
respect of payment prior to minimum retirement age (no actuarial reduction).

(ii) Immediate payment of pension related lump sum entitlement on retirement, i.e. 
full  lump  sum  entitlement  accrued  to  retirement  date  with  no  reduction  in 
respect of payment prior to minimum retirement age (no actuarial reduction). 

(iii) The  January  2010  pay  reductions  were  disregarded  for  the  purpose  of 
calculating pensionable remuneration under the VER, i.e. payment was based on 
salary rates applicable at 31st December 2009.

The Voluntary Redundancy terms provided for the payment of: 

(a) A severance payment of 3 weeks’ pay per year of actual service  plus statutory 
entitlement under the Redundancy Payments Acts, or the equivalent, subject to an 
overall limit of 

(i)  2 years’ pay; or, if less
(ii) one-half of the salary payable to preserved pension age.
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(b) Preserved pension and lump sum payable on attaining preserved pension age (60 
or 65, as appropriate).

Employees on modified PRSI rates (Class D) received the equivalent terms to those with 
statutory entitlements.

Numbers who left
2,025 individuals (1,626 WTE) left  under these schemes;  639 (32%) departed under the 
voluntary early retirement scheme and 1,367 (68%) availed of the voluntary redundancy 
scheme.  Of the total  67% (1,348) have exited from Management/Administration grades 
while the remainder 33% (677) is from General Support Staff grades.  The HSE accounted 
for 70% of total exits (1,415 headcount).  

Net savings in 2011 are estimated at €60m.  The gross salary savings in 2011 are estimated 
to be €74m (of which €32.5m is attributable to VER and €41.5m to VR) while 2011 pension 
costs under the VER scheme are expected to be approximately €14m.  The cost of the 
schemes in 2010 was approx. €100m.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxx.  

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.
• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxx.  
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xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxx.
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xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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xxxxxxxxxxxxxxxxxxx.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxx.

6.5 CHANGES IN WORK PRACTICES

6.5.1 Laboratory services  
The HSE is currently progressing a process of significant reform of laboratory medicine 
service (including the introduction of cold labs, revised skill mix, utilisation of technology, 
etc.).  As part of this process, discussions took place on revised work practices, including 
an  extended working  day  and  revised  on-call  payment  structure.   The HSE's  National 
Service  Plan  2011  had  already  provided  for  €5m  savings  in  2011  for  laboratory 
modernisation. Following discussions at the LRC, in February 2011 the Labour Court made 
recommendations on the out-of-hours payment from midnight to 8 a.m., Monday to Friday 
and  rate  of  payment  for  stand-by  off-site.  It  also  recommended  a  compensation 
arrangement  for  loss  of  earnings  (1.5  times  the  actual  loss)  similar  to  compensation 
arrangement for redeployment under the Public Service Agreement.

The HSE will be reviewing the staffing arrangements for other services which are provided 
outside normal working hours and pursuing cost reductions with the relevant staff unions.

6.5.2 Radiographers
The HSE has begun a review with staff  representatives of the provision of radiography 
service. This entails a review of work processes, such as the introduction of an extended 
working  day  and  the  staffing  and  payment  arrangements  for  out-of  hours  work.   This 
process is expected to conclude by autumn 2011.  The savings to be achieved cannot be 
quantified at this stage.
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6.5.3 Ambulance staff
Reconfiguration of the ambulance command and control is one of the actions contained in 
the health sector action plan under the PSA.  The HSE is reducing the number of centres on 
a phased basis from 14 to one national centre in Dublin, with a backup in Ballyshannon. 
The Tallaght location will include the National Ambulance HQ, National Command and 
Control and Ambulance Service College and is expected to open by early 2012.

As part of this process the HSE will address the surplus of certain control staff by means of 
voluntary redeployment, essential redeployment, redeployment as Paramedic and, if none of 
the above are feasible, re-assignment to other roles in Ambulance Service or wider HSE. 

6.5.4 Agency staff
In March 2011 the HSE introduced new arrangements  for  contracting agency staff.   A 
saving of in excess of €40m has been targeted for  2011.  In addition, discussions with 
unions  at  the  LRC  have  recently  led  to  the  agreement  of  a  protocol  which  will  see 
management  pursuing  alternative  approaches,  such  as  affording  part-time  staff  the 
opportunity to work extra hours, before the option of agency staffing is considered.

6.6 WHOLE-OF-GOVERNMENT ISSUES

6.6.1 Terms and Conditions Issues  
A range of issues has been identified which could yield substantial savings but which in this 
Department’s view could be progressed only at a central level, across the broader public 
service (as is being done with annual leave at present).  

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxx. 

6.6.2 Overtime
Overtime  costs  approx  €280m p.a.  in  the  health  sector.   xxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.  

6.6.3 Premium payments
Again,  a  variety  of  arrangements  apply  which  reflect  a  9-5  and  Mon-Fri  working  and 
trading  week,  which  no  longer  reflects  how  society  and  business  are  organised.   xx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxx. 

6.6.4 Increments
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In  the  health  service,  the  awarding  of  increments  is  estimated  to  cost  c.  €35m p.a.  x 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx   xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

6.6.5 Additional Hours 
The Towards 2016 agreement provided for a standardised 35-hour working-week for health 
service staff. However this applies only to new entrants and promotees.  Other staff are on a 
variety  of arrangements  at,  above and below this  threshold  – for  example,  32.55-34.75 
hours for many administrative staff and 37.5 hours for nurses.  xxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxx.

6.6.6 Absenteeism
Absenteeism through illness or maternity leave is a normal incidence of working life and an analysis 
of  the  data  indicates  that  a  substantial  majority  (in  the  order  of  85%)  is  certified  by  medical 
practitioners.

The HSE has set a national target of a 3.5% rate as the benchmark for all hospitals/agencies and 
functions across the health sector and staff categories.  National data for 2010 shows that absenteeism 
was 4.7% overall - down from 5% in 2009 – see table below.

Table 6.6: Health Service Absenteeism (by Staff Category) 2010
Medical
/ Dental

Nursing Health  & 
Social  Care 
Professionals

Management/
Admin

General 
Support 
Staff

Other 
Patient 
& Client 
Care

Total

2010 1.17% 5.14% 3.65% 4.67% 5.65% 5.49% 4.70%

While it is not possible to accurately estimate the total cost of absenteeism to an organisation, the 
HSE estimates that the annual payroll costs of absenteeism is approximately €300 million, or almost 
€60 million for each 1% of absenteeism.

As well  as continuing to actively manage attendance in order to minimise absenteeism, 
further options identified in this area are:

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxx.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

6.6.8 Potential streamlining of pensions processing
There are some 100 staff involved in the pensions area.  The HSE has suggested that the 
scope should be explored for this function to be amalgamated with local authority pensions 
administration.  Indeed, the centralisation of administration of a wider range of public sector 
pension schemes could also be examined.

6.7 CONCLUSIONS, SAVINGS AND REFORM
Key Savings:

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxx

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxx.

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxx.

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxx

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

o xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

• Consultants’  Pay:  A saving of €50m could be targeted by way of a  reduction in 
Consultant  pay/remuneration.   This  option  is  being  included  in  the  light  of  the 
commitment  in  the  Programme  for  Government  that  under  a  new contract  hospital 
consultants’ remuneration will be reduced.  The decision by Government earlier this 
year to cap public service salaries at €200,000 would only have affected a relatively 
small  number of  consultants  and  would have had no impact  on consultants  who in 
addition to their public salary are able to earn further income from private practice. 
Accordingly,  and  given  the  priority  accorded  in  the  Programme for  Government  to 
reducing trolley waits and waiting times for elective services, the Minister believes that 
the best approach would be to secure changes in the working hours and work practices 
of consultants which would support the work of the SDU and the Clinical Programmes. 
These changes, involving longer scheduled working hours, would represent a reduction 
in consultant remuneration but would deliver faster access by patients to services rather 
than  direct  savings  in  expenditure.   If  this  approach  does  not  deliver  the  changes 
required,  consideration  will  have  to  be  given  to  introducing  legislation  to  reduce 
consultant remuneration.  xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxx.

• Student Nurse Remuneration: It is proposed to pay placement students 50% of the 
staff nurse rate (plus premium pay), pending the outcome of a review of the nursing 
degree programme.  This would give savings of approximately €12m in each of the 
three years 2012-2014, if considered reasonable to pay 50% in 2012 rather than the 60% 
currently  planned.   This  would  represent  an  essentially  cost-neutral  option  over  the 
period 2012 to  2014.   Other options would need to  be examined for  the post-2014 
period. 

• Xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
Xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

• WTE Reductions:  An additional reduction of 2,260 WTE employees is estimated to 
produce a net annual saving of €80m once this staff has departed.

• Laboratory:  Laboratory service savings of c €5m p.a. will result, once the recent 
agreement has been fully implemented.

• Agency Staff: The new arrangements for contracting agency staff aim to achieve a 
saving in 2011 of in excess of €40m.  Management is also pursuing alternative and 
cheaper approaches to use of agency, such as affording part-time staff the opportunity 
to work extra hours.

Key Reforms:
• HSE Management and Administration Staffing:  One of the commitments  in the 

Programme for Government is to reduce costs in the administration of the health care 
system.  It is proposed to commission a systematic and robust review of the number and 
deployment of management and administration staff  at corporate,  regional,  ISA, and 
local  health  office  levels  to  establish  the  scope  which  exists  for  further  savings  in 
administration,  in  order  to  protect  front-line  services.   This  exercise  will  best  be 
conducted  when  the  impact  of  retirements  up  to  February  2012  is  known.   The 
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possibility of further incentivised redundancy/retirement arrangements would need to be 
considered in the context of centrally determined policy in this regard.  The review will 
need to take account of the commitment in the Programme for Government that “The 
Health  Service  Executive  will  cease  to  exist  over  time”.   The Minister  has already 
indicated his intention to seek Government approval to draft legislation to abolish the 
board of the HSE and put alternative governance arrangements in place which make it 
clear  that  the  Minister  is  responsible  for  health  policy  and  for  implementing  the 
Government’s ambitious programme of reform and cost control.  

• ECF:  Revise Health Employment Control Framework to include pay expenditure 
controls and to capture/control use of agency staffing.

• Radiographers: Out-of-hours  service  and  remuneration  arrangements  for 
radiographers are the subject of IR engagement at present.  The HSE should pursue 
equivalent reforms in other service areas also.

• Xxxxxxxxxx xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

         xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
         xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

• Potential streamlining of pensions processing:  Centralisation of administration of 
health sector and local authority pensions administration should be considered.  This 
would bring about efficiencies as well as pooling of expertise.

41



CHAPTER 7
PRIMARY CARE SERVICES IN THE COMMUNITY

7.1 BACKGROUND
7.1.1 Introduction and Description of Programme
Primary  care  services  aim  to  support  and  promote  the  health  and  wellbeing  of  the 
population  by  making  people’s  first  point  of  contact  with  the  health  services  easily 
accessible, integrated and locally based.

The Programme for Government is committed to establishing a strong system of primary 
care in Ireland which removes cost as a barrier to access for patients and which facilitates 
more  care  being  delivered  in  the  community.   This  will  be  achieved  by  significantly 
increasing  health  and  social  care  services  in  local  communities,  mainly  through  a 
multidisciplinary team based approach.  The aim is to provide up to 95% of health and 
social care in local communities.  The National Recovery Plan 2011-2014 also states that 
“the Health Service will be reformed to provide a greater range of services in community  
settings,  particularly  through  Primary  Care  Teams  and  Social  Care  Networks,  and  to  
provide such services on a planned basis in the evenings and at weekends. This will lead to  
a reduction in the number of in-patient beds and an increase in day case, outpatient and  
diagnostic capacity, which will provide faster access to services at lower cost.”  The new 
primary care system will be introduced on a phased basis to allow for the recruitment of 
additional doctors, nurses and other primary care professionals.

7.1.2 Objectives of the Programme
The  overarching  high  level  objective  of  the  Primary  Care  programme is  to  ensure  the 
provision of a broad spectrum of integrated, locally-based accessible services as the first 
point of contact with the health system, which, combined with improvements in income, 
employment,  education  and  housing  will  deliver  significant  health  improvements  and 
reduce health disparities over the longer term.  

The Primary Care Strategy (2001) sees health care ultimately being provided in one of two 
settings, Primary Care or Acute Hospitals.  Primary Care will safely manage locally the 
majority of patients who require only a routine, straight-forward level of urgent or planned 
care with treatment being delivered at home or as close to home as possible. Designated 
acute  hospitals  will  manage  the  minority  of  patients  who  require  emergency  or  more 
complex planned care where all  the relevant clinical expertise is concentrated.  Primary 
Care Teams will also be involved in health promotion to improve the overall health of the 
local population and provide a range of services for patients with existing conditions such 
as diabetes, respiratory, asthma, cardiovascular and depression.

7.1.3 Sub-Programmes
The key sub-programmes provided under the Primary  Care Services programme are (i) 
Primary Care Teams and Networks; (ii) Public Dental Service; (iii) Orthodontic Service; 
and (iv) Audiology Service.   

7.2 PRIMARY CARE TEAMS AND NETWORKS
Primary Care Teams (PCTs) provide multidisciplinary care that was previously provided in 
a unidisciplinary manner prior to the establishment of PCTs.  PCTs enhance integration 
with acute hospital  services in order to deliver a seamless community based service for 
clients,  reduce  hospital  admissions,  affect  early  discharge  of  clients  and  facilitate  the 
delivery of chronic disease management programmes in the community.

The  development  of  PCTs  follows  the  strategic  direction  set  out  in  the  Primary  Care 
Strategy (2001).  Each PCT will be supported by a wider range of professionals, including 
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pharmacists, dieticians, psychologists and chiropodists who will form a Health and Social 
Care  Network.   Each  Network  will  support  approximately  three  to  six  PCT providing 
services for a population of circa 40,000-50,000.  The vast majority of specialist  based 
services  will  be  organised  at  this  level,  e.g.  Mental  Health  Community  Team,  Child 
Protection, etc.

7.2.1 Rationale, Objectives and Continuing Relevance
The aim of the PCT programme is to provide up to 95% of the population’s health and 
social care needs in local communities.  This will be facilitated by developing services in 
the community to give people direct access to integrated multi-disciplinary teams of health 
care professionals and redirecting services away from acute hospitals to the community. 
Therefore, the key objectives of the programme are:
• To provide 95% of health services in the local community;
• In particular, to provide services for patients with chronic conditions in the community 

as opposed to acute hospital setting; 
• To develop over 500 PCTs and some 130 Health and Social Care Networks by end 

2011;
• For PCT to hold regular clinical team meetings.

7.2.2 Programme Effectiveness
The HSE reports that 377 teams are holding clinical team meetings on individual client 
cases and are providing services for over 3 million of the population as of end May 2011. 
PCTs are at different stages of development with significant variations in the number of 
clinical team meetings held, the number of patients discussed and the number of Patient 
Care Plans agreed.  

Up to the end of May 2011, over 3,700 HSE allied health professionals have been assigned 
to PCTs; 2,815 of these professionals are working in teams which are holding clinical team 
meetings.  1,447 GPs are also involved in the development of Teams (averaging 3.8 per 
Team).  The development of Networks will commence when the PCTs are in place.  The 
HSE reports  that  the  non-replacement  of  existing  staff  due  to  the  moratorium and  the 
absence of a new GP contract are having a negative impact on sustaining existing teams as 
well as developing additional teams. 

In  order  to  evaluate the  wider  impact  of  PCTs,  the  HSE has  commissioned a  research 
project based at the Mallow Primary Care Centre.  This research will involve measuring the 
impact of the PCT based approach to health service delivery.  These findings will ultimately 
show ongoing benefits  of  PCTs overall  with  particular  emphasis  on activity  and health 
outcomes resulting from a team approach.

7.2.3 Programme Efficiency

Funding
There has been a significant increase in funding since 2008 through the reconfiguration of 
existing staff to PCTs:

Table 7.1:  Trend in Expenditure on Primary Care Teams 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  (@  30th 

April)  (€m)
Pay 26.52 138.54 165.75 166.27
Non-Pay 5.30 27.71 33.15 33.25
Total 31.82 166.25 198.89 199.52
The pay figures are based on the mid-point of the pay scale for the various grades involved 
in PCTs over the period. An additional 20% is assumed for non-pay. 
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As can be seen from Table 7.2 below, the number of HSE staff assigned to PCTs increased 
by over 2,500 in 2009 and now stands at 3,716.65 (wte): 

Table 7.2: Trend in WTEs associated with Primary Care Teams 2008-2011
2008 2009 2010 2011 (@ 30th April)
569 3,092.22 3,691.67 3,716.65

It is also worth noting that public service staff on PCTs have had their pay reduced as part 
of general public service pay reductions and fee reductions under the Financial Emergency 
Measures in the Public Interest Act 2009 (FEMPI) and this has been imposed on certain 
health professionals who are involved in PCTs such as GMS GPs.

The Health  Professionals  (Reduction  of Payments  to  General  Practitioners)  Regulations 
2009 realised full year savings in the region of €34m, with a further full year saving in the 
region of €44m expected from the 2010 Regulations.

Efficiency
Efficiency  has  been  enhanced  through  the  downward  revision  of  the  number  of  PCTs 
through the amalgamation of previously separate teams.  The challenge now is to improve 
the way PCTs are structured and function.  This is being addressed through:
• the introduction of multidisciplinary management and clinical governance systems;
• standardised business rules;
• health needs assessments and service user involvement;
• establishment of Health and Social Care Networks; 
• better liaison with the hospital sector; and
• the development of a modern ICT infrastructure and software solution to support team 

working.

The  absence  of  appropriate  IT  infrastructure  for  sharing  of  information  between  team 
members,  electronic  referrals,  discharge  information  etc.  is  acting as  a  major  barrier  to 
effective team working and is also impacting on the allocated time for clinical work by 
health care professionals.

An  electronic  referral  system  from  primary  care  to  the  acute  sector  is  targeted  for 
implementation in 2011.  Initial  pilots are being run in Tallaght  Hospital  and in the six 
hospitals in Counties Cork and Kerry.  This is a labour saving system for GPs and provides 
for an instant acknowledgement from the hospital.

7.2.4 Additional Demands
An additional €30m will be required between 2012 and 2014 to fund the cost of leasing 
primary care centres.  €6m will be required in 2012, €10m in 2013 and €14m in 2014. 

7.2.5 Conclusions
The development of primary care teams and networks is a priority under the Programme for 
Government and, therefore, should be continued and enhanced.  

Chronic  diseases  are  the  leading  cause  of  death  and  morbidity  in  developed countries. 
Approximately 80% of the overall disease burden in Europe is attributed to chronic disease 
and  the  pattern  in  Ireland  is  similar.   It  is  estimated  that  three  quarters  of  healthcare 
expenditure relates to chronic diseases.  In practical terms, this translates to 80% of GP 
consultations and 60% of hospital bed days.  Chronic disease accounts for two thirds of 
emergency medical admissions to hospitals.  
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The economic burden is considerable not only for the health system but also in terms of 
families and society as a result of reduced income, early retirement, an increased reliance on 
social care and welfare support and diminished productivity and absenteeism.  

Data from the US has shown that chronic disease management programmes can achieve a 
50% reduction in unplanned hospital admissions as well as a 50% reduction in bed day rates 
for these conditions.  Most of the care of patients with chronic conditions can take place 
within the primary healthcare sector.  This includes early detection, assessment and follow-
up, comprehensive medical treatment as well as preventive activities, including smoking 
cessation, dietary advice and support of patient’s self-care.  The HSE is developing models 
of care for the management of six major chronic conditions; asthma, chronic obstructive 
pulmonary disease (COPD), diabetes, stroke, heart failure, coronary heart disease.  

The planned reform of the health services will include a far greater emphasis on primary 
care services in keeping with the principle of treating the patient at the appropriate lowest 
level  of complexity.    The provision of integrated services,  where the patient can have 
access to an extensive range of services in their own community, ideally, all in the same 
building, enables many patients to have their necessary treatment close to home and will 
help reduce unnecessary hospital admissions.

This will create an environment which enables, structured approaches to chronic disease 
management, enhanced multidisciplinary team working, improved diagnostic capabilities in 
primary care and the integration of services between primary and secondary care. 

7. 3 PUBLIC DENTAL SERVICE
7.3.1 Rationale, Objectives and Continuing Relevance
The Public Dental Service (PDS) provides emergency, routine and preventive oral health 
services to children under 16 and people of all ages with special needs.  This service is 
provided by employees of the HSE and fulfils obligations of the HSE under Section 67 of 
the Health Act, 1970, which states that a “health board shall make dental, ophthalmic and 
aural  treatment  and  dental,  optical  and  aural  appliances  available  for  persons  with  full 
eligibility and persons with limited eligibility”.

7.3.2 Programme Effectiveness
The Strategic Review of the Delivery and Management of HSE Dental Services (2010) 
found that the PDS is essentially 32 local dental services,  with significant variations in 
priorities and service interventions.  This means that it is very difficult to get an accurate 
picture of what the service is delivering and for whom. 

Based on data returns for 30 out of 32 LHOs in 2009, 433,349 appointments were delivered. 
The HSE Review also found that there are relatively high levels of cancellations in the PDS 
– by the  patients,  clinic and  DNAs.   These  can range up to  33% of total  appointment 
capacity, with an average of approximately 23% across the LHOs.  

The service  aims to  see children three  times  from age 5 to  12,  but  the practice varies 
considerably across LHOs.  Data from a sample area in each of the HSE regions indicates 
that 72% of children in the target classes were seen in the 2007/2008 school year, rising to 
78% in 2009/2010.

The HSE Review has identified steps to be taken to improve the efficiency of the service. 
The HSE is  currently  implementing  the recommendations of the Review. The resulting 
organisational  changes  will  support  a  new  oral  health  management  strategy  including 
governance and probity arrangements.  An upgrade of the EXACT IT system will ensure 
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national reports can be provided and linked and provide clear targets and measures to assess 
speciality services.

7.3.3 Programme Efficiency
Spending on the Public Dental Service fell by 9% between 2008 and 2010, as seen in Table 
7.3 below: 

Table 7.3:  Trend in Expenditure on the Public Dental Scheme 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  (budget 
allocated)  (€m)

 Pay 54.3 55.4 50.5
Non-Pay 11.2 9.4 9.0
Total 65.5 64.8 59.5 60

The Public Dental Scheme is delivered by salaried staff, employed by the HSE. As seen in 
Table 7.4 below, the number of dental surgeons has reduced by 11.21 wte (or 3.3%) over 
the period 2008 to 2011 while dental hygienist numbers have fallen by 1.9% (1.08wte). 
There  has  been  a  5.4%  (31.05  wte)  reduction  in  the  number  of  dental  nurses/surgery 
assistants  over  the  same period.   This  means  that  for  every  dental  clinician  out  of  the 
system, the PDS is also down by 1.5 Dental Support Staff.  As a result, dental surgeons and 
dental  hygienists  may  not  be  able  to  provide  clinical  services  if  nursing  support  is 
unavailable.

Table 7.4: Trends in WTEs associated with Public Dental Scheme 2008-2011
2008 2009 2010 2011  (@  end 

February)
337.20#
56.93^
572.06*

336.89#
55.4^
556.5*

329.03#
55.37^
547.58*

325.99#
55.85^
541.01*

# = dental surgeons ^ = dental hygienists * = dental nurses/surgery assistants

7.3.4 Conclusions
There is  a  compelling need to continue to  provide oral  health  services to  medical  card 
patients.  However, we may need to prioritise those with greatest need.

The National Recovery Plan 2012-2014 provides for changes in the existing range of dental 
services and supports provided through the healthcare and social protection systems in order 
to  improve access  to  essential  dental  services for  those  most  in  need.  This  requires  a 
fundamental review of the Public Dental Service, the Dental Treatment Service Scheme, the 
Dental Treatment Benefit Scheme, and tax expenditure on dental treatment in association 
with the Department of Social Protection. 

7.4. ORTHODONTIC SERVICE
7.4.1 Rationale, Objectives and Continuing Relevance
State funded Orthodontic services are provided to eligible patients free of charge based on 
the level of clinical need.  The service is delivered by salaried staff, employed by the HSE.  

The current provision of orthodontic services is informed by the Report of the Orthodontic 
Review Group (2007).  The Review Group recommended the introduction of a new set of 
clinical guidelines (Index of Orthodontic Treatment Need) which has increased the number 
of patients eligible for treatment by approximately 24%.  At present patients assessed as 
Grade 4 and Grade 5 (most severe cases) on the Index are eligible for treatment.
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7.4.2 Programme Effectiveness
At present, about 8,000 patients are waiting on assessment while some 13,000 patients who 
have been assessed are waiting for treatment.  Average waiting times are in excess of 4 
years in some areas,  though  waiting times for patients with greatest needs are generally 
shorter than the average. 

These lengthy waiting lists indicate that objectives are not being met.  This has been partly 
due to the recruitment moratorium, maternity leave and sick leave and other personal staff 
circumstances.  The number of patients receiving treatment since 2008 can be seen in Table 
7.5 below.

Table 7.5: Number of patients receiving Orthodontic Treatment 2008-2010
2008 2009 2010
28,837 27,273 26,553

In an effort to meet the sub-programme objectives on a more cost effective basis, a pilot 
study is underway in the Mid West.  It involves a review of records of 1,632 patients on the 
assessment waiting list, prioritisation of patients with special needs and clinical assessments 
by a Senior Dental Surgeon and a Specialist Orthodontist using the Index of Orthodontic 
Treatment  Need  (IOTN).   The  pilot  is  also  focussing  on  upskilling  primary  care 
practitioners in assessment, examining an alternative service delivery approach e.g. nurses, 
orthodontic therapists and oral hygiene advice for adolescents.

7.4.3 Programme Efficiency
The level of expenditure on the Orthodontic Service has reduced in line with reductions 
throughout the HSE:  

Table 7.6:  Trend in Expenditure on Orthodontic Services 2009-2011
2009
(€m)

2010
(€m)

2011  (budget 
allocated) ( €m)

Pay/Non-Pay 22.3 20.8 16

Staffing levels have, however, remained relatively static.  The Orthodontic Scheme has a 
minimal administrative staffing function.

Table 7.7: Trends in WTE levels for Orthodontic Services 2008-2011
2008 2009 2010 2011 (current)

(a) 11

(b) 41

11
42

12
41

9
40

These figures refer to (a) Consultant Orthodontists and (b) Specialist Orthodontists. 

Table 7.8: Trends in Outputs for Orthodontic Services 2008-2010
2008 2009 2010
(a) 28,837 27,273 26,553
(b) n/a 8,922 12,224
(c) n/a 7,873 5,944

The figures are for (a) patients receiving treatment, (b) patients assessed for treatment and 
(c) patients placed on a waiting list.  
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Six key performance indicators relating to Orthodontics have been included in the National 
Service Plan 2011 and will be piloted, at the beginning of the third quarter, in key sites. 
These  metadata  will  assess  waiting  times  for  assessment  and  treatment  against  clear 
standards in three key areas.  This pilot programme will also seek to identify achievable 
efficiencies and effectiveness in the delivery of orthodontic services. 

7.4.5 Conclusions
There is a compelling need to continue to provide oral health services. However, we may 
need to prioritise those with greatest need.

7.5. COMMUNITY AUDIOLOGY SERVICE
The Community Audiology Services offer assessment and rehabilitation for adult medical 
card holders including audiological assessment; aural rehabilitation, and hearing aid fitting; 
impression-taking  for  earmould  manufacture;  advice  on  the  use  of  assistive  listening 
devices (ALDs) and onward referral to acute ENT.  

Children and young people are entitled to access HSE audiology services free of charge. 
This  covers  screening,  assessment,  diagnostic  and  related  investigations,  treatment, 
rehabilitation,  and  devices  (hearing  aids,  cochlear  implants,  etc),  speech  and  language 
therapy and referral  of children with a hearing loss to the Visiting Teacher of the Deaf 
services (under the Department of Education and Skills).

7.5.1 Rationale, Objective and Continuing Relevance
There  is  a  statutory  requirement  under  Section  67  of  the  Health  Act  1970  that  aural 
treatment and aural appliances be made available to children and to medical card holders. 
This sub-programme is in place to ensure the provision of audiology services locally for 
babies, children and eligible adults. 

It is estimated that as many as 10% of the adult population are affected by hearing defects, 
rising to  over 50% of over 70s.    This  impairment  can lead to  significant  reduction in 
participation and quality of life. Permanent childhood hearing loss occurs at a rate of 2- 4 
per 1,000 and can have a devastating effect  upon child,  family and society unless  it  is 
diagnosed early and effective intervention is implemented.   It is now widely accepted that 
hearing related disorders represent a huge public health burden for which timely effective 
interventions  provide  highly  cost  effective  solutions.  The  ageing  population  makes  the 
programme more essential.

The key objective of the sub-programme is to ensure the provision of audiology services 
locally – as a first point of contact for people with this aspect of the health system.   

7.5.2 Programme Effectiveness
A recent report of the National Audiology Review Group (NARG) found that the existing 
service  is  inefficient,  piecemeal  and  scattered.  The  Review  has  identified  serious 
inconsistencies and inadequacies in audiology services as they exist. The Report includes a 
comprehensive set of recommendations to address the difficulties in audiology services. 

The Review Group’s vision for audiology services delivered by the HSE is of high quality, 
safe, effective and efficient services, meeting and responsive to the changing needs of those 
of any age, from birth onwards, with potential or suspected difficulties with their hearing, 
auditory  function,  or  balance,  or  with  tinnitus.   The  vision  is  for  services  that  can  be 
accessed  without  undue or  unnecessary delay,  and  as  far  as  possible  be  geographically 
convenient.   The services should offer clear and accurate information upon which clients 
(or carers) can exercise their rights to make informed choices and should result in a high 
level of client (or carer) satisfaction.   The services should be staffed by a well-trained, 
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dedicated,  caring  and  competent  workforce  with  a  good governance  and  accountability 
framework, providing excellent clinical leadership at both national and regional levels, and 
committed to an evidence-based and evaluative service. 

7.5.3 Programme Efficiency
The NARG Report  highlights  that  early  diagnosis  of  hearing  impairment enables  early 
intervention and improved outcomes for the child while late diagnosis results in delayed 
development.  This will have long term costs associated with special education and support 
as  well  as  social  costs  for  the  child,  family  and  society  in  terms  of  lower  educational 
achievement, poor employment prospects and potential mental health problems. 

The Review Group looked at international evidence for the cost effectiveness of newborn 
hearing screening and notes that the monetary benefits of screening and treatment are likely 
to exceed the costs within five years i.e. in reducing special education and other service 
costs.  This conclusion is supported by a cost benefit study carried out in Quebec in 2008 
which reported that  the implementation of universal  newborn hearing screening costing 
$5.3 million in 2001 would result in a net benefit  of $1.7 million per year to taxpayers, 
primarily through educational and vocational savings (Canadian Paediatric Society, 2011). 
While similar  effects  can be expected in  Ireland,  there  are  no short-term savings to  be 
gained in the education sector as the NARG Report has also highlighted the need for follow 
–up and intervention, and for  expansion of the service provided by Visiting Teachers of the 
deaf.  

In the older age group, audiologists assess and treat or refer on to specialist services people 
who present with balance disorders and other vestibular disorders and tinnitus. Apart from 
experiencing  a  poor  quality  of  life  and  distress,  those  with  vestibular  disorders  are  at 
significant risk of falls so that early assessment and appropriate treatment is very important 
and cost effective.

In addition to the estimated €11 million funding available for audiology services annually 
(excluding funding for voluntary organisations), this year the HSE is investing an additional 
€3.7 million to begin the implementation of the recommendations of the Review Group. 
This provides for the first phase of a National Newborn Hearing Screening programme and 
for the appointment of clinical lead posts.

Table 7.9: Trend in Expenditure for Audiology Services 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011 (budget 
allocated)  (€m)

Pay 
Non-Pay 11 14.7

NARG Report estimates the cost of the revised scheme as €22 million

The programme is delivered by 57 Whole Time Equivalents including audiologists, senior 
audiologists, audiological scientists and chief audiologists.  Total WTEs are set out in Table 
7.10 below. Administration costs for the sub-programme are not readily available. 

Table 7.10: Trend in WTE for Audiology Services 2009-2011
2009 2010 2011 
66 57

The NARG Report proposes the need for 150 WTEs in total by 2013. A workforce review 
is required to confirm this requirement.
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An example of output activity data for community audiology services for October 2009 
(taken from NARG Report)  is  as follows in Table 7.11.   Data on trends is  not  readily 
available.

Table 7.11: Activity Data (by Age Group) for Audiology Services - October 2009
1-31  October 
2009

Numbers 
receiving 
initial 
treatment

Number 
receiving 
fitting service

Numbers 
receiving 
review service 

Number of 
hearing aids 
issued

0-4 years 425 85 211 105
5- 7 years 183 49 281 30
Adults 18+ 915 608 887 529

1,523 742 1,379 664

The  NARG Report  has  recommended  the  introduction  of  Universal  Newborn  Hearing 
Screening which will mean that the entire newborn population will receive services under 
this programme. The first phase of the National Newborn Hearing Screening programme 
which commenced recently involves outsourcing. The intention is that this will be rolled out 
nationally if it is found to be effective and efficient.

The NARG Report also includes recommendations which will result in more cost efficient 
audiological services, viz. 

o The integration of acute and community services will  eliminate double referrals, 
assessments etc.

o The  introduction  of  national  procurement  will  take  advantage  of  efficiencies, 
consistency and economies of scale. The planning required to progress a new tender 
has already commenced.

Audiology services are only currently being developed in line with the recommendations of 
the NARG Report.   There will be no savings achieved as a result of this – the gains will be 
in  a  measurable  improvement  in  efficiency  and effectiveness.   There are  no charges at 
present nor is there scope for the introduction of charges.

7.5.4 Additional Demands
Indicative  waiting  list  data  for  October  2009  (per  NARG Report)  indicates  that  7,413 
children and 2,954 adults (18+) were waiting for initial assessment, 75 children and 1,632 
adults (18+) were awaiting hearing aid fitting following assessment and 4,681 children and 
5,625 adults (18+) were awaiting review assessment of their hearing status.

As set out in the NARG report, additional demands are expected in terms of a restructured 
and  increased  workforce  and  budget  as  the  service  is  brought  up to  an  acceptable  and 
consistent standard across the country.   This will  result  from the implementation of the 
report recommendations as already described e.g. cost of the revised scheme estimated at 
€22 million and proposed need for  a total of 150 WTEs.

7.5.5 Conclusions
The sub programme cannot be discontinued. The recent Report of the National Audiology 
Review Group  (NARG) launched in  April  2011 -  referred  to  above -  has  stressed  the 
necessity of providing these services and has recommended wide-ranging improvements. 
The restructuring  of the delivery of  the  service will  ultimately  lead to  an  efficient  and 
effective service.
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7.6 CONCLUSIONS, SAVINGS AND REFORM
Primary Care  is a priority under the Programme for Government and services need to be 
continued and enhanced. 

The planned reform of the health services will include a far greater emphasis on primary 
care services in keeping with the principle of treating the patient at the appropriate lowest 
level  of complexity.    The provision of integrated services,  where the patient can have 
access to an extensive range of services in their own community, ideally, all in the same 
building, enables many patients to have their necessary treatment close to home and will 
help reduce unnecessary hospital admissions.

This will create an environment which enables, structured approaches to chronic disease 
management, enhanced multidisciplinary team working, improved diagnostic capabilities in 
primary care and the integration of services between primary and secondary care. 

Key Reforms:
• PCTs:  Improvements in the way PCTs are structured and function are being facilitated 

through:
o the  introduction  of  multidisciplinary  management  and  clinical  governance 

systems;
o standardised business rules;
o health needs assessments and service user involvement;
o establishment of Health and Social Care Networks; 
o better liaison with the hospital sector; and
o the development of a modern ICT infrastructure and software solution to support 

team working.

• DTSS:  The National Recovery Plan 2012-2014 provides for changes in the existing 
range  of  dental  services  and  supports  provided  through  the  healthcare  and  social 
protection systems in order to improve access to essential dental services for those most 
in need.  This requires a fundamental review of the Public Dental Service, the Dental 
Treatment Service Scheme, the Dental Treatment Benefit Scheme, and tax expenditure 
on dental treatment in association with the Department of Social Protection.

• Audiology:  Wide-ranging improvements have been recommended for the audiology 
services.  The restructuring of the delivery of this service will  ultimately lead to an 
efficient and effective service.
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CHAPTER 8
PRIMARY CARE REIMBURSEMENT SCHEMES

8.1 BACKGROUND
8.1.1 Introduction and Description of Programme
The Primary Care Reimbursement Service supports the delivery of primary health care by 
providing reimbursement services to Primary Care Contractors for the provision of health 
services  to  members  of  the  public  in  their  own  community.   Such  contractors  include 
General Practitioners, Pharmacists, Dentists and Optometrists/Opthalmologists.

8.1.2 Sub-Programmes
The key sub programmes under the Primary Care Reimbursement programme include (i) 
the General Medical Services (GMS); (ii) Drugs Payment Scheme; (iii) Long Term Illness 
Scheme; and (iv) High Tech Drugs Scheme. 

Administration  costs  of  the  PCRS represent  less  than  1% of  the  payments  expenditure 
associated with the schemes.  In 2009, the PCRS administration costs were €19.7m for the 
processing of payments valued at €2,643m.  

8.1.3 Pharmaceutical Expenditure
Expenditure by the HSE on pharmaceuticals in the community drug schemes amounted to 
approximately €1.9 billion in 2010.  Of this figure, €1,320m was accounted for by the ex-
factory price of drugs, €165m in wholesale mark-up and €384m in fees and retail mark-up 
payments to community pharmacists.

Ireland has high levels of expenditure on pharmaceuticals relative to other OECD countries. 
Per capita pharmaceutical expenditure rose from below the OECD average in 2005 to the 
third highest in the OECD in 2009.  Between 2003 and 2008, Ireland had the second highest 
growth in pharmaceutical spending in the OECD, exceeded only by Greece. 

Between  2000  and  2009,  pharmaceutical  expenditure  on  the  community  drug  schemes 
increased significantly:
• the GMS Scheme increased by 195%
• the Long Term Illness Scheme increased by 176%
• the High Tech Medicines Scheme increased by 367%.

The volume of items (medicinal products and non-drug items) supplied or reimbursed by 
the HSE under the GMS and DPS and LTI Scheme has risen from 32 million in 2000 to 68 
million in 2010.  The ESRI estimates that the volume of items will  rise to between 75 
million and 110 million by 2021, depending on prescribing trends.  Increases in expenditure 
are also driven by the reimbursement of new high cost medicines.  The HSE uses health 
technology assessment to evaluate new medicines that are high cost or have a potentially 
significant budgetary impact.  Changes in eligibility also affect expenditure trends.  Recent 
increases  in  the  number  of  people  eligible  for  medical  cards  and  GP visit  cards  have 
increased the total cost of the GMS Scheme.  However, this does not explain the increased 
costs of the Long Term Illness Scheme or the High Tech Medicines Scheme.

8.1.4 Prices of Medicines
Total expenditure on pharmaceuticals per capita in Ireland in 2009 was the highest in the 
EU at $661 (US$ Purchasing Power Parity).  The only OECD countries with higher total 
expenditure on pharmaceuticals per capita in 2009 were Canada and the United States. (In 
2008, Greece had the highest spend in the EU and was third highest in the OECD; no data is 
available for 2009.)
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A study by the Department of Health in the UK looked at the 2008 prices of 150 products in 
11 EU Member States.  The highest prices were in Germany, followed by those in Ireland. 
Ireland  participates  in  the  European  Infoprice  Project  which  compares  the  ex-factory, 
wholesale and retail prices of 15 medicines and their cheapest generic equivalents in 31 
countries every six months.  The results are consistent in demonstrating that prices of many 
drugs in Ireland are above the EU average.

Following a range of initiatives by the Department of Health and HSE, the prices of many 
medicines in Ireland have fallen significantly.  The average GMS ingredient cost per item 
has stabilised since 2006 and the average DPS and LTI costs per item have fallen in the 
same period. 

8.1.5 Measures to Control Pharmaceutical Expenditure taken since 2006
The  pricing  of  medicinal  products  supplied  and  reimbursed  by  the  HSE  under  the 
community drugs schemes are governed by agreements negotiated with representatives of 
pharmaceutical manufacturers.   The Irish Pharmaceutical Healthcare Association (IPHA) 
represents  manufacturers  of patented  products  whilst  the  Association  of  Pharmaceutical 
Manufacturers  of  Ireland  (APMI)  represents  manufacturers  of  generic  products.   The 
agreements with manufacturers were renegotiated in 2006 to provide for:
• a wider basket of countries used for external reference pricing when setting the price of 

new medicines; 
• reviews of the prices of medicines accepted since 2006 to take account of changes in the 

reference countries;
• increased usage of HTA for new medicines; and
• a phased 35% reduction in the prices of medicines over a 22 month period when generic 

competitors become available on the Irish market.

In 2009 under the Financial Emergency Measures in the Public Interest Act 2009 (FEMPI) 
the Minister reduced the wholesale mark-up paid on medicines from 17.66% to 10% and 
reduced the retail mark-up paid on items provided under the Drugs Payment and Long Term 
Illness  schemes  from  50%  to  20%.   These  changes  resulted  in  annual  savings  of 
approximately €120 million in 2010. 

Since September 2009 the cost effectiveness of all new medicines is examined by the HSE 
on receipt of an application for reimbursement under the community drugs schemes. 

In February and October 2010 further reductions of 40% were applied to the prices of a 
large number of off-patent medicines and the rebate paid by IPHA member companies was 
increased.  The combination of these measures plus consequent savings in wholesale and 
retail mark-ups are expected to result in annual savings of approximately €119 million. 

In June 2010 the Minister  signed regulations under FEMPI legislation to  give effect  to 
further  reductions  in  payments  to  community  pharmacists.   The  Minister  reduced  the 
general wholesale mark-up rate to 8% and applied reductions in the retail mark-up to non-
drug items.  The full year effect of these measures is estimated at savings of €34.4m.

In December 2010 IPHA member companies committed to providing further savings of 
€140 million in 2011 through a combination of price reductions and increased rebates to the 
HSE.  These price reductions will result in savings of a further €15 million from lower 
wholesale and retail  mark-up costs.   Pharmaceutical  companies have also committed to 
working with the Department and the HSE to achieve savings of €35 million through the 
High Tech Scheme and €10 million on hospital medicines. 
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The Department is currently in discussion with APMI members to deliver price reductions 
in the generics area to the value of about €10m in a full year.

A  Memorandum  for  Government  has  been  circulated  seeking  permission  to  draft  the 
necessary legislation to proceed with reference pricing and generic substitution.  The short-
term savings from this measure have decreased following significant price reductions in 
2010 and 2011.  However, a number of high volume medicines are expected to come off 
patent in the coming years and this measure will ensure that lower prices are paid for these 
medicines resulting in significant savings for taxpayers and patients.  Reference pricing is 
estimated to generate €30m in savings over the 3 year period to 2014.  Savings would also 
be  expected  as  a  result  of  price  competition  between  pharmaceutical  manufacturers. 
Generic  reference  pricing  in  other  countries  has  been  found to  increase  the  number  of 
competitors and decrease the prices of all products within a reference group.  

8.2 GENERAL MEDICAL SERVICES SCHEME
The General  Medical  Services scheme supports  persons who are  unable without  undue 
hardship  to  arrange  general  practitioner  medical  services  for  themselves  and  their 
dependents.   Drugs,  medicines  and  appliances  supplied  under  the  scheme are  provided 
through community pharmacists.  No charges apply to medical card holders or  GP visit 
card holders for visiting a GP.  In relation to prescription drugs for medical card holders, 
there is a 50c per item prescription charge, capped at a maximum of €10 per month.

8.2.1 Rationale, Objectives and Continuing Relevance  
While no high-level objectives have been formally set by the Department or the HSE in 
relation to the GMS scheme, which was established many decades ago, the economic and 
social  rationale for  the GMS remains unchanged, i.e.,  to  ensure that  those people,  who 
would otherwise be unable to arrange GP and medical services for themselves and their 
dependents without undue hardship, receive GP and medical services.  The deterioration in 
economic and employment conditions over recent years has increased the role of the GMS 
scheme, with increasing numbers of people facing lower income. 

The Programme for Government makes a commitment that universal primary care will be 
introduced within this Government’s term of office, thus removing fees for GP care. Access 
to GP provided primary care without fees will be gradually extended in the first and second 
year of the Programme, with access to subsidised GP care extended to all in the next phase. 
Access to GP care without fees will be extended to all in the final phase.  The GMS is 
neither required nor contradictory to the Government policy of universal health insurance. 
The GP visit card is one option to implement the Government’s medium-term primary care 
policy objectives. 
 
8.2.2 Programme Effectiveness
The  GMS  applies  to  people  on  low  incomes,  as  well  as  certain  other  categories  of 
individuals without a means test (e.g. social welfare income-only recipients, those returned 
to employment/training schemes) as set out in Government policy and legislation.  The 
GMS provides free GP services and medicines, as well as some other community health 
services,  exemptions from various health  services charges,  and  various other  secondary 
benefits  (e.g.  lower  rate  of  universal  social  charge,  exemptions  from  some  education 
charges, etc.), to almost 1.67 million people, or 36% of the population (end-May 2011).  GP 
visit cards cover an additional 122,000 people, or 3% of the population (end-May 2011). 
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Table 8.1: Number of GMS Medical and GP Visit Card Holders (end-May 2011) 
No  of  Medical 
Cards

No  of  GP  Visit 
Cards

Individuals aged under 70 1,321,808 121,978
Individuals aged 70 and over 345,933 312
All Individuals 1,667,741 122,290

Based on detailed expenditure figures for 2010, the cost of operating the GMS scheme with 
over 1.7 million card holders was over €1.9 billion.  Currently, there are almost 1.8 million 
GMS card holders and expenditure on the scheme is likely to increase. 

A 2009 report by the Combat Poverty Agency examined medical card coverage on the basis 
of SILC 2006 data.  The data indicated that the awarding of medical cards was weighted 
strongly, but not exclusively, towards lower income deciles of the population. It suggested 
that the lowest third of the population held the majority of medical cards. Medical card 
penetration in each income decile declined as income rose.  In addition to income levels and 
means-testing, the distribution of medical cards was also affected by discretionary awarding 
of medical cards and the assessment process taking account of allowable expenses such as 
rent/mortgage, childcare, and travel to work. 

8.2.3 Programme Efficiency
Table 8.2 below sets out the level of non-pay expenditure on the various elements of the 
GMS scheme between 2008 and 2011. 

Table 8.2: Trend in Expenditure on GMS Scheme 2008-2011
2008 (€m) 2009 (€m) 2010(€m) 2011  (budget 

forecast) (€m)

Total GMS 
Expenditure

GMS 
Pharmacy 
Fees

GMS Drugs & 
Medicines

GMS GP – 
Fees and 
Allowances 

1,604.768

225.697

903.797

459.476

1,726.981

257.968

987.967

466.737

1,888.299

255.646

948.637

453.499

1,651.138

238.293

837.266

423.956

There  are  some differences  in  the above data.  2008 and 2009 data are  based on PCRS 
Annual Reports. 2010 and 2011 data are based on HSE Performance Reports. 

GPs providing services under the GMS Scheme are not employees but are contracted by the 
HSE to provide services to medical card & GP visit card patients.  There were 2,136 and 
2,276 such contracts on 31 December 2009 and on 3 May 2011 respectively.  The EU/IMF 
Programme commits to making GMS contracts available to all suitably qualified & trained 
GPs by the end of the 3rd Quarter in 2011. 

The key outputs of the sub-programme are set out below. 
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Table 8.3: Trend in Outputs - GMS Scheme 2008-2011
2008 2009 2010 2011 (forecast)

Medical Cards 

GP Visit 
Cards 

No. of GMS 
Prescriptions

No. of 
Prescribed 
Items  

1,352,120

85,456

15,648,480

48,211,863

1,478,560

98,325

16,480,457

50,913,529

1,615,809

117,423

18,631,988

54,661,446

1,779,585

138,816

20,364,442

63,076,913

Commentary: 
The number of persons with a medical card has increased by 40% from 1,155,727 at 
end-2005 to 1,615,809 by end-2010. This increase is expected to reach 50% before the 
end of 2011.  

A significant HSE initiative, with the goal of improving the efficiency of the administration 
of the scheme, was the centralisation and transfer of the processing of medical card / GP 
visit  card  applications  and  reviews to  the  HSE’s  Primary  Care  Reimbursement  Service 
(PCRS) in Dublin.  The aim of the project is to provide an improved service to the public at 
less cost to the State.  The process commenced in January 2009 when the PCRS took over 
the processing of all medical card applications for persons aged 70 or over.  The second 
phase commenced in September 2009 with the transfer of the case load from two local 
health offices (LHOs) in Dublin.  The HSE implemented the final phase of centralising the 
back office processing of all new applications and renewals of medical cards at the PCRS 
Office in Dublin on 1 July 2011.  The HSE has estimated that 150 staff will work in the 
centralised service, whereas some 400 staff were involved in medical card processing in 
local health offices.  Staff in local health offices will continue to provide information and 
assistance to members of the public in relation to medical cards.

The PCRS has also improved efficiency through the introduction of updated technology and 
an online service for recording and processing claims by GPs and in the payment of these 
claims.  

In terms of the medical card assessment process itself, various suggestions have been made 
that  the  assessment  criteria  could  be  simplified/rationalised  and  that  transparent/defined 
criteria  regarding  assessment  for  discretionary  medical  cards  could  be  made explicit  in 
order to improve the efficiency and transparency of assessment. However, limited available 
data makes it difficult  to estimate the number of individuals that would qualify and not 
qualify for medical cards on the basis of different criteria. 

Another significant change in the GMS scheme was the ending of the automatic entitlement 
to a medical card for persons aged 70 and over in 2008.  In January 2009, the gross income 
thresholds for entitlement to a medical card for those aged 70 and over were set at €700 per 
week (€36,500 per year) for a single person and €1,400 per week (€73,000 per year) for a 
couple (married couples & couples living together as husband and wife).  The ending of 
automatic entitlement to a medical card for persons aged 70 or over targeted savings in the 
region of €20 million,  arising from a reduction of approximately 5% in the number of 
people aged 70 and over qualifying for a medical card based on the best available data from 
the Central Statistics Office. 
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Cumulative savings in the region of €78 million have also accrued from cuts applied to 
GP’s fees and allowances which were introduced under FEMPI in 2009 and 2010.  
The  Department  and  the  HSE  are  involved  in  ongoing  discussions  regarding  the 
introduction of a new GMS GP contract.  It is likely that the number of GPs with GMS 
contracts will increase in the years ahead as open access to GMS contracts is introduced.
  
8.2.4 Conclusions
An alternative scheme arranging the provision of health services would be required before 
the GMS could be discontinued.  Alternatively, the existing legal requirement to provide GP 
and medical  services would need to  be abolished by the Oireachtas.  However,  a  likely 
consequence  of  discontinuing  the  GMS,  without  an  alternative  in  place,  would  be  the 
postponement by individuals of seeking needed primary care.  This postponement would be 
likely to lead to greater future costs associated with delayed treatment within the primary 
care sector or elsewhere within the health system, such as the acute hospital sector.  

8.3 DRUGS PAYMENT SCHEME
Persons who are ordinarily resident in the State and who do not have a current medical card 
can  benefit  under  the  Drugs  Payment  Scheme  (DPS).   Under  the  DPS  Scheme,  an 
individual or family has to pay no more than €120 in a calendar month for approved drugs, 
medicines  and  appliances  for  themselves  or  their  families.   Therefore,  the  DPS  is  of 
significant benefit to many patients and families who, either regularly or even occasionally, 
are faced with large drugs bills.  

8.3.1 Rationale, Objectives and Continuing Relevance 
The objective of the DPS is to ensure that non-medical cardholders can access prescribed 
items at an affordable cost.   The DPS has become more essential  in recent years  for a 
number of reasons.  Medicines can have very high reimbursement prices and without the 
DPS, some patients and families would face extremely high medication costs.  If patients 
cannot afford to access necessary medicines, this can result in higher costs for the health 
service in the long run.  The Drugs Payment Scheme also ensures that patients can continue 
to predict and manage their medication costs.  This has become of even greater importance 
given the trend of falling family incomes.

8.3.2 Programme Effectiveness
The DPS scheme is achieving its objective by limiting families’ exposure to high drug costs 
to a maximum of €120 per month.  

8.3.3 Programme Efficiency
Non-pay expenditure associated with the DPS has decreased significantly since 2008 as set 
out in table 8.4 below.  The figures in the table include retail mark-ups and dispensing fees 
paid to pharmacists for dispensing the prescribed items.  The reduction in the total cost of 
the scheme in recent years is due to a number of factors:
• Agreements  with  manufacturers  to  decrease  the  reimbursement  prices  of  medicines 

supplied under the Scheme;
• Reductions in the wholesale and retail mark-ups payable under the Scheme;
• Increases in the monthly expenditure threshold;
• Changes in the eligibility status of patients,  i.e.  drugs payment scheme card holders 

becoming medical card holders.

It should also be noted that the monthly expenditure threshold was €90 in 2008, €100 in 
2009 and €120 since 1 January 2010.  As the Scheme is administered by the Primary Care 
Reimbursement Service, the associated WTEs have not been quantified.  However, as noted 
in Section 8.1.2 above, the administration costs of the PCRS represent less than 1% of the 
payments expenditure associated with the schemes generally.
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Table 8.4: Trend in Expenditure on Drug Payment Scheme 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  (budget 
allocated)   (€m)

Non-Pay 353.7 370.6 249.1 284.3

The outputs of the scheme are the approximately 11.3 million prescribed items reimbursed 
to patients under the Scheme.  The output from the Scheme has reduced significantly from 
the peak in 2009.  This reduction arose as a result of:
• increases in the monthly expenditure threshold
• changes in the eligibility status  of patients,  i.e.  drugs payment  scheme card holders 

becoming medical card holders.

Table 8.5: Trend in Outputs - Drug Payment Scheme 2008-2011
2008 2009 2010 2011 
3,814,934 claims
14,455,916 items

4,986,358 claims
13,525,137 items

3,867,176 claims
11,446,841 items

3,836,264 claims
11,355,342 items

The  efficiency  and  cost  effectiveness  of  the  scheme  will  be  improved  through  the 
introduction of reference pricing and greater use of generic drugs.  Draft Heads of a Bill are 
currently being prepared in this regard.  The introduction of reference pricing will require 
patients to pay the additional cost of items priced above the reference price set by the HSE. 
While this will not raise revenue for the HSE, it will make patients more price sensitive and 
increase  the  use  of  more  cost  effective  medicines.   The  Scheme  was  also  made  more 
efficient following the reduction of the wholesale and retail mark-ups payable under the 
Drugs  Payment  Scheme  in  2009  and  2011.   A  further  initiative  aimed  at  improving 
efficiency is the HSE commissioned review of the drugs supply chain to be conducted by 
the ESRI.

8.3.4 Conclusions
The Scheme should be continued.  Medicines can have very high reimbursement  prices. 
Without the Drugs Payment Scheme, some patients and families would face extremely high 
medication costs.   If  patients  cannot  afford  to  access  necessary medicines there can be 
higher costs for the health service.   Income levels have fallen in Ireland in recent years. 
The Drugs Payment Scheme ensures that patients can continue to predict and manage their 
medication  costs.   However,  a  limited  increase  in  the  monthly  threshold  could  be 
considered. 

A 20% retail mark up applies to the Community Drugs Schemes which includes the DPS 
and is paid to community pharmacy contractors.  This mark-up does not apply to the GMS. 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

8.4 LONG TERM ILLNESS SCHEME
The Long Term Illness Scheme provides, through community pharmacy contractors, free 
medicines and appliances to persons who are suffering from a specified illness.  The free 
medicines and appliances are limited to those required for the treatment of the specified 
illness.  Eligibility is solely on the grounds of the illness and there is no means test.  In 
practice, those who are in receipt of a medical card are required to source their medicines 
through the GMS as no retail mark-up applies when medicines are dispensed through the 
GMS.  Persons suffering from a specified illness and who do not qualify for a medical card 
are the primary beneficiaries of the scheme.
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8.4.1. Rationale, Objective and Continuing Relevance
The LTI is provided for under S59(3) of the Health Act 1970 which states that the HSE may 
make  arrangements  for  the  free  supply  of  medicines  and  appliances  to  those  persons 
suffering from a prescribed illness of a permanent or long term nature.

The objective of the LTI when it was introduced was to assist patients without medical 
cards who had regular large drug bills.  The list of qualifying illnesses has not been updated 
since 1975.  The Scheme excludes conditions that are as debilitating and as expensive to 
treat as those which are included. 

The LTI Scheme was established at a time when there were limited supports available for 
patients  with  ongoing  medication  requirements.   Since  then  a  number  of  co-payments 
schemes were introduced under Section 59(2) of the Health Act 1970.  The current scheme 
has been in place since 1999 and is known as the Drugs Payment Scheme.  

8.4.2. Programme Effectiveness
The rationale behind the LTI is the provision of free medicines and appliances to those 
persons with a specified illness.  There are many more illnesses of a permanent or long-term 
nature than those prescribed for the LTI.  

8.4.3. Programme Efficiency
Non-pay expenditure associated with the LTI has decreased significantly since 2008 as set 
out in table 8.6 below.  The figures in the table include retail mark-ups and dispensing fees 
paid to pharmacists for dispensing the prescribed items.  The reduction in the total cost of 
the scheme in recent years is due to a number of factors:
• Agreements with manufacturers to decrease the ex-factory prices of medicines supplied 

under the Scheme;
• Reductions in the wholesale and retail mark-ups payable under the Scheme;
• The HSE has improved its governance of the LTI Scheme by ensuring that only pre-

approved medicines  and appliances  are  reimbursed.  Patients  with  medical  cards are 
required to use the GMS Scheme.

Table 8.6: Trend in Expenditure - Long Term Illness Scheme 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  (budget 
allocated)  (€m)

Pay 
Non-Pay 145.7 139.4 134.1 124.5

As the Scheme is administered by the Primary Care Reimbursement Service, the associated 
WTEs  have  not  been  quantified.  However,  as  already noted  above,  the  PCRS has  low 
administration costs.

The output of the scheme is that approximately 2.95m items prescribed items are supplied 
to patients under the Scheme.  The number of items dispensed has continued to increase. 
Factors causing this are thought to include an ageing population and increased numbers of 
people with qualifying illnesses, in particular, diabetes.  It is expected that this trend will 
continue.

Table 8.7: Trend in Outputs - Long Term Illness Scheme 2008-2011
2008 2009 2010 2011  (budget 

allocated)
556,873 claims
2,565,944 items

917,117 claims
2,916,432 items

908,031 claims
2,951,206 items

978,111 claims
3,178,861 items
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Notwithstanding the governance measures being undertaken by the HSE and more global 
measures regarding drug prices and margins paid to community pharmacy contractors, it is 
likely that the Long Term Illness scheme will continue to grow in numbers of claims and 
items and the overall trend in cost increase will continue in the short to medium term.

The purported intent behind the LTI is to provide free drugs and medicines for those with a 
permanent or long-term illness.  The application of a 20% retail mark-up and lack of a co-
payment ensure a higher cost of provision of medicines and appliances for the State through 
the  LTI  than  the  DPS or  the  GMS,  with  beneficiaries  limited  to  those  with  an  illness 
specified in 1975 regardless of their means.

8.4.4. Conclusions
A significant  retail  mark  up  of  20% applies  to  the  Community  Drugs  Schemes  which 
includes the LTI and is paid to community pharmacy contractors.  This mark up does not 
apply to the GMS.  xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

8.5 HIGH TECH MEDICINES SCHEME
The High-Tech Medicines Scheme was introduced in 1996 to provide for the supply and 
dispensing of high tech medicinal products through community pharmacies.  This Scheme 
allows a wide range of expensive high tech medicines prescribed or initiated by hospital 
consultants  to  be  provided  through  community  pharmacies.   Prior  to  the  scheme’s 
introduction, such drugs were dispensed through hospitals or health boards, which often 
involved patients travelling long distances to collect their medicines. 

8.5.1. Rationale, Objective and Continuing Relevance
The High Tech Medicines Scheme ensures that patients can access high tech medicines in 
line with their eligibility status through community pharmacies.  The HSE pays wholesalers 
directly for the medicines.  Pharmacists receive a monthly patient care fee.

The Scheme assists the HSE in supplying expensive, hospital initiated medicines to patients 
at a lower cost than if they were supplied in the same manner as medicines on the general 
list of reimbursable items.  The HSE does not pay a retail mark-up for these medicines.

8.5.2. Programme Effectiveness
The HSE has recently agreed with wholesalers a reduction in the wholesale mark-up on 
high-tech medicines to 10%. Regulations introduced in 2011 under the FEMPI Act 2009 
reduced the wholesale mark-up on fridge items from 17.66% to 12% in the GMS, LTI and 
DPS.  The majority of the cost of High-Tech Scheme relates to fridge items.

Wastage has been an issue with the scheme due to the HSE carrying the stock risk.  The 
HSE has  recently  engaged with  manufacturers  and  wholesalers  to  address  the  issue  of 
wastage while maintaining an efficient level of supply to the community.

Supply in the community of high-tech medications, where safe and appropriate to do so, is 
more efficient and convenient for patients than supply through the secondary care sector.

8.5.3. Programme Efficiency
Non-pay expenditure associated with the High-Tech Scheme has increased significantly 
since 2008 as set out in Table 8.8 below.  The figures in the table include patient care fees 
paid to pharmacists for dispensing the prescribed items.  The increase in the total cost of the 
scheme is primarily due to increasing innovation in pharmaceuticals and treatments and the 
associated increase in prescribing of high-tech and costly medications.  The HSE has agreed 
savings of €35m under the High-Tech scheme with the manufacturers of on-patent products 
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and as referred to above has taken a number or measures regarding efficiency of supply and 
wholesale mark-up paid.

As the Scheme is administered by the Primary Care Reimbursement Service, the associated 
WTEs  have  not  been  quantified,  but,  as  already  noted  above,  the  PCRS  has  low 
administration costs.

Table 8.8: Trend in Expenditure - High-Tech Medicines Scheme 2008-2010
2008
(€m)

2009
(€m)

2010
(€m)

Pay 
Non-Pay 290.7 331.2 358.0

Table 8.9: Trend in Outputs - High-Tech Medicines Scheme 2008-2011
2008 2009 2010 2011
301,119 claims 349,716 claims 390,900 claims 435,345 claims

The increase in claims is attributable to an increase in the number of more costly high tech 
products and associated instances of prescribing.

8.5.4 Conclusions
This  scheme  should  be  continued  as  it  allows  a  wide  range  of  expensive  high  tech 
medicines prescribed or initiated by hospital consultants to be provided through community 
pharmacies.   Prior  to  the  scheme’s  introduction,  such  drugs  were  dispensed  through 
hospitals or health boards, which often involved patients travelling long distances to collect 
their medicines.  In addition, the scheme is more cost effective due to lower wholesale 
mark-up rates for fridge items and the lack of retail mark-ups paid to community pharmacy 
contractors.

8.6 HARDSHIP MEDICINES
Section 59 of the Health Act 1970 requires the HSE to make arrangements for the supply of 
drugs and medicines to people according to their eligibility.

Items on the common list, i.e. items granted reimbursement status by the HSE following an 
application for reimbursement by the supplier, are supplied to patients under the community 
drugs schemes.  Medicines are supplied through community pharmacies and appliances are 
supplied directly though HSE facilities.

Unlicensed medicines are not on the list of reimbursable items.  They cannot be granted 
reimbursement status as they are not licensed for the Irish market.  This can occur when a 
manufacturer does not renew a license for an older product with a low volume of sales or 
for a new product which is licensed in other countries but has not yet received a license for 
the Irish market.

When a GMS patient is prescribed an unlicensed medicine it is paid for under the Hardship 
Medicine arrangements.  There are protocols in place for the reimbursement of unlicensed 
medicines.  Prior approval on an individual patient basis is required.

On occasion, a DPS patient may require a particular medicine, essential to maintaining their 
health in the community, which is not reimbursable under the schemes but whose cost is of 
such a magnitude that “undue hardship” may be incurred if assistance from the HSE is not 
forthcoming.  In such instances, at the discretion of local administration, assistance may be 
provided under the Hardship Medicine arrangements to a non medical card holder.
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8.6.1 Rationale, Objective and Continuing Relevance
The “Common List” is a key cost containment and administrative measure for the GMS and 
community drugs schemes.  The Common List sets out which medicinal products that the 
State will either supply free of charge or contribute to the cost of.  The essential criterion for 
entry on to the Common List is that a medicinal product must be a licensed product in 
Ireland.  The State cannot control which medicines are submitted for licensing in Ireland 
and in some circumstances due to economies of scale etc, a manufacturer of supplier may 
see it as non-viable to seek licensing in Ireland.  Hardship medicines arrangements ensure 
that  persons prescribed an unlicensed medicine can access  that medicine without undue 
hardship.

8.6.2 Programme Effectiveness
The hardship medicines arrangements are administrative measures which act as a safety net 
to ensure that patients can access all necessary medicines without undue hardship. 

8.6.3 Programme Efficiency
Non-pay expenditure associated with the hardship scheme has increased measurably since 
2008 as set out in Table 8.10 below.  The figures in the table include patient care fees paid 
to pharmacists for dispensing the prescribed items.  The key factor in reversing the trend of 
increased cost in 2009 and slowing the increase in 2010 was a reduction in mark-ups and 
margins  paid  to  community  pharmacy  contractors  who  dispensed  hardship  medicines. 
Similar measures have been introduced in June 2011. 

In 2010 the HSE introduced a list  of commonly prescribed unlicensed medicines and a 
maximum reimbursement price.  When an unlicensed medicine (i) is consultant initiated, 
(ii) is on the HSE list and (iii) the cost claimed is not more than the maximum permitted, the 
patient  does  not  have  to  apply  for  the  product  to  be  covered  under  the  discretionary 
Hardship Arrangements.

If the patient has been  previously approved for an Exempt Medicinal Product (ULM) at 
local level and the approval and prescription are still valid, the pharmacist can continue to 
claim reimbursement from their Local Health Office until further notice. 

Table 8.10: Trend in Expenditure on Hardship Medicines 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  (budget 
allocated)   (€m)

Pay 
Non-Pay 72.3 69.7 81.6 65.9

There is no data available on numbers of items dispensed under the hardship scheme.

8.6.4 Conclusions
There  is  a  requirement  for  an  administrative  mechanism  which  allows  for  the 
reimbursement  of  non-licensed  medicines.   These  arrangements  require  effective 
monitoring to ensure the “safety net” intent of the arrangements are maintained and that it 
does not become a main access route for medicines.  The Irish Medicines Board monitors 
the numbers of unlicensed medicines dispensed and will approach manufacturers if there is 
evidence  of  substantial  supply  in  the  Irish  market  without  a  license  with  a  view  to 
encouraging the manufacturer or supplier to seek a license.

8.7 DENTAL TREATMENT SERVICES SCHEME
The Dental Treatment Services Scheme (DTSS) enables medical card holders aged 16 years 
and over to access basic dental treatment free of charge from dental practitioners holding 
contracts with the HSE.
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8.7.1 Rationale, Objective and Continuing Relevance
The DTSS is in place to provide a dental service to eligible patients and fulfil obligations of 
the HSE under S. 67 of the Health Act, 1970.  Its objectives are to provide dental treatment 
to medical card holders who have the greatest clinical need.  In addition, emergency dental 
treatment and oral examinations are provided to all eligible patients. 
 
The Dental Treatment Benefit Scheme, which is the responsibility of the Minister for Social 
Protection,  provides  oral  health  examinations  to  patients  who have made the  necessary 
PRSI contributions.  The Public Dental Service provides dental treatment to children up to 
the age of 16 and people of all ages with special needs.

8.7.2 Programme Effectiveness
Expenditure  was  capped  at  the  2008 level  of  €63  million  as  part  of  the  Budget  2010 
measures.  Under changes introduced by the HSE in April 2010 priority is given to eligible 
patients who have the greatest clinical need subject to approval by HSE clinicians and to 
emergency treatment and annual oral health examinations. There has also been a reduction 
in the range of treatments available under the Scheme. It is projected (based on information 
to date in 2011) that there will be a reduction in the number of most treatments provided, 
though  the  number  of  extractions  will  increase  perhaps  because  patients  can  get  such 
treatment in emergency situations.  

8.7.3 Programme Efficiency
The HSE is currently implementing the recommendations of the Strategic Review of the 
Delivery and Management of HSE Dental Services (2010), which has identified steps to be 
taken  to  improve  clinical  probity  and  governance,  communication  with  contractors  and 
information for clinical leads managing the services. 

This is a demand-led scheme.  As can be seen in Table 8.11 below, the cost of the scheme 
increased by over 38% in 2009 to €87.5 million. Expenditure was then capped at the 2008 
level of €63 million as part of Budget 2010 and the HSE introduced measures to effect these 
changes  in  April  2010.  Nevertheless  €80  million  was  spent  on  the  scheme  in  2010, 
reflecting the legacy from the more comprehensive scheme.  The projected spend in 2011 is 
€63 million.

Table 8.11: Trend in Expenditure - DTSS  2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  (budget 
allocated)  (€m)

Pay 
Non-Pay 63.4 87.5 80.0 63.0 (projected)

The Scheme uses dental surgeons in private practice, who provide services under contract 
on a fee per item basis.  As the Scheme is administered by the Primary Care Reimbursement 
Service,  the  associated  WTEs  have not  been  quantified.  However,  as  noted  above,  the 
PCRS has low administration costs.

Table 8.12: Numbers of Contractors providing services under the DTSS 2008-2010
2008 2009 2010
1,349 contractors 1,570 contractors 1,477 contractors

Fee reductions have been imposed under the Financial Emergency Measures in the Public 
Interest Act 2009 (FEMPI) in 2009 and 2011.  The effect of the 2009 regulations has been 
to reduce by approximately 8% the professional fees paid to dental contractors within the 
DTSS in respect of the most common dental treatments.  The aim of the 2011 Regulations is 
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to achieve savings through harmonising fees in respect of three treatments for which there 
had  been  regional  variations  in  amounts  paid  to  dentists.   Fee  reductions  had  varied 
according to treatment and region.  While the scope of the DTSS was reduced in 2010, it is 
expected that cumulative savings of approximately €2.69 million will be achieved in 2011.

Treatments available under the DTSS are prioritised in accordance with clinical necessity. 
Emergency care is provided, with a focus on the relief of pain and sepsis.  The remaining 
care provision is subject to prior approval by a clinician in the HSE, who will prioritise for 
high risk and exceptional patients; those requiring emergency care, and patients who are 
considered to have greater clinical urgency and/or necessity in receiving care. 

Table 8.13: Number of treatments provided under the DTSS 2008-2011
Treatments/year 2008 2009 2010 2011 

projected
Above the line 1,055,451 1,417,608 1,354,338 968,784
Below the line 108,556 143,741 111,728 53,916
Total 1,164,007 1,451,234 1,466,066 1,022,700

Savings have been made by targeting services to  those with greatest  need.  The HSE is 
currently implementing the recommendations of the Strategic Review of the Delivery and 
Management of HSE Dental Services.  The resulting organisational changes will support a 
new  oral  health  management  strategy  including  governance  and  probity  arrangements. 
These changes may also result in a changed skills mix with, for example, contracted clinical 
dental technicians playing a role.

Spending on the DTSS has already been reduced from €87m to a projected spend of €63m 
in 2011.  Part of this €63m will go towards addressing the deficiency in services for older 
people in particular those in residential care with complex clinical needs where access to 
oral healthcare can be a significant problem.  Without the cap on expenditure it is estimated 
that spend on the DTSS would now be in excess of €100m per annum.  There is no scope 
for further curtailment of the Scheme given the need to provide emergency treatment, the 
benefits of providing an annual examination as well as the need to prioritise high risk and 
exceptional  needs  patients.   In  addition,  there  is  no  scope  for  introducing  charges  for 
emergency treatments or high risk patients.  A charge on the annual oral examination would 
be likely to  discourage uptake of the oral examination which could be damaging to oral 
health.

8.7.4 Additional Demands
As numbers of eligible patients increase, it is expected that there will be increased demand 
for dental treatment within the scheme.

8.7.5 Conclusions
There is no scope for further capping of expenditure or the introduction of charges for the 
DTSS.  Once a new HSE oral health management strategy is implemented, it is anticipated 
that improved clinical probity and governance will result in the Scheme being delivered in a 
more cost effective and efficient way.

Discontinuation of the Scheme should be considered only as part of a broader restructuring 
of the health service that will continue to provide oral health services to these patients. 

The National Recovery Plan 2012-2014, provides for changes in the existing range of dental 
services and supports provided through the healthcare and social protection systems in order 
to  improve access  to  essential  dental  services for  those  most  in  need.   This  requires  a 
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fundamental review of the Public Dental Service, the Dental Treatment Service Scheme, the 
Dental Treatment Benefit Scheme, and tax expenditure on dental treatment in association 
with the Department of Social Protection.

8.8 COMMUNITY  OPTOMETRIC  &  OPHTHALMIC  MEDICAL  SERVICES 
SCHEMES
The Community Optometric and Ophthalmic Schemes were introduced in July 1999, and 
provide  optometric  services  to  adult  medical  card  holders  and  their  adult  dependants. 
Services are provided by contracted practitioners, from their own premises.

8.8.1 Rationale, Objective and Continuing Relevance
There is a statutory requirement under Section 67 of the Health Act 1970 that ophthalmic 
treatment  and  optical  appliances  be  made  available  to  medical  card  holders.   The 
Department of Social Protection operates a similar scheme, providing optometric services to 
individuals with sufficient PRSI contributions. 

8.8.2 Programme Effectiveness
These schemes are intended to provide optometric services to all adult medical card holders 
who require such services, usually, once every two years.  The schemes are continuously 
monitored and are performing as expected. Currently around 20% of those eligible use the 
service each year – 250,579 clients in 2010 at a total cost of €26.392 million or an average 
cost of €105.32.

8.8.3 Programme Efficiency
Optometric services can be divided into five elements:

(i) Eye testing
(ii) Dispensing of appliances
(iii) Repairs
(iv) Medical treatments
(v) Surgical procedures

Both dispensing and repairs can account for more than one item attracting a fee, e.g. tints, 
prisms, spheres etc. The cost of providing these services is as shown in Table 8.14 below.

Table 8.14: Expenditure - Community Optometric and Ophthalmic Schemes 
2006-2010

2006
(€m)

2007
(€m)

2008
(€m)

2009
(€m)

2010
(€m)

15.953 17.984 19.582 21.056 23.346

Services are delivered by contracted private practitioners (535 in 2008 & 555 in 2009). 
Professional fees were reduced by 8% in 2009 under the terms of the FEMPI Act. Further 
regulations were introduced in 2011 which have the effect of reducing the cost of outreach 
services providing services in residential centres. 

Because services are normally available only once every two years there is a fairly low 
average  annual  uptake  –  currently  about  20% of  those  eligible.   The  number  of  adult 
medical card holders is 1,241,345 (December 2010) and this indicates that about 248,000 
will avail of services in 2011.  The table below shows the number of individuals who have 
availed of services each year from 2006 to 2010.

Table 8.15: Number of Service Users - Community Optometric & Ophthalmic 
Schemes 2006-2010

2006 2007 2008 2009 2010
184,758 195,312 209,490 223,184 250,688
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There is a  key performance indicator in the National Service Plan 2011 on the number of 
treatments for both adults and children: the target for 2011 is 715,455 treatments, or a 6% 
increase over 2010 levels.

Services are provided by private practitioners under contract to the HSE. These service 
providers  have  the  most  up-to-date  equipment  and  employ  electronic  accounting  and 
payment systems.  The only administrative costs incurred by the HSE are those relating to 
authorisations  and  payments.   The  applications  for  and  the  authorisations  to  undergo 
optometric services are checked and issued locally from each LHO.  When eventually the 
Integrated Service Areas are up and running this could reduce the amount of HSE input into 
those elements of the schemes by almost 50%.

The  possibility  of  capping  expenditure  on  the  scheme  is  considered  inappropriate  and 
impractical.   One difficulty  with this  option is  the fact  that  applications for  optometric 
services  are  approved  locally  in  32  Local  Health  Offices  (LHO)  –  eventually  to  be 
superseded by 17 – 20 Integrated Service Areas (ISA).   If this option was to be adopted the 
total funding would have to be allocated to the LHOs/ISAs (presumably on the basis of the 
number of adult medical card holders), and each LHO/ISA would then have to establish an 
annual  quota  which  would  then  have  to  be  apportioned  on  a  monthly  basis.   This 
apportionment would have to be done on a “cash” rather than a “number of clients” basis, 
because some clients may require nothing more than a simple eye test (currently €22.51) 
while  others  may require  an eye  examination  with dilation  (currently  €45.03)  and   the 
supply of spectacles to a complex prescription  - say Bifocals (€83.70) with tints (€16.42) 
and prisms (€17.51) – a total cost of €162.66 (about 71/4 times the cost of an eye test). 
(There are maximum fees payable for spectacles (€42.07 for single vision and €83.70 for 
bifocals).  These fees are never exceeded.)

The Agreements under which these Schemes operate require that authorisation issue within 
one month.   Generally speaking this time frame is being adhered to at present.   A cap on 
expenditure  and  monthly  quotas  would  be  likely  to  result  in  client  dissatisfaction  and 
complaint.   A more serious cause for complaint is likely to arise towards the end of a year 
when some LHOs/ISAs have exhausted their allocations while others have not thus creating 
a perception of inequity in availability of services.  It is considered that this option would be 
likely to cause many problems and would probably only be possible if centralisation of the 
authorisation process was achieved in the first instance.

8.8.4 Additional Demands 
As the services  provided under  these  schemes are  available only to  adult  medical  card 
holders and their adult dependants and are only available once every two years the demand 
will remain constant at around 20% of those eligible.

8.8.5 Conclusions
This sub-programme is running well and delivering the services intended to all those who 
are entitled to and require those services.  This sub-programme should not be discontinued. 
Discontinuation should be considered only as part of a broader restructuring of the health 
service that will continue to provide optometric services to these patients. 

8.9 COMPENSATION SCHEMES – HEPATITIS C SCHEME
The Hepatitis C Scheme relates to the provision of healthcare services to those infected with 
Hepatitis C through administration within the State of blood and blood products under the 
terms of the Health (Amendment) Act 1996.

66



8.9.1 Rationale, Objective and Continuing Relevance
The services continue to be provided to persons infected with Hepatitis C under the terms of 
the  Health  (Amendment)  Act  1996,  which  Act  required  that  appropriate  services  be 
provided free of charge without a means test to the cohort of people infected with Hepatitis 
C through the administration of blood and blood products within the State.  In doing so it 
contributes to integrated care policy whereby the right care is provided in the right place to 
persons for whom the State has a duty of care.

The objectives are to continue to provide healthcare services to those individuals infected 
with Hepatitis C through administration within the State of contaminated blood and blood 
products under the terms of the Health (Amendment) Act 1996 through the hospital and 
primary care settings.  These services include:

• General practitioner medical and surgical services, in relation to all medical 
conditions, by general practitioners chosen by the persons;

• Drugs, medicines and medical and surgical appliances;
• The service specified in section 61 of the Health Act of 1970 (home help);
• Dental, ophthalmic and aural services and dental, optical and aural appliances;
• Counselling services in respect of Hepatitis C; and
• Other services considered necessary, e.g. physiotherapy, chiropody.

Clients also avail of supports under the Hepatitis C Insurance Scheme (set up under SI 31 of 
2007).  Infected persons and their non infected relatives may seek compensation under the 
Hepatitis C Compensation Tribunal Act 1997.  The Consultative Council on Hepatitis C (set 
up under SI 339 1996) (cost €150k pa) advises the Minister on all aspects of Hepatitis C and 
holds an annual conference on specific aspects of services.

Health needs of the group are increasing in an ageing population so the scheme continues to 
be more essential.  Services are provided to eligible persons for the whole of their lifetime. 
There  are  1,485  eligible  persons  (with  HAA cards),  with  approx.  680  accessing  home 
support services.  Services are provided under the terms of the Health (Amendment) Act 
1996, so cannot be discontinued.   The State has a duty of care to  people who became 
infected.

8.9.2 Programme Effectiveness
Services must continue to be provided to those eligible persons.  While the average age of 
those  infected  is  57,  the  youngest  person  (infected  at  birth)  is  a  teenager.   HSE  is 
responding appropriately to client needs.  Services are provided where possible within HSE 
contracted service providers (ie GPs, DTSS dentists, pharmacies and opticians).  Rate of 
payments  for  home support  reduced  in  January 2010 in  line  with  reductions in  overall 
available funding and payments to home help workers.   Funding to hepatitis  C support 
groups reduced in 2010 and 2011 in line with reductions to all voluntary funded agencies.  

There  are  no  similar  schemes  comparable  in  other  jurisdictions.  Annual  Reports  of 
Consultative Council provide updates on service provision and Annual Reports from the 
National Database on Hepatitis C give an overview of the health profile of the cohort.

8.9.3 Programme Efficiency

Table 8.16: Trend in Expenditure on Hepatitis C Scheme 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011 (budget 
allocated) ( €m)

Pay 
Non-Pay 21 (approx) 22.5 (approx) 22.5 (approx) 14.458 

67



The above expenditure includes an annual allocation to the eight designated Hepatology 
units  in  the  public  hospitals  (€8.2m approx  annually  since  2008)  and  funding  for  four 
hepatitis C patient support groups (€1.6m approx annually since 2008; this funding reduced 
by 5.5% in 2010 and 5% in 2011).   The remainder of the expenditure is related to the 
provision of primary care services to approximately 1,485 eligible persons.  Expenditure 
continues to  increase annually  in  primary  care spending,  mainly driven by increases in 
home support costs.  Approximately 65-70% of primary care expenditure relates to home 
support costs - this translated to €8.2m in 2010.

Table 8.17: Trend in WTE on Hepatitis C Scheme 2008-2011
2008 2009 2010 2011 

5 5 5 4
Expenditure includes approx €0.3m in costs of 5 WTE posts.  (National Co-ordinator,  3 
fulltime Liaison Officers, reducing to 2 in 2011, and 1 CNM 3).  

8.9.4 Conclusions
HAA cards continue to be awarded to eligible persons, albeit only 1 per month approx.  The 
HSE is introducing improved guidelines on delivery of services especially in relation to 
home care services.  In keeping with the guidelines, every eligible person will be offered a 
health and social care needs assessment to determine their needs.  Eligible persons continue 
to have services provided where possible via HSE contracted service providers; however, 
this is not always possible.  The subprogramme is delivered via HSE primary care services 
and network of Liaison Officers.  It is important that each eligible person in the scheme 
continues to have access to designated Liaison Officers.  

As outlined, delivery of homecare services is under review and standardised assessment of 
health and social care needs is being introduced.  Improvements in delivery of home care 
services and specifically the assessment of need process in determining supports required 
will  result  in  an  improvement  in  effectiveness  of  services.  There  may  be  cases  where 
services being provided will decrease following assessment but 60% of eligible cohort are 
not accessing home care services, so there may be increased demands on services.  

There is no scope to raise revenue from the subprogramme as the services are provided 
without  charge.   The  subprogramme  has  been  subject  to  the  Consultative  Council  on 
Hepatitis C review of services 2000 and 2005.  The services continue to be provided under 
the terms of the Health (Amendment) Act 1996. 

8.10  CONCLUSIONS, SAVINGS AND REFORM
An alternative scheme arranging the provision of health services would be required before 
the GMS and community drug schemes could be discontinued.  Alternatively, the existing 
legal requirement to provide GP and medical services would need to be abolished by the 
Oireachtas.   However,  a  likely  consequence  of  discontinuing  the  schemes,  without  an 
alternative in place, would be the postponement by individuals of seeking needed primary 
care.  This postponement would be likely to lead to greater future costs associated with 
delayed treatment within the primary care sector or elsewhere within the health system, 
such as the acute hospital sector.  

Discontinuation  of  the  Dental  Treatment  Services  Scheme and  the  Community  Optical 
Schemes should only be considered as part of a broader restructuring of the health service 
that will continue to provide services to medical card holders. 

The Health needs of persons infected with Hepatitis C through the administration of blood 
and blood products within the State are increasing, and the Hep C Compensation Scheme 
continues to be essential.  
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Key Savings:

• Reduce prices for generic medicines: The Department is currently in discussions with 
the Association of Pharmaceutical Manufacturers  of Ireland (APMI) to deliver price 
reductions in the generics area.  Total Annual Saving: €10m.

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

• Reduce  inappropriate  prescribing:  There  is  also  ample  evidence  of  inappropriate 
prescribing and wastage of pharmaceuticals within the health system.  xxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx. 
This  would  require  the  establishment  of  an  appropriate  team with  a  project  leader, 
within the Department or the HSE, including the employment of additional pharmacists. 
A range of measures would be involved including working with prescribers (both GPs 
and  hospital  consultants)  to  achieve  more  cost  effective  prescribing,  rolling  out  a 
“preferred medicine programme” (identifying designated medicines whose preferential 
use  over  similar  medicines  would  promote  clinically  appropriate  utilisation  of 
pharmaceuticals in a cost effective manner without compromising quality of care), and 
de-listing and/or imposing conditions on certain products under the community drug 
schemes.  xxxxxxxxxxxxxxxxxx

• Proceed  with  reference  pricing  and  generic  substitution:  A  Memorandum  for 
Government has been circulated seeking permission to draft the necessary legislation. 
The short-term savings from this measure have decreased following significant price 
reductions  in  2010  and  2011.   However,  a  number  of  high  volume  medicines  are 
expected to come off-patent in the coming years and this measure will ensure that lower 
prices are paid for these medicines resulting in significant savings for taxpayers and 
patients.  Reference pricing is estimated to generate €30m in savings over the 3 year 
period  to  2014.   Savings  would  also  be  expected  as  a  result  of  price  competition 
between pharmaceutical  manufacturers.   Generic reference pricing in other countries 
has been found to increase the number of competitors and decrease the prices of all 
products within a reference group.  Total Saving: €30m.

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

• Probity:  Continued and greater focus on probity measures particularly in relation to 
pharmacy claims where an inspection regime is now in place, dental services (where an 
inspection system is due to be established shortly) and the reasonableness and accuracy 
of GP out-of-hours claims.  Total Saving: €5m.  

• Tax Expenditure:  The introduction of subsidised access to GP care, as provided for in 
the Programme for Government, should reduce the cost of tax relief available to those 
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who currently pay their GPs.  It  is considered that the estimated savings in this tax 
expenditure should be reflected in the expenditure allocation for the health service.  An 
initial estimate of €20m has been included.

Key Reforms: 
• GMS Contract:  The GMS Scheme will  be amended to facilitate  GMS contracts 

being available to all suitably qualified and trained General Practitioners by Q3 2011.

• Access  to  Primary  Care  for  LTI  Claimants:  The Programme for  Government 
states that access to primary care without fees will be extended to Long Term Illness 
claimants.   To  achieve  this  objective,  medical  cards  or  GP  visit  cards  could  be 
provided  to  existing  claimants.   If  medical  cards  are  provided  to  existing  LTI 
claimants, the additional cost of providing GP services without charge will be offset 
by the lower cost to the HSE of supplying medicines under the GMS scheme.

• DPS Threshold:  The existing monthly threshold under the DPS (currently €120) 
applies to all non-medical card holders.  One option that might be explored would be 
to introduce two thresholds – one for those on lower incomes and another for those on 
higher incomes. Another would be to introduce a lower threshold for persons with a 
chronic  disease,  possibly  as  part  of  the  roll-out  of  chronic  disease  management 
programmes.  Such a change would have to be approached with caution in order to 
avoid impacting on those most in need. 

• High Tech Medicines Scheme:  The HSE is engaging with drug manufacturers and 
wholesalers aimed at reducing the Executive’s stock risk and waste in relation “fridge 
items” under the High-Tech Medicines Scheme. 

• DTSS:  The National Recovery Plan 2012-2014 provides for changes in the existing 
range  of  dental  services  and  supports  provided  through  the  healthcare  and  social 
protection systems in order to improve access to essential dental services for those 
most in need. This requires a fundamental review of the Public Dental Service, the 
Dental  Treatment  Service Scheme,  the Dental  Treatment  Benefit  Scheme,  and tax 
expenditure  on  dental  treatment  in  association  with  the  Department  of  Social 
Protection.

• Hep C Scheme Homecare Services:  The delivery of homecare services under the 
Hepatitis  Compensation  Scheme  is  under  review  and  standardised  assessment  of 
health and social care needs is being introduced.  Improvements in delivery of home 
care services and specifically the assessment of need process in determining supports 
required will result in an improvement in effectiveness of services.
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CHAPTER 9
ACUTE HOSPITALS & PRE-HOSPITAL EMERGENCY CARE

9.1. INTRODUCTION & DESCRIPTION
There are some 50 publicly funded acute hospitals which deliver a wide set of services 
ranging from assessment, diagnosis, treatment and rehabilitation of complex conditions, to 
non urgent conditions.  They range from acute tertiary level regional hospitals to small local 
hospitals.  There are a number of single specialty hospitals for maternity, paediatrics and 
orthopaedics.

The national  average number  of acute hospital  beds and day places available in  public 
hospitals for the years 2006 - 2009 is set out in Table 9.1 below.  Acute bed numbers in 
public hospitals are counted as an average of beds available over each year, given that the 
number of beds available in each hospital can vary over any year for operational reasons. 
This data includes acute psychiatric beds.   
  
The emphasis for the HSE in 2011 continues to be to make the most effective use of acute 
bed capacity through shorter length of stay, increased rates of day-of-surgery admission and 
more day surgery.  In this way the acute hospital system can ensure that, within the level of 
resources available, it provides the maximum number of patients with safe, effective and 
efficient care.

Table 9.1: Available In-Patient Beds and Day Places 2006 -2009
Year
      

Total #

2006 13,528
2007 13,668
2008 13,584

 2009* 13,310

# Data for 2006, 2007 and 2008 - Health in Ireland Statistics - Key Trends 
* Data for 2009 supplied by BIU -  HSE

9.2 PROGRAMME OBJECTIVES
The major objective of the Acute Hospitals Programme is to ensure that
• patients who need acute care can access it as rapidly as possible, in the most appropriate 

setting; and 
• patients receive safe care, with optimum clinical outcomes.

The overall goal is to reduce reliance on acute bed capacity by moving to a Preferred Health 
system as defined in the Bed Capacity Report 2007.  The Preferred Health System changes 
the role of the acute hospital. More patients can be cared for in the community or at home 
with support.  This will diminish the current reliance on the hospital and therefore alleviate 
many of these pressures.  Patients  will  only attend a hospital  when necessary and when 
admitted will have a reduced stay.

This involves targeted initiatives to:
• reduce average lengths of stay in hospitals for key conditions/procedures;
• increase the day case rates;
• reduce the numbers of acute admissions to hospitals; 
• develop more services in the community such as IV therapies to avoid the need for 

hospitalisation; 
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• improve the levels of surgical admissions on the day of surgery; 
• improve the management of chronic diseases such as stroke, diabetes, COPD etc.

9.3 PROGRAMME CHALLENGES 
In common with the rest of the health service, acute hospitals face continuing budgetary 
cuts in the coming years, and a requirement to provide services more efficiently with fewer 
resources, at a time when an ageing population is likely to lead to increased demand. 

In addition, the acute hospital system faces some challenges specific to it:
• a  historical  over-dependence  on  the  sector,  with  a  continuing  tendency  to  provide 

services that would be more appropriately located in the community;
• a distribution of hospitals that has evolved over time, with a relatively large number of 

smaller hospitals;
• international  evidence  that  acute  complex  care,  especially  for  emergency  medicine, 

complex surgery and critical care should be provided in hospitals with a sufficiently 
high volume of activity to ensure the best outcomes possible;

• a  growing  need  to  ensure  that  smaller  hospitals  achieve  their  full  potential  by 
concentrating on day surgery, ambulatory care, out patient services, rehabilitation and 
palliative care;

• substantial  pressure  points  and  unacceptable  waiting  times  in  some  emergency 
departments, elective in-patients and out patient departments; and

• significant difficulties in attracting and retaining health professionals in certain areas, 
most notably NCHDs.

9.4 RATIONALE & CONTINUING RELEVANCE
For  the  acute  hospital  programme  overall,  it  is  hard  to  argue  against  its  continuing 
relevance.  Its objectives remain relevant but achieving them in a safe affordable way will 
be  the  challenge.   The  way the  acute  hospital  programme is  currently  delivered,  work 
practices, the siting of services (whether in small or large hospitals or the community), and 
the  relentless  pursuit  of  efficiency  and quality  through measurement  and monitoring of 
performance.   

For the purposes of this analysis, it is useful to examine the full activity profile ranging 
from: in-patient; day case; out patient; emergency department; and pre hospital emergency 
care.

9.5 CLINICAL CARE PROGRAMMES
Clinical Programmes will establish consistent norms for the treatment of various conditions 
and thereby benchmarks against which to measure performance.  They will also support the 
reconfiguration of hospitals, the siting of work in the most appropriate setting including 
transferring  work  between large  and  small  hospitals,  in  both  directions.   The  Special 
Delivery Unit will help to drive compliance.

9.6 PROGRAMME EFFECTIVENESS
The acute hospital system has been the subject of some reform over the last number of 
years.  The aim of the reforms has been to:
• ensure that acute hospital services are accessible to all, irrespective of income or place 

of residence; and
• promote a greater integration of acute services with primary, community and continuing 

care services.

In terms of access, there has been a substantial emphasis on ‘reconfiguring’ or reorganising 
services to achieve a higher quality and greater efficiency.  This has involved concentrating 
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specialist services in a smaller number of larger hospitals and moving the less complex 
work to local hospitals.  Progress has varied by region - there has been significant progress 
in implementing the ‘small to big’ part of the change in the mid west and north east, and a 
comprehensive plan for implementation has been developed in the south west.  More work 
is needed on the corresponding switch from ‘big to small’, to develop the role of smaller 
hospitals.

Overall, the reorganisation process remains difficult, with considerable local controversy. 
Plans for reorganisation in the west/north west, south east, midlands, and Dublin areas are at 
earlier stages of development, and need to be progressed if effectiveness (better outcomes 
of patients) and efficiency (removal of service overlaps and duplications) is to be achieved.

In  future,  the  focus  will  be  on  implementing  the  clinical  programmes  to  support  the 
reorganisation of services in each region.

9.7 PROGRAMME EFFICIENCY
The acute hospital system has demonstrated substantial efficiencies over the last number of 
years.  Despite considerably reduced inputs (in-patient beds, staffing, money) outputs have 
increased.  The expenditure trend associated with acute hospitals is set out in Table 9.2 
below.

Table 9.2: Trend in Expenditure on Acute Hospitals
2008 (€m) 2009 (€m) 2010 (€m) 2011 (€m)

4,457 4,423 4,097 3,937

 9.7.1 Activity trends
The numbers  presenting  to  Emergency Departments  in  2010 were  broadly the same as 
2009,  but  overall  hospital  activity  has  grown  significantly  in  the  past  four  years 
(2006-2010) in line with policy objectives:
• Increases  of  over  30% in  day  cases  (+169k  since  2006/+52k  in  2010)  which  now 

outnumber inpatient discharges.
• 28% increase in out patient attendances (+760k since 2006/+162k in 2010).
• The numbers of in-patient discharges has remained relatively constant over this period 

(-0.59%).
• Average length of stay has reduced from 6.4 days to 6.1 days over this period also 

despite the increase in day cases which would tend to drive up the average. 

Over the past decade, Ireland has achieved a rapid and unprecedented improvement in life 
expectancy.  During a period when the average life expectancy in the EU has continued to 
rise,  Ireland  has  gone  from  a  position  of  nearly  1  year  below  the  EU  average  life 
expectancy, to almost 1 year above.  Much of this increase is due to significant reductions 
in major causes of death such as circulatory system diseases. (DOH 2010).

9.7.2 Beds
As indicated in Table 9.2 (below) which shows the national average number of 
available acute beds including day places for the years 2006- 2009 the number of beds 
in use fluctuates from year to year.  Moreover bed numbers, on their own, are not a 
meaningful currency for measurement of hospital system performance. Beds represent 
an input rather than an output.  The real issue is the number of patients treated rather 
than the number of beds at any one time. 
 
The focus is increasingly on greater efficiency and more appropriate models of patient care, 
treating more/same numbers in same/fewer beds through such measures as shifting patients 
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to lower levels of complexity (day surgery, community-based services, etc).  The service 
has been treating a greater number of patients from year to year, through more efficient and 
clinically more appropriate processes, as illustrated below.

Table 9.3: Key Hospital Activity Data (by Type) 2005-2010
Key Acute 
Hospital Data 
2005-2010

2005 2006 2007 2008 2009 2010 
(provisional 
outturn data)

% 
change 
2005-20
10

Inpatient 
discharges 575,476 588,875 612,346 599,910 593,359 586,102 1%

Day cases 512,034 558,813 583,369 641,974 669,955 733,131 43%
OPD 
attendances 2.6m 2.8m 3.1m 3.275m 3.35m 3.58m 37%
ED 
attendances 1.1m 1.245m 1.3m 1.15m 1.12m 1.2m 9%

The  PA  Consulting  Report  (2007)  argued  for  an  integrated  health  system  that  would 
ultimately  require  fewer,  not  more,  acute  beds  provided  that  community  services  were 
developed in line with international best practice. 

9.7.3 Numbers Employed 
Numbers have decreased while outputs have risen.

Table 9.4: Numbers WTEs Employed in Acute Hospitals Care Programme 2006-2011
Date Data Relates To Total WTE excl. Career Break
31/12/2006 49,637.34
31/12/2007 51,925.95
31/12/2008 51,218.61
31/12/2009 50,401.60
31/12/2010 49,119.28
30/04/2011 48,674.89
Notes: (i) the HSE has advised that categorisation by care programme/function  
continues to be a work-in-progress and remapping of staff to the care programmes/
functions continues to be carried out at the service delivery end. There are ongoing  
significant challenges in that some staff work across care programmes/functions  
and HR and finance systems are not integrated; and (ii) Source: Health Service  
Personnel Census.

Fig. 9.1: Numbers Employed in Acute Hospitals Care Programme 2005-2010
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However,  very  serious  shortfalls  remain  in  achieving  the  basic  objective  of  meeting 
patients’ needs within a reasonable period:
• unacceptably long waiting times in some EDs. Largely confined to specific hospitals 

and mostly to those awaiting admission, but still unacceptable.  Maximum waiting time 
of  6  hours  is  regularly  breached.   The  table  below demonstrates  that  in  the  period 
January-May 2011, just 29.3% of patients were treated within the maximum target of 6 
hours, compared with 33.6% a year earlier.

Table 9.5: Summary of ED Waiting Times (banded) 2009-2011

• in-patient/day case waiting times for elective work is variable.  The NTPF has helped 
reduce  elective  waiting  times,  particularly  for  long  waiters  but  lists  have  increased 
significantly  in  the  last  few  months  as  budgetary  pressures  grow within  hospitals. 
Figures for May 2011 show a year on year increase of 6,711 for patients waiting more 
than 3 months. 

• out-patient waiting list data is patchy, with very long waiting times in some specialties.

9.8 SPECIAL DELIVERY UNIT
The SDU’s priorities, set by the Minister will encompass:
• Emergency Departments – waiting times for admission have been unacceptably high in 

a number of hospitals, often breaching the current 6-hour maximum waiting time target;
• In-patient waiting times – the trend has been upwards recently, despite the work of the 

NTPF;
• Out-patient  waiting  times  –  the  time  from  GP  referral  to  an  appointment  with  a 

consultant is unacceptably long in many specialties; and
• Access to diagnostics – this forms an essential part of the patient journey for all of the 

areas of access above.

The SDU should unblock patient flows, tackle ‘trolley waits’ and reduce waiting times for 
in patient and outpatient services. It will result in a more efficient service with increased 
throughput using existing funding streams (albeit with a different focus). It will not result in 
savings in itself, but it will help provide services for a greater number of patients within the 
resources available.

9.9 PRE HOSPITAL EMERGENCY CARE 
Considerable work in process to improve both efficiency and effectiveness of ambulance 
and related services.  

Planned reduction in ambulance control centres
The number of control centres is being reduced to two nationwide (one in the East and one 
in Ballyshannon) on a phased basis.  The new HSE eastern control centre will replace the 
HSE and Dublin Fire Brigade centres in Dublin.  The new configuration is in line with best 
clinical practice and has obvious cost benefits. In particular, there are obvious economies of 
scale to be achieved when operating just two centres - this contrasts with 9 control centres 
up to recently.

National Summary
Year Jan – May 2009 Jan – May 2010 Jan – May 2011
Patients in ED 0 – 6 hrs 5,987 5,885 6,624
Patients in ED 6 – 12 hrs 5,243 4,727 6,277
Patients in ED 12 – 24 hrs 7,824 5,853 8,003
Patients in ED 24 hrs 1,594 1,032 1,641
Total Patients in A&E 20,648 17,497 22,545
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Improved technology and the establishment of a nationally co-ordinated system
The new arrangements, with modern communications technology, will enable:
• more appropriate and reliable deployment of resources, including vehicles and staff;
• better patient safety standards and outcomes;
• better management of clinical and service data;
• development and implementation of new performance indicators for pre-hospital care; 

and
• improved  integration  of  emergency  ambulance  services  and  support  structures  in 

Dublin. 

9.10 OPTIONS FOR COST SAVINGS/IMPROVED EFFICIENCY
The Department has analysed the scope for further savings in acute hospital services.  The 
first priority is to achieve greater efficiencies without affecting patient care, but it must be 
acknowledged that  this  objective becomes  increasingly challenging as  more savings are 
made.  The main scope for savings identified to date are:
• further efficiencies in hospital practice;
• laboratory services; and
• non emergency patient transport.

9.10.1 Efficiencies in Hospital Practice
The Department carried out an analysis last  year of hospital practice to establish where 
savings could be made through more efficient practices.  The analysis found that even a 
modest proportion of the total ‘efficiency’ (20% for total costs and 30% for ward costs only 
in the examples below) would produce significant savings of between €75m and €91m.  

The greatest savings could be made by reductions in the average length of stay (seven times 
greater than increasing day case rates for example).  Achieving the full extent of the savings 
projected would of course be extremely challenging and would undoubtedly be dependent 
on more radical measures to remove the fixed as well as the marginal costs associated with 
the inefficient practices discussed.  Nonetheless, the analysis helps illustrate the order of 
savings that could be achieved, even at the margin, from a concentrated effort on changing 
practices.

In  summary,  HIPE/Casemix  analysis  points  to  significant  variations  in  a  number  of 
resource-using areas including:
• Average length of stay for selected treatments (by DRG)
• Day of surgery admissions (elective)
• Day case usage in selected areas of treatment.

The savings to be pursued are considerable, as summarised below.

Table 9.6: Indicative Range of Savings from Efficiencies in Hospital Activity
Initiative Minimum €m

(Ward Costs 
only)

Assume 30% 
saving is  
possible
€m

Maximum €m
(All casemix 
costs)

Assume a 20% 
saving is  
possible
€m

Day of Surgery 
Admission 21.7 6.5 49.2 9.9
Increase Day 
Case rates 13.2 4.0 39.5 7.9
ALOS, Top 40 
DRGs by 
volume

126.5 37.9 287.5 57.5
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ALOS, Top 
100 DRGs by 
volume (excl 
catastrophic)

161.7 48.5 367.5 73.5

Total 
indicative 
savings

161.4 – 196.6 48.4 – 59.0 367.2 - 456.2 75.3- 91.3

There is an argument that efficiencies of the kind above which free up capacity in hospitals, 
do not necessarily release any money, because any capacity which is released is then used 
to deliver more activity.  However, this implies that activity levels cannot be controlled, and 
that  hospitals  cannot  prevent  extra  services  being  provided  after  the  capacity  becomes 
available.  In the current environment, hospitals have no choice but to control service levels 
strictly, in line with their agreed service plan, so as to remain within budget.

It is clear that the only way to achieve the savings outlined above is through a combination 
of reducing the funding to acute hospitals and improving efficiency.   The essential two 
options to achieve this are:

(i) to  provide the same or a  greater  service level  with less  funding (i.e.  taking the 
money saved out of the hospital system and keeping activity at the original level, or 
increasing it through efficiencies) or

(ii) to leave the funding in place but require hospitals to treat more patients, thus driving 
down pay costs per patient.

While option (ii) improves efficiency, leading to more patients being treated, it does not 
achieve money savings.  Only option (i) achieves this, by taking funds out of the system. 
Ideally, the efficiencies would mean more patients being treated, rather than the same level 
of service,  but this  would be a considerable challenge.  Ultimately we have to  strike a 
realistic balance between money savings and service efficiency. 

9.10.2 Laboratories
The current position is as follows:
• Clinical Laboratory Services provided in 44 Hospital Sites.
• Pay & Non-Pay Costs of €369 million (Pay 55%, Non-Pay 45%)
• Employment of 2,826 wte. (Core 84%; Non Core 16%)
• Workload of 76 million of which 74.3m are reported tests/investigations. (In-house 

98.6%; referred 1.4%)

Significant changes were agreed earlier this year with the staff unions under the Croke Park 
Agreement on the way in which medical laboratory services are delivered.  These include 
the implementation of revised work practices in hospital laboratories, an extended working 
day,  from  8am-8pm,  and  a  revised  payment  system  for  the  provision  of  out  of  hours 
services.   Savings of €5m have already been provided for  in  2011 as  a  result  of  these 
changes. 

The next major change will be setting up ‘cold’ laboratories to deal with non urgent work 
(mainly from GPs) which should realise significant savings. 

The consolidation of GP/Primary Care laboratory tests on an 8, 6 ,3 and 2 site basis and an 
evaluation of the potential service delivery models were considered. 

77



The key conclusion has been that the greater the level of consolidation of cold laboratory 
activity, the greater the potential for value for money gains.  Option analysis was narrowed 
down  to  consideration  of  (i)  two  site  PPP  Design,  Build,  Finance,  Operate,  Maintain 
(DBFOM) model (outsourcing option) and (ii) an in house publicly delivered “Hub and 
Spoke” regional pathology network configuration. 

The  difference  between  the  two  candidate  options  in  financial  terms  was  found  to  be 
marginal and when other non financial considerations were taken in to consideration, the 
balance  of  advantage  has  moved in  the  direction  of  the  in  house  option.   The HSE is 
currently in the process of due diligence in relation to the in house model which will inform 
next steps in the process.  

9.10.3 Non Emergency Patient Transport 
HSE patient transport spending has been reduced from €56.8m in 2008 to a targeted €42.5 
m in 2011.  Efficiencies to date have been achieved through new procurement arrangements 
and a tighter focus on when such support is actually required.  However, further efficiencies 
may require a reduction in services, particularly non-emergency patient transport.

Non-emergency transport (between facilities  and between patients’ homes and facilities) 
comprises over half of patient transport costs.  It includes both HSE and private services 
(taxis, minibuses and contracted ambulances).  While the HSE has no statutory obligations 
in  this  area,  it  provides  transport  services  or  support  where  appropriate  for  patients, 
sometimes with staff, to access services, depending on resources and clinical need.

There is significant regional variation in the provision of non-emergency transport.  In the 
East  and  Midlands,  strict  criteria  apply  and  patients  are  not  provided  with  transport  to 
hospital appointments etc. unless there is specific hardship. Provision is more widespread in 
the West and South East. 

Given the cost, the HSE is developing standard national eligibility criteria (eg. assessed by a 
healthcare professional, patient unable to use public or private transport) to ensure more 
uniform  provision.  In  addition,  the  procurement  process  for  non-emergency  transport 
provision, which has produced significant savings to date in the East, is now underway 
elsewhere. 

If the criteria for private transport use in the East and Midlands were applied nationally, the 
HSE would anticipate savings of up to €10m this year, or nearly 25% of the total patient 
transport budget.  However, this will mean the withdrawal of some taxi services in the West 
and South East  and will  be difficult,  with  claims that  access  to  health  services will  be 
reduced.  As disability criteria are more consistent, there is likely to be a lesser effect on this 
patient group. 

A HSE policy document has been approved by the HSE Board.  It sets out a set of rules for 
making  decisions  on  patient  transport  services,  including  the  circumstances  in  which  a 
service should and should not be provided/funded by the HSE as the new approach will 
involve:

  
• clear accountability and commissioning arrangements. 
• patient needs assessment. 
• a national booking and information management system. 
• separate emergency and non-emergency scheduling. 
• dedicated vehicles, such as intermediate care vehicles.
• patient own-transport incentives, such as lower parking charges or travel allowances. 
• volunteer driver schemes, as are already operating in some rural areas. 
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• Improved communications – information campaigns, client surveys.

9.10.4 Other Potential Savings 
Given the extent of savings required over the coming years, it is important to consider all 
options critically.  The most radical option would to close a number of hospitals, with a 
view to saving significant running costs every year.  This was briefly examined a number of 
years ago and discounted.  The main conclusion at the time was that savings would be very 
modest unless the closures were accompanied by (i) letting the staff go (i.e. saving the full 
extent  of pay costs)  and (ii)  preventing the ‘lost’  service transferring  to  other  hospitals 
(otherwise the cost would simply transfer elsewhere).  These steps are very unlikely to be 
feasible.  The first would require a redundancy programme of some sort, and the second 
would create additional waiting lists from those no longer receiving a service in the closed 
facilities.

Such a decision would also run entirely counter to the Government’s policy of developing 
the  role  of  smaller  hospitals  for  day  services,  ambulatory  care,  and  of  transferring 
appropriate services from the larger units, as discussed earlier in this chapter. 

9.11 INCOME COLLECTION
9.11.1 Background
The health system derives a significant amount of income from charges applicable to both 
private and public patients for services provided in acute hospitals.  These charges relate to 
private  and  semi-private  patient  accommodation,  in-patient  accommodation,  outpatient 
services, emergency department services and treatment for those involved in road traffic 
accidents.  Table 9.6 below shows an analysis of patient income generated during 2010 and 
the total amount of patient debt outstanding at the 31st Dec 2010 for all HSE funded Acute 
Hospitals (including voluntary hospitals).  These numbers are draft and are subject to audit. 

Table 9.7:  Acute Patient Income (by Type) and Debtors for 2010
Income (€m) Debt (€m)

Private Charges 382 162
Public Charges 40 30
Emergency Department 17 13
Road Traffic Accident 11 59
Other 23 7
Total 462 271

9.11.2 Difficulties in Relation to Income Collection
As evident from Table 9.6,  private patient charges contribute the greatest  proportion of 
income receipts.   However,  the HSE is  experiencing four key difficulties  in  relation to 
private patient fees: (i) the full cost of services provided is not covered by the charges; (ii) a 
significant  proportion of private patients are not currently chargeable due to the current 
rules in relation to bed designation; (iii) there are major delays in recouping the fees from 
the private health insurance companies; and (iv) hospitals’ inability to charge for certain 
other procedures.  These issues were examined in the Value for Money and Policy Review 
of the Economic Cost and Charges Associated with Private and Semi-Private Treatment 
Services in Public Hospitals which was published by the Department in December 2010. 
Brief explanations of these issues and proposed solutions are outlined below.

(i) Full Cost Recovery
Under the average per diem costing methodology currently used by the public  hospital 
system, the full cost of treating private patients is not charged.  While the gap between the 
cost and the charge has narrowed significantly in recent years due to increases in the level 
of charges that apply, a shortfall still arises.  The Value for Money Review recommended 
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that increases in the charges should be implemented in 2010 and 2011 to bring the charge to 
the level of average cost.  This approach was targeted to yield an additional €75m for the 
Exchequer this year with a further €18m in 2012.  The Review also recommended a more 
fundamental shift in the charging system away from an average per diem approach to a case 
based approach using Diagnosis  Related Groups in  2013.  This  would result  in  patient 
charges more closely relating to the value of the resources consumed in their treatment.    
   
(ii) Bed Designation
In order to control the level of private activity in publicly-funded hospitals and to help 
ensure equitable access for public patients to services in these facilities, a system of bed 
designation is operated in public hospitals.  This system designates approximately 20% of 
the total beds in acute hospitals as “private” with the remainder designated as “public” or 
“non-designated”.  The regulations permit a patient admitted as an emergency admission to 
elect to be treated privately by a consultant and to be accommodated in a public bed if no 
private bed is available or until such a bed is available.  No private bed charge applies for 
such periods of accommodation in a public bed, or a non-designated bed, and so no private 
patient revenue accrues to the public hospital in these cases.  However,  there is a great 
degree of variation in the level of efficiency with which acute hospitals utilise their private 
bed-stock.  The national average for private income raised from private beds in 2010 was 
61% of potential whereas the top performing hospital achieved a level of 81%.  

There are three potential measures that could be taken to address this difficulty:
• Improve the level of efficiency with which hospitals manage their existing designated 

private beds by setting a target of achieving 75% of potential.  If each hospital below 
75% improved its performance to this level and those above the threshold maintained 
their performance, it is estimated that an additional €120m (approx.) per annum revenue 
would accrue.

• Introduce legislation to allow hospitals to levy charges for private patients in public 
hospitals even if they are accommodated in designated public beds.  This would require 
appropriate legislative safeguards to ensure that negative impacts on public patients do 
not arise. 

• An alternative approach would be to prevent consultants from admitting private patients 
to public beds. 

(iii) Delays in Income Collection  
While the HSE and voluntary hospitals recoup a considerable amount from private health 
insurance companies in return for private and semi-private treatment services provided to 
patients  with  private  health  insurance  cover,  lengthy  delays  often  occur  between  the 
discharge of patients and the receipt of payment from the health insurance companies.  This 
has led to an unacceptably high level of debtor days/months with a significant amount in 
fees  outstanding.   At the end of 2010, some €271m of debt was outstanding, of  which 
€162m related to private health insurance debt.  This issue was also examined in the Value 
for  Money  Review.   The  key  recommendations  of  the  Review  aimed  at  tackling  this 
problem included: (i) implementation of technology solutions to replace the current paper-
based approach  (and  a  number  of hospitals  have already introduced  such systems);  (ii) 
greater level of monitoring of hospital performance in this area; (iii)  the introduction of 
budgetary incentives and penalties relating to income collection and (iv) the decoupling of 
payments  relating  to  hospital  accommodation  charges  from  the  submission  of  invoices 
relating to consultants’ private fees (following negotiation with the private health insurers).

There  are  two  aspects  which  fall  to  be  considered  in  the  context  of  accelerating  the 
collection of private income.  The first issue, which would have the most significant effect, 
is that if debtor days are reduced, then this would have a once-off cashflow effect but would 
not, in the long term, generate savings.  It would have a saving effect in years 1 & 2 if 
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successful, but it is only a timing issue.  It would, however, be a mitigating factor in relation 
to the savings to be achieved in those years.  The second issue which falls to be examined is 
whether, by improving the collection methodology  the HSE also improved its collection 
rate  ,   thereby minimising bad debt write offs.   If this occurred, then this would have an 
ongoing savings effect as long as the improvement was maintained.
    
(iv) Other Non-Chargeable Procedures
The HSE also provides a number of other services, such as side room procedures, for which 
it cannot currently charge private patients.  Side room procedures are day procedures where 
a bed may not  be  occupied  due to  improvements  in  medical  technology and expertise. 
Charges do not apply in such cases because a “bed” has not been used.  Charges also do not 
apply  to  medical  assessment  and  clinical  decision  units  which  are  currently  classed  as 
emergency facilities by private insurers.  The introduction of charges for such procedures 
has not been costed. 

9.11.3 Non-Private Patient Income   
While private patient income makes up the bulk of hospital income, there are other areas 
worthy of further investigation.
 
(i) Road Traffic Accident Income 
There  is  approximately  €59m owed  to  the  Acute  Hospitals  in  respect  of  Road  Traffic 
Accidents at the 31st December 2010.  This debt will be analysed to see what element is 
collectible and what should be written off. The HSE is preparing to carry out a pilot study in 
two acute hospitals (Waterford Regional & Cork University) to identify improvements in 
the existing process that can be rolled out to all hospitals.  Possible options include the 
central management of this debt nationally.  The HSE needs to progress the pilot studies in 
Waterford  Regional  & Cork  University  Hospitals  immediately.  Discussion  will  also  be 
required with the Injuries Board to agree how to proceed on deduction at source. 

(ii) Obtain reimbursement of hospital  charges related to treatments provided in Irish 
hospitals under European Union (EU) schemes 

The HSE is entitled to re-imbursement under EU regulations for the costs of public services 
provided to non resident EU citizens provided the proper information can be provided as 
back-up to the charge.  In conjunction with the HSE overseas group, the HSE has put in 
place a process to collect data that will allow the bill back of charges to other EU countries 
whose residents are treated in Irish public hospitals.  The current process is manual and will 
require changes to each hospital’s patient administration and billing system.  

9.12 CONCLUSIONS, SAVINGS AND REFORM

Key Savings:

• Implement  further  increase  in  private  bed  charges  announced  in  last  year’s 
budget: The refined per diem costing methodology recommended in the VFM & Policy 
Review allowed for higher private patient charges in 2011 and 2012 for the purposes of 
generating revenue and reducing the current subsidy for private treatment.  The total 
increase in income was estimated to be €93 million.  An increase of €75 million was 
targeted for recovery in 2011 (an overall increase of 21%) and €18 million falls to be 
recovered in 2012. 

• Improve the efficient use of existing designated private beds: The national average 
for private income raised from private beds in 2010 was 61% of potential whereas St. 
James’s Hospital achieves a level of 81%.  If each hospital that is currently achieving 
less than 75% could achieve 75% and those above 75% maintained their position, the 
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HSE estimates that this would provide additional income of approx. €120m a year.  It 
would be important to ensure that this option does not change the public/private mix to 
the detriment of public patients.  

• Private patients in public beds: The existing situation whereby many of the private 
patients of consultants are accommodated in designated public beds free of charge to 
private  health  insurance  companies  (other  than  the  statutory  charge)  is  untenable. 
Ultimately, this will not be an issue when universal health insurance is in place.  In the 
meantime,  some mechanism or combination of measures will  have to  be developed 
(possibly involving legislation) to prevent patients paying their consultants and getting 
preferential access over public patients to public hospital services. Possible options in 
this  regard  (including  charging  for  such  patients  or  preventing  consultants  from 
admitting them as private patients) will be considered in the context of the work now 
being done by the SDU to introduce maximum waiting times for elective patients.  The 
overriding priority will be to enhance public patient access.  This option could generate 
additional income from PHI companies but no specific figure is being included at this 
time pending further work-up.

• Accelerate  income  collection  from private  health  insurers: This  would  improve 
hospitals’ cash-flow position but would not produce underlying savings over the period 
of the three year programme. 

• Obtain reimbursement of hospital charges related to treatments provided in Irish 
hospitals  under  European  Union  (EU)  schemes:  In  conjunction  with  the  HSE 
overseas group, the HSE has put in place a process to collect data that will allow the bill 
back  of  charges  to  other  EU  countries  whose  residents  are  treated  in  Irish  public 
hospitals.  The current process is manual and will require changes to each hospital’s 
patient administration and billing system.  The HSE estimates that €5m a year could be 
raised.

• Additional Charges:  Other proposals from the HSE that have not yet  been costed 
include introducing charges for medical assessment and clinical decision units which 
are currently classified as emergency units by private health insurers and introducing 
charges for side room procedures.  

• Drive more efficient practices in Acute Hospitals: The Department carried out an 
analysis last year of hospital practice to establish the scope for more efficient practices. 
The analysis found that even a modest proportion of the total ‘efficiency’ (20% for total 
costs and 30% for ward costs only) would produce significant savings of between €75m 
and €91m.  It is proposed to reduce the acute hospital budgets by €40m in 2012 and a 
further €35m in 2013, and allow the Special Delivery Unit to use the NTPF funding to 
drive the improvements in productivity that the Department’s analysis showed can be 
achieved.  

• Non  Emergency  Patient  Transport: Given  the  cost  of  non  emergency  patient 
transport, the HSE is developing standard national eligibility criteria (eg assessed by a 
healthcare professional, patient unable to use public or private transport) to ensure more 
uniform provision. In addition, the procurement process for non-emergency transport 
provision, which has produced significant savings to date in the East, is now underway 
elsewhere. If the criteria for private transport use in the East and Midlands were applied 
nationally, the HSE would anticipate savings of up to €10m this year, or nearly 25% of 
the total patient transport budget.  
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Key Reforms: 
• Laboratories: Significant changes were agreed earlier this year with the trade unions. 

These include the implementation of revised work practices in hospital laboratories; an 
extended working day, from 8am-8pm; and a revised payment system for the provision 
of out-of-hours services.  The next major change will be setting up ‘cold’ laboratories to 
deal with non-urgent work, mainly from GPs.  An evaluation has been undertaken of the 
consolidation of GP/primary care laboratory tests onto a much smaller number of sites 
and of potential service delivery models.  The HSE is currently in the process of due 
diligence in relation to an in-house model which will inform next steps in the process.  

• Non  Emergency  Patient  Transport: A  HSE  policy  document  on  non-emergency 
patient transport has been approved by the HSE Board.  It sets out a set of rules for 
making decisions on patient transport services, including the circumstances in which a 
service should and should not be provided/funded by the HSE as the new approach will 
involve:
o clear accountability and commissioning arrangements 
o patient needs assessment 
o a national booking and information management system 
o separate emergency and non-emergency scheduling 
o dedicated vehicles, such as intermediate care vehicles
o patient own-transport incentives, such as lower parking charges or travel allowances 
o volunteer driver schemes, as are already operating in some rural areas 
o Improved communications – information campaigns, client surveys.
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CHAPTER 10
CANCER CONTROL

10.1 BACKGROUND 
10.1.1 Introduction and Description of the National Cancer Control Programme
Government policy on cancer control is set out in the National Cancer Strategy, which was 
launched in 2006.  The Strategy set out a vision for Ireland to have a system of cancer 
control  to  reduce  cancer  incidence,  morbidity  and  mortality  rates  relative  to  other  EU 
countries  by  2015.   At  its  core  is  a  network  of  equitable,  accessible  cancer  treatment 
facilities.  

A  key  action  arising  from  the  Strategy  was  the  establishment  by  the  Health  Service 
Executive of the National Cancer Control Programme (NCCP).  The NCCP is based on:

• evidence of what works to prevent and treat cancer; 
• standards that assure quality in all aspects of clinical care;
• and fairness, so that all patients, irrespective of county, region or personal financial 

means,  can be assured of the best cancer care and the best  chance of surviving 
cancer.

The  NCCP  is  organised  around  four  designated  cancer  control  networks  each  serving 
around 500,000 people and eight cancer centres.  The National Cancer Control Programme 
has made substantial  progress  in  centralising breast  cancer treatments  so as  to  improve 
outcomes.  It is now reorganising other site specific cancers including lung, prostate and 
rectal  cancers.   It  has  also  put  in  place  rapid  assessment  clinics  for  lung  and  prostate 
cancers.  The National Cancer Screening Service (NCSS) was subsumed into the NCCP in 
2010.  The National Cancer Registry (NCR) will be subsumed into it in 2012. 

10.1.2  Objectives of the National Cancer Control Programme (NCCP)
The  objectives  of  the  NCCP  are  to  achieve  better  cancer  prevention,  early  detection 
(including  screening  programmes)  and  well  organised  programmes  of  treatment  that 
maximise survival through a co-ordinated national service, based on international evidence 
and best practice.
 
10.1.3 Demographics
Ireland's  cancer survival  rates  are close to  the European average,  as  determined by the 
EUROCARE  study  which  presently  gathers  data  from  93  population  based  Cancer 
Registries  in  23  European  countries.  However,  continuing  improvement  in  survival  is 
essential and is one of the key objectives of the NCCP. There are currently 29,238 new 
cases of cancer recorded each year of which 24,000 are of invasive cancer, including non-
melanoma skin cancer.  The NCR has reported that the number of newly diagnosed cancers 
in Ireland is increasing by 6% - 7% annually and that, unless there is a major reversal of 
current trends, the number is likely to double in the next 20 years.

HIPE data shows that chemotherapy treatment episodes have increased by 15% over the last 
3 years, while radiotherapy treatment episodes have increased by 21.5% in this period.
 
10.1.4 Sub Programmes
To ensure an integrated cancer control programme, the NCSS was subsumed into the NCCP 
in April, 2010, followed by St. Luke’s Hospital, which was a statutory body under SI.  The 
final step towards an integrated framework will take place when the NCR is subsumed in 
2012, with the enactment of the Health Information Bill.
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10.2 NATIONAL CANCER CONTROL PROGRAMME 
10.2.1 Programme Objectives 
Through the NCCP, the HSE has oversight of all cancer activities in order to manage an 
equitable provision of effective services throughout the country and to plan and provide for 
adequate access to services to respond to the projected increased incidence and prevalence 
of cancer with an aging population and increased longevity. 

Diagnostic Surgical and Medical Services
The Programme aims to ensure that designated cancer centres for individual tumour types 
have adequate case volumes, expertise and concentration of multi-disciplinary specialist 
skills and that patients are diagnosed and treated in a timely fashion.  Key achievements to 
date include the delivery of all breast cancer diagnostic and surgical services in the eight 
centres (plus an outreach service in Letterkenny General Hospital), the establishment of 
Rapid Access diagnostic clinics for prostate cancer in six cancer centres and for lung cancer 
in seven cancer centres, the establishment of a national centre for pancreatic cancer surgery 
and the development of GP referral guidelines and standard referral forms for breast, lung, 
prostate and pancreatic cancers.

Radiation Oncology 
Roughly 35% of cancer patients access radiation oncology at present, but international best 
practice advises that this should be between 55% - 60%.  It is provided at 5 HSE locations 
and it is also outsourced from private providers in Waterford and Limerick, pending the 
delivery of new public radiotherapy capacity in the West and South.  

10.2.2 Programme Effectiveness
The  Programme  is  underpinned  by  a  quality  framework,  including  standards  and 
performance indicators for the most common cancers, which are set against these standards. 
It provides timely information on service provision, which can be compared with service 
delivery in other jurisdictions.  Since demand for services will increase, planning around 
increased delivery of services will be ongoing.  There is further work to be done around the 
development and ongoing review of national clinical guidelines for all site specific cancers.

The 2010 Health in Ireland report states that death rates from cancer have fallen by 11% 
between  2000  and  2009.   This  rate  is  expected  to  fall  further  when  the  impact  of 
implementation of the Cancer Strategy begins to be reflected  in the coming five  to  ten 
years.  The NCCP information system being developed in conjunction with the NCR will 
provide more accurate data on staging of disease, which can give interim outcomes data 
pending the availability of more medium-term survival measures. 

The key objectives of designation of cancer centres, centralisation and reorganisation of 
services,  and  delivery  of  services  according  to  best  practice  are  complete  or  well-
progressed/established.  There has been slippage in the delivery of the National Plan for 
Radiation Oncology (NPRO).  The original Government Decision to proceed with the plan 
took place in 2005.

Cost effective measures include: 
 Eight  designated  cancer  centres  (with  a  satellite  centre  at  Letterkenny)  have  been 

established, two in each region.  Considerable progress has been made in centralising 
surgical services into these centres to provide adequate throughput, multidisciplinary 
decision-making and concentration of specialist skills;

• Estimated 80% of site-specific cancer cases (other than breast, which is at 100%) now 
being treated in designated centres;

 Increased  radiation  oncology  capacity  introduced  at  St.  James’s  and  Beaumont 
Hospitals (NPRO Phase 1);
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 Development of National  Plan for  Radiation Oncology Phase II  on a  PPP basis  is 
currently under consideration;

 St. Luke’s Hospital has been subsumed into the HSE and extended working day is now 
in place in all radiotherapy centres;

 The NCSS was subsumed into the NCCP on 1 April 2010; 
 The establishment of Rapid Access Clinics for lung and prostate cancers streamlines 

and speeds up the referral process for patients;
 Development of quality standards for major cancers – breast, lung , prostate, rectal;
 Development of referral guidelines for GPs.

10.2.3 Programme Efficiency
The NCCP controls the funding which has been added to the HSE’s cancer services base 
since the establishment of the Programme in 2007. In 2011, that funding amounts to €62m 
and the funding for St. Luke’s Hospital (€34m).  It has also identified the oncology drugs 
budget for hospital in-patients (€64m) (this is separate to the provision of oncology drugs 
under the community drugs schemes).  Funding for radiotherapy in 2010 (prior to expansion 
of service under NPRO Phase 1) was €75m. The funding provided for cancer screening 
programmes (€63.68m in 2011) is detailed separately under heading 10.3 below.

Table 10.1: Trend in Expenditure on NCCP 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  -budget 
allocated  (€m)

Pay  + Non-Pay 21.75 36.75 52.75 62.25

*Non-Pay accounts for approx. 30% of above (based on average split across the system). 

There is a small number of administrative staff in the NCCP central office and with the St. 
Luke’s Radiation Oncology Network (these sites provide only radiotherapy services). Other 
clerical  and  administrative  staff  manage  the  designated  cancer  centres  including,  for 
instance, staff associated with rapid access clinics, breast centres or other areas. 

Table 10.2: Trend in WTE associated with the NCCP 2008-2011
2008 2009 2010 2011 

(budget allocated)
114 214 214  +79  prioritised 

within existing HSE 
WTEs

214  +  107  being 
prioritised  within 
existing HSE WTEs

The  NCCP  is  an  efficient  programmatic  model,  which  allows  patient  pathways  to  be 
managed and monitored effectively throughout their cancer journey.  Where comparative 
data is available (e.g radiotherapy services), they show that the programme provides better 
VFM  than  purchasing  these  services  from  the  private  sector.  Under  the  Programme, 
outcomes  are  measured  against  specific  performance  indicators,  helping  to  achieve  a 
consistent level of services, measured against quality standards, in all centres.

10.2.4 Additional Demands
Further work is needed to:

(i) Ensure sufficient radiation oncology capacity to meet treatment needs 
(ii) consolidate the remaining site specific cancers (e.g gynaecological cancers) in 

the 8 designated centres;
(iii) identify  and  fully  manage  funding  relating  to  cancer  services,  while 

acknowledging that certain site specific cancer services, e.g. gastrointestinal 
cancer, cannot be totally detached from general medical services;

(iv) plan for the management of increasing cancer burden.
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In relation to radiation oncology, a draft Memorandum for Government requesting approval 
to procure additional linear accelerators in 6 centres through Public Private Partnerships 
will  shortly  go  to  Government.   There  are  significant  costs  (both  capital  and  revenue) 
involved in expanding capacity regardless of whether it is by traditional or PPP methods.  x 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxx. 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx;

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxx;

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

The over-riding issue for the State is that if capacity is not expanded, the HSE will fail in its 
duty of care to patients who will require radiotherapy provision in a timely fashion as part 
of their care pathway.  

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxx:

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx; and 

• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxx.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx. 
 
10.2.5 Conclusions 
The NCCP has changed how cancer services are being delivered and in doing so it has been 
successful  in  providing  adequate  capacity  and  timely  provision  of  services,  monitoring 
patient pathways and outcomes and planning for future demands on services.  Key features 
are:

• Performance Indicators monitor programme outcomes
• More efficient use of radiotherapy equipment and resources.
• There  is  the  potential  to  charge  patients  for  private  and  semi-private  services 

delivered by public hospitals.
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• Development of a greater role for primary care in the post-treatment monitoring of 
patients.

• Clinical protocols will be developed for the prescribing of oncology drugs.  The 
initiative is not necessarily expected to generate savings but will ensure efficiency, 
evidence-based  provision  and  a  controlled  framework  for  oncology  drug 
prescribing.  It may also limit the growth in expenditure that would otherwise take 
place without protocols and guidelines. 

A reduction in WTEs is not forseen.  On the contrary, with increasing age and incidence of 
cancers there will be greater service needs.  The Croke Park Agreement has been used in the 
context of NPRO and the transfer of staff from St. Luke’s Hospital into the NCCP.

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxx. 

10.3 NATIONAL CANCER SCREENING SERVICE (NCSS) 
10.3.1 Rationale, Objectives and Continuing Relevance
The  aim  of  national  cancer  screening  programme  is  to  reduce  cancer  morbidity  and 
mortality through early detection.  The NCSS provides population based screening through 
its BreastCheck and CervicalCheck programmes and is currently in the pre-implementation 
phase for colorectal screening which will begin in 2012.  These programmes are consistent 
with Government policy and international best practice on cancer control.  

High Level Objectives for screening programmes in 2011 are:
BreastCheck: Screening  target  for  an  effective  national  programme  is  140,000 

women between the ages 50 – 64 .
CervicalCheck: Screening  target  for  an  effective  national  programme of  240,000 

women between the ages 25 – 60.
Colorectal:  Pre-implementation  phase  for  colorectal  screening  programme. 

Appoint  20  Advanced  Nurse  Practitioners,  designate  candidate 
colonoscopy  screening  units,  and  set  quality  standards  for  all 
elements of the programme.  

10.3.2 Programme Effectiveness
Cancer screening programmes are proven to be cost effective.  Early detection of cancer 
through population based screening can reduce the overall costs of cancer treatment.  Irish 
survival rates for breast and colorectal cancer are lower than the EU average.  As cancer is a 
disease associated with ageing, early detection through screening services will reduce the 
curative costs associated with cancer control.

10.3.3 Programme Efficiency 
BreastCheck: Over 122,000 women were screened in 2009 while 119,000 were screened 
in 2010, against an annual target of 140,000 for an effective national programme.  The 
average detection rate of the programme is around 7 cancers per 1,000 women screened, so 
one could extrapolate that the programme therefore potentially failed to detect up to 140 
cancers in the 20,000 unscreened women.

Even though adequate funding has been provided to run an effective national programme, 
the  NCSS reports that a shortage of radiographers made the national target impossible to 
achieve.  In 2009 it required an additional 30 WTE radiographer posts to complete national 
expansion.   The  situation  was  further  compounded  in  2010  by  the  effects  of  the 
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Employment Control Framework.  A screening target of 140,000 women has been set for 
2011, but it is unlikely that this target will be achieved.    

The Programme for Government specifies that BreastCheck should be extended to women 
aged 65–69 in keeping with best international practice.  The NCCP will undertake further 
assessment of how efficiencies within the BreastCheck model may result in savings that 
could be assigned towards extending the programme.  Areas such as the call/recall model 
and better integration with symptomatic services at surgical stage have been suggested.  It 
will use the findings in HIQA’s 2009 “Report of the evaluation of the use of resources in  
the national population based cancer screening programmes and associated services” to 
assist in this process.  There is an urgency on completing this review in order to identify 
how BreastCheck may be extended as quickly as possible.

Table 10.3: Numbers of Women Screened and the Cost of BreastCheck 2007-2010. 
Year 2007 2008 2009 2010
Women screened 66,527 90, 834 122,000 119,000
Expenditure €m 16.5 22.1 21.7 22.4

The  utilisation  of  separate  databases  and  call/recall  systems  for  CervicalCheck  and 
BreastCheck  must  result  in  inefficiencies.   However,  because  these  programmes  were 
‘inherited’  from existing  HSE programmes  and there  is  no national  database or  unique 
identifier to streamline databases, it is difficult to see how this can be addressed in the short 
- term.  The Health Information Bill, being drafted by the Department, will provide for a 
unique health identifier.

CervicalCheck:  The number of women screened in 2009 was 281,202 and the provisional 
figure for 2010 is 329,541.  While these figures include some repeats the number screened 
is well above the target for an effective programme of 240,000 per annum.  (Figures for 3 
years are required to provide an accurate average detection rate). 

Table 10.4: Cervical Check Activity & Expenditure 2009-2010
Year Women Smeartaker fees

(€m)
Total Prog Cost
(€m)

2009 281,202 15.17 37,685
2010 329,541 15.879 41,547

The NCSS intends to use the CervicalCheck database system as the IT platform for the 
national  colorectal  screening  programme and the  HSE will  also  use  this  for  a  diabetic 
retinopathy screening programme (i.e. added value for another non-cancer programme).

Reductions  in  professional  fees  under  the  FEMPI  Act  have  reduced  the  cost  of 
CervicalCheck by 12.6% of the original fee payable (8% in 2009 and 5% of the fee in 
2010),  but  these  savings  were  returned  to  the  Exchequer  rather  than  assigned  to  other 
screening programmes.  Because such a large proportion of costs in this programme relate 
to fees to GPs, it is felt that it would be difficult to find significant savings in other areas of 
the programme.   In the next few years  CervicalCheck will  introduce a system of HPV 
testing  for  women  who  have  had  excisional  treatment  for  CIN  under  the  programme 
(approximately 6,000 per annum).  At present these women must return annually for 10 
years following this procedure.  If the HPV test is negative they will not require the annual 
cervical smear.  No details have yet been provided about the costs or potential savings that 
this initiative will yield.  

The 2009 review by HIQA highlighted the potential for a number of efficiencies and cost 
savings.  On assessing its resources, the NCSS was able to fund the pre-implementation 
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phase of the colorectal programme from existing resources.  HIQA also recommended that 
the NCSS should:
 Carry out a full analysis of non-pay spend to identify areas where further savings were 

possible;
 Implement a year on year cost improvement programme to deliver at least 2% per year 

efficiencies in costs;
 Use  existing  managerial  and  administrative  staff  in  the  development  of  the  new 

colorectal programme.

Colorectal cancer screening: A Health Technology Assessment by HIQA (2009) reported 
that “internationally, screening for colorectal cancer has been considered to be cost effective 
and occasionally cost-saving in most of the settings in which it has been evaluated”.  The 
HTA estimated  that  a  reduction  in  mortality  would  be  expected  from  year  two  of  the 
programme onwards, with approximately 270 deaths from colorectal cancer avoided in year 
10.
Table 10.5: Trend in Expenditure on NCSS Screening Programmes 2008-2011

2008(€) 2009(€) 2010(€) 2011(€)
-budget allocated

Pay 17,538,147 18,857,766 18,918,023 20,709,638
Non-Pay 26,212,184 41,656,842 46,473,904 42,971,394
In 2009, costs rose as a result of the introduction of the CervicalCheck programme and 
good uptake for  the programme.   [Department  has  requested a breakdown of  costs  by 
programme  in  order  to  identify  where  possible  efficiencies  could  be  made.  It  appears  
inconsistent that pay costs are increasing while staff numbers are going down and salaries  
have been cut.]

Table 10.6: Trend in WTE associated with NCSS Screening Programmes 2008-2011
2008 (at 31.12) 2009 (at 31.12) 2010 (at 31.12) 2011 

(budget allocated)
262.68 271.21 258.55 20,709,638

In 2009 the NCSS required an additional approx. 30 WTE radiographer posts as a result of 
the national expansion of BreastCheck to the South and the West.

Table 10.7: Trend in Administration costs - NCSS Screening Programmes 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)-budget 

allocated
13,654,310 14,733,127 15,525,115 12,534,944

Following transfer into the HSE on 1 April 2010, 2011 costs are based on HSE Chart of 
Accounts (COA).  HSE COA requires administration costs to be allocated differently from 
Exchequer  COA and  therefore  comparison  is  not  possible.   Also,  costs  such  as  legal, 
insurance, audit, bank charges are now borne centrally by the HSE and are not directly 
allocated  to  the  NCSS.   This  should  result  in  an  overall  saving  to  the  NCSS.   The 
Department has requested the NCSS to review its projected costs of the colorectal cancer 
screening programme as the estimate was provided in 2009.

Table 10.8: Trend in Outputs for NCSS Screening Programmes 2008-2011
2008 2009 2010 2011

BreastCheck 92,061 122,000 119,000 140,000

CervicalCheck 281,202 329,541* 240,000
* provisional figure

90



The NCSS has  made a  number  of  changes  to  the  organisation  of  support  functions  to 
manage front line service gaps and deficits suffered as a result of the Employment Control 
Framework.   The NCSS, as  part  of  its  operation,  regularly  reviews service  and supply 
contracts and achieves savings where possible.  Any savings achieved allows the NCSS to 
ensure funding is available to continue to offer  screening.   Further scrutiny of non-pay 
spend and of efficiency of BreastCheck model is required.  Since the subsuming of the 
NCSS into the NCCP, the NCSS has provided ICT, HR/IR, facilities, reception and some 
administrative support to the NCCP from existing resources.  The NCSS made the decision 
to discontinue the National Radiography Training Centre post graduate training programme 
carried out in conjunction with UCD.  The resources allocated for the NRTC (identified as 
two staff) have been redeployed to the BreastCheck programme’s core activities.

10.3.4 Future Demands
The national colorectal screening programme will be introduced in 2012.  As the remit of 
the NCSS is extending, overall operational costs will also increase.  However, as the NCSS 
manages a number of screening programmes there will be overall savings rather than if the 
programmes were provided separately.  The cost of the pre-implementation phase of the 
national colorectal cancer screening programme in 2010 was €1.362m.  A further spend of 
€1m is projected in 2011.  This has been found from within existing NCSS resources.  The 
NCSS  has  estimated  that  an  additional  sum  of  €3.1m  is  required  in  2012  for  the 
implementation of the colorectal cancer screening programme for a 6 month period.  The 
Croke  Park  Agreement  would  allow for  an  extended  working  day  and  improved  staff 
mobility.  Administrative staff share responsibilities for screening programmes and there is 
the potential to redeploy administrative staff from the HSE.  As set out earlier under Section 
10.3.3, the Programme for Government specifies that BreastCheck should be extended to 
women aged 65–69 in keeping with best international practice. 
 
10.3.5 CONCLUSIONS, SAVINGS AND REFORM
The  National  Cancer  Control  Programme  has  changed  how  cancer  services  are  being 
delivered and in doing so it has been successful in providing adequate capacity and timely 
provision of services, monitoring patient pathways and outcomes and planning for future 
demands on services.  

The NCCP must  continue to  work  with  the NCSS to  maximise efficiencies  in  existing 
programmes.  A review of the reduction in fees under the FEMPI Act showed that there was 
no reduction in smeartakers (GP practices and womens clinics) involved in the programme. 
The success of this programme is most likely due to the encouragement of women by their 
GPs to participate.  The introduction of the colorectal cancer screening programme and the 
age extension of BreastCheck will be challenging in the present economic environment, but 
each programme must be implemented to ensure early detection and prevention of cancers. 

Key Savings:
• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

      xxxxxxxxxxxxxxxxxx.

• National Cancer Screening Service Funding:  Consideration will  also be given to 
funding the NCSS on the basis of number of people screened to incentivise maximum 
uptake (although it should be noted that the NCSS advises that the numbers screened 
will not improve until more radiographers are in post/available).
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Key Reforms:
Clinical  Protocols  for  Oncology  Drugs:  Clinical  protocols  will  be  developed  for 
prescribing of oncology drugs aimed at ensuring efficiency, evidence based provision and a 
controlled framework for oncology drug prescribing.  This will have the impact of limiting 
upward pressure on expenditure in this area.  
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CHAPTER 11
CHILD WELFARE AND PROTECTION

11.1 INTRODUCTION AND DESCRIPTION
Under the Child Care Act, 1991, the HSE is required to promote the welfare of children 
who are not receiving adequate care and protection.  The legislation also obliges the HSE to 
ensure that every child in care has an allocated social worker and a written care plan.

The State has an additional international obligation, under Article 3 of the UN Convention 
on  the  Rights  of  the  Child,  to  ensure  that  all  actions  concerning  children,  whether 
undertaken by public  or  private  institutions,  courts  of  law,  administrative  authorities  or 
legislative bodies are undertaken in the best interests of the child.  In particular, Article 3(3) 
of the UN Convention provides that:

‘States Parties shall ensure that the institutions, services and facilities responsible for the  
care or protection of children shall conform with the standards established by competent  
authorities, particularly in the areas of safety, health, in the number and suitability of their  
staff, as well as competent supervision’

The publication  in  recent  years  of  a  number  of  high profile  reports  into  both  past  and 
contemporary cases of abuse has brought the children and families programme sharply into 
focus in recent years.  These include:
• Report of the Commission to Inquire into Child Abuse (Ryan Report);
• Recent  controversies  relating  to  the  Review of  Deaths  of  Children  in  Care  and,  in 

particular, the validation by the HSE of accurate data;
• Report  of  the  Ombudsman  for  Children  arising  from  her  investigation  into  the 

implementation of Children First;
• Significant deficits identified by HIQA in respect of foster care and child protection 

services in Dublin North West and North Central.
• Report to the HSE of the independent review of the Roscommon family child protection 

case; and
• Report of the Commission of Investigation into the Diocese of Cloyne.

11.2 RATIONALE, OBJECTIVES AND CONTINUING RELEVANCE 
The overall aim of the Programme is to promote and protect the health and wellbeing of 
children and families, particularly those who are at risk of abuse and neglect.  The HSE, 
through the National Service Plan, sets out annually the level of services to be provided on 
behalf of the State.  Child welfare and protection services are primarily delivered by the 
HSE, with support from the non-Governmental sector.  

The delivery of services under the programme requires a considerable degree of interface 
with a range of other programmes / care groups, including primary and secondary care, 
mental health, addiction and homeless services.  There is also a strong interface with other 
bodies and agencies which have a responsibility to deliver statutory services to children 
such as the Department of Education and Skills, the National Education Welfare Board, 
Irish Youth Justice Service, An Garda Siochana, the Court Service, the Probation Service, 
the  Department  of  the  Environment,  Community  and  Local  Government  and  the 
Department of Social Protection.  By bringing these services together as part of the new 
Department of Children and Youth Affairs there should be the opportunity to create better 
synergies and more streamlined services. 

The programme is consistent with Government policy as articulated most recently in the 
new Programme for Government and previously in the national strategy document ‘Agenda 
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for Children’s Service’ and the Implementation Plan prepared following the publication of 
the Report of the Commission to Inquire into Child Abuse.  

The establishment of a dedicated Department of Children and Youth Affairs reflects the 
priority  which  is  attached  by  Government  to  promoting  the  development  of  children’s 
services.  The Government has also committed to fundamental reform of the delivery of 
services by transferring child welfare and protection services from the HSE to a dedicated 
Child Welfare and Protection Agency to be established.

11.3 PROGRAMME EFFECTIVENESS
There has been some improvement over recent years in the delivery of services. However, it 
is widely acknowledged that child welfare and protection services require fundamental re-
organisation and reform.  A wide ranging programme of reform has commenced under the 
direction of a recently appointed National Director.  At an operational level, this needs to be 
supported by the delivery of key structural reforms. 

The  immediate  priorities  for  the  programme  in  2011  are  the  meeting  of  statutory 
requirements, regulations and standards for the sector.  This includes:
• Delivering  statutory  services,  including  foster  care,  special  care,  after  care,  youth 

homelessness, and adoption services;
• Implementing  the  actions  of  the  Commission  to  Inquire  into  Child  Abuse  (Ryan 

Report);
• Implementing recommendations of internal and external audits of services e.g. HIQA’s 

recommendations for  children in  care and child  protection,  and the HSE’s  National 
Audit of Foster Care;

• Implementing the Task Force  Report  and the Strategic Review of the Delivery and 
Management of Children and Family Services;

• Supporting the roll-out of the Revised Children First National Guidance, including the 
provision of training and advice;

• Maintaining  and  developing  family  support  services  and  ensuring  the  provision  of 
aftercare services are strengthened.

There are indications that the number of children requiring care has increased over recent 
years. This is reflected in the latest figures for the total number of children in the care of the 
State.  A number of factors are thought to have contributed to this, including increase in 
parental addiction and more recently the rise in unemployment and the cost of living.

Table 11.1: Trend in Number of Children in Care 2007-2010
2007 2008 2009 2010
5,322 5,347 5,689 5,964

The HSE National Service Plan, 2011 commits to delivering on the statutory requirement 
that every child in care should have a written care plan and an allocated social worker. 
While good progress is being made in this regard the HSE is still some way short of this 
requirement.

The latest available information from the HSE indicates that the number of children in care 
nationally at the end of April 2011 was 6,122.  Of those children 5,441 (90%) had a written 
care plan in place.  This represents a significant improvement on the position in mid-2010 
when  82%  of  children  in  care  had  a  written  care  plan.  The  breakdown  by  care  type 
nationally of children in care who had a written care plan in place was as follows: 
• Residential Care: 93.3% 
• Foster Care: 89.4% 
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• Foster Care with Relatives: 87.3%
• Other Care Types (e.g. at home under care order): 88.9%

The HSE further reported that nationally, 94.6% of all children in care (all care types) had 
an allocated social worker. Again this represents a significant improvement on the position 
in mid 2010 when 86.5% of children in care had an allocated social worker. The breakdown 
by care type nationally is as follows: 
• Residential Care: 96.7% 
• Foster Care: 95.3% 
• Foster Care with Relatives: 92.5% 
• Other Care Types (e.g. at home under care order): 95.8%

11.4 PROGRAMME EFFICIENCY
The  children  and  families  service  is  required  to  contribute  to  the  overall  pursuit  of 
efficiencies / savings across all areas of the HSE. The 2011 budget shows a reduction of 
€14m over 2010. However, as indicated, the increase in the number of children in care is 
giving rise to  significant  cost  pressures  in  the current  year  and  the HSE has particular 
statutory obligations to meet in this regard.

A  number  of  key  improvements  and  efficiencies  are  being  progressed  by  the  HSE, 
including:
• Introduction of flexible working hours to reduce overtime spend and contribute to the 

provision of more cohesive services.
• Better deployment of staff with appropriate skills to ensure adequate resources to meet 

assessed need.
• Implementation of the PA report of management structures in the Children and Family 

Services.
• Development of clear lines of accountability, quick decision making and re-organisation 

of resources through regular management meetings with the regional representative’s 
clinicians and national office staff.

• Improved monitoring of performance through monthly exception reports.

The HSE is also seeking to progress the development of a National Child Care Information 
System which will greatly assist in both front line service delivery and the provision of 
management  information.   This  is  an  area  which  requires  particular  attention  and 
improvement.

Given  the  specialised  nature  of  the  services  provided  and  significant  issues  such  as 
continuity of care and carers which materially affects outcomes for children in the care of 
the State, it is considered that services should be provided in-house where possible.  While 
the HSE uses external providers on occasion it is seeking to effect a reduction in the use of 
private services through the establishment of a national resource management structure.

A number of areas have been identified as having the potential to provide for efficiencies / 
income generation.  Areas which might be considered in this context include:

Table 11.2: Areas identified to provide further efficiencies – Child Welfare & 
Protection

€m
Reduction in private care placements TBQ
Reduction in use of agency social workers 
and social care staff

TBQ

Restructuring  of  the  Guardian  Ad  Litem TBQ
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Service
Impact of introducing Differential Response 
Model (early intervention)

TBQ

Introduction  of  charging  by  HSE  for 
adoption assessments

TBQ

In addition to the above the HSE, in 2010, incurred expenditure of €100m in respect of 
foster care payments. A decision will need to be made on whether to change the level of this 
payment.  A reduction of 5% would generate a saving of €5m in a full year assuming no 
increase in the number of children in foster care.  However, in considering this issue the 
Government will need to be mindful that a significant reduction in the rate of foster care 
allowance is likely to give rise to an additional demand for residential care at higher cost.  

11.5 PROGRAMME EXPENDITURE

Table 11.3: Trend in Expenditure - Children and Families Care Group 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011  -  budget 
allocated  (€m)

Total 570 575 601 587
Source 2009  Service 

Plan
2010  Service 
Plan

2011  Service 
Plan

2011 Service Plan

Trend in WTE
The  staffing  information  provided  here  is  sourced  from  the  Department  of  Health’s 
employment  census.   As  the  methodology  for  compiling  these  figures  has  altered 
significantly it is not possible to compare figures with earlier years.  The HSE is seeking to 
map staff  to care programmes as some staff can work across various care programmes. 
This work will be important in disaggregating children and family services from the HSE as 
part of the process of establishing a new agency. 

Table 11.4: Trend in WTE - Children and Families Care Group 2010-2011
Date Data relates to Total WTE excl Career Break
End December 2010 3,159.10
End April 2011 3,133.47

 Table 11.5: Trend in Admin Costs - Children and Families Care Group 2010-2011
2010 (€) 2011(€)
27,724,752 27,596,372
 Source: HSE

Trend in Outputs 
The  Department  has  developed,  in  conjunction  with  the  HSE,  a  comprehensive  and 
significantly improved set of key performance indicators for reporting in 2011 by the HSE. 
This  suite  of indicators  include new measures  aimed at  improving  the measurement  of 
service delivery, such as numbers of children in care in formal  education, use of single 
placements and assessments of foster carers.

The following key outputs were developed for 2011:

Table 11.6: Key Outputs developed for 2011 - Children and Families Care Group
No. Outputs 2011 Output Target
1 Allocation  of 

Social  Workers  to 
All children in care to have an allocated social worker
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No. Outputs 2011 Output Target
children in care

2 Multidisciplinary 
Assessment 
Services

Multidisciplinary  team  for  children  in  care  and  detention 
established and operating

3 Children’s 
residential  centres 
and foster care

Activity  to  be  maintained  at  broadly  similar  levels  as  2010, 
dependent on demand:

• Total number of children in care: 5,985, comprising:
• Children supported in residential care: 419
• Children supported in  foster  care  (incl  foster  care  with 

relatives): 5,387
• Children supported in other care placements: 179

4 Care Planning All children in care to have a written care plan
5 Standardised  Care 

Plan
Standardised  Care  Plan  rolled  out  and  audit  of  compliance 
commissioned and completed

6 Standardised 
business processes

(i) Referral, Initial Assessment and Further Assessment processes 
rolled out in all LHO areas
(ii) Roll out of Child Protection, Child Welfare, Children in Care 
and Family Welfare processes commenced.

7 National  Child 
Care  Information 
System

Tendering, evaluation and selection of system complete

8 Restructuring  of 
Children  and 
Family  Services 
within the HSE

Initial testing completed in selected regions and roll out expanded 
to other areas

9 Aftercare National Policy on Aftercare implemented and services delivered 
in compliance with Section 45 of Child Care Act 1991

10 Special  Care  and 
High Support

Capacity review of special care and high support completed.

11 Youth 
Homelessness

Care needs of children under 18 who are homeless met by HSE, 
precise levels dependent on demand

12 Children  First 
Guidelines

Implementation framework in place to support revised Children 
First National Guidelines

13 Church Audit (i)  National  audit  of  child  protection  policies,  practices  and 
procedures  in  Catholic  Church  Dioceses  completed  and  report 
submitted to Minister
(ii)  National  audit  of  child  protection  policies,  practices  and 
procedures in Religious Orders completed and report submitted to 
Minister

14 Differential 
Response Model

Model piloted and preliminary evaluation completed

15 Treatment services 
for  people  who 
have  exhibited 
sexually  harmful 
behaviour

Recommendations of the 2007 Report on Treatment Services for  
People  Who  Have  Exhibited  Sexually  Harmful  Behaviour 
implemented 

16 Out  of  Hours 
Social  Work 
Services

Two pilot sites operational and evaluated

17 Children’s 
Services 
Committees

8 additional committees established
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11.6 ADDITIONAL DEMANDS
11.6.1  Children in care- unavoidable costs
As indicated, the increase in the number of children in care is giving rise to significant cost 
pressures  within  the  HSE.  Since  the  HSE has  a  statutory  requirement  to  address  child 
protection and welfare in an affirmative manner, including through the assignment of social 
workers  and developing care plans,  an increase in  child  protection problems within the 
community has unavoidable resource implications.  Such pressures reported by the HSE so 
far this year are of the order of €15m.

11.6.2  Ryan Implementation Plan
Funding for the recruitment of the final tranche of 10 Ryan related social workers in 2012.

11.6.3 Establishment of a new Children and Family Service's Agency  
There will  be a requirement  to  make provision for  start  up costs for  the proposed new 
statutory agency.  Given the importance for child protection and welfare outcomes there is a 
need  for  robust  management  capability  to  be  in  place  before  transfer  of  legal  and 
operational powers.  This requires that there is early commencement on a shadow basis of 
the development of key elements of the new agency.  

11.7 CONCLUSIONS, SAVINGS AND REFORM
The key to safe child protection services is the quality of assessment, decision making and 
relationship-based  interventions,  as  delivered  by  social  work  staff  and  their  direct  line 
managers.  This needs to be combined with the standardisation of processes and effective 
information  systems.   Central  to  the  provision  of  good  child  protection  services  is  an 
accountable management structure using information effectively, able professional staff that 
provide high quality service in the field and robust external monitoring systems.

The requirement  to  provide services in  this programme area is underpinned by specific 
statutory requirements set out in the Child Care Act, 1991.  Furthermore, the Government 
has attached a particular  priority to the development of Children and Families services, 
particularly  through  the  establishment  of  a  dedicated  Department  and  a  new  statutory 
agency to provide services.  Recent reports point to a need to significantly enhance child 
welfare  and  protection  services  and  to  address  existing  deficits.   Any  erosion  in  the 
resources available to the programme will materially diminish its capacity to improve its 
performance towards meeting these requirements.

The Children and Families programme accounts for less than 3% of the HSE workforce.
While the programme area will continue its efforts to pursue all possible efficiencies, any 
savings achieved in this regard will necessarily need to be applied to service provision and 
compliance with statutory obligations.

The  Public  Service  Agreement  provides  a  framework  for  delivering  change  across  the 
public service.   In the case of the Children and Families Service this is  to be achieved 
primarily by way of restructuring the organisation and delivery of services nationally. Such 
re-organisation is designed to facilitate greater efficiency and productivity, reduce cost and 
improve  quality.   The  PA Consulting  Report  prepared  for  the  HSE  provides  a  useful 
template for progressing this work.  The recent appointment of a National Director will help 
to accelerate the change process in this care group.     

Key Savings:
• Child Welfare & Protection Programme Budget:  The Child Welfare & Protection 

Programme accounts of 4.4% of the overall health budget. The Department’s working 
assumption in this CRE is that the Programme should provide the same percentage of 
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the required savings and meet any other unavoidable cost pressures within that area. 
This  approach and the measures which would be required to  achieve it  will  be the 
subject of further discussions with the Department of Children & Youth Affairs. 

• Efficiency/Income Generation Measures:  Consideration  will  also  be  given to  the 
introduction of the following efficiency/income generation measures:
o Reduction in the number of private care places;
o Reduction in the use of agency social workers and social care staff;
o Restructuring of the Guardian ad Litem Service;
o Impact of introducing Differential Response Model for early interventions;
o Introduction of a charge for adoption assessments.

Key Reforms: 
• Flexible Working:  Flexible working hours will be introduced to reduce overtime 

spend and contribute to the provision of more cohesive services.
• Staff  Deployment:  Better  deployment of staff  with appropriate skills  to ensure 

adequate resources to meet assessed need.
• PA Report on Management Structures:  The PA report of management structures 

in the Children and Family Services will be implemented.
• Accountability:  Clear  lines  of  accountability,  quick  decision  making  and  re-

organisation of resources will be delivered through regular management meetings 
with the regional representative’s clinicians and national office staff.

• Performance Monitoring:  Monitoring of performance through monthly exception 
reports will be improved.

• National Child Care Information System:  The HSE is also seeking to progress 
the development of a National Child Care Information System which will greatly 
assist  in  both  front  line  service  delivery  and  the  provision  of  management 
information.
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CHAPTER 1  2  
MENTAL HEALTH SERVICES

12.1 BACKGROUND
12.1.1 Introduction and Description of Programme
The Mental Health Services Programme provides a broad range of primary and community 
services as well as specialised secondary care services for children and adolescents, adults 
and  older  persons.   In  recent  years  there  has  been  increased  specialisation  including 
rehabilitation  and  recovery,  liaison,  forensic,  mental  health  services  for  people  with  an 
intellectual disability and suicide prevention initiatives.  Services are provided by the HSE 
and voluntary sector partners in a number of different settings including the service users’ 
own home, acute inpatient facilities, community mental health centres, day hospitals, day 
centres and supported community residences.  

Government policy on the provision of Mental Health Services has been developed on foot 
of the 2006 Report A Vision for Change.  A Vision for Change recommends an integrated 
multi-disciplinary approach to addressing the biological and social factors that contribute to 
mental health problems.  The key piece of legislation for the provision of mental health 
services is the 2001 Mental Health Act (to be reviewed in 2011).   This Act provides a 
modern framework for the admission, detention and treatment of persons with a mental 
disorder in compliance with international standards.

The Office for Disability and Mental Health was established in January 2008 with a remit, 
inter alia, to bring a new impetus to the implementation of A Vision for Change and to work 
in partnership with the HSE and other stakeholders, to drive its implementation. 

12.1.2 Objectives of the Programme 
The high level objective of the programme is based on A Vision for Change which sets out a 
new model of service delivery that is flexible, patient centred and community based which 
will greatly reduce the need for hospital admissions.  

More specific objectives relating to the provision of mental health services include:
• The implementation of community mental health services.  A key feature of this is the 

implementation of community mental health teams that are multi-disciplinary in nature 
and work together to serve the needs of service users across the lifespan. 

• The closure of old psychiatric hospitals and the transfer of patients to more appropriate 
community based settings.

• The development of child and adolescent mental health services.
• Implement  Reach  Out the  National  Strategy  of  Action  on  Suicide  Prevention 

2005-2014.
• To provide a modern forensic mental health service.

12.1.3 Other Important Issues
The projected demographics for Ireland and the consequences of the decline in the economy 
will result in increasing demand for mental health services.  1 in 4 people will experience 
some mental  health problems in their  lifetime.   The move towards greater  provision of 
community based services is important given that 90% of mental health problems are dealt 
with in the primary care setting.

12.1.4 Sub-Programmes
A number of sub-programmes are being delivered to provide mental health services.  The 
key services include:  (i)  Long-term Residential  Care;  (ii)  Community Services  –  Adult 
Mental Health; (iii) Child and Adolescent Mental Health; (iv) National Forensic Mental 
Health Service; and (v) Suicide Prevention.
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12.2 LONG STAY RESIDENTIAL CARE
The deinstitutionalisation of mental  health  services has advanced significantly  in  recent 
decades.  The move to community based residences was developed in line with the mental 
health policy, Planning for the Future (1984).  In the past decade, a programme transferring 
older residents to more appropriate facilities with mental health support was developed and 
implemented.  

12.2.1 Rationale, Objective and Continuing Relevance
A key policy aim in A Vision for Change is the closure of old psychiatric hospitals and the 
transfer of patients to more appropriate community based settings.  A Vision for Change 
estimates that mental health services should provide in the order of 2,800 beds/places in 
total  between  acute  and  continuing  care  beds  and  high  support  community  residential 
places.   Excluding the independent  (private)  sector there are approximately 1,200 acute 
mental health beds, and a similar number of continuing care beds catering for a variety of 
needs on mental health campuses.  In addition there are 2,790 places in 363 community 
residences.  

The primary objectives of the Long Stay Residential Care programme are the closure and 
reconfiguration of Long Stay Mental Health facilities and the transfer of responsibility for 
low and medium support accommodation to non HSE agencies. 

Generally, the following categories of people could, with appropriate peer advocacy support 
structures, live independently;

• the current and upcoming generation of new long stay service users (1 - < 5 years in 
psychiatric institution) who have little experience of inpatient care and who have 
not developed a dependency on institutionalised care;

• the majority of service users currently residing in low and medium support HSE 
accommodation would be capable of making the transition to independent living 
with the support of the community mental health team and other community and 
social supports that may be required from time to time.

This transition would need to be implemented on a phased basis and would be subject to a 
number of variable factors.

Money obtained by the sale of mental health assets will be redirected into the development 
of new mental health infrastructure.  It was proposed that in 2010 the HSE would proceed to 
dispose  of  assets  and  reinvest  an  initial  sum  of  €50m  in  the  mental  health  capital 
programme.  

The programme for Government commits to the closure of institutions:
• Will  close  unsuitable  psychiatric  institutions  moving  patients  to  more  appropriate  

community-based facilities and will develop specific strategies for elderly patients and  
those with intellectual  disabilities  who will  remain under the care of mental health  
services.

12.2.2 Programme Effectiveness
Significant progress has been made in reducing the number of patients resident in Irish 
psychiatric units and hospitals over the last 40 years – a decline from 19,801 in 1963 to 
2,812 in 2010.  Recent progress has been made in relation to the closure of old psychiatric 
hospitals, for example, ceasing admissions to St Brendan’s Grangegorman and developing a 
54 bedded replacement long stay facility.   The Acute Unit  of St Ita’s Portrane is to be 
replaced and admissions have ceased in St Senan’s Hospital Enniscorthy.  It is anticipated 
that  in  2011,  the  closure  of  one  institution/hospital  and  the  provision  of  cost  effective 

102



community based respite care would be achieved as a result of Innovation funding that was 
provided to the Genio Trust.

12.2.3 Programme Efficiency
Expenditure on this sub-programme is outlined in Table 12.1 below.  As the HSE is unable 
to provide a breakdown at this level, the figures are taken from the Revised Estimates.

Table 12.1: Trend in Expenditure - Long Stay Residential Services Mental Health 
2008-2011 

Provisional 
Outturn
2008(€)

Provisional 
Outturn
2009(€)

Provisional 
Outturn
2010(€)

Estimated 
Expenditure 
2011(€)

Total 
Expenditure

607,000,000 585,000,000 560,000,000 534,000,000

The latest breakdown (provided by the HRB) of patient/clients in psychiatric hospitals and 
HSE community residences is as follows: 

Table 12.2: Breakdown in number of Mental Health patients/clients length of stay 
and level of support

A Value for Money and Policy Review of the efficiency and effectiveness of long-stay 
residential care for adults within the Mental Health Services was undertaken and the report 
published in 2009.  The review examined the services provided to long-stay adult mental 
health residents. It did not include patients who were receiving acute psychiatric hospital 
care.  

Examples of the key findings of the review include:
• About one-quarter of clients reviewed were inappropriately placed, most could have had 

their needs met in lower supported accommodation and at a lower cost. 
• Inappropriately placed long-stay service users should be prioritised for placement  in 

community-based services.  The provision by the HSE of low and medium care support 
accommodation should be discontinued. Instead, housing needs should be met by non-
HSE agencies. 

• There  is  scope  for  significantly  increasing  the  proportion  of  service  costs  that  are 
recovered in community residence charges.  The existing system of charges to people 
living in community residences should be reviewed. 

• There are too many beds in the system at present, relative to that recommended in  A 
Vision for Change and the quality of the infrastructure is poor; only 335 of the 2,790 
community beds are in units which are disability accessible and fit for purpose. 

Savings can be generated by the full implementation of ‘A Vision for Change’ by reducing 
the number of in-patient beds including long-stay beds.  The capital and human resources 

Long Stay
1 - <5 years 494 (new long stay)
5 - < 10 years 260
10 < 25 years 238
25 years and over 194

Community Residences
High Support 1,613
Medium Support 547
Low Support 630
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freed up will  be reconfigured to address current imbalances,  develop assertive outreach, 
rehabilitation and home-based treatment teams as well as generic mental health teams etc. 
These  teams  will  maintain  service  users  in  their  homes/community,  reduce  hospital 
admissions and prevent inappropriate long-stay.
 
Collaborative  work  is  ongoing  between  the  Departments  of  Health,  Environment, 
Community and Local Government and the HSE to develop a housing strategy for people 
with a disability (including mental health) to progress the recommendation that housing 
needs should be met by non HSE agencies.

12.2.4 Conclusions
There  may be  scope for  raising  revenue if  the  recommendation  of  the  VFM group on 
charges is examined.  It is expected that the money generated from the disposal of land and 
assets  in  the  mental  health  sector  would  continue  to  be  reinvested  in  the  provision  of 
community based services.

12.3 COMMUNITY SERVICES – ADULT MENTAL HEALTH 
Adult mental health services are provided on both a community and in-patient basis.  A key 
recommendation  in  A  Vision  for  Change is  the  development  of  community  services. 
Community mental health services comprise of out-patient care, day hospitals, day centres, 
home visits from the mental health team, referral to clinical psychological services, referral 
to addiction counselling services, access to social work or occupational therapy services and 
referral back to GPs.  High, medium and low support housing is also provided.

12.3.1 Rationale, Objective and Continuing Relevance
The development of community services is a key recommendation of A Vision for Change.  
The implementation of this recommendation will facilitate the move from institutional care 
to community/primary care.  This is important because it allows patients the opportunity to 
maximise their recovery from mental illness and ensures that they have social networks to 
enable them to integrate and participate in community life. 

A Vision for Change identifies the following high level objectives:
• Well-trained,  fully  staffed,  community-based  multidisciplinary  Community  Mental 

Health Teams (CMHT) should be put in place for all mental health services.
• CMHT should offer multidisciplinary home-based and assertive outreach care, and a 

comprehensive  range of  medical,  psychological  and  social  therapies  relevant  to  the 
needs of service users and their families.

• Need for hospital admissions greatly reduced.
• Closure of old psychiatric facilities.
• A recovery orientation should inform every aspect of service delivery and service users 

should be partners in their own care.

The Programme for Government identifies primary care services as central to reform of 
mental health services.  The Government is committed to developing closer links between 
mental health services and primary care.  It provides a commitment to continuing to develop 
community-based service provision including:
• Ringfenced funding will be provided to recruit additional psychologists and counsellors 

to community mental health teams, working closely with primary care teams to ensure 
early intervention.

• Will  strengthen GP education and training in Mental Health so that they can better 
diagnose, treat and refer as necessary.

104



• To ensure a joined-up approach to mental health in the community we will establish a 
cross-departmental group to ensure that good mental health is a policy goal across a 
range of people’s life experiences including education, employment and housing.

12.3.2 Programme Effectiveness
This  sub-programme is making progress towards achieving its  objectives.   To date 124 
Adult  Community  Mental  Health  Teams  have  been  established  (A  Vision  for  Change 
recommended  227).   An  8%  reduction  in  involuntary  admissions  has  been  achieved 
between 2007 and 2010, of which a 4% reduction was achieved between 2009 and 2010, 
reflecting the improvement in community mental health services.  However, many CMHTs 
are not fully staffed as vacancies have arisen due to the early retirement initiatives and the 
current moratorium on employment, resulting in teams not having the complete range of 
services and not delivering on the objectives of the programme.

12.3.3 Programme Efficiency. 
The level of expenditure on community mental health services is estimated to be €252m for 
2011.  The trend in total expenditure is outlined in the table below.  Limited information is 
available on the WTEs, however, the figure for 2010 for the whole mental health sector is 
9,534.  More than 600 psychiatric nurses have retired over the last two year; however, an 
exemption from the moratorium on recruitment allowed for the filling of 100 psychiatric 
nursing posts to support the implementation of A Vision for Change in 2010.  Just over 60 
of  these  posts  have  been  filled  to  date.   Government  policy  supporting  a  change  to 
community based provision is this area is likely to reduce the number of nursing posts in the 
future and these will be replaced by therapy posts – this may have to take account of the 
Croke Park agreement.  It is not however expected that this will deliver a reduction in the 
overall number of WTEs rather, an increase in WTEs might be expected depending on the 
use of ringfenced funding of €35m which could include measures involving staff.

Table 12.3: Trend in Expenditure – Community Mental Health Services 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)-budget 

allocated
Total 
Expenditure

285,549,000 (1) 275,327,000(2) 263,469,000(3) 252,433,000(4)

Notes:  (1)  2008  Outturn  as  per  2009  Revised  Estimates  for  Public  Services;  (2)  2009 
Outturn as per 2010 Revised Estimates for Public Services; (3) 2010 Outturn as per 2011 
Revised  Estimates  for  Public  Services;  (4)  Estimated  expenditure  as  per  2011 Revised 
Estimates for Public Services.

A key output of the adult mental health services is the strengthened capacity of the CMHTs 
which have been resourced from reconfiguration of inpatient capacity.  As noted above the 
number of teams in operation has increased significantly.  There has also been a reduction 
in the number of psychiatric hospitals and inpatient beds and also a reduction in admissions 
from 2,024 in 2009 to 1,952 in 2010.  Further investment in the development of CMHTs is 
likely to generate further reductions in admissions and will shift the delivery of more care 
into the less costly community sector.

The online reporting tool devised by the HSE as noted in other sub-programmes will also be 
useful in future monitoring the performance of this sub-programme.

12.3.4 Conclusions
The Inspector for  Mental Health  Services recently reported on the increased number of 
referrals to the specialist mental health services directly related to the economic recession. 
Therefore,  the  provision  of  adult  mental  health  services  is  essential.  Any  reduction  in 
community mental health services would only add to the burden of mental illness and could 

105



impact further on the suicide rate.  There will always be a need for a properly resourced, 
modern community mental health service.

12.4 CHILD AND ADOLESCENT MENTAL HEALTH 
The development of child and adolescent services is a key recommendation of A Vision for 
Change.   Early  intervention  is  necessary  and  appropriate  as  mental  health  disorders  in 
childhood are the most powerful predictor of mental health disorders in adulthood.  Mental 
health disorders in children can damage self esteem, undermine school performance and 
reduce quality of life for both children and parents.

12.4.1 Rationale, Objective and Continuing Relevance
A Vision for Change acknowledged the deficiencies in the provision of child and adolescent 
mental health services and made several recommendations for the further improvement of 
these services.  The implementation of these recommendations will ensure that children and 
young people have earlier access to more appropriate services.  

The objectives of the Child and Adolescent Mental Health Services (CAMHS) programme 
are as follows:
• Prioritise the full range of mental health care, from primary care to specialist mental 

health services for children and adolescents.
• Child and adolescent mental health services should provide services to all aged 0-18 

years.
• No child under 18 should be admitted to an adult facility by 01/12/2011. 
• Reduce waiting lists >5%.

The Programme for Government makes commitments in relation to child and adolescent 
mental health services:
• Ensure early and appropriate intervention and to improving access to modern health  

services in the community. 
• Endeavour to end the practice of placing children and adolescents in adult wards.

12.4.2 Programme Effectiveness
The objectives of the CAMHS have not yet been fully met but progress has been made.  61 
child and adolescent mental health teams have been established in the community.  Progress 
has been made in reducing the waiting lists for referrals.  Inpatient bed capacity has also 
increased significantly.

The provision of CAMHS to those aged 16 to 18 has not yet been delivered in all parts of 
the country and will require significant additional resources.  The practice of children being 
admitted to adult wards is still in operation.  

12.4.3 Programme Efficiency
It is not possible to provide a breakdown of the level of expenditure on this programme.  It 
is  included  in  expenditure  given  for  community  mental  health  services  at  table  12.3. 
Figures are also not available for the number of WTEs associated with this sub-programme. 

However, it is possible to identify outputs of the Child and Adolescent programme.  The 
CAMHS has significantly increased the inpatient capacity for this cohort.  The number of 
inpatient beds increased from 27 in 2007 to 52 at end of 2010 and is expected to reach 66 by 
the end of 2011.  The programme has also been successful at reducing the waiting lists by 
4.2% over  the  period  Jan-Dec  2009  (the  target  was  5%)  for  children  to  be  seen  by  a 
CAMHS team in the community.   Furthermore, in December 2009, 21.5% of children were 
waiting longer than 12 months.  This was reduced to 14% by December 2010.  The target of 
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70% for new referrals to be seen within 3 months of referrals was almost reached with 
68.3% being referred within 3 months over the period Jan-Dec 2009. 

Capacity in the community has improved.  There are currently 55 multidisciplinary child 
and adolescent mental health teams in operation though it is noted that A Vision for Change 
recommends 99 teams.  It is also anticipated that work on a Day Unit in Dublin will be 
completed by September 2011 and this will obviate the need for some admissions.  

Performance  management  of  the  programme  has  improved  over  recent  years  with  the 
development  of  performance  indicators  for  the  HSE National  Service  Plan  which  now 
reports  on  referral  rates  and  waiting  list  statistics.   Performance  management  will  be 
enhanced with the new on-line reporting tool by the HSE as noted in other sub-programmes. 
The previously mentioned new mental health information system will also be beneficial for 
improving the monitoring of the provision of CAMHS and will improve service efficiency 
and potentially improve patient safety.

12.4.4 Additional Demands
The Government has committed to ringfenced funding of €35m for mental health services. 
It is envisaged that some of this funding would be utilised for enhancing the provision of 
child and adolescent mental health services. 

12.4.5 Conclusions
Current economic and social developments have made the programme more essential as 
mental health is a prerequisite for normal growth and development.  It should also be noted 
that the majority of illness burden in childhood and more so in adolescence is caused by 
mental  health  disorders  and  the  majority  of  adult  mental  disorders  have  their  onset  in 
adolescence.  For these reasons, the programme should not be discontinued. It is vital that 
we continue to develop and enhance our child and adolescent services.  

12.5 FORENSIC MENTAL HEALTH SERVICES
The National Forensic Mental  Health  Service (NFMHS) is  based at the Central  Mental 
Hospital (CMH), Dundrum, Co Dublin.  The service provides a modern, recovery oriented 
forensic mental health service for adults across the country.  The CMH admits patients from 
the  criminal  justice  system  under  the  Criminal  Law  Insanity  Act,  2006  and  from  the 
psychiatric services under the provisions of the Mental Health Act, 2001.  In addition to 
inpatient  care,  the  hospital  provides  a  consultative  assessment  service  for  hospitals 
throughout the country and for the criminal justice system.

A Cross-Sectoral  Team has been established under the auspices of the  ODMH to bring 
about improvements in services for people with mental health difficulties who come into 
contact  with  the  criminal  justice  system.   The  team includes  senior  officials  from  the 
Departments  of  Health,  Justice  and  Law  Reform,  the  Irish  Prison  Service,  An  Garda 
Siochana, the HSE and the Central Mental Hospital.  
  
12.5.1 Rationale, Objective and Continuing Relevance
The  provision  of  a  NFMHS,  which  includes  secure  in-patient  care  and  has  a  strong 
community focus, is recommended in A Vision for Change.  The NFMHS is wholly funded 
and managed by the HSE and is an integral part of the HSE’s mental health service.  The 
service is organised so as  to provide a progressive pathway through mental  health care 
towards recovery. 

The objectives of the NFMHS programme are:
• Forensic mental health services should be expanded and reconfigured so as to provide 

court diversion services.
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• Four  additional  multi  disciplinary,  community  based  forensic  mental  health  teams 
should be provided nationally.

• Central Mental Hospital should be replaced or remodelled.

12.5.2 Programme Effectiveness
Achievements  to  date  include the  agreement  in  relation  to  the  provision  of  Consultant 
psychiatric  support  by  the  HSE  to  the  Gardaí  in  emergency  incidents  and  extensive 
consultation on the drafting and implementation of the Criminal Law (Insanity) Act 2010. 
The programme has also been effective in delivering court diversion programmes in the 
Dublin  area.   The  programme  has  also  been  able  to  fulfil  its  commitments  under  the 
Criminal Law (Insanity) Act 2010 to provide additional step down facilities for persons 
discharged.  The effectiveness of the NFMHS could be improved by the development of a 
new CMH.  

12.5.3 Programme Efficiency
It is not possible to provide information on the level of funding or the number of WTEs that 
are attached to this sub-programme as the HSE does not report figures on this basis.

The programme does deliver significant outputs in terms of mental health services.  To date, 
the number of Consultant Forensic Psychiatric posts in the CMH has increased from 2 to 7 
since 2002.  Additional forensic psychiatrist posts were approved in recent years to provide 
in-reach services within prisons resulting in only those with severe mental illness and in 
need of appropriate hospital care being transferred to the CMH.   

Other outputs for the programme include the delivery of Court Diversion Programmes in 
the Dublin area, with 100 prisoners being diverted to more appropriate settings.  In 2009, 
ten  additional  beds  opened  providing  a  ward  for  slow  stream  rehabilitation  and  two 
additional beds in the women’s unit, as well as an extra bed in the low secure ward.  This 
has led to the freeing up of admission beds, with more admissions and a shorter waiting list 
for  prison to  hospital  transfers.  As a reflection of the progressive modernisation of the 
service, the average cross sectional length of stay has fallen over recent years.  The opening 
of a high support community residence in west Dublin at the end of 2008 also led to a fall in 
average length of stay and the freeing up of admission beds.

There  has  also  been  strong collaboration  and  engagement  with  relevant  authorities  and 
institutions  such  as  Youth  Justice  at  St.  Patrick’s  Institution,  the  provision  of  Forensic 
Psychiatric support to the Gardai during emergency incidents and active engagement with 
the  Department  of Justice  and  Law Reform,  Irish Prison  Service  and Gardaí  via Cross 
Sectoral Team meetings.

12.5.4 Additional Demands
Following the enactment of the Criminal Law (Insanity) Act 2010 and the introduction of 
conditional discharge for CMH patients, it is necessary for the HSE to provide, as a priority, 
step down facilities for persons so discharged.  The HSE is in negotiations with a voluntary 
housing agency regarding the provision of High Support Hostels in Dublin city.

The redevelopment of a new CMH remains a priority for the Government.  A site has now 
been identified for the new hospital and preliminary discussions have taken place between 
the HSE and the planning authority.  The HSE is close to finalising a business case for the 
project which will include consideration of the funding options to deliver the new hospital. 

12.5.5 Conclusions
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Current economic and social developments have made the programme more essential in 
particular  with  the  increase  in  the  prison  population  and  the  increase  in  percentage  of 
persons in prison with mental disorders. This programme should therefore be continued. 
There is an ongoing need for a modern, recovery oriented forensic service.

12.6 SUICIDE PREVENTION
Reach Out the National Strategy for Action on Suicide Prevention which was launched in 
2006 is a combined public health and high risk approach.  It comprises 4 levels to approach 
this  issue:  general  population  approach,  targeted  approach,  responding  to  suicide  and 
information and research.  This approach to suicide prevention is also that advocated by the 
International  Association  for  Suicide  Prevention  and  is  in  keeping  with  the  European 
Action Plan for Mental Health.  Funding is provided for the National Office on Suicide 
Prevention (NOSP) (established in 2005 to oversee the implementation of Reach Out) and 
suicide prevention initiatives.  An All-Island Action Plan on Suicide Prevention has been 
agreed and is being implemented.  

12.6.1 Rationale, Objective and Continuing Relevance
Suicidal behaviour is an important public health issue in Ireland and improving access to 
quality mental health services is an essential part of suicide prevention.  A national target of 
a 10% reduction on suicide rates, year on year, was proposed in 2006. 

The high level objective of Reach Out is to prevent suicidal behaviour, including deliberate 
self-harm, and to increase awareness of the importance of good mental health among the 
general population.  Using the 4 levels approach, action areas have been identified (26 in 
total) and specific points of action have been identified to be implemented in three phases 
over the strategy period.

The Programme for Government also makes commitments in relation to the issue of suicide 
prevention:
• Ringfence €35m annually from within the health budget to develop community mental  

health teams and services as outlined in A Vision for Change
• Part  of  the ring-fenced funding will  be used to  implement  Reach Out,  the national  

Suicide Prevention Strategy, to reduce the high levels of suicide.

12.6.2 Programme Effectiveness 
The  effectiveness  of  suicide  prevention  strategies  is  assessed  against  the  high  level 
objective of  Reach Out.  In 2009, achievements include the launch of a young people’s 
mental  health  awareness  campaign  and  website,  developing  a  systematic  training 
programme for staff of the prison service, continued delivery of ASIST (Applied Suicide 
Intervention Skills Training)  workshops and the ‘Look after yourself in tough economic 
times’ campaign.  The  See Change Campaign, a national stigma reduction campaign was 
launched in April 2010.  

However, the programme has been less effective in dealing with and preventing suicide 
behaviour.  Statistics show that suicide rates increased by 15% from 458 in 2007 to 527 in 
2009.  There has also been an increase of 10% in the number of individuals reporting to 
Hospital Emergency Departments as a result of deliberate self-harm – from 8,598 in 2007 to 
9,493 in 2009. However, provisional figures published by the CSO on 30th June indicate 
that the number of deaths by suicide in 2010 decreased year-on-year by 41 to 486, an 8% 
reduction.
  
12.6.3 Programme Efficiency
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The total annual funding available to support suicide prevention initiatives is in the region 
of €8.7m annually which includes the annual budget for the NOSP.  The budget for the 
NOSP (which is set by the HSE) has not increased significantly over recent years (see Table 
12.4 below).  The balance of funding is used to fund Suicide Prevention Resource Officers, 
self harm nurses in hospital emergency departments and the development of local suicide 
prevention initiatives.  

An additional €1m funding for 2011 was made available to the NOSP to increase the level 
of  prevention  activities.  There  has  been  no  formal  evaluation  of  the  NOSP  to  date. 
However, the Minister for State with responsibility for Mental Health has indicated that she 
requires  a new management  structure on the delivery of services in the area of suicide 
prevention.  Talks are currently underway on this.

Table 12.4: Trend in Expenditure on National Office for Suicide Prevention 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011 - budget allocated
(€m)

Non-Pay 4.5 4.3 3.7  4.2

In terms of resources,  funding is  provided for 11 Suicide Prevention Resource Officers 
countrywide.  However, WTEs in the mental health area would also be involved in suicide 
prevention (9,534). 

A key expected output of the suicide prevention programme is a reduction in the number of 
deaths by suicide and the numbers of deliberate self harming.  The trend in recent years is 
shown in the table below:

Table 12.5: Trends in Suicide Deaths and Deliberate Self-harming 2007-2010
2007 2008 2009 2010*

Suicide Deaths 458 506 527 486
Deliberate Self 
harming

8,598 9,218 9,493 n/a

* Figure is provisional 

Investment  in  suicide  prevention  initiatives  have delivered  other  key  outputs  including: 
training 22,500 people in ASIST since 2004; training 3,000 people in SafeTalk (programme 
to identify  persons with suicidal  thoughts);  developing a  media monitoring mechanism; 
providing  self-harm  services  through  Hospital  Emergency  Departments;  implementing 
recommendations arising from a review of bereavement services; supporting 15 national 
organisations working in the field  of suicide prevention; the roll  out of 2 mental health 
awareness campaigns – ‘Your Mental Health' awareness campaign and the ‘Let some one 
know’  campaign;  maintaining and extending the  Look after  your Mental  Health  during  
Tough  Economic  Times programme;  and  implementing  an  All  Island  Action  Plan  for 
Suicide Prevention.

The  NOSP  is  currently  examining  the  possibilities  for  greater  co-ordination  and 
rationalisation of services with a view to generating greater efficiencies.

Improved  performance  management  in  this  area  will  be  facilitated  by  the  HSE online 
reporting  tool  developed  in  2010  to  provide  quantifiable  data  on  each  HSE  related 
recommendation  in  A  Vision  for  Change.   It  is  proposed  that  qualitative  data  will  be 
collected in phase 2 of the process.  Further efficiencies could be generated by a national 
mental health information system as recommended in  A Vision for Change.  Such data is 
currently collected primarily on a manual basis requiring substantial time and manpower. 
Such a system that would record patient information and interaction with the mental health 
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service would assist in the coordination of mental health services for the individual, provide 
management  information to  improve the effectiveness of service provision, and provide 
data for national reporting purposes and research.

12.6.4 Additional Demands
Programme efficiency can be improved with the above mentioned additional €35m as well 
as  proposals  that  the  HSE  prepare  an  implementation  plan  to  identify  specific 
recommendations of  A Vision for Change  and  Reach Out  to be progressed over the next 
three years, with timelines, detailed costs and person(s) responsible for implementation.

12.6.5 Conclusions
Current economic and social developments have made the Government’s commitment to 
tackle suicide prevention more essential than ever.  Suicide is not just a mental health issue 
- many factors contribute to the rise in suicides e.g. economic downturn, unemployment, 
financial difficulties, breakdown of relationships, etc.  International evidence indicates that 
during an economic downturn suicide numbers increase.  One study indicates that a 1% 
increase  in  unemployment  leads  to  a  0.79%  increase  in  suicides.   In  particular, 
unemployment is a stronger risk factor in the 35 to 54 age groups of men.  

The Suicide Prevention programme should not be discontinued as there is a continuing need 
for suicide prevention initiatives.   There is however potential for savings to be generated in 
this  area  by  formally  reviewing  the  work  of  the  NOSP  to  identify  possible  areas  of 
duplication and possible rationalisation of service provision.

12.7 CONCLUSIONS, SAVINGS AND REFORM
The availability of Mental Health Services continues to be of great importance, especially 
given the increasing numbers presenting with mental health problems.  The data on self-
harm and suicide also point to the need for continued investment in mental health services. 

Key Savings:
• Disposal of Assets:  It is anticipated that any savings from the disposal of land and 

assets in  the mental  health  sector will  continue to  be reinvested in the provision of 
community based services.

Key Reforms:
• Tendering  for  Preferred  Model  of  Care:  The  2009  Value  for  Money & Policy 

Review of long-stay residential care for adults within the mental health services found 
that about one quarter of clients reviewed were inappropriately placed and most could 
have had their needs met in lower supported accommodation and at lower cost.  The real 
challenge will  be  to  move  from the  existing  to  the  preferred  model  of  care.   It  is 
considered that an alternative approach to implementation should be explored based on 
seeking  tenders  from  existing  or  potential  new  providers  for  the  proposed  new 
community-based model.

• Review of Charges for Long-Stay Residential Care:  As outlined in the Value for 
Money & Policy Review of long-stay residential care for adults within the mental health 
services,  the  existing  system of  charges  for  people  living  in  community  residences 
should be reviewed.  

• Housing Strategy:  The Departments of Health, Environment, Community and Local 
Government and the HSE are currently developing a housing strategy for people with a 
disability (including mental health) with the aim of moving towards the housing needs 
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being met by non HSE agencies.

• National Office for Suicide Prevention:  The work of the National Office for Suicide 
Prevention should be formally reviewed to identify  possible area of duplication and 
possible rationalisation of service provision.  

CHAPTER 13
DISABILITY SERVICES

13.1 BACKGROUND
13.1.1 Introduction and Description of Programme
The Disability Services programme provides a range of services for people with intellectual, 
physical and sensory disabilities or autism.  The services include basic health services as 
well  as  assessment,  rehabilitation,  income maintenance,  community care  and  residential 
care.  Government policy in this area is underpinned by the National Disability Strategy 
(NDS), which was launched in 2004, and other legislation, in particular, the Disability Act 
2005.  

Most disability services are provided by the voluntary or non-profit sector.  These agencies 
provide a very significant and broad range of services in partnership with and on behalf of 
the Health Service Executive (HSE).  The sector is extremely diverse, ranging from small 
single-focus groups to large organisations employing several hundreds of people. Across 
this diverse sector there is wide variation in service design, in service provision and in costs. 
It is estimated that non-profit organisations provide approximately 90% of all intellectual 
disability services and approximately 60% of physical and sensory disability services.  

13.1.2 Programme Expenditure
Expenditure on disability services increased by 30% between 2005 and 2008, mainly due to 
funds  provided  under  the  Multi-Annual  Investment  Programme for  Disability  Services. 
However,  as  set  out  in  Table  13.1  below,  expenditure  on  the  disability  services  has 
decreased by approximately €140 million between 2008 and 2011.   Due to  the mix of 
services  to  people  with  disabilities  and  the  fact  that  many  staff  work  across  sub-
programmes, it is not currently possible to make an accurate calculation of expenditure at 
sub-programme  level.  The  Project  Team  conducting  the  Value  for  Money  and  Policy 
Review of Disability Services, which is currently underway, made extensive investigations 
into potential data sources, which included a questionnaire to disability agencies, but were 
unable to establish trends in sub-programme expenditure with any degree of accuracy. 

Table 13.1: Trend in Expenditure - Disability Services Programme 2008-2011 
2008(€bn) 2009(€bn) 2010(€bn) 2011(€bn)-

budget allocated
Pay 
Non-Pay

*1.694 *1.679 *1.478 *1.554 

*These figures refer to the net expenditure on the full Disability Services Programme.

Table 13.2: Trend in WTEs - Disability Services Programme 2008-2011
2008 2009 2010 2011  (budget 

allocated)
*15,406 *16,006 (exc.S39)

** 24,000 (incl. S.39)
*15,702 *15,649

* These figures refer to the full Disability Programme. They also include HSE and S. 38  
agencies only. Based on SLA returns, total WTE numbers in 2009, including S. 39 agencies,  
is approx. 24,000.
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The legal basis for the provision or funding of disability agencies lies in the Health Act 
2004. Services may be provided directly by the Health Service Executive (under Section 7 
of the 2004 Act), by agencies providing services on behalf of the HSE (under Section 38 of 
the 2004 Act), or by agencies grant-aided by the HSE (under Section 39 of the 2004 Act). 
The HSE and Section 38 agencies are bound by the Department of Health consolidated 
salary scales, staff census and staff ceiling, but Section 39 agencies are not.  Section 39 
agencies are also outside the scope of HSE’s Corporate Reporting System (CRS). 

Accordingly,  there  are  variations  in  the  extent  of  expenditure  and  staffing  information 
available for Section 38 and Section 39 agencies. In addition, legacy issues have affected 
the  type  and  format  of  information  available  for  the  HSE  and  Section  38  agencies, 
particularly with regard to expenditure.  Data is maintained across a variety of different 
systems, none of which are fully integrated.  In general, there is more detailed information 
available for the Section 38 agencies which had previously been funded through the former 
Eastern Regional Health Authority (ERHA) and for HSE services in the eastern part of the 
country.  Other parts of the country inherited financial reporting and coding systems from 
the former health boards which are not fully compatible with each other at a detailed level. 

Staffing information has been gathered in a standard format by the HSE and Section 38 
agencies  at  Programme level,  but  not  at  sub-Programme level.   No staffing  figures  are 
available in  respect  of  Section 39 agencies,  even  at  Programme level,  because  of their 
exclusion from the staff census and ceiling. Because of this, it has not proved possible to 
identify trends in the total number of WTEs working in the disability sector.  However, the 
VFM Project Team in conjunction with the HSE has obtained information on 2009 staffing 
levels, and has established that there is approximately 8,000 staff in Section 39 agencies.

It has not proved possible to establish the trend in expenditure on total administration costs 
at programme or sub-programme level.  However, an estimate of €115 million has been 
made in relation to such costs for 2009.  This estimate is comprised of expenditure on 
management and administration pay for all disability services (on the basis of Service Level 
Agreement returns representing approx. 93% of total pay expenditure).

13.1.3 Service Level Agreements
The purpose of Service Level Arrangements (SLAs) is to provide a framework to formalise 
the relationship between the HSE and the agencies which it funds in a transparent, fair and 
equitable manner.  The SLAs contain formal  specification of services to be provided in 
return  for  funding  and  agree  clearly  defined  service  levels,  outcomes  and  performance 
indicators thus enabling effective monitoring of performance.

The Comptroller & Auditor General (C&AG) identified the need for more robust Service 
Arrangements between the HSE and non statutory disability service provides in his 2005 
Report on the provision of Disability Services by Non-Profit Organisations.  In particular, 
the Report identified the need to link funding provided to the quantum of service delivered. 
In the intervening period, the HSE engaged in a comprehensive process of developing new 
Service Arrangement documentation to address the C&AG’s concerns.  The C&AG also 
made specific reference to the requirements to achieve value for money in service delivery. 
Service arrangements for each organisation now contain detail on the services provided, the 
geographic  area  covered  by  these  services,  service  users  and  staffing  levels.  This  is 
designed to ensure that the HSE is in a position to identify the costs associated with each 
service delivery unit.  However, comparison between services may be complicated by the 
fact that the individualised requirements of people with disabilities may differ in terms of 
levels of need and dependency. 
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Recommendations on further improvements in the SLA process will be made by the VFM 
& Policy Review and are likely to focus on the need to identify data requirements, establish 
data  definitions,  agree  on  key  resource  usage  units  of  measurement,  specify  key 
performance indicators and streamline the data collection process.

13.1.4 Sub-Programmes
Disability services are comprised of a number of sub-programmes which provide for people 
with disabilities.  The key services under the programme are (i) residential and centre-based 
respite  services,  (ii)  day  services,  (iii)  various  allowances  (mobility,  blind  welfare  and 
motorised transport), (iv) thalidomide payments and (v) the Office of the Disability Appeals 
Officer (ODAO).        

13.2 RESIDENTIAL AND CENTRE-BASED RESPITE SERVICES
13.2.1 Introduction and Description
The Residential Services programme provides long or short term residential services for 
those people with a disability who cannot live independently or with their families.  The 
Programme  is  delivered  directly  by  the  HSE  and  through  Section  38  and  Section  39 
specialist  non profit  disability agencies.   Non-statutory service providers provide a very 
significant and broad range of services in partnership with, and on behalf of, the HSE.  The 
integral role of non-statutory, voluntary and community groups is of particular importance 
in the provision of health and personal social services to people with a disability.  A small 
number of private sector providers also provide long term nursing home type services.

Over  50  organisations  provide  residential  services  at  over  1,200  separate  locations,  in 
settings  ranging  from  larger  congregated  settings  to  campus  based  group  homes  to 
individual community houses. Residential respite services are provided by 30 agencies in 
100  locations  nationwide.   Approximately  90%  of  residential  and  respite  services  are 
provided by non-statutory services and the remaining 10% by the HSE.

The  residential  services  sub-programme  for  persons  with  disabilities  interacts  with 
mainstream health and personal social services, housing services and a range of other State 
services.  

13.2.2 Rationale, Objective and Continuing Relevance
The Residential  Service programme is required to provide people with a disability who 
cannot live independently or with their families with a safe and supportive residential care 
setting.  For persons with the capability to live a  more independent  life,  the Residential 
Service programme is required to provide the necessary supports in order to enable the 
individual to realise their potential and to live a full and independent life to the greatest 
degree possible.

Although  high  level  objectives  for  the  Residential  Services  programme  have  not  been 
specifically articulated, they may be expressed as:
• To  provide  the  individual  with  a  disability,  to  the  greatest  extent  possible,  the 

opportunity to live a full and independent life with their family and as part of their local 
community;

• To ensure that the individual with a disability would, consistent with their needs and 
abilities, have access to appropriate health and personal social services.

The  Residential  and  Centre-Based  Respite  Services  Programme  is  consistent  with,  and 
contributes to the achievement of the following aims in the Programme for Government in 
particular:
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• We will ensure that the quality of life of people with disabilities is enhanced and that  
resources allocated reach the people who need them.

• We will seek to get best value for money for investment in services and to ensure that  
services meet the needs of users.

• …. we will move a proportion of public spending to a personal budget model so that  
people with disabilities or their families have the flexibility to make choices that suit  
their needs best. Personal budgets also introduce greater transparency and efficiency  
in funding services.

13.2.3 Programme Effectiveness
The effectiveness of the Residential sub-programme was examined in the context of a wider 
consultation process  carried  out  as  part  of  the  Value for  Money and Policy Review of 
Disability Services.  While over 95% of respondents indicated that the objectives of the 
Disability Services were either significantly or partially relevant, only approximately 10% 
of  respondents  felt  that  the  objectives  were  being  met. Respondents  cited  a  variety  of 
reasons to explain their dissatisfaction with the common theme being a failure to provide 
the  supports  needed  in  order  for  people  with  disabilities  to  live  independent  lives. 
Respondents commented that more emphasis is needed on independence; safety and quality 
of life; and that people with disabilities want to live independently in their own home with 
supports  to  enable  them  to  do  so,  rather  than  in  segregated  residential  centres.  Some 
respondents highlighted what they perceived to be significant regional differences. Others 
called for services to be more flexible and a greater choice.  Many respondents also felt that 
despite support for carers being one of the four primary objectives of the disability services 
there is a lack of acknowledgement for carers and a lack of support for them.

The Report of the Working Group on Congregated Settings (published June 2011), entitled 
Time to Move on from Congregated Settings - A Strategy for Community Inclusion looked 
at the daily lives and living conditions of people in congregated settings. Over 4,000 people 
with disabilities in Ireland live in the congregated settings, which were the subject of the 
Report. Notwithstanding the commitment and initiative of dedicated staff and management, 
the picture that emerged in the consultation, survey and research which underpinned the 
report is one of a group of people who live isolated lives apart from any community and 
from  families.   Many  experience  institutional  living  conditions  where  they  lack  basic 
privacy and dignity.  Most have multiple disabilities and complex needs. Their lives are 
largely  confined  to  the  centres  where  they  live  and  few  take  part  independently  in 
mainstream community activities outside the centre. 

The Report proposes a new model of support in the community for those in congregated 
settings.   The model  envisages  that  people living  in  congregated  settings will  move to 
dispersed  forms  of  housing  in  ordinary  communities,  provided  mainly  by  housing 
authorities.   They will  have the same entitlement  to  mainstream community health  and 
social  services  as  any  other  citizen,  such  as  GP services,  home help  and  public  health 
nursing  services,  and  access  to  primary  care  teams.   They  will  also  have  access  to 
specialised services and hospital services based on an individual assessment.  The Report 
proposes  a  seven  year  phased  closure  of  congregated  settings  with  individuals  actively 
supported to live full, inclusive lives at the heart of the family, community and society. 

13.2.4 Programme Efficiency
The current suite of performance indicators in the HSE National Service Plan 2011 measure 
the  number  of persons  with  (i)  intellectual  disability  and/or  autism and (ii)  physical  or 
sensory disabilities, who benefit from residential services, by HSE region, on a quarterly 
basis. Performance measurement will be reviewed as part of the VFM & Policy Review, 
and in particular the development of metrics to measure outcomes as distinct from outputs. 
The output trend in recent years has been to maintain the existing core levels of service and 
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to meet the needs for emergency placements.  Output trends are outlined below in Table 
13.3.

Table 13.3: Trend in Headline Outputs - Residential and Centre-Based Services 
2008-2011

2008 2009 2010 2011  (budget 
allocated)

 8,800 people 
benefited from 
approx. 8,400 
residential 
places

 700 respite 
residential 
places

 8,800 people 
benefited from 
approx. 8,400 
residential 
places

 700 respite 
residential 
places 

 9,200 people 
benefited from 
approx. 8,500 
residential 
places

 700 respite 
residential 
places   

 9,200 people are 
expected to benefit 
from approx. 8,500 
residential places

 7,500 people  are 
expected to receive 
146,000 respite 
residential support 
bed nights

The implementation of new technology would benefit both the administration of services as 
well as clients on the ground directly.  The adoption of new technology in the form of an 
integrated information management system would assist in the national, regional and local 
management,  administration  and  planning  of  the  Residential  Services  programme. 
Improvements  in  assistive  technology  could  also  play  a  role  in  promoting  the  greater 
independence  of  people  with  disabilities  and  may  facilitate  more  people  to  live 
independently or semi-independently in the future. 

Options to achieve greater efficiency and effectiveness are currently being examined in the 
context of the VFM & Policy Review.  Although the VFM Steering Group has not signed 
off  on any  findings  or  recommendations,  in  the  view of  the  Department  the  following 
proposals,  which are of particular relevance to the Residential  Services sub-programme, 
have merit:
• In line with international developments, the mainstreaming agenda and the emerging 

policy proposals developed by the Policy Expert Reference Group, it is proposed that 
skill mix should be examined to determine the extent to which service provision should 
move from the current professionally delivered model.  The skill mix needed to support 
the  proposed  new  model  of  service  may  result  in  some  staff  grades  requiring 
redeployment,  or  being  reduced  in  numbers,  and  the  number  in  other  grades  being 
increased.

• The HSE should determine best practice in relation to staff client ratios for different 
models of service and for different  support needs,  and identify  national benchmarks 
against which performance can be monitored. 

• Best practice guidelines should be developed by the HSE in respect of staff rostering, 
with the aim of achieving the most productive match between staffing, service activity 
levels and client need, while safeguarding service quality and effectiveness.

Another option under investigation is the feasibility of alternative methods for the provision 
of respite services. The HSE Service Plan 2011 provides for pilot projects in the Limerick 
and Galway areas to assess the relative cost effectiveness of different approaches to the 
provision of respite care by both statutory and voluntary providers, including tendering for 
services.
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It  is  not  possible  at  this  stage  to  quantify  any  reduction  in  WTEs  arising  from  the 
introduction  of  these  efficiencies  but  is  not  anticipated  at  this  stage  that  there  will  be 
significant  WTE reductions overall.   Neither  is  it  possible at  this  stage  to  quantify  the 
impact in terms of outputs arising from the introduction of efficiencies. However, the aim is 
to maintain outputs at their current levels by improving the efficiency and the effectiveness 
with which services are delivered.    

As the VFM Review has not made any interim or final conclusions, no decisions have been 
made regarding the applicability, or otherwise, of the Croke Park Agreement to any of the 
options above.

The Health (Amendment) Act 2005 allows the HSE, or an agency acting on its behalf to 
charge a person for long stay in-patient services, including services in residential settings 
for people with physical or intellectual disabilities.  Persons receiving in-patient services on 
premises where nursing care is provided on a 24 hour basis are charged €153.25 per week 
or their total weekly income minus €44.70 whichever is the lesser.  Persons receiving in-
patient services on premises where nursing care is not provided on a 24 hour basis are 
charged €114.95 per week or their total weekly income less €70.25 or 60% of the weekly 
income of that person, whichever is the lesser.  Any potential to increase these charges is 
dependent on the level of income available to persons with disabilities to pay the charges. 
Since  persons  in  long  term  residential  care  are  by  and  large  in  receipt  of  Disability 
Allowance, the scope to raise the charges is limited.  Agencies grant-aided under Section 39 
of the Health Act 2004 are not required to levy charges under the legislation. Some agencies 
do however seek voluntary contributions.  On the one hand there may be some scope for 
bringing all agencies within the scope of the Health (Amendment) Act 2005, but on the 
other hand the move to community based settings and proposed change in skill mix will 
reduce the number of people who are eligible to pay the charge.

The findings of both the VFM Review and the Congregated Settings Report support moving 
from the current approach, to a model where people with disabilities are supported to live in 
ordinary independent settings which are fully integrated into their local community.  They 
will have the same entitlement to mainstream community health and social services as any 
other citizen, such as GP services, home help and public health nursing services, and access 
to  primary care teams.  They will  also have access to  specialised services and hospital 
services based on an individual assessment. 

The  Report  of  the  Working  Group  on  Congregated  Settings  analysed  the  cost  of 
congregated settings.   The Report  (Chapter  9,  S.9.2,)  shows an  average annual  cost  of 
€106,000 per person in  a  congregated setting.   The Report  also found that  there was a 
variation in the cost per place: the ten locations with the highest costs ranged from €152,000 
per capita to €232,000 per capita while the ten lowest costs ranged from €37,000 per capita 
to €66,000.  It should  be noted however that these costs relate to 2006, and also that they 
were not derived using the same methodology which is currently being applied to 2009 data 
by the VFM Project Team, so the results should be taken as indicative. 

The Working Group, guided by international research, came to the conclusion that the move 
from congregated settings would be more cost effective, although not necessarily lower in 
cost, than the current model.  It might also require additional funding during the transition 
period, while two different models of services are being provided in parallel for a period of 
time. Their proposals for the transitioning process are for retention of current resourcing 
levels,  flexible use of those resources  alongside mainstream services,  and provision for 
transitioning funding through a Congregated Settings Fund. 

13.2.5 Conclusions
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• While the requirement for residential services will be equally essential in the future, the 
nature  of  the  services  provided  will  change  from  a  model  which  focuses  on  the 
provision of residential places to a model where residential supports are provided.

• The focus of that support is likely change to a model where people with disabilities are 
supported to live in ordinary independent settings which are fully integrated into their 
local community. 

• A move  to  more  individually  tailored  supports  will  make  more  appropriate  use  of 
family  and  community supports  and  mainstream services,  resulting  in  a  more  cost-
effective system.  It will also enable the person to exercise choice and control and to be 
self-determined. 

13.3 DAY SERVICES
13.3.1 Introduction and Description 
The Day Service Programme provides a number of services including training in personal 
social skills, pre-vocational training, employment support (to be transferred to Department 
of Social Protection), occupational therapy, and support for the activities of daily living.  

The Day Services programme is delivered directly by the HSE and through Section 38 and 
Section 39 specialist non profit disability agencies.  Day services and supports for people 
with  intellectual,  physical  and  sensory  disabilities  are  provided  on the  basis  of  Service 
Level Arrangements at over 800 locations by around 70 agencies.  The HSE itself provides 
day services at over 200 locations. A number of agencies have Grant Aid agreements with 
the HSE and receive funding of €250,000 and under towards the cost of providing a range 
of support and advocacy services.   Approximately 90% of day services are provided by 
non-statutory services and the remaining 10% by the HSE. Virtually all personal assistant 
services to persons with physical disabilities are provided through the non-statutory sector. 

Disability day services interact with a number of other programmes aimed at the same type 
of beneficiary such as (i) integrated health and education support services for children with 
special needs (Department of Education and Skills and the HSE); (ii) appropriate health 
related and employment supports for people with disabilities and people with mental health 
concerns (Departments of Health, Social Protection and Enterprise, Trade and Innovation, 
the HSE and FÁS); and (iii) the provision of income supports (HSE and Department of 
Social Protection).  

13.3.2 Rationale, Objective and Continuing Relevance
The purpose of the Day Service Programme is to  enable adults with disabilities to live 
normal lives as part of their local community in a supportive day care setting.

While high level objectives for the Day Services programme have not been specifically 
articulated, they may be expressed as:
(i) To provide  the  individual  with  a  disability,  to  the  greatest  extent  possible,  the 

opportunity to live a full and independent life with their family and as part of their 
local community;

(ii) To support the individual with a disability as far as possible to participate in work 
and in society and to maximise their potential. 

(iii) To ensure that the individual with a disability would, consistent with their needs and 
abilities, have access to appropriate health and personal social services.

(iv) To support and acknowledge the role of carers in their caring role.

The Day Services Programme is consistent with, and contributes to the achievement of the 
following aims in the Programme for Government:
• We will ensure that the quality of life of people with disabilities is enhanced and that 

resources allocated reach the people who need them.
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• We  will  also  facilitate  people  with  disabilities  in  achieving  a  greater  level  of 
participation in employment, training and education.

• We will seek to get best value for money for investment in services and to ensure that 
services meet the needs of users. A Comprehensive Spending Review will examine all 
provision for people with disabilities with a view to determining how users can get the 
best services. We will also ensure that money spent on disability services under the 
National Disability Strategy is clearly laid out and audited. 

• As part  of this Review we will  move a proportion of public spending to a personal 
budget model so that people with disabilities or their families have the flexibility to 
make  choices  that  suit  their  needs  best.  Personal  budgets  also  introduce  greater 
transparency and efficiency in funding services.

13.3.3 Programme Effectiveness
The effectiveness of the day services programme was examined under the VFM & Policy 
Review on a similar basis to that of Residential Services as set out in Section 13.2.3.  The 
HSE established a Working Group on Adult Day Services to reconfigure and modernise 
HSE-funded  day  services  to  embrace  the  principles  of  person-centeredness,  access, 
accountability and quality.  The Working Group commissioned an extensive independent 
national public consultation, a programme of research and a census of current day service 
provision.  The work programme also included a demonstration phase, where day service 
innovations being applied by providers were documented.

Based on its findings, the Working Group proposes that day services in the future take the 
form of a menu of individualised, outcome-focused supports which will allow adults in day 
services to live a life of their choosing in accordance with their own wishes, aspirations and 
needs.  The range of supports to which individuals will have access should equip them to 
make choices and plans to support personal goals; have influence over the decisions which 
affect  their  lives;  achieve  personal  goals  and  aspirations;  and  be  active,  independent 
members  of  their  community  and  society.   The  nature  of  the  supports  offered  to  an 
individual will depend on the particular needs and abilities of that individual.  It will be the 
responsibility of the service provider to work with each individual to tailor the programme 
of supports to their individual needs, according to their person-centred plan.  The Report of 
the Working Group on Adult Day Services is due to be discussed by the Board of the HSE 
shortly.

13.3.4 Programme Efficiency
The output trend in recent years has been to maintain the existing core levels of service and 
to meet the needs of emergency placements and school-leavers.

Table 13.4: Trend in Outputs – Disability Day Services 2008-2011
2008 2009 2010 2011 
 20,000 day 

places
 3.2 million 

hours of 
Personal 
Assistant 
supports

 20,000 day 
places

 3.2 million 
hours of 
Personal 
Assistant 
supports

 20,000 day 
places
3.2 million 
hours of 
Personal 
Assistant 
supports

 20,000 day places;
 3.34 million hours 

of Personal 
Assistant/Home 
Support Hours.

The current suite of performance indicators in the HSE National Service Plan 2011 measure 
the  number  of persons  with  (i)  intellectual  disability  and/or  autism and (ii)  physical  or 
sensory disabilities, who engage in a work/work-like activity service, and the number of 
places provided; the numbers who attend rehabilitative training and the number of places 
provided; the numbers who attend other day services, and the number of places provided; 
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the number of personal assistant/home support hours provided and the number of persons 
who benefited.  A range of PIs also measure the implementation of Part 2 of the Disability 
Act.  Performance measurement will be reviewed as part of the VFM & Policy Review, and 
in particular the development of metrics to measure outcomes as distinct from outputs.

Options to achieve greater efficiency and effectiveness are currently being examined. Some 
efficiencies apply to residential services to a greater extent than day services and have been 
described above.  Other proposed efficiencies apply equally to day and residential services 
and are described in the conclusion to this chapter.

One area which may be considered in the context of levying charges is the provision of 
transport  to and from disability service providers.   An examination of the feasibility of 
charging a contribution for transport services is warranted in the light of the significant cost 
involved (over €18m for transportation and vehicle maintenance), although this is not a core 
function of the HSE.  On the other hand, virtually all service users have medical cards and 
are in receipt of Disability Allowance so any charges levied could not be significant, and 
might be offset by the administrative cost of collecting the charges.

It  is  not  possible  at  this  stage  to  quantify  any  reduction  in  WTEs  arising  from  the 
introduction of efficiencies but is not anticipated at this stage that there will be significant 
WTE reductions overall.  Neither is it possible to quantify the impact in terms of outputs 
arising from the introduction of efficiencies.  However, the aim is to maintain outputs at 
their current levels by improving the efficiency and the effectiveness with which services 
are delivered.

The  VFM  Review  has  not  made  any  interim  or  final  conclusions.  Consequently,  no 
decisions  have  been  made regarding  the  applicability,  or  otherwise,  of  the  Croke Park 
Agreement to any of the options above.

Similarly to the Residential Services Programme, the implementation of new technology 
would benefit both the administration of services as well as clients on the ground.  

13.3.5 Conclusions
• The current range of day services has tended to reinforce social exclusion and does not 

enable  individuals  to  exercise  choice  and  control  over  their  lives.   Individualised 
supports would be a preferable approach as this would provide a personal social service 
which includes a range of assistance and interventions required to enable the individual 
to live a fully included life in the community.   

• While the requirement for day services will be equally essential in the future, the nature 
of the services provided will change from a model which focuses on the provision of 
day places to a model where day supports are provided.  Although there is a multiplicity 
of day services currently being provided, generally these services involve people with a 
disability  coming  together  with  other  people  who  have  similar  disabilities,  in  a 
segregated location to partake in set activities.  Day supports on the other hand, would 
focus on the individual with a disability being supported to do normal things in normal 
places, including participation in training and work.  The focus of the support provided 
is likely to change, following the outcome of the VFM & Policy Review, into a model 
where the range of supports and services provided are individualised, and are primarily 
determined by the individual and tailored to their needs.

• While statutory charges are not levied for Day Services, most persons in receipt of day 
services are also in receipt of Disability Allowance (plus in some cases an allowance or 
top up in work or “like-work” settings,) so the scope to introduce charges is limited.

13.4 VARIOUS ALLOWANCES
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13.4.1 Introduction and Description
The purpose of the Mobility Allowance, Blind Welfare Allowance and Motorised Transport 
Grant  is  to  provide  financial  support  to  people  with  a  disability  in  respect  of  (i)  the 
additional  costs  associated  with  mobility/transport  and  (ii)  the  supplementary  costs 
associated with being blind.

The Mobility Allowance provides financial support to people with a disability,  who are 
unable to walk, or use public transport.  The allowance is intended to enable individuals to 
benefit from a change in surroundings.  An example might be providing financing for the 
occasional  taxi  journey.   The Blind Welfare  Allowance is  a  supplementary  payment  to 
persons who are blind.  This is provided in addition to an existing State payment such as the 
Blind  Pension  or  Disability  Allowance.   The  Motorised  Transport  Grant  is  a  grant  to 
support people with a disability to purchase and adapt a car to travel to and from work.

13.4.2 Rationale, Objective and Continuing Relevance
The objective of the allowances is to provide financial supports for specific purposes for 
people with specific disabilities.  This sub programme tackles poverty and protects the most 
vulnerable  and,  as  such,  is  consistent  with  Government  policy  and  the  Programme for 
Government.  The allowances are linked to the Department of Social Protection allowances 
such  as  Blind  Pension  and  Disability  Allowance and  the  Department  of  Finance’s  Tax 
Concession Scheme for Disabled Drivers.  xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

13.4.3 Programme Effectiveness
The  objective  of  the  sub  programme  has  been  met  in  that  financial  support  has  been 
provided to people with disabilities as reported above.  However, equity and equality for 
people with disabilities is not being achieved as the eligibility criteria for these allowances 
are  focussed  on  the  nature  of  the  disability  and  not  on  the  needs  of  individuals  with 
disabilities. For example supplementary payments are made to blind people only and not to 
others who also incur additional living costs associated with their disability.  The Motorised 
Transport Grant is only available for people with a disability to go to work whereas there is 
no provision for other people with a disability who require a car for transport purposes 
because other alternatives are not available.  The Mobility Allowance is only provided to 
people who cannot walk but not to people with other types of disability (intellectual, mental 
health) that have transport/mobility issues.

Eligible people with a disability have received financial support each year as follows:
 Mobility Allowance – 5,000 (estimated).
 Blind Welfare Allowance – 3,500 (estimated).
 Motorised Transport Grant – 500 (estimated).

13.4.4 Programme Efficiency
Table 13.5 below sets out estimates of the expenditure trends in relation to the disability 
allowances.  While the HSE National Service Plan 2011 indicates a 2010 outturn for the 
Mobility Allowance of €18m, the budget provision for 2011 is €13m. The payment rate for 
the Mobility Allowance has remained the same in 2011 and the numbers in receipt of the 
Mobility Allowance are unlikely to decrease, therefore, it is anticipated that expenditure in 
2011 will be at least €18m.  The Motorised Transport Grant expenditure is estimated to 
have 500 recipients each year.  The expenditure figures in respect of Mobility Allowance 
and Blind Welfare Allowance were obtained from the HSE National Service Plans (2009, 
2010 and 2011) and include forecast/expected outturns and proposed budgets. Trends in 
expenditure would seem to indicate: 
 A small increase in expenditure and recipients for Mobility Allowance 
 Little change in expenditure and recipients of the Blind Welfare Allowance
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Table 13.5: Trend in Expenditure Associated with Disability Allowances 2008-2011
2008 
(€m)

2009
(€m)

2010
(€m)

2011(€m)-budget 
allocated

Non-Pay
MA 
MTG
BWA

16
2.5
10

17
2.5
9

18
2.5
11

13
2.5
9

Trends in WTEs cannot be calculated because the schemes would form only an element of 
the work of individuals rather than being engaged in the schemes on a full time basis.  The 
trend in the level of total administration costs for each sub-programme is unknown. By way 
of  indicating  the  possible  numbers  involved,  fewer  than  50  WTE  transferred  to  the 
Department of Social Protection in 2009 upon transfer of the Domiciliary Care Allowance 
for 25,000 clients.

13.4.5 Conclusions
The Department understands that there are proposals to centralise applications for these 
allowances in the HSE.  This sub programme is delivered through the administrative staff, 
community welfare staff and medical staff in the HSE. Centralisation and standardisation of 
the  assessments  associated  with  the  application  of  these  schemes  should  lead  to 
improvements in efficiencies.  The introduction of new technology, as part of the proposal 
to  centralise  these  schemes,  should  also  assist  in  achieving  more  efficiencies.   The 
Department  understands  that  a  small  WTE  reduction  should  be  possible  as  part  of 
centralisation.  The numbers involved in terms of administrative, community welfare and 
medical  staff  involvement  in  processing  applications  and  payments  would  probably  be 
possible through natural staff turnover. 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

13.5 THALIDOMIDE PAYMENT

13.5.1 Introduction and Description
The purpose of the sub-programme is to provide income support for the 31 Irish survivors 
of thalidomide.

13.5.2 Rationale, Objective and Continuing Relevance
The rationale for the introduction of the State payment in 1975 was to match the payment of 
a German Foundation (where the drug was manufactured).  The current monthly payments 
made by the State are on a par with the payments made by the German Foundation to 
thalidomide survivors, including Irish survivors. 

The sub-programme is consistent with government policy as stated in the Programme for 
Government  -“We  will  reopen  discussions  with  the  Irish  Thalidomide  Association 
regarding further compensation for victims of Thalidomide”.  
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The  linkages  between  the  Thalidomide  Payment  sub-programme and  other  government 
programmes are:  (i)  Irish thalidomide survivors  were provided with an entitlement  to a 
medical card; (ii)  the thalidomide payment  is  exempt from tax and DIRT; and (iii)  the 
thalidomide  payment  is  excluded from the  calculation  of  earnings  in  respect  of  means 
testing for State allowances.

13.5.3 Programme Effectiveness
The objectives of the sub-programme have been achieved in so far as each Irish survivor of 
thalidomide has received a monthly payment since 1975 which has increased in line with 
CPI/Social Welfare rates. 

13.5.4 Programme Efficiency
The Estimates for 2011 includes provision (€370,000) for the on-going costs associated 
with the Government’s offer in 2010 of additional financial supports for Irish survivors of 
thalidomide.

Table 13.6: Trend in Expenditure (Estimated) - Thalidomide Payments 2008-2011
2008
(€)

2009
(€)

2010
(€)

2011(€)-budget 
allocated

Non-Pay 374,000 374,000 374,000 745,000

WTE trends are not applicable to this sub-programme.  Administration costs associated with 
this  sub  programme  is  negligible  as  payments  are  made  by  the  Department  of  Health 
through their payroll system.  The output from the programme is the provision of income 
support to the 31 Irish survivors of thalidomide.  Payments have remained static in recent 
years with the decreases associated with Social Welfare rates of payment not having been 
applied to the thalidomide payments.

13.5.5 Conclusions
This sub-programme should be continued.  Since 1975 all Governments have maintained 
this  payment  for  Irish  survivors  of  thalidomide  and  the  Programme  for  Government 
commits the State to maintaining the payment into the future.

13.6 CONCLUSIONS, SAVINGS AND REFORM
While  current  policy  objectives  emphasise  ‘full  and  independent  lives’  the  available 
information shows that many disability services are not organised or provided in a way that 
supports  this  goal.   The  current  model  of  provision  has  been  examined  by  an  Expert 
Reference  Group,  in  the context  of  the ongoing Value for  Money & Policy Review of 
Disability Services and a recommendation has been made that there be a very significant 
reframing of disability services towards a model of individualised supports, underpinned by 
mainstreaming of all public services. 

The  VFM  &  Policy  Review  has  not  yet  reached  the  stage  where  findings  and 
recommendations have been approved by the VFM Steering Group.  Work is continuing on 
a number of key areas, including unit costing and the Report is expected to be completed 
before the end of the year. In the interim, recommendations which the Department support 
and which are under consideration by the Steering Group are summarised below:

Key Savings

Consideration to be given to: 
• Disability  Agencies:  An  assessment  of  the  feasibility  of  changing  the  status  of 

agencies currently funded under Section 38 of the Health Act 2004, to allow agencies 
the flexibility to determine their own pay rates.
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• Disability  Transport  Services:  Examination  of  the  feasibility  of  charging  a 
contribution towards the costs of transporting services users to and from disability 
services.

• Central  Procurement:  Determination  to  be  made on  the  potential  savings  from 
central  procurement  for  significant  items  of  expenditure,  and  if  warranted,  the 
implementation  of  central  procurement,  to  include  central  negotiation  where 
appropriate, on issues such as contracts for supply of public utilities.  

Key Reforms
• xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

• Tendering for New Community Based Model for Disability:  Both the Report of 
the  Working  Group  on  Congregated  Settings  (June  2011)  and  the  soon  to  be 
completed Value for Money & Policy Review of Disability Services indicate the need 
for  fundamental  changes  in  the  type  of  services  provided  with  a  much  greater 
emphasis on “mainstreaming” (e.g. clients being housed by housing authorities and 
accessing mainstream community health and social services) and client choice (e.g. 
personal  budgets).  They  also  indicate  that  there  should  be  some  scope  for  cost 
efficiencies.  The real challenge will be to move from the existing to the preferred 
model of care.  In the normal course, this could take seven to ten years.  However, it is 
considered that an alternative approach to implementation should be explored based 
on seeking tenders from existing or potential new providers for the proposed new 
community-based model and for day and respite services for people with disabilities.

• Consideration also to be given to: 
o Resource Allocation:  Establishment of an evidence based resource allocation model 

to support a standardised assessment of individual need and an equitable allocation of 
available resources.

o Disability  Information  Strategy:  Development  of  an  overarching  information 
strategy  to  support  the  planning,  delivery  and  monitoring  of  services  and 
incorporating standardised reporting and performance monitoring protocols.

o Skill  Mix:  Examination of skill mix in the context of the proposed move from a 
professionally delivered model of services to a community based model underpinned 
by individualised supports.

o Client Staff Ratios:  Determination of best practice in relation to staff client ratios for 
different models of service and for different support needs, and adoption of national 
benchmarks against which performance can be monitored. 

o Staff Rostering:  Development of best practice guidelines by the HSE in respect of 
staff rostering, with the aim of achieving the most productive match between staffing, 
service  activity  levels  and  client  need,  while  safeguarding  service  quality  and 
effectiveness.
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o Shared Services Arrangements for Voluntary Agencies:  Implementation of joint 
working  and  shared  service  arrangements  between  voluntary  agencies  wherever 
possible, including clinical, therapeutic and back office services as appropriate.

o Standardisation  of  Assessment  for  Disability  Allowances:   In  addition, 
centralisation and standardisation of the assessments associated with the application 
of various Disability Allowances and the ancillary introduction of new technology 
should lead to improvements in efficiencies.
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CHAPTER 14 
OLDER PERSONS

14.1  BACKGROUND
14.1.1 Introduction and Description of Programme
Government policy in relation to the provision of services to older people is to support 
people to live in dignity and independence in their own homes and communities for as long 
as possible and, where this is not possible, to support access to quality long-term residential 
care.  This policy approach is renewed and developed in the latest partnership agreement, 
Towards 2016.  The overall emphasis is on promoting a high quality service, delivered to 
those who require it, in the most appropriate setting.  A critical concern is to ensure that the 
needs of patients and clients are met as much as possible in a community setting and, where 
this is not possible, through residential services. 

14.1.2 Objectives of the Programme
The high level policy objective in relation to older people is to enhance the quality of life of 
older people and to support them in their homes and communities and, where this is not 
possible, to provide them with access to appropriate quality long term residential care.

More specific objectives relating to the Programme of Services for Older People are: 
• To implement the elements of a National Strategy for Positive Ageing which can impact 

most on the quality of life for older persons. 
• To  support  older  persons  in  their  own  home  for  as  long  as  possible  through  the 

provision of home and community based support services.  
• To  provide  appropriate  supports  to  independent  living  both  supported  and  the 

community settings. 
• Where  living  at  home  is  no  longer  feasible,  to  provide  quality  residential  care  in 

compliance with the National Standards for Residential Care Settings for Older People 
in Ireland.  

• To minimise and deal with elder abuse.

14.1.3 Demographic Factors
Between now and 2013, the number of people over the age of 65 years is set to rise by 
around 8%, representing an increase of approximately 20,000 people per year.  The number 
of people over the age of 85+ will increase at a greater rate and will be 14% higher by 2013. 
The increase in life expectancy and ageing of the population will place significant pressures 
on the provision of services for older people in the years to come.   

14.1.4 Sub-Programmes
Services for Older people is comprised of a  number of sub-programmes which provide 
services for the over 65s.  The key services under the Services for Older People programme 
are (i) long term residential  care;  (ii)  short  term residential  care;  (iii)  community based 
supports and (iv) the elder abuse programme.   At present, approximately 4.5% of over 65s 
receive  long  term  residential  care  while  approximately  20% receive  community  based 
supports.  This chapter also examines the Irish Longitudinal Study of Ageing and the Long 
Stay Repayments Scheme.     

14.2 LONG-TERM RESIDENTIAL CARE
The Long-Term Residential Care sub-programme provides funding for the Nursing Homes 
Support Scheme (NHSS) or “Fair Deal” as it is also referred to and, on a transitional basis, 
for arrangements in place prior to the introduction of Fair Deal Scheme, i.e. subvention, 
contract beds and existing clients in public nursing homes who have chosen not to avail of 
the Fair Deal Scheme.   The HSE ceased to accept new applications for the Nursing Home 
Subvention Scheme with the commencement  of the Nursing Homes Support Scheme in 
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2009.   However,  approximately  1,800  people  continue  to  receive  support  under  the 
Subvention Scheme as they did not transfer to the NHSS.  Long-term residential services 
are provided in a mix of public and private facilities with approximately one third being 
public and two thirds private.   

As with all services for older people, the NHSS interacts with other programmes such as 
Acute Hospitals and Primary Care Teams.  These interactions facilitate the discharge of 
patients from much needed acute hospital facilities to more appropriate care settings and the 
resultant necessary Primary Care Team input.

14.2.1 Rationale, Objectives and Continuing Relevance
The purpose of the Nursing Homes Support  Scheme is  to  provide financial  support for 
people assessed as needing long-term nursing home care.  The scheme was founded on the 
core principles that long-term care should be affordable and that a person should receive the 
same level of financial support whether they choose a public, voluntary or private nursing 
home.  Applicants to the NHSS agree to pay up to 80% of their assessable income and 5% 
of their assets towards the cost of nursing home care each year with the Scheme paying for 
the  remaining  cost  of  care.   The  principal  residence  is  only  included  in  the  financial 
assessment for the first three years of a person’s time in nursing home care.  Thereafter, the 
principal  residence  is  excluded from the  financial  assessment.  Where  a  person’s  assets 
include land and property in the State, the 5% contribution may be deferred and collected 
from their estate.  This is known as the Nursing Home Loan (the legal term is Ancillary 
State Support). 

The key objectives of the Nursing Home Support Scheme are: 
• To put in place an infrastructure of high quality and sustainable long-term residential 

care services for older people; 
• To equalise State support for public and private long-term residential care recipients;
• To render all long-term residential care affordable and anxiety-free, and ensure that no-

one has to sell their home during their lifetime to pay for their care;
• To remove the incentive to avail of public rather than private long-term residential care, 

thereby helping to alleviate the problem of delayed discharges from the acute hospital 
sector. 

A number of commitments specifically related to long term residential care are made in the 
Programme for Government and are set out below:
• Investment in the supply of more and better care for older people in the community and 

in residential settings will be a priority of this Government;
• Additional funding will be provided each year for the care of older people;
• This funding will go to more residential places;
• The Fair Deal system of financing nursing home care will be reviewed with a view to 

developing a secure and equitable system of financing for ….long term care.

14.2.2 Programme Effectiveness
As  the  NHSS  has  been  in  operation  for  less  than  two  years,  a  formal  evaluation  of 
effectiveness  has  not  yet  taken  place.   There  is  a  commitment  to  formally  review the 
scheme in 2012.  The scheme will be three years in operation at that stage.  The reason for 
allowing this period to elapse is to ensure that established and validated trends and statistics 
will  be  available  in  order  to  inform  this  work.   The  review will  look  at  the  ongoing 
sustainability of the Scheme, the relative costs of public versus private provision and the 
balance of funding between residential and community care.  
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However, due to the terms and conditions inherent in the scheme, it can be presumed that 
the objectives in relation to the equalisation of support for public and private care, ensuring 
that no-one has to sell their home during their lifetime to pay for their care and the removal 
of the incentive to avail of public rather than private long-term residential care have been 
achieved.  The roll out of the NHSS has also coincided with the opening of a number of 
new, high quality long-term residential  care homes.   There are currently approximately 
2,000 more long stay beds funded by the State (in terms of the cost of residential care) than 
was the case prior to the introduction of the Scheme.
  
14.2.3 Programme Efficiency
While the level of expenditure on long-term residential care dropped for one year in 2009, 
expenditure has increased significantly between 2008 and 2011 as seen in Table 14.1 below. 
Due to the mix of public and private residential facilities, it is not possible to ascertain the 
total number of WTEs involved in the delivery of the service.  

Table 14.1: Trend in Expenditure – Older Persons Long Term Residential Care 
2008-2011

2008(€m) 2009(€m) 2010(€m) 2011(€m) 
Total 
Expenditure

920 909 979.2 963

Pay/Non-Pay break down is not available.  All figures therefore are combined above.
Note – the cost components covered by this scheme and subhead are strictly set down and 
do not include therapies, medicines etc.

The key output of the long-term residential care sub-programme is the number of people in 
long-term residential care that are in receipt of support from the State.  During May 2011, a 
total of 21,960 people were in receipt of support from the State for long-term residential 
care.  Of these, over 12,777 were in receipt of financial support under the Nursing Homes 
Support Scheme.   The balance are in  receipt  of subvention or are pre-existing cases in 
public nursing homes and contract beds.  Full year 2011 NHSS data will be used to generate 
baselines  against  which  future  performance  will  be  measured.   Improved  performance 
measurement will be facilitated through the setting of additional key performance indicators 
in relation to the number and proportion of those who qualify for ancillary state support that 
chose to avail  of it  and the percentage of completed applications processed within four 
weeks.  

The trend in relation to outputs from this scheme is set out below.   The number of people in 
receipt of both basic and enhanced subvention is decreasing month on month as would be 
expected.  This reflects people leaving nursing home care and being replaced by residents 
who are being supported by the NHSS.  It also reflects people on subvention transferring to 
the NHSS. 

Table 14.2: Trend in Outputs - Nursing Home Subvention Scheme 2008-2011
2008 2009 2010 2011 

Total no. in 
receipt of 
subvention

9,092 8,823 2,385 1,778  (May  2011 
data)

Source: HSE Annual Performance Reports 2009 – 2010 and 2011 National Service Plan

A number of actions were announced in May of this year aimed at improving the efficiency 
of the NHSS through reductions in costs and increases in outputs with the same level of 
Exchequer funding.  The cost of care in private nursing homes supported through the NHSS 
is negotiated by the National Treatment Purchase Fund and individual nursing homes.  It is 
intended that the level of payments to private nursing homes will be renegotiated to achieve 
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greater value for money.  Long stay charges relating to the people in public beds who were 
there prior to the introduction of the NHSS are also being increased and savings are being 
driven in non-service areas in the HSE.  Savings of approximately €30m arising from these 
initiatives are required to meet the demand for more places under the NHSS. 

The Department and the HSE are also considering a number of other efficiency measures in 
relation to Long Term Residential  Care.   These include reconfiguring the skill  mix and 
levels in public nursing homes, consideration of alternative methods of public provision 
such as HSE build/private run and an examination of the mix of public/private provision of 
care.   While  private  nursing  homes  are  cheaper  on  an  average  cost  basis,  any  future 
examination of the matter must be cognisant of issues such as differences between public 
and  private  care  in  terms  of  intensity  of  care,  dependency  of  residents,  level  of 
specialisation and geographic spread.  

14.2.4 Conclusions
• The relative dependency of clients in public and private nursing homes is in the process 

of being assessed.  This will provide a basis on which to draw conclusions as to the 
value for money being achieved in both sectors.  

• Even in advance of this exercise, there is evidence that improvements can be achieved 
in  the  skill  mix  and  efficiency  of  public  homes  which  would  free  up  resources  to 
address  the  expected  continued  demand for  places  as  a  result  of  the  ageing  of  the 
population. 

• A standard care assessment is used to determine qualification for the scheme.  A single 
needs assessment tool is being piloted.  The consistent application of these assessments 
will be monitored to ensure support under the scheme for residential care is targeted at 
only those who cannot be appropriately supported in other settings.

14.3 SHORT TERM RESIDENTIAL CARE
The  Short  Term Residential  Care  programme provides  short  term services  in  terms  of 
convalescent, rehabilitative, step down and respite care.  The programme provides funding 
for places in both private and publicly funded facilities.

14.3.1 Rationale, Objective and Continuing Relevance
The provision of short term residential care is a key support in enabling older people to live 
at home for as long as possible.  Short term care assists people to stay at home by providing 
short periods in residential care in which to convalesce, receive intensive rehabilitation or 
provide a break for carers.

The key objectives of the programme are:
• To provide the number of short term residential care places required in order to assist in 

achieving the target of 95% of older people living at home and in their communities 
rather than in acute or long term care.

• Facilitate  discharges  from  acute  hospitals  to  more  appropriate  settings  for 
rehabilitation /convalescence.

A number of commitments specifically related to short term residential care are made in the 
Programme for Government and are set out below:
• Investment in the supply of more and better care for older people in the community and 

in residential settings.
• Additional funding will be provided each year for the care of older people.
• Within the health capital budget the immediate priority areas will be step-down and 

long term facilities.
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Short term residential care services interact with acute hospital services in order to prevent 
unnecessary  admissions  or  to  enable  acute  facilities  to  discharge  individuals  to  a  more 
appropriate care setting.  It  interacts with Primary Care Teams and community services 
through ongoing care and also assists informal carers by providing respite and support for 
short periods of time.

14.3.2 Programme Effectiveness
The objectives of the programme are being met to a significant extent.  The target of 95% of 
people living at home and in their communities is being achieved.  A considerable number 
of discharges from acute hospitals are being facilitated through the short term residential 
care programme that otherwise would not have been possible.  There is some support for 
the belief  that  greater  availability of skilled convalescence and rehabilitation care  could 
further shorten acute hospital stays and promote a fuller return to independence for these 
older people in need of such services.  This issue is currently being examined by the HSE, 
as is the profile  of services the providers offering these facilities should be expected to 
offer.    

14.3.3 Programme Efficiency
The latest breakdown of costs associated with the Short Term Residential Care programme 
indicates that approximately €226m was spent on short term/ancillary residential services in 
2010.  This includes beds, therapies and other related care.

The key outputs of the programme are the number of nights care provided under the scheme 
but this data is unavailable.  Figures on the number of individuals availing of all short term 
services are also unavailable.  However, there are 685 beds associated with respite care and 
approximately 18,400 people availed of this service in  2010.  Short  term beds are also 
available in private facilities though the Department does not currently have data on the 
number.

14.3.4 Conclusions 
The  Department  and  the  HSE  are  working  on  a  plan  for  future  public  provision  of 
residential care including requirements for future configuration.  It is anticipated that this 
plan will also address the deficiencies in the data relating to the Short Term Residential 
Care Programme through the establishment of suitable management information systems to 
capture data for this area.  The Department is also working with the HSE on agreeing a 
national  standardised  Single  Assessment  Tool  which  will,  inter  alia,  assist  with  data 
collection.

Key reforms that are currently being pursued include reconfiguration of the skills mix and 
levels  in public  provision; consideration of alternative methods of public  provision (eg. 
HSE build/private running); and the previously mentioned Single Assessment Tool.  While 
the majority of the care under the scheme is publicly provided, there is some private short 
term provision.  Expansion of private sector involvement is an issue that may be considered 
in  the  future.   The  introduction  of  new  models  of  service  delivery  such  as  public 
build/private run falls within Croke Park and is currently subject to discussions at present.

Further  reforms  which  could  have  a  positive  revenue  generation  impact  include  the 
introduction of inpatient charges for public patients (except for those with full eligibility 
and other exemptions) and charges for inpatient services to private patients.  

14.4 COMMUNITY BASED SUPPORTS
The Community Based Support programme provides a range of services such as home help, 
home care  packages,  meals-on-wheels  and  day  respite  care.   These  supports  are  either 
provided directly by the HSE or in partnership with non-statutory agencies.     
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14.4.1 Rationale, Objective and Continuing Relevance
Community based supports are a key component in the overall strategic provision of health 
and personal social services.  In particular, they impact positively on acute hospital delayed 
discharges,  and  are  part  of  the  wider  primary  care  multi-disciplinary  provision.   Such 
supports also complement the wider Strategy for Older People, including separate services 
provided by other Departments and agencies to older people (e.g. housing, transport, social 
inclusion, etc)

It is estimated that, overall, in the region of 100,000 vulnerable older people (around 20% 
of the >65 national cohort) receive some form of community based supports annually from 
the State.  A recent Department evaluation indicated that the majority (77%) of home care 
package recipients are over age 75, and around 40% are over age 85.  Most are female 
(63%) and 89% of all recipients have a medical card.  The service is expected to become 
more essential given the changing demographics and capacity limitations in the long-term 
care and acute hospital  systems and is a  fundamental  component in ensuring integrated 
service delivery. 

The key objectives of the programme are:
• To provide the appropriate level of community supports required in order to assist in 

achieving the target of 95% of older people living at home and in their communities 
rather than in acute or long term care.

• To reduce inappropriate admission to acute hospitals and admission to residential care 
earlier that might be required among the over 65s.

The  Programme for National Recovery 2011–2016 (p. 36) committed to further develop 
services for older people in the community. 

14.4.2 Programme Effectiveness
The objective of supporting older people to remain at home is being largely achieved, with 
95% of over 65s living in their own homes.  This has been facilitated through the expansion 
of the mainstream home help service and the introduction of home care packages.  Delayed 
discharge data suggests that very few people are awaiting home care packages/home help 
and, despite reductions in overall acute bed numbers, delayed discharges have not risen. 
This indicates that applications for such support are being processed quickly.  

No specific benchmark measures exist to compare performance with that in other countries. 
However, the services have been the subject of limited peer review at EU level with Ireland 
generally comparing favourably with similar jurisdictions in such reviews.

14.4.3 Programme Efficiency
The level of expenditure associated with Community Based Supports has increased between 
2006 and 2011, particularly in the area of home care packages.  The tables below set out the 
trend in expenditure in relation to two key elements of community support.

Table 14.3: Trend in Expenditure - Home Help Services 2006-2011
2006
(€m)

2007
(€m)

2008
(€m)

2009
(€m)

2010
(€m) 

2011
(€m)
(Target)

Total Expenditure 185 206 211 211 211 211
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Table 14.4: Trend in Expenditure - Home Care Packages 2006-2011
2006
(€m)

2007
(€m)

2008
(€m)

2009
(€m)

2010
(€m) 

2011
(€m)
(Target)

Total Expenditure 55 110 120 120 130 138

The HSE Service Plan indicates WTEs for Services for Older People overall but does not 
differentiate community based services from other services.  However, the Department is 
aware that approx 300 of 370 WTEs approved for the HCP Scheme were filled and that 
there  are  approx.  4,000  WTE posts  equating  to  some 10,000 Home  Helps/Home Care 
Assistants in the system.

The outputs associated with home help services and home care packages have increased in 
line with increased expenditure and are set out below:

Table 14.5: Trend in Outputs - Home Help Service Outputs 2006 - 2011 
Activity 2006 2007 2008 2009 2010 2011

(Target)
Hours provided (million) 10.80 11.78 11.96 11.97 11.68 11.98
No. of clients benefiting at 31 Dec each 
year

49,578 54,736 55,366 53,791 54,011 
 

54,500

Table 14.6: Trend in Outputs - Home Care Packages 2006 - 2011
Activity/Funding 2006 2007 2008 2009 2010 2011

(Target)
No.  of  clients  in  receipt  of  a  HCP at 
year end (ongoing capacity measure) 

5,283 8,035 8,990 8,959 9,941 10,230

No.  of  clients  benefiting  from a  HCP 
(throughput) in a calendar year

7,003 11,565 11,987 12,003 13,200 13,800

The Department, in conjunction with the HSE, has initiated various improvements relating 
to community based service provision.  Arising from an independent Evaluation of HCPs, 
published by the Department in December 2009, the HSE has progressed new guidelines 
relating  to  (i)  Home Help,  (ii)  Home Care  Packages,  and  (iii)  Quality  for  Home Care 
services.  In addition, the HSE has recently initiated a new Procurement  Framework for 
Home Care services.  The purpose of these measures is to promote quality and safety and 
also  promote  a  more  standardised  and  cost  effective  approach  to  provision  nationally, 
whether direct by the HSE, or those providing services on its behalf.  It is anticipated that 
any savings generated would be used to fill unmet need in view of increasing demographic 
pressures. It should be noted that the Department evaluation, which was limited in nature, 
recommended that, in addition to the above initiatives, a VFM assessment be undertaken. 
The focus  since  then  has  been  to  progress  the  various  initiatives  outlined  above.   The 
question of possible regulation of these services is also being progressed.  The VFM Study 
is scheduled to commence in 2012.

Performance management improvements have been agreed recently in the context of the 
overall corporate development of performance indicators and metadata.  Also, the various 
operational initiatives indicated above are intended to strengthen performance measurement 
across these community based services to inform policy and service developments in the 
future.   In particular,  a  clearer definition between mainstream and enhanced service (ie 
between Home Help and HCP recipients), on a standardised basis nationally, will lead to 
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improvements in the areas of governance, operational delivery, performance management, 
and funding. 
The  HSE  has  recently  identified  the  potential  for  improved  efficiency  in  community 
supports  for  older  people  with  the  publication  of  a  report  on  the  use  of  Assistive 
Technology for Older People.  It is intended that the potential to maximise such technology 
across  all  HSE  community  services  as  appropriate,  involving  possible  partnership 
arrangements with the private sector, will be progressed. 

The Department and HSE are also considering the changes in delivery mechanisms as part 
of progressing on-going operational improvements.  This includes examining the extent of 
future potential private sector involvement when the Procurement Framework is finalised 
later this year.  This may facilitate a reduction in WTEs associated with the programme.  A 
March 2009 FÁS Study (through HR) by J. Behan et al. drew attention to the notably older 
age of home help employees, compared with the average age of people in employment. 
Therefore, a significant proportion of HSE home help employees are consequently likely to 
be approaching retirement age, and the non-filling of retirement-related vacancies would 
contribute  to  a  reduction  in  WTEs.   Any such  outsourcing  (e.g.  Home Help)  may  yet 
involve Croke Park though it will not be possible to make a clear decision until the current 
HSE procurement process is completed. 

The McCarthy Report (2009) proposed charges for HCPs.  This would involve considerable 
practical and resource implications at present for the HSE.  The question of charges is being 
examined  by  the  Department  in  the  wider  context  of  eligibility  for  community  based 
services for older people.  

14.4.4 Conclusions
Without the Community Supports for Older People programme, many older people would 
experience inappropriate admission to acute hospitals or would be admitted to residential 
care earlier that might be required.  This is a cost effective and socially desirable service 
that will be increasingly needed in the future, both from an individual recipient and systems 
wide perspective.  The importance attached to community based supports is reflected in the 
additional funding provided in recent Budgets (despite reduced funding across the system). 
The key reforms to be achieved under this programme in the period ahead are:
• Greater consistency in needs assessment and monitoring across the country to ensure 

that limited resources are deployed equitably based upon client need.
• Closer  integration  between  assessment  and  entitlement  for  community  support  and 

nursing home care (ie Fair Deal) at both the policy and operational levels to ensure that 
older people are supported in the most appropriate setting. 

14.5 ELDER ABUSE PROGRAMME
The HSE’s Elder Abuse Service is comprised of a dedicated staffing structure throughout 
the country, unified data collection methods, national and regional oversight mechanisms, a 
research facility based in UCD and awareness and training programmes.

14.5.1 Rationale, Objectives and Continuing Relevance
The  purpose  of  the  HSE’s  Elder  Abuse  Service  is  to  provide  a  nationally  consistent 
provision of services in relation to prevention, detection, reporting and response to elder 
abuse.  Policy in relation to elder abuse is derived from Protecting our Future, the Working 
Group on Elder Abuse Report 2002, which defined and set out a framework and programme 
of work to address elder abuse, and the 2009 Review of that Report. 

The key objectives of the service are the assessment and investigation of referrals of elder 
abuse and the provision of appropriate supports where necessary.  An awareness campaign 
is conducted annually to inform and educate the public on the various types of abuse, how 
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to recognise the signs of abuse and to publicise the services and supports provided by the 
HSE.  In addition, a research facility, the National Centre for the Protection of Older People 
(NCPOP),  is  creating  a  knowledge  base  of  Irish  and  international  research  on  the 
occurrence,  prevalence,  detection  and  response  to  abuse  of  older  people,  and  assists  in 
placing elder abuse in a social context. 

The Service is a  key component in  protecting and safeguarding vulnerable members of 
society.

14.5.2 Programme Effectiveness
In the last three years, the number of referrals of abuse has been steadily increasing which 
demonstrates the value of the service.  Despite the advances in the area of elder abuse, and 
the coordination of efforts to respond effectively to it, international research and NCPOP’s 
most recent prevalence study15 indicate that larger numbers of older people are experiencing 
abuse than are reporting it and it is expected that the number of referrals will continue to 
increase over the next number of years as awareness is heightened and as staff are trained to 
recognise  abuse  and  respond  appropriately.   The  2009  Review found  that  progress  in 
dealing with elder abuse was most evident and pronounced in the health sector.  The annual 
report of the HSE Elder Abuse Service 2010 contains details of the achievements to date 
and planned developments during 2011.  

14.5.3 Programme Efficiency
The  staffing  structure  provides  for  32  Senior  Case  Workers  (Social  Workers)  and  4 
Dedicated Elder Abuse Officers.  At present, two Senior Case Worker posts are unfilled. 
Senior Case Workers are based in Local Health Offices and the Department is currently 
engaged with the HSE to ensure that case management and workloads are distributed in the 
most efficient manner possible rather than completely determined in a geographic manner 
which  potentially  will  lead  (as  referrals  increase)  to  inefficient  use  of  resources.   In 
addition,  the  Department  is  also  currently  working  with  the  HSE  to  evaluate  current 
performance  indicators  to  ensure  that  clients  of  the  elder  abuse  service  are  achieving 
desirable outcomes.  

An annual allocation of €300,000 is provided to conduct  an awareness campaign.  The 
Review  of  Recommendations  of  the  Report  of  the  Working  Group  on  Elder  Abuse, 
published in 2010 by the Department stated that continued investment would be needed to 
ensure sufficient awareness and understanding of elder abuse among the general public. 
Given the significant underreporting of elder abuse and given the cost of running media 
campaigns, it is considered that raising awareness of elder abuse, providing information on 
the services available and avenues for assistance to encourage reporting is vitally important. 
Considerable success has been achieved to date with this somewhat limited resource. 

€300,000 is provided by the HSE to the National Centre for the Protection of Older People 
(NCPOP) based in UCD.  At present, there is a considerable gap in research relating to 
elder abuse particularly in an Irish context and the funding is used to develop a programme 
of research examining elder abuse in Ireland and to contribute to the development of policy 
and practice in relation to elder abuse.  The Department is working with the HSE to ensure 
that research conducted by NCPOP is appropriate and relevant to the workings of the HSE 
and other organisations.  It should be noted that the HSE is in the first year of a three year 
renewable contractual arrangement with NCPOP.

14.5.4 Conclusions

15 Abuse and Neglect of Older People in Ireland, Report on the National Study of Elder Abuse and 
Neglect, National Centre for the Protection of Older People (NCPOP), 2010
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As the resources provided for the elder abuse service are quite small, there is very limited 
scope  for  identifying  efficiencies  other  than  with  working  arrangements  such  as  those 
mentioned above.  Better organisation will be required if the service is to cope with the 
likely increase in demand for the service over the coming years and the Department and the 
HSE are working closely to ensure this.

14.6 THE IRISH LONGITUDINAL STUDY ON AGEING (TILDA)
TILDA is a TCD led 10 year longitudinal study of the health (physical, mental, service 
needs and usage, etc.), social (contact with friends and kin, formal and informal care, social 
participation. etc.) and economic circumstances (pensions, employment, income and assets, 
etc.) of a large statistically representative sample of 8,000 people aged 50 years and over. 
In 2008, following extensive consultation with other Government Departments and with the 
CSO during which a number of significant data deficits in relation to ageing were noted, the 
Department decided that TILDA represented a significant opportunity to provide a much-
needed evidence-base to inform planning and policy-making for older people in Ireland in 
the years ahead. 

The estimated cost of TILDA over 10 years is €29 million.  This Department has committed 
to providing up to an amount of €12 million over 10 years for TILDA. The other funders 
are  the  Atlantic  Philanthropies  and  Irish  Life.   The  Funding  Agreement  between  the 
Department  and  TCD,  which  was  drafted  in  consultation  with  the  Department  Legal 
Advisor and with the CSSO, was signed in September 2010. To date, €4.3 million has been 
paid to TCD, leaving a balance of €7.7 million remaining to be paid over the lifetime of the 
agreement. 

The data from TILDA will provide policy-makers and innovators in the fields of health, 
social care, pension planning and biotechnology with a unique knowledge base, which will 
enhance  policy  development  for  older  people  in  Ireland  and  create  opportunities  for 
research and development as well as innovation in technology and services in ageing in 
Ireland.   The  report  of  the  first  findings  of  TILDA,  ‘Fifty-Plus  in  Ireland  2011’,  was 
launched by the Minister in May 2011. 

14.7 LONG STAY REPAYMENTS SCHEME
The scheme for the repayment of long stay charges is coming to a close with very few cases 
still to be determined.  The total cumulative spend on the scheme is €477,131,359, with the 
annual approximate spend set out in Table 14.7 below.

Table 14.7: Trend in Expenditure - Long Stay Repayments Scheme 2006-2011
2006/2007
(€m)

2008
(€m)

2009
(€m)

2010 
(€m)

2011(€m)
(Target)

Total Expenditure 132 236 82.5 20 12
 
Funding requirement beyond 2011 will be minimal and will only be required to deal with 
any claims which could not be finalised before the end of 2010.  Staff  working on the 
scheme in both the Department and the HSE have been diverted to other duties as they 
continue to oversee the wind-down of the scheme. 

14.8 ADDITIONAL DEMANDS
The demographic demands outlined in this Chapter are likely to generate additional cost 
pressures for services.  The Fair Deal scheme is resource capped with applicants placed on a 
waiting  list  once  the  spending  limit  is  reached.   It  is  hoped  that  some  provision  for 
additional  placements  can  be  made  in  each  of  the  next  three  years  to  take  account  of 
demographic pressures.  Staffing, skill mix and other efficiencies in public nursing homes 
should contribute to financing further placements which will be required in each year.  
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14.9 CONCLUSIONS, SAVINGS AND REFORM
Demand for the various sub-programmes of the Services for Older People programme will 
increase significantly in the years to come as a result of the country’s ageing population. 
The programme provides a cost effective service which helps to alleviate pressure on acute 
hospitals by caring for clients in more appropriate settings.  

While  there  is  scope  to  introduce  efficiencies  in  some  services  (e.g.  home  help 
guidelines/legislation; reconfiguration of residential care etc.), any savings will be required 
within the programme to support the additional demands.

The Programme for  Government  commits  to  increased funding for  both residential  and 
community services.

Key Savings:
• Payments  to  Private  Nursing  Homes:  Negotiations  on  the  level  of  payments  to 

private  nursing  homes  will  take  place  aimed at  improving  value  for  money for  the 
Exchequer.

• Long Stay Charges:  The level of long stay charges will be increased for clients who 
were in public beds prior to the introduction of the Nursing Home Support Scheme.

• Non-Service Area Savings:  Savings will be driven in non-service areas across the 
HSE. 

• Total savings from the above initiatives: €30m (it should be noted that these savings 
are once-off and ring-fenced for Fair Deal and therefore cannot be counted against the 
Department’s CRE target).

Key Reforms:
• Supply of Medical Care and Pharmacy Services to People in Long-Stay Residential 

Accommodation:  Currently,  GPs  receive  a  special  higher  capitation  fee  for  GMS 
patients who are admitted to  private nursing homes.   It  is  proposed to develop and 
tender for an alternative model of care which would apply to all residents of a long-stay 
institution based on an appropriate combination of publicly employed doctors and GPs. 
In the case of medicines, dispensing fees, wholesale and retail mark-ups apply to drugs 
and medicines dispensed in community pharmacies for persons in long-stay residential 
accommodation. It  has been suggested that savings would accrue if  medicines were 
supplied instead by hospital pharmacists in the nearest acute hospital, even allowing for 
the  cost  of  appointing  additional  hospital  pharmacists.  Further  work  is  required  to 
evaluate these two possible measures.

• Alternative Model for Service Delivery of Public “Fair Deal” Beds:  The average 
cost of public (HSE and Section 38 agencies) long term residential  care facilities  is 
some 50% higher than the average cost of private facilities.  The HSE is about to enter 
into a contract with a private operator to manage a 100 bed public residential care unit 
in Ballincollig which it estimates will save €1.8m a year.  The Department of Health is 
currently reviewing the provision of public residential care in the light of the need to 
meet national standards and regulations, local demographic pressures and public/private 
provision.   Options  being  considered  include  a  central  Care  Commissioning  body 
which, as well as procuring long term care from public and private facilities, would also 
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procure community services focused around a single assessment tool, structured around 
the patient.  The review will reflect the wider health reform programme to which the 
Government is committed and, in particular, the positioning of social care services with 
the post-HSE health service.  Accordingly, it is proposed to accelerate the engagement 
with the public service unions under the Croke Park Agreement to bring the cost of 
providing long-term care in HSE and Section 38 nursing homes into line with that of 
such private nursing homes, where there is evidence that best practice care is delivered 
to patients at an equivalent level of acuity of need at lower cost. 

• Short Term Residential Care and Community Based Services:  It will not be 
possible to increase the number of home help hours to meet the projected growth in 
need over the next three years.  In the circumstances, consideration could be given to 
introducing a different skill mix which differentiates between the two main types of 
home help provided, i.e. personal social care (washing, hygiene, incontinence etc.) and 
instrumental activities of daily living (light household duties, dusting, shopping etc.). 
This would allow available home help staff  to focus on essential personal care to clients 
and involve a new, lower paid, grade of home help to take on the instrumental activities 
of daily living.

• Other reforms:
o Standardisation  of  Needs  Assessment:  The  further  roll  out  of  a  standard  needs 

assessments and monitoring across the country for older peoples’ services.
o Supporting  Older  People  in  the  Most  Appropriate  Setting:  Closer  integration 

between assessment and entitlement for community support and nursing home care to 
ensure that individuals are supported in the most appropriate setting. 

o ICT:  The use of technology will be maximised across all community supports in line 
with the HSE Report on the use of Assistive Technology for Older People.  This may 
involve partnership arrangements with the private sector.

o Elder  Abuse  Case  Management:  The  Department  will  seek  to  ensure  that  case 
management and workloads related to tackling elder abuse will be distributed in the 
most  efficient  manner  as  opposed  to  being  entirely  determined  by  geographic 
considerations.
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CHAPTER 1  5  
PALLIATIVE CARE

15.1 INTRODUCTION & DESCRIPTION
Palliative Care aims to improve the quality of life of patients and their families facing the 
problems  associated  with  life-threatening  illness,  through  the  prevention  and  relief  of 
suffering  by  means  of  early  identification,  assessment  and  treatment  of  pain  and  other 
problems, be they physical, psychological or spiritual.  The programme complements the 
wider  provision  of  services  for  older  people  and  health  and  personal  social  services 
generally.  It supports the acute system, particularly cancer services, and integrates acute 
and primary/community systems to enable patients to be cared for at home for end of life. 
Palliative  care  services for  patients  with  life  limiting cancer  are  an  integral  part  of  the 
effective utilisation of the continuum of cancer services as set out in the National Cancer 
Control Strategy. 

In relation to children’s palliative care, it is estimated that approximately 1,400 children are 
living  with  life-limiting  conditions  in  Ireland  and  that  there  are  approximately  490 
childhood  deaths  per  year.   Of  these,  it  is  estimated  that  350  are  from  life-limiting 
conditions.  Ultimately, the Children’s Palliative Care Policy aims to ensure that all children 
with life-limiting conditions have the choice and opportunity to be cared for at home.  In 
addition to best meeting the care needs of such children, the policy is also designed to do so 
in  the  most  cost  effective  manner  and  to  provide  support  to  families.   Phase  1  of  the 
implementation  of  the  policy  includes  the  appointment  of  1  Paediatric  Palliative  Care 
Consultant and 8 Outreach Nurses (2 per region). The continued implementation of this 
policy is  a  key result  area  of the  HSE National  Service  Plan 2011.   Palliative  Care  is 
primarily delivered by the non-State (voluntary) sector through Service Level Agreements 
with the HSE.

15.2 RATIONALE, OBJECTIVES & CONTINUING RELEVANCE
The primary focus of Government policy on Palliative Care, including children’s palliative 
care, is concerned with quality of life. It is designed to ensure that patients are enabled and 
encouraged to live their lives to the greatest possible extent, in the manner, and setting, of 
their  choice.   Government  policy  on  the  area  is  based  on  the  Report  of  the  National 
Advisory Committee on Palliative Care (2001).  Although not specifically mentioned in the 
Programme for Government, Palliative and End of Life Care is inherent in the priority to 
develop Services for Older People overall.

The high level, and long standing, policy is that palliative care services, (both specialist and 
non-specialist) should be available in all  care settings,  including acute hospitals and the 
community.   This  approach  was,  for  example,  reflected  in  the  Report  of  the  National  
Council for Specialist Palliative Care (2001) and carried through to the Policy for Children 
with Life-Limiting Conditions (2009).  More specific objectives of the programme are:
• Attending to the physical, psychological, social, spiritual and practical expectations and 

needs;
• Providing support to the family; and
• Preparation for and management of the dying process and death.

In relation to children’s palliative care policy, the key objective is:
• To  ensure  that  all  children  with  life-limiting  conditions  will  have  the  choice  and 

opportunity to be cared for at home.

The  palliative  care  service  is  expected  to  become  more  essential  given  the  ageing 
demographic profile of the population and capacity limitations in the long-term care and 
acute hospital systems.  It is a fundamental component of more integrated service delivery.
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15.3 PROGRAMME EFFECTIVENESS
Significant improvements have been achieved in meeting the objective of providing high 
quality palliative care in settings of choice for adults and children in line with resource 
availability.   However,  gaps  in  service  provision  (eg.  home  based  palliative  care  or 
specialist beds) remain in particular parts of the country.  In addition, there may be potential 
to improve outcomes over existing investment/inputs through the achievement of greater 
consistency  in  the  deployment  of  staff  and  other  resources  as  between  providers,  both 
statutory and non-statutory.   

The effectiveness of palliative care services in Ireland was considered in a study by the 
Policy Department, Economic and Scientific Policy on Palliative Care in European Union 
(2007).   This  report  indicates  that  palliative  care  services  in  Ireland  have  developed 
consistently over the last number of years to reach a high level of service provision. 

15.4 PROGRAMME EFFICIENCY
The level of expenditure associated with palliative care has decreased in the last two years 
with the budget provision for 2011 €5m lower than the outturn for 2009.

Table 15.1: Trend in Expenditure on Palliative Care 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011(€m) 
(budget 
allocated)

Total 
Expenditure

78 79 76 74

There are currently 657 Whole Time Equivalents engaged in providing palliative care.  The 
trend over recent years is set out in Table 15.2 below.  However, it should be noted the 
other individuals throughout the health systems, such as in acute hospitals, can be involved 
in the delivery of end of life or palliative care.
 
Table 15.2: Trend in WTE providing Palliative Care 2008-2011

2008 2009 2010 2011  (budget 
allocated)

Total WTE N/A 572 597 657

The key outputs of the palliative care programme and the associated trends are set out in 
Table 15.3 below.  Please note that the totals are monthly averages.

Table 15.3: Trend in Key Outputs of Palliative Care 2008-2011
HSE  Service 
Plan  Monthly 
Averages

2008 2009 2010 2011 
(Expected 
monthly 
averages)

No. of patients in 
receipt of 
specialist in 
patient Units

330 292  379 326

No. of patients in 
receipt of day 
care.

260 280  315 277

No. of patients in 
receipt of 
palliative care in 
the community 

2,500 2,714 2,929 2,851
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No. of patients in 
receipt of 
intermediate 
palliative care in 
community 
hospitals 

80  82 103 125

Totals 3,170 3,378 3,726 3,579

Key reforms targeted for implementation in 2011 in relation to palliative care include:
• Agreed referral criteria and assessment of need for specialist services developed.
• Care pathways, governance arrangements and clinical guidelines developed to support 

treatment in location of choice.
• Consultant positions in post in line with continued implementation of national policy on 

Children’s Palliative Care.
• Implementation  of  new performance  indicators  yet  to  be  agreed  e.g.  in  relation  to 

increased domicillary specialist care,  improved community care,  reduced wait  times, 
etc.

A further  key reform was the adoption by the HSE of a  minimum data set which will 
improve  the  availability  of  data  relating  to  the  palliative  care  programme.   Specific 
information arising from implementation of Phase 1 of the process includes the number of 
palliative care service users availing of services, and the types of palliative care services 
being provided/accessed.  The HSE has committed in their Service Plan 2011 to further 
develop the collection of data on the: 
• Number of patients in acute hospitals. 
• Number of patients accessing day care services.
Further work is being progressed to develop relevant metadata for Palliative Care.

80-85% of  annual  Exchequer  funding  relating  to  Palliative  Care  has  traditionally  been 
channelled  through  non-HSE agencies.   It  is  intended  to  examine  in  greater  detail  the 
potential to maximise efficiencies and improve outcomes arising from this investment.
The  potential  for  efficiencies  to  arise  in  palliative  care  through  the  adoption  of  new 
technology will be considered by the HSE in the context of implementation of the report on 
Assistive Technologies for Older People.

There are legal (definitional) difficulties inherent in defining and then introducing charges 
for  “Palliative  Care”.  The  question  of  any  new  charges  is  being  examined  by  the 
Department in the wider context of eligibility for services for older people overall.

15.5 CONCLUSIONS, SAVINGS AND REFORM
The  Palliative  Care  programme provides  essential  end  of  life  care  for  both  adults  and 
children.   While  improvements  have  been  made  in  relation  to  providing  high  quality 
palliative care in settings of choice for adults and children, service provision across the 
country is uneven.  

The key focus of reform in the palliative care programme in the period ahead will be to:
• Continue to pursue the objective of national consistency in service availability spanning 

the different elements set out in national palliative care policy and with an emphasis on 
supporting individual choice.

• Examine the comparative performance across the sector, where 80 – 85% of services 
are  provided  by  voluntary  agencies,  and  the  degree  of  patient  centred  integration 
between palliative care services and other health services required by clients.  
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• Ensure further progress on the children’s palliative care strategy to provide families 
with the choice and the necessary supports to care for their child with a life limiting 
condition. 

Key Reforms:
• Needs Assessment:  Referral criteria and assessment of need for specialist palliative 

care services will be developed and agreed.

• Clinical  Guidelines:  Care  pathways,  governance  arrangements  and  clinical 
guidelines will be developed to support treatment in location of choice.

• Performance  Monitoring:  New  performance  indicators  in  relation  to  increased 
domiciliary  specialist  care,  improved  community  care,  reduced  wait  times  among 
others will be agreed and monitored.

• Data:  A Minimum Data Set will be implemented by the HSE which will improve the 
availability of data relating to the Palliative Care programme.  

• Funding of Non-HSE Agencies:  80-85% of annual Exchequer funding relating to 
Palliative Care has been channelled through non HSE agencies.   It  is  intended to 
examine in greater detail the potential to maximise efficiencies and improve outcomes 
arising from this investment.

• ICT:  The potential for efficiencies to arise in palliative care through the adoption of 
new technology will be considered by the HSE in the context of implementation of 
the report on Assistive Technologies for Older People.

• Charges:  The question of any new charges is being examined by the Department in 
the wider context of eligibility for services for older people overall.  
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CHAPTER 16 
HEALTH PROMOTION AND PROTECTION

16.1 BACKGROUND
Government policy in relation to health promotion is to support efforts to create greater 
awareness of the positive impact healthy lifestyles can have and to identify measures that 
could be put in place to make it easier for people to adopt healthy lifestyles.  The key role of 
the health protection programme is to support public health protection through: control of 
infectious  diseases;  national  immunisation  and  vaccination  programmes;  appropriate 
national public health emergency planning (including pandemic influenza); contributing to 
European  and  international  developments  in  public  health  policy;  and  monitoring  the 
implementation by the HSE of all such policy and legislation. 

16.1 HEALTH PROMOTION 
16.1.1 Introduction and Description of Programme
The Health Promotion programme works to improve people's health and well being through 
a range of means, including public information campaigns at national and local level to 
highlight positive health messages.  It also works in partnership within the health service 
and with other statutory and voluntary agencies to address the wider environmental, social 
and economic conditions that affect health and work to build empowered, participative and 
inclusive communities.

16.1.2 Rationale, Objective and Continuing Relevance
The Health Promotion programme is consistent with Government policy.  The Programme 
for Government aims to bring about changes in areas such as education, literacy, public 
transport, poverty, domestic violence, equality and ageing.  For example, in education the 
aim of Government is to position Ireland in the top 10 performing countries for PISA (the 
Programme of International Student Assessment).  A recent paper entitled ‘Education is a 
Key Determinant of Health  in  Europe:  a comparative analysis  of  11 countries’ (Health 
Promotion  International,  2011,  26:2)  recommends  much  better  coordination  between 
education and health policies and practices.  The Health Promotion service of the HSE can 
ensure  that  this  coordination  happens  effectively.   Health  Promotion  services  are  also 
partners  in  other  areas  of  the  Programme  for  Government  such  as  the  Smarter  Travel 
schemes, suicide prevention programmes and positive ageing.

High-level  objectives  have  been  developed  for  Health  Promotion  services  based  on 
international best practice.  These are listed in the Health Promotion Strategic Framework 
(HPSF) 2010-2015.
• To support the implementation of a Health Promoting Health Service model (HPHS) for 

the HSE based on existing approaches within the Irish Health Promoting Hospitals.
• To develop and implement a model for health promoting communities.
• To implement the nationally agreed model for the education setting based on existing 

Health Promoting School (HPS) approaches.

The  HSE  Health  Promotion  Business  Plan  uses  partnership  as  a  service  delivery 
mechanism.   All  staff  are  involved  in  partnerships  internally  between departments,  and 
externally  with  other  sectors  such  as  sports  partnerships,  schools,  and  voluntary 
organisations.  These partnerships can be at a national or local level.  A core value of Health 
Promotion Services is to eliminate duplications and omissions.   To achieve this,  Health 
Promotion Services put great emphasis on communication with all key stakeholders.

16.1.2 Programme Effectiveness
Implementation of objectives from the HPSF (2010-15) commenced in 2011. 
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• A National Model for health promotion in schools is under development in conjunction 
with the Department of Education and Science. 

• Work is progressing on WHO Healthy Cities programme.
• A Health Promoting Health Service model has been drafted and agreed.

Restructuring of health promotion at the local level is currently underway to deliver on the 
HPSF.  Negotiations are ongoing with IMPACT on same.  The HSE has recently reviewed 
health  promotion  practice  in  the context  of  international  evidence  for  health  promotion 
effectiveness and developed a new strategic framework to ensure activity is in line with 
best, evidence-based practice.

16.1.3 Programme Efficiency

Table 16.1: Trend in Expenditure on Health Promotion 2008-2011
2008
(€)

2009
(€)

2010
(€)

2011(€)-budget 
allocated

Pay 12,876,115 12,319,530 11,258,096 11,106,866
Non-Pay 15,162,183 13,804,936 10,387,596 8,340,472

Table 16.2: Trend in WTEs associated with Health Promotion 2008-2011
2008 2009 2010 2011  (budget 

allocated)
246.34 238.83 231.40 206.56

Table 16.3: Trend in Outputs - Health Promotion Campaigns 2009 – 2010
Activity 2009

(€000s)
2010 
(€000s)

Campaigns
Tobacco campaign:What children see, children do 600 600
Alcohol public awareness campaign 385 175
Obesity campaign: Little Steps (with Safefood) 380 268
Sexual Health campaign to reduce STIs 80 95
Drugs campaign: Legal/Illegal Highs 150 279
Breastfeeding campaign 88 90
Health Promotion Information Service 595 609
National Funding for Health Promotion Initiatives through Grant 
Agreements [incl Irish Cancer Society, Irish Heart Foundation, 
Community Games, Alcohol Action Ireland, La Leche and Cuidiu, 
Osteoporosis Society]

tbc 2,100

Total 2,278 4,216
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Table 16.4: Trend in Outputs - Health Promotion Programmes 2009 – 2010
Activity – Numbers relate to participants except where noted 2009 2010 
Programmes (not an exhaustive list)
Social Personal and Health Education 3,152 3,345
National Youth Health Programme (with OMC) 550 750
GP Exercise Referral Programme – Leisure Centre Coordinators 
trained

26 43

GP Exercise Referral Programme – Clients referred by GPs 624 1,476
Tobacco – National Smokers Quitline calls 5,380 3,586
Nutrition – clinical consultations sessions n/a 4,200
Nutrition – Xpert Diabetic programme clients n/a 900
Nutrition – Weight Management clients n/a 250
Nutrition – Health Promoting Programme - Cook It

- Leaders trained
- Students trained

n/a
50
1,200

Nutrition – Healthy Food Made Easy programmes n/a 110
Men’s Health – Support to GPs community work - sessions 55 85
Men’s Health – work with marginalised men – sessions 380 460
Men’s Health – National Awareness campaign 
[with An Post, Teagasc and Eircom]

n/a 8,500

Obesity Programme [short list of key outputs]
- Community Games – children
- Farmers Have Hearts screening – clients screened
- Moving Towards a Fitter Future – community childcare - 

providers trained / Children participated
- Early Years Health Promotion – Providers / Children
- Be Active After School – Children / Parents & Teachers
- Infant Nutrition Reference Pack - Babies

500,000
479

150 / 
2000
31 / 774
n/a
5250

500,000
n/a

n/a
38 / 1000
1200 / 450
n/a

The Department will develop a  new suite of performance indicators in partnership with the 
HSE in the context of the HSE Corporate Plan 2011-2014. 

The HSE HPSF sets out the means of improving efficiency and effectiveness as follows: 
(i) Greater consistency of practice nationally.  The development of Health Promotion 

teams  in  each  of  the  former  Health  Boards  resulted  in  significant  variance  in 
resources  and  inconsistencies  in  delivery  of  health  promotion  both  within  and 
between the four HSE areas.  The HPSF describes a unified national approach to 
health  promotion  practice  based  on  national  and  international  evidence  of  best 
practice. It provides the means to refocus existing resources and practice to create 
greater consistency nationally.

(ii) Greater skill mix.  The HPSF will create a greater skill mix amongst the Health 
Promotion workforce and includes a commitment to develop new competencies.

(iii) Increase organisational  capacity.   The HPSF outlines the means for  the HSE to 
increase the organisation’s capacity to promote health, through development of the 
health  promotion  role  of  all  HSE  staff.   Each  health  intervention  is  a  health 
promotion  opportunity,  and  building  the  capacity  of  health  and  social  care 
professionals  to  promote  health  as  part  of  the  patient  care  pathway  has  proven 
effectiveness.

Programme efficiency can be further improved through an annual review of Section 39 
agreements  to ensure that priority objectives are addressed and best value for money is 
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being  achieved.   A review of Health  Promotion structures  within  the HSE is  currently 
taking  place  to  ensure  teams  are  organised  to  deliver  services  more  effectively  and 
efficiently. Training and capacity building is a key function of health promotion teams.  The 
development of e-learning and similar tools also has the potential for improving efficiency. 
In addition, a review of all HP programmes is currently underway. 

16.1.4 Additional Demands
Health  Promotion  services  are  essential  now  more  than  ever.  Recent  reports  have 
highlighted  the  extent  of  health  inequalities  in  Ireland.   Obesity,  smoking  and  lack  of 
physical activity are leading to massive increases in chronic diseases.  Unemployment and 
poverty  are  having  an  adverse  effect  on  the  health  of  the  population.   Recent  reports 
include:
• Mortality Differentials in Ireland (CSO, December, 2010).
• Facing the Challenge- the impact of recession and unemployment on men’s health in 

Ireland (IPH, June, 2011).
• Eliminating Health Inequalities: a matter of life and death (TASC, 2011).

Health  Promotion  services  can  influence  the  determinants  of  health  through  upstream 
partnerships and also provide programmes to ameliorate the effects of the determinants on 
those most at risk.  

16.1.5 Conclusions
The  continuation  of  Health  Promotion  services  is  essential  in  order  to  assist  in  the 
reorientation of the health services away from disease treatment programmes towards health 
promotion, health  improvement  and prevention.   However,  achievement  of this requires 
reconfiguration which will  be facilitated under the HPSF.  It  also requires every person 
working in the HSE, including front-line and management, to include health promotion as 
an integral part of their work.

The Minister for Health aims to develop a high-level public health policy framework to 
cover the period 2012 to 2020. This policy framework will contain Ireland’s vision for a 
healthier  population  and  will  bring  to  reality  the  provisions  in  the  Programme  for 
Government regarding the health and wellbeing of the population.  The framework will 
address,  inter-alia, the  wider  determinants  of  health  and  health  inequalities,  healthy 
lifestyles,  and  inter-sectoral  partnerships  at  policy  and  practice  levels.  The  5-strand 
consultation process is expected to be completed by the end of 2011.  Achieving the aims of 
the  framework  will  require  the  ongoing  involvement  of  health  promotion  staff  already 
working in the area.

16.2 IMMUNISATION

16.2.1 Introduction and description of programme
Vaccines have saved more lives worldwide than any other public health intervention apart 
from providing clean water.  They have had a major impact on the health of Irish children. 
Since the middle of the 20th century, serious disease such as smallpox, polio and diphtheria 
have become a  thing  of the  past,  while  in  recent  decades,  the burden  of other  vaccine 
preventable diseases such as pertussis, measles, meningococcal and Hib infections has been 
greatly reduced in Ireland.  The cost of treating a case of measles has been shown to be 23 
times the cost of vaccinating one child against measles.

16.2.2 Rationale, Objectives and Continuing Relevance
A well  functioning  National  Immunisation  Programme  is  essential  for  any  country  (as 
outlined by the World Health Organisation).  The National Immunisation Programme is 
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consistent with Government policy as it aims to promote health by preventing death and 
disability from vaccine preventable diseases.

The Programme provides infant and school immunisation programmes which are free of 
charge to all children. From September 2011 the National Immunisation Programme will 
administer  a  cervical  cancer  vaccination  catch-up programme for  all  girls  in secondary 
school.

The objectives of the programme are to:
• Prevent disease in individuals and groups through safe and effective immunisation.
• Implement all publicly funded immunisation programmes in a coordinated standardised 

way.
• Monitor vaccine uptakes rates and provide surveillance of vaccine preventable diseases 

in order to achieve internationally determined targets.
• Provide evidence-based information for health professionals and the general public.

National  immunisation  programmes  exist  worldwide  regardless  of  economic  or  social 
circumstances.   Each  country  determines  their  individual  programmes  based  on 
international standards and resources.  Immunisation is one of the most cost effective health 
interventions available.   A well  functioning national immunisation programme has been 
shown to be critical in preventing disease and disability from vaccine preventable diseases.

16.2.3 Programme Effectiveness
National Immunisation Programme objectives have been met as follows:
• National  diphtheria,  tetanus,  polio  and  pertussis  (DTP)  vaccine  uptake  rates  at  24 

months of age have increased from 83% in 2001 to 94% in 2010 (WHO target is 95%).
• National measles, mumps and rubella (MMR) vaccine uptake rates at 24 months of age 

have increased from 69% in 2001 to 94% in 2010 (WHO target is 95%).
• Preliminary  uptake  rates  for  human  papilloma  virus  (HPV)  vaccine  (introduced  in 

September 2010) show many areas have exceeded the HSE target uptake of 80% for a 
completed course of three doses of vaccine.

• Pneumococcal vaccination has resulted in an 83% reduction in numbers of cases of 
invasive pneumococcal disease in children under 2 years of age.

• A national uptake of over 70% for the MMR vaccine catch up programme for senior 
cycle students in second level school in 2009, resulted in stopping a national mumps 
outbreak of over 3,000 cases.

Not all objectives of the programme have been met.  The National MMR uptake has not 
reached the WHO target of 95%, resulting in children not being protected from measles, 
mumps and rubella. This may be due to adverse publicity in 2000/2001.  A Measles catch 
up campaign is required for school children. In addition, seasonal influenza vaccine uptake 
rates for those aged 65 years and older have not met the WHO target of 75%.  The highest 
rate to date was 70% in 2008/2009.  A possible reason for this low uptake could be that non 
GMS patients are required to pay the GP for the administration of the vaccine.

Vaccine  uptake  rates  are  measured  in  accordance  with  WHO  and  European  Union 
standards.  The National Immunisation website (www.immunisation.ie), which is accredited 
to the WHO, provides credible accurate information for health professionals and the general 
public.

16.2.4 Programme Efficiency
A number of new vaccines have been introduced into the national programme since 2008. 
In addition, catch up campaigns have also been implemented.   The number of births has 
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increased by 25% since 2005.  Increased vaccine supplies were purchased at no overall 
increased cost due to procurement and distribution efficiencies.

Table 16.5: Trend in Expenditure - National Immunisation Programme Uptake Rates 
2008-2011 

2008 (€m) 2009 (€m) 2010 (€m) 2011  (budget 
allocated)(€m)

Non-Pay Vaccines 30 Vaccines 40 Vaccines 40 Vaccines 40
Estimated total budget €90-100m which includes
Vaccine purchase                                                                 €30-40m
GP payments for vaccine administration                             €34-43m
HSE costs for school immunisation programme                 €11-15m
National Immunisation Office  (NIO)                                 €3.3m
Surveillance                                                                         €1m

The  National  Immunisation  Office  has  7  WTEs.   For  other  areas  of  the  HSE,  staff 
immunisation  forms  part  of  their  overall  workload  and  the  number  of  WTEs  is  being 
estimated as part  of the ongoing Value for Money and Policy Review of Immunisation 
Programmes.  In terms of administration costs, the overall trend is decreasing due to greater 
efficiencies and standardisation.

Table 16.6 below shows the trend in outputs of the programme.  Overall these outputs for 
the programme can be classified as: 
• Implementation of national immunisation programmes.
• Introduction of new vaccines to national programmes.
• Implementation of catch up immunisation programmes.
• Uptake rates.

Table 16.6: Trend in Outputs - National Immunisation Programme 2008-2011
2008 2009 2010 2011 (budget allocated)
DTP 91%
MMR 86%
HPV not introduced
Influenza 62%

92%
88%
not introduced
70%

93%
90%
not introduced
54%

94%
90%
Preliminary estimate 76%
n/a

Quarterly vaccine uptakes are collated by Health Protection Surveillance Centre (HPSC). 
Efficiency of the programme can be improved through: 
• Validated  temperature  control  of  all  vaccines  from time  of  manufacture  to  time  of 

delivery to site.
• Development of medication protocols for nurse administration of school vaccination 

programmes.
• Process all GP payments through the PCRS.
• Review of fees for seasonal influenza vaccination campaign.

Changes in delivery methods of the programme are being considered as part of the Value 
for Money and Policy Review which is due for completion in 2012.  Examples of such 
changes are a move to standard school based immunisation programmes which result in 
better  vaccine  uptakes  and  vaccines  being  administered  by  pharmacists  e.g.  seasonal 
influenza vaccine.

Currently there is no national immunisation register. Immunisation records are maintained 
on over 50 different databases countrywide, with no relationship between them.  This leads 
to vaccine errors with them being duplicated or incorrectly given.  A national immunisation 
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register would streamline data entry and require less administrative resources.  However, 
the development of a National Immunisation Register would require an IT investment to be 
put in place. 

The National Immunisation Programme is free to all  families.   The introduction of any 
charges  would  be  a  barrier  to  uptake  and  would  result  in  children  not  being  protected 
against  vaccine  preventable  diseases.   Non  GMS  or  doctor  only  card  holders  in  the 
recommended at risk groups must pay their GP for the administration of seasonal influenza 
vaccine resulting in lower vaccine uptake.

16.2.5 Additional Demands
A  further  influenza  pandemic,  increased  incidence  or  outbreak  of  vaccine  preventable 
disease will create additional demands on an already stretched service.

16.2.6 Conclusions
Reducing  or  discontinuing  the  National  Immunisation  Programme  is  not  an  option. 
However, savings and greater efficiencies can be achieved through: 
• The  annual  review of  the  Health  Professionals  (Reduction  of  Payments  to  General 

Practitioners)  (Immunisations)  Regulations  2011  (currently  being  drafted  in  the 
Attorney General’s Office).

• Nurse led immunisation programmes, particularly for schools.
• Standard school based immunisation programmes.
• Administration of seasonal influenza vaccines by pharmacists.
• Development of National  Immunisation Register.  (IT investment  required.  It  would, 

however, result in a more efficient and streamlined system).
• The processing of all GP payments through the PCRS. 

16.3 CONCLUSIONS, SAVINGS AND REFORM
The  continuation  of  Health  Promotion  services  is  essential  in  order  to  assist  in  the 
reorientation of the health services away from disease treatment programmes towards health 
promotion, health improvement and prevention. 

The services provided by the National Immunisation Programme are of critical importance 
and  must  be  continued.   International  evidence  points  to  immunisation  services  being 
among the most cost effective health interventions.

A unified  IT  based  National  Immunisation  Register  to  replace  the  current  50  separate 
databases would lead to improvements in effectiveness.  Efficiencies would also be driven 
by reducing the requirement for administrative resources.    

Key Savings:
• Administration of Seasonal Flu Vaccine:  The Department is currently exploring 

options in relation to the administration of seasonal flu vaccine by community 
pharmacists, including legal issues in this regard.  This would involve setting a lower 
fee than is currently paid to GPs, while still allowing GPs to administer the vaccine.  

Key Reforms:
• Health Promotion Strategic Framework:  Efficiencies and effectiveness will be 

driven through the implementation of the Health Promotion Strategic Framework.  This 
will result in a greater degree of consistency in practice across the country, 
improvements in skill mix and increased capacity. 

• Performance Monitoring:  A new suite of performance indicators for health promotion 
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will be introduced for 2012.

• Review of Health Promotion Structures:  A review of health promotion structures in 
the  HSE will  be  undertaken  to  ensure  that  teams are  organised  to  achieve  optimal 
effectiveness and efficiencies.

• Efficiencies:  Consideration will be given to implementation of the following measures 
to drive efficiencies in the Immunisation Programme:

o Nurse, as opposed to doctor, led immunisation programmes;
o Development of a National Immunisation Register;
o All  immunisation  related  payments  to  GPs  to  be  administered  through  the 

PCRS. 
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CHAPTER 17
SOCIAL INCLUSION

17.1 BACKGROUND
17.1.1 Introduction and Description of Programme
Poverty and social  exclusion  have a  direct  impact  on the  health  and well  being of  the 
population. Vulnerable and/or people at  risk may be unable to access and utilise health 
services in a fair manner.  The Government is committed to a coherent strategy for social 
inclusion  based  on the  lifecycle  approach  set  out  in  the national  partnership agreement 
Towards 2016.  The Government’s responsibilities and commitments in the areas of Social 
Inclusion and Reproductive Health  includes leading on policy and legislative reform in 
relation to socially excluded and minority groups such as Travellers and homeless adults, 
HIV, Gender Based Violence, Abortion, Assisted Human Reproduction and related issues.

17.1.2 Objective of the Social Inclusion Programme
The overall objective of the programme is to reduce and eliminate health inequalities and 
improve access to services for socially excluded service users, including service users from 
diverse  cultural  and  ethnic  backgrounds.  In  response  to  the  needs  of  this  diverse 
population, services are provided either directly by the HSE or through funding to the non-
governmental organisation, community and voluntary sector. 

17.1.3 Sub-Programmes
The key sub-programmes provided under the Social Inclusion programme are (i) Traveller 
Health  Programme;  (ii)  Adult  Homeless  Services;  (iii)  Domestic  and  Sexual  Violence 
Programme; (iv) Crisis Pregnancy Programme; and (v) the Drug/Methadone Programme. 

17.2 TRAVELLER HEALTH PROGRAMME
The HSE Traveller Health Services have been developed in accordance with the Traveller 
Health Strategy 2002-2005.  Ongoing work in the area is further guided by findings of the 
All-Ireland  Traveller  Health  Study  2010.   The  Traveller  Health  Advisory  Committee 
advises the Minister on Traveller health issues and national policy on Traveller health is 
based on the Traveller Health Strategy.   

The health status of Travellers has long been a matter  of concern.  Dedicated Traveller 
specific health services have been developed to address this issue and the HSE response 
includes the following:
• Appointment of Designated Workers;  
• Peer Led initiatives;
• Traveller Cultural Awareness;
• Complimentary Health Services;
• Establishing Active Networks and Partnerships. 

17.2.1 Rationale, Objectives and Continuing Relevance 
Within the Programme for Government, in the section on delivering Equity in Education, 
there is an undertaking to improve co-ordination and integration of delivery of services to 
the  Traveller  community  across  all  Government  departments,  using  available  resources 
more  effectively  to  deliver  on principles  of social  inclusion,  particularly  in  the  area  of 
Traveller education.  There is a strong link established by the All-Ireland Traveller Health 
Study between education and health outcomes.

The  reports  of  the  All-Ireland  Traveller  Health  Study,  commissioned  in  2007,  were 
published in 2010.  The findings showed that Travellers experience excess mortality and 
morbidity compared to all  socio economic groups.   In particular  the following findings 
emerged from the study:
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• 36,000 Travellers living in Ireland;
• Traveller Women live 11 years less than  the general population;
• Traveller Men live 15 years less than  the general population;
• Infant Mortality rates in the Traveller Community are 3 ½ times  the national average;
• High  rates  of  mental  health  problems  with  suicide  rates  up  to  7  times  the  general 

population. 

While no direct evidence is available as yet, the current economic situation is expected to 
impact more heavily on socially excluded groups such as Travellers.  Issues highlighted in 
the All-Ireland Traveller Health Study such as mental health and suicide will be prioritised 
within existing services as areas requiring urgent attention.  The Traveller Health Advisory 
Committee has agreed a list of such priorities that will have to be addressed within the 
resource constraints while still addressing existing areas of activity.

17.2.2 Programme Effectiveness
Measuring effectiveness is not easy as there is no Traveller identifier which would allow 
data to be disaggregated for Travellers.  A national rollout of an Ethnic/Cultural Identifier 
would facilitate monitoring activity levels, health needs and outcomes for Travellers and 
other minority groups.  In addition, detailed breakdowns of activity and expenditure from 
each HSE region are unavailable.  Delivery of services is through directly funded Traveller 
Health Units and the following is a snapshot of activities and outputs from one HSE region:

Appointment of Designated Workers  
• 4 Public Health Nurses: average monthly contacts with Travellers = 129
• 2  Community  Development  Workers:  number  of  Travellers  engaged  in  Training 

Programmes = 174 

Peer Led initiatives
• 3 Primary Health Care Programmes employing 15 Traveller  Women as Community 

Health Workers for the Traveller Community.
• 1  Primary  Health  Care  Programme  in  development  planning  to  train  15  Traveller 

Women as Community Health Workers.

Traveller Cultural Awareness
• Awareness Training Programme under way; 68 attendees in 2010.  

Complementary Health Services
• Rathkeale Triage Clinic:
• 1,351 consultations (2009/2010).
• 787 consultations (2010/2011).

Establishing Active Networks and Partnerships
• Traveller Health Unit meets 5/6 times per year.
• Regional Traveller Health Network meets 5/6 times per year.
• 4 Interagency Strategic Groups (1 per Local Authority Area) meet 4 times per year. All 

have actions plans.

17.2.3 Programme Efficiency 
Plans are in place to improve reporting from the 8 Traveller Health Units by standardising 
the Annual Reports through development of a standard template.  In addition, the newly 
established HSE National Traveller Advisory Forum will keep the issue of improved cost 
effectiveness on its agenda going forward.  Also, agencies are encouraged to reduce costs 
through such measures as sharing premises.
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17.2.4 Conclusions
As indicated above,  the broader economic climate is likely to place more financial  and 
emotional stress on Travellers, which would have a negative impact on health status.  Given 
the already extremely poor health status of Travellers it is essential that existing levels of 
services are maintained to avoid any further deterioration in the situation.  The findings of 
the All-Ireland Traveller Health Study place an additional burden on the Traveller Health 
programme  as  do  the  requirements  of  the  programme  for  Government  regarding  the 
delivery of Traveller services.  

17.3 ADULT HOMELESS SERVICES
The Way Home is the new Government strategy to address adult homelessness from 2008 to 
2013.  It  is  a  collective  partnership  document  based  on  best  practice  in  Ireland  and 
internationally.  It builds on the progress achieved to date in tackling homelessness so that 
commitments  to  solve  homelessness  nationally  can  be  refocused  and  enhanced.   This 
commitment is reiterated in Towards 2016 and in the housing policy statement, Delivering 
Homes,  Sustaining  Communities which  both  contain  specific  provisions  to  address 
homelessness.  

A key vision of the Adult Homeless Services is: 
• To  eliminate,  from  2010,  long  term  homelessness  and  the  need  to  sleep  rough 

throughout Ireland.

17.3.1 Rationale, Objectives and Continuing Relevance
The  Programme  for  Government  contains  a  target  committing  to  ending  long  term 
homelessness and the need to sleep rough using a “housing first” model.  There has been 
overdependence in utilising bed and breakfasts and shelter type accommodation to address 
homelessness.  This has resulted in entrenched homelessness and rough sleeping.  When 
added to the failure to procure housing, this meant that many people revolve through a 
range of homeless services but never exit into stable housing.  A number of the strategic 
aims are to:
• Prevent homelessness;
• Eliminate the need to sleep rough;
• Eliminate long term homelessness;
• Meet long term housing needs;
• Ensure effective services for homeless services; and
• Better co-ordinate funding arrangements.

There  are  a  range  of  specific  health  policies  which  underpin  HSE  obligations  and 
responsibilities in this programme.  In addition, a number of strategies are relevant in terms 
of the Programme for Government:
• The Way Home:  A Strategy to  Address  Adult  Homelessness  in  Ireland 2008-2013, 

Department of the Environment & Local Government, 2008.
• Housing (Miscellaneous Provisions)Act 2009.
• Homelessness - An Integrated Strategy 2000.
• Homelessness - A Preventative Strategy 2002.

Homeless persons, because of their lifestyles, tend to have a range of attendant issues from 
education,  training  needs,  justice,  employment,  housing  and  a  range  of  medical  issues 
including addiction, alcohol, mental health and general health issues. Addressing this range 
of  requirements  necessitates  interaction  between  different  Government  Departments, 
statutory and non statutory agencies and the HSE.  
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There are broader economic and social developments which make this programme essential, 
notably  the  recent  recession  and  resulting  evident  poverty  in  sectors  of  the  population 
previously not  associated  with  homelessness;  the  increasing  numbers  of homeless  from 
ethnic minorities presenting in Ireland (the Habitual Residence condition is of particular 
significance  in  this  regard);  and  the  increasing number  of young people  with  addiction 
problems, who are presenting as homeless.

17.3.2 Programme Effectiveness
In  terms  of  the  programme’s  objectives,  significant  progress  has  been  achieved  in 
developing and implementing a care and case management approach to homeless services. 
Nine  Homeless  Fora  and  attendant  Management  Groups  have  been  established  in  the 
country in compliance with the Housing (Misc Provisions) Act 2009.  Each of the Fora has 
completed homeless framework plans and are currently engaged in preparing more detailed 
Blueprints (Action Plans) to comply with the 2009 Act.  

Due to a high proportion of homelessness being centred in Dublin, action is more advanced 
in this area with the completion and adoption of A Key to the Door - The Homeless Agency 
Partnership  Action  Plan  on  Homelessness  in  Dublin  2007-2010  and  the  subsequent 
Pathway to Home, an action plan on how  A Key to the Door could be implemented.  In 
addition, work in Dublin has advanced considerably with the elimination of much of the 
B&B stock, all hostels being reconfigured to 24 hour services, the closure of some ‘not fit 
for purpose’ facilities, the drive to localise services, the introduction of assertive outreach 
services and a Supported Living In-reach Service (SLI) among other initiatives. However, 
targets in Dublin were not met, primarily as the move on housing options did not come on 
stream despite the best efforts of the local authorities.  These targets have been re-calibrated 
with a re-emphasised focus for 2011 into 2012.  Similar efforts will be necessary in the 
other Forum areas.

The  Way  Home is  the  key  document  relating  to  preventing  people  spiralling  into 
homelessness and where they do so to make their stay in homelessness as brief as possible. 
The implementation of this plan is being carried out in the full knowledge of the stringent 
financial  times  and  the  requirement  that  it  be  both  cost  effective  and  show  positive 
outcomes for clients. 

17.3.3 Programme Efficiency
The  HSE  National  Service  Plan  output  for  2011  focuses  on  developing  protocols 
signposting  referral  pathways  between specialist  addiction/homeless/traveller  services  to 
Mental  Health  & Primary  Care  Services.   The figures  shown below in  Table  17.1 are 
estimated, due to the non availability of specific allocations in some HSE areas.

Table 17.1: Trend in Expenditure on Adult Homeless Services 2008-2011
2008
(€m)

2009
(€m)

2010
(€m)

2011(€m)-budget 
allocated

HSE 36.4 35.7 35.1 34.4

Information  on  the  trend  in  terms  of  Whole  Time  Equivalents  and  the  level  of  total 
administration costs is not readily available.  The National Homeless Governance Advisory 
Group has recently commenced a review of HSE homeless activities with a specific focus 
on determining: 
• Exact funding allocation to the provision homeless services by Region/ISA area.
• Homeless Services/ Supports provided directly by HSE.
• Services/ Supports and WTEs for the NGO Sector.  
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It  is  also  reviewing  the  whole  area  of  outputs,  performance  indicators,  performance 
management, and defined outcomes for inclusion in Service Level Agreements in 2012 and 
should highlight areas where savings could be achieved and efficiency/effectiveness could 
be  improved.   It  is  expected  that  this  review  will  be  completed  by  the  end  of 
September/October 2011. In addition, a key performance indicator on homelessness was 
introduced in  2011 for  the first  time as  a  performance measure.   Also,  the Framework 
Action Plans are under continuous review by the individual fora.

Efficiency improvements identified to reduce costs associated with the programme include 
agreed cost models for each type of service and shared front office, recruitment and costings 
on such issues as insurance, maintenance, phones, cleaning etc.  The introduction of a new 
bed management and data analysis system, PASS, has been commissioned in the Dublin 
area  with  plans  to  export  it  to  the  other fora  in  due  course.   The target  is  to  increase 
efficiency and throughput in the range of homeless services.

Traditionally,  residential  and  day  homeless  services  have  been  delivered  on  a 
contractual/SLA basis by the voluntary sector.  In Dublin it is a target to assign the minority 
of  homeless  services  currently  directly  managed  by  the  HSE/Local  Authorities  to  key 
voluntary providers.  The HSE will in future concentrate on delivering services in line with 
its  core  business  objectives.  The  use  of  private  enterprise  is  not  deemed  necessary  or 
warranted at this point. 

A comprehensive review of homeless services across all regions has been carried out in 
recent months which will inform the development of Regional Homeless Action Plans / 
Blueprints.

17.3.4 Conclusions
The demand for homelessness services is directly impacted by the economic situation as 
there will be more pressure on people who are at risk of homelessness.  While the new 
policy aims to streamline and rationalise services, thereby making them more cost effective, 
it is unlikely that there is any scope for savings in the programme due to increased demand 
for services.  Indeed with growth in demand for homeless services, the challenge will be to 
keep pace with the increased demand within existing resources.

17.4 DOMESTIC AND SEXUAL VIOLENCE PROGRAMME
The HSE provides direct  service  provision of crisis  refuges,  support  services and Rape 
Crisis Centres.  Cosc is the National Office for the Prevention of Domestic, Sexual and 
Gender-based Violence and was established in 2007 under the aegis of the Department of 
Justice,  Equality  and  Law  Reform.   In  2010,  Cosc  produced  a  National  Strategy  on 
Domestic, Sexual and Gender Based Violence.  The HSE subsequently published its policy 
on  Domestic,  Sexual  and  Gender-based  Violence  and  this  policy,  which  dovetails  into 
Cosc’s National Strategy, is the current policy that directs the programme.  

17.4.1 Rationale, Objectives and Continuing Relevance 
The objectives of the programme are:
• To implement an integrated and co-ordinated health sector response to domestic and/or 

sexual violence.
• To put in place prevention strategies to prevent domestic and/or sexual violence.
• To ensure that families experiencing, or at risk of experiencing, domestic and/or sexual 

violence  will  receive  a  continuum of  supports  from  health  and  community  service 
providers.

This programme is relevant to the implementation of High Level Goal 2 of the National 
Strategy  on  Domestic,  Sexual  and  Gender-based  Violence  2010-2014 –  ‘To deliver  an 
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effective and consistent service to those affected’.   The rationale is that a range of services 
need to be available to provide secondary interventions once an incident has occurred.  The 
HSE funds a range of services including crisis refuge, support services and Rape Crisis 
Centres, in order to provide places of safety, relevant information and support and advocacy 
for victims of gender based violence.

A  primary  objective  is  to  ensure  that  a  comprehensive  and  appropriate  health  service 
response is delivered at all points of entry to the HSE.  The main focus is that all staff in the 
HSE will  recognise,  respond and appropriately  refer  in  relation to  domestic  and sexual 
abuse and that a continuum of supports will be commissioned to provide the required range 
of responses from the non-statutory funded services.  

The  HSE  supports  the  objective  of  multi-sectoral  working  by  providing  detailed  and 
ongoing support to the inter-agency Regional Advisory Committees in relation to domestic 
and  sexual  violence  through eight  Regional  Designated  Officers.   The HSE funds  four 
Independent Chairs who between them chair the eight committees.
 
The broader economic climate has placed more financial and emotional stress on families 
and the commissioned services are reporting increased pressure on frontline domestic and 
sexual  violence  services.   This  in  particular  highlights  the  continued  relevance  of  the 
programme.

17.4.2 Programme Effectiveness
Crisis Refuge: During 2009, 2,237 women and 4,207 children availed of crisis refuge (this 
figure is inclusive of repeat visits).  4,170 women availed of crisis refuge outreach services. 
As this figure is inclusive of repeat visits, it is not clear how many of these women availed 
of crisis refuge as a result of accessing the outreach support service.

Domestic Violence Support Services: In  2009, 3,492 women and 192 men availed of 
domestic violence support services (this figure is inclusive of repeat visits).

Rape Crisis Services: In 2009, 2,344 women, 86 men and 92 children availed of Rape 
Crisis Services (this figure is inclusive of repeat visits).

Other associated services funded by the HSE: Sonas Housing Association Dublin; 74 
women in transition housing; 87 children and 22 women in permanent housing.  During 
2009, 44 families availed of two homeless shelters in Westmeath due to domestic violence.

The only charges that apply to service users are a weekly charge for users of Crisis Refuges. 
The rates applied vary between service providers and there is scope for standardising this 
across the services.  However, it would not be appropriate to raise the charge due to the 
majority of services users being on community welfare allowances.

Cosc  has  just  published  ‘Domestic  and  Sexual  Violence  Services  in  Ireland:  Service  
provision and Co-ordination’ (2011), which examines services in Ireland against Council of 
Europe guidelines and  this  report  found that  activity  levels  in  the domestic  and  sexual 
violence sector met most of the Council of Europe standards in the year 2007.

17.4.3 Programme Efficiency 
Figures for 2008 are not available.  Programme expenditure in 2009 was €20.443m and 
reduced by 4.6% to €19.508m in 2010.

The HSE is in the process of examining current service provision on a regional basis, with a 
view to rationalising back-room costs and encouraging greater use of shared services to 
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protect front-line services.  This is being undertaken as it is considered that there is scope 
for greater cost efficiencies in these areas that will enable the HSE to protect funding for 
front line services.

Plans are  being developed to  improve data collection to  facilitate  improved analysis  of 
activity in the sector, including gaps analysis by the adoption of a single data collections 
system.  

The 2009 review of services found that the 64 funded NGOs employed in the order of 254 
full time and 289 part time staff.  There were 78 FÁS C/E positions and 658 volunteers 
including 426 on the voluntary boards of management.  

17.4.4 Conclusions
As indicated above, the broader economic climate has placed more financial and emotional 
stress on families resulting in service providers reporting increased pressure on frontline 
domestic and sexual violence services.  Given the traumatic nature of the events that the 
services  respond  to,  it  is  important  that  existing  levels  of  service  are  maintained  at  a 
minimum.

17.5 CRISIS PREGANCY PROGRAMME
The HSE Crisis Pregnancy Programme (CPP) is a national programme to address the issue 
of crisis pregnancy in Ireland. The Programme, in partnership with many statutory and non-
statutory  organisations,  has  effectively  contributed  to  reducing  the  incidence  of  crisis 
pregnancy and ensuring that women who experience crisis pregnancy are responded to in a 
caring and supportive way.

17.5.1 Rationale, Objectives and Continuing Relevance
The CPP was formally the Crisis Pregnancy Agency and this agency and its functions 
merged into the HSE under the Health Miscellaneous Provisions Act 2009.  The HSE 
CPP works to achieve the following core objectives:
• Reduction in the number of crisis pregnancies  by the provision of education, advice 

and contraceptive services;
• Reduction in the number of women with crisis pregnancies who opt for abortion  by 

offering services and supports which make other options more attractive;
• Provision of counselling services, medical services, and such other health services for 

the purpose of providing support, after crisis pregnancy, as may be deemed appropriate 
by the Agency.

Specific strategic priorities have been set out and are published in the strategic plan 2007 – 
2011. High level  priorities designed to deliver the objectives include:  Knowledge about 
Relationships  and  Sexuality  for  Adolescents; Contraception;  Communications; Crisis 
Pregnancy Services; Continuation of Pregnancy; Research; and Policy Influence.

The CPP has several formal partnerships and Memoranda of Understanding with key 
organisations/Departments of State and across the third level sector.  These partnerships 
are relied upon to deliver CPP’s work more effectively and assist them with effectively 
delivering  their  objectives.   The  Programme  has  a  track  record  of  setting  out  clear 
unambiguous long, medium and short term goals and makes it clear who is responsible 
to deliver them. It also contributes in the areas of transparency, VfM, business planning, 
public sector reform, fairness, equity and bioethics.

Since it merged into the HSE, the Programme is competing with other larger, health-critical 
areas and is more exposed to internal financial pressures within the wider organisation. 
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Concerns  have  been  raised  about  staffing  levels.  Alternative  options  for  fulfilling  the 
functions vested with the HSE via the 2009 Act are actively being examined as it is felt that 
this is no longer viable through the current set-up.

17.5.2 Programme Effectiveness
The number of births to teenagers (women under 20) decreased by 28% between 2001 and 
2009.  In the same period, the number of women giving Irish addresses at UK abortion 
clinics decreased by 34%.  To assist in the delivery of the highest standard of counselling 
for women after  an abortion, the CPP has this year placed a greater  emphasis on post-
abortion as part  of the syllabus in the certificate  course in crisis  pregnancy counselling 
skills, NUI Maynooth.  

While the numbers attending available services are relatively low, the proportion attending 
for post-abortion medical check-ups (as a proportion of those who have had an abortion) 
compares favourably with reported figures from other countries. 

The Programme has a substantial research element to its work.  In addition, they have very 
detailed  performance  indicators  from  the  services  they  fund.   The  data  feeds  into  the 
funding strategy and has given services targets to meet as part of its contractual agreements. 
To assist with this work, a strategic review of the funding programme as it relates to crisis 
pregnancy counselling services is being undertaken to see if (a) it can deliver more with the 
same money to  the  benefit  of  related  functions  within  the  health  service  or  (b)  reduce 
allocation to these services.

The CPP has not been able to make as much progress as it would like in three broad areas:
• Implementation of Relationship and Sexuality Education in post-primary schools.
• Accessibility and quality developments in contraceptive services.
• Development of guidelines for best care for a) provision of services to women with 

intellectual disabilities; b) pregnant women diagnosed with a foetal abnormality; c) post 
abortion counselling standards and guidelines.

In order to attempt to meet programme objectives on a more cost effective basis, the CPP 
communications  and  advertising  budget  has  been  transferred  to  the  national  HSE 
communications  unit  on  the  understanding  that  this  way,  better  cost  savings  can  be 
delivered.  Work readjustments have been made in light of severe reductions in staffing 
levels and CPP is using shared IT and HR services.

While there has been no formal benchmarking of performance, assessments of performance 
and outputs have examined how the programme has fared in the context of other statutory 
agencies and the feedback from key stakeholders has been very positive, indicating very 
high levels of implementation and satisfaction in performance.

17.5.3 Programme Efficiency

Table 17.2: Trend in Expenditure of Crisis Pregnancy Programme 2008-2011
2008
(€)

2009
(€)

2010
(€)

2011(€)-budget 
allocated

Pay 942,770 900,668 801,809 443,595
Non-Pay 7,812,124 7,365,116 7,430,808 6,328,579

Table 17.3: Trend in terms of WTEs associated with Crisis Pregnancy Programme 
2008-2011
2008 2009 2010 2011 
14.8 WTE 13.8 WTE 11.3WTE *7.5 WTE  
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(15WTE ceiling) (15 WTE ceiling) (13.8 WTE ceiling) (13.8 WTE ceiling)
Staffing situation as of May 2011: 
* CPP currently has 9.3 WTE staff in the Programme and two staff are to be transferred to 
the Department of Social Protection.  By the summer the Programme will have 7.5 WTE as 
above. 

Table 17.4: Trend in Administration costs for Crisis Pregnancy Programme 2008-2011
2008
(€)

2009
(€)

2010
(€)

2011(€) 
(budget allocated)

382,785 412,314 289,710 272,506

Administration costs include rent, staff related expenses, office supplies, utilities, insurance, 
professional fees, audit fees, building repairs. Efficiencies were achieved in the following 
areas following the Programme’s transfer to the HSE in 2010: Audit, Insurance and IT.

The Programme has a Key Result Area described in the HSE National Service Plan 2011. 
The Programme prepares an annual business plan and progress on this plan is reported and 
monitored effectively.  A Transition Monitoring Group (TMG) was established for a two 
year period 2010 – 2011 to oversee the transition of the Crisis Pregnancy Agency (CPA) 
into the HSE.  This  Group is  comprised of a  nominee from Department,  HSE and the 
former chair of the CPA. 

The annual  business  plan  and  related expenditure  is  reviewed internally  and  revised  as 
appropriate.  The Programme tracks key indicators relating to its success at the input, output 
and impact levels and an annual report is produced by all services. Independent evaluations 
of performance are also conduced. No new processes are currently planned for performance 
management. 

As part of the development of the next national strategy, CPP will seek to make additional 
impact in the area of STI prevention.  It also has partnerships with the private sector and 
these can be developed further.

In terms of delivery mechanisms which could improve efficiency, CPP is currently looking 
at the services already delivered by a mix of HSE based services and services delivered by 
charities  and NGOs from a cost  reduction and efficiency  perspective.   The Programme 
advises that the ideological divide that still exists between the service providers will need to 
continue to be managed very carefully.

There are no user charges associated with the programme. The introduction of charges for 
crisis pregnancy counselling services or post abortion counselling services or post abortion 
medical check-ups is considered to be undesirable by the Programme. The post-abortion 
medical check-ups is a very cost efficient scheme i.e. pay per person attending.

17.5.4 Conclusions
As part of their legislative requirement under the 2009 Act the HSE is required to develop 
strategies to address the issue of crisis pregnancy.  The Department of Health is developing 
a National Sexual Health Policy and has requested the Institute of Public Health to scope 
out the parameters of this initiative.  The Crisis Pregnancy Programme will impute into this 
work to ensure it includes strategies to address crisis pregnancy.

As  part  of  this  work,  the  Programme  is  looking  carefully  at  costings  and  minimum 
requirements to ensure they consolidate the outputs and improvements from investments 
over  the  last  9  years  while  simultaneously  ensuring  they  can  keep  top  priority  sub-
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programme areas going in the current difficult environment.  The aim of this exercise is to 
achieve savings in programme expenditure. This work will be completed by the end of the 
summer.   The indicative expenditure savings for 2011 arising from this exercise is Pay 
€443,595 and Non-Pay €6,328,579.

17.6 DRUGS/METHADONE PROGRAMME
17.6.1 Rationale, Objectives and Continuing Relevance
The National Drugs Strategy (NDS) 2009-2016 identifies the HSE as the lead agency in 
expanding  methadone  services  and  reviewing  the  methadone  treatment  protocol.   The 
overall strategic objective of the NDS 2009-2016 is to tackle the harm caused to individuals 
and society by the misuse of drugs through a concerted focus on the five pillars of supply 
reduction, prevention, treatment, rehabilitation and research. 

The high-level objectives of this programme are:
• To create a safer society through the reduction of the supply and availability of drugs 

for illicit use;
• To minimise problem drug use throughout society;
• To  provide  appropriate  and  timely  substance  treatment  and  rehabilitation  services 

(including harm reduction services) tailored to individual needs.

The Programme for Government contains a commitment to provide a “renewed impetus to 
the fight against drugs and to ensuring that the Strategy once again becomes relevant and 
effective”.  It requires every Government Department, Agency or Task Force responsible 
for implementing elements of the National Addiction Strategy to account to the Minister for 
their  budget  annually  and  to  demonstrate  progress  on  achieving  targets.   The 
implementation of the NDS is being pursued across various Departments and agencies, and 
with the community and voluntary sectors.  

17.6.2 Programme Funding
Funding for the Drugs Programme is provided for under the HSE Vote and the Department 
of Health Vote. 

HSE Vote
The  HSE expenditure  in  the  drugs  area  is  approximately  €105m,  almost  all  of  which 
involves current expenditure.  A major part of this is focused on drug addiction services, 
particularly the methadone programme.  This includes the cost of clinics, GPs, Consultants, 
counsellors and pharmacists, as well as the cost of the medicines involved.  The HSE also 
funds  a  range  of  drugs  projects  that  are  carried  out  by  voluntary  and  community 
organisations. 

A total of 9,400 people are in receipt of methadone treatment, while the total number in 
receipt of drug treatment is in the region of 12,500.  The demand for drug treatment exceeds 
supply and waiting lists  apply in  some areas.   One of the issues being explored is  the 
capacity for more people to successfully complete treatment and thus open up treatment to 
people on waiting lists.

Polydrug  use  (which  is  now  the  norm  among  problem  drug  users)  and  the  wider 
geographical  spread  of  illicit  drugs  are  presenting  further  challenges  in  regard  to  the 
response of health services.  

Department of Health Vote
The majority of the funding of €32.7m is provided to almost 500 community-based drug 
related projects towards a range of initiatives aimed at counteracting drugs misuse.  The 
funding is allocated by 14 Local and 10 Regional Drugs Task Forces.   Funding is also 

159



provided to the National Advisory Committee on Drugs, the research arm of the National 
Drugs Strategy, and for a number of homeless-related drugs projects.  

17.6.4 Programme Effectiveness
The number of people in methadone treatment, which is the only substitute available within 
this country, has increased year on year.  The outturn figures for 2010 indicated that 9,339 
people  were  in  methadone  treatment.   The  target  for  2011  is  9,000  but  the  monthly 
performance reports indicate that the numbers actually treated are in excess of the original 
target.

17.6.5 Programme Efficiency
Figures on trends are not available.  With regard to performance measurement, monthly and 
quarterly  performance  indicators  are  agreed  with  the  HSE  for  2011.   As  part  of  an 
assessment of the programme, service delivery and improvements in efficiency, an external 
review  of  the  Methadone  Treatment  Protocol  was  launched  in  December  2010  which 
contained 7 main recommendations, each of which has a number of sub-recommendations.

17.6.6 Conclusions
There  is  a  continued  need  for  a  National  Substance  Misuse  Strategy  as  (a)  the  drugs 
problem continues to evolve, the range of drugs has increased and problem drug use has 
spread  beyond  Dublin  to  other  parts  of  the  country;  (b)  heroin  remains  a  significant 
problem, although available information suggests that the use of heroin has stabilised in the 
Dublin region.  

The National Drugs Strategy provides for a review of Drugs Task Forces, including inter 
alia,  a  review of their  boundaries.   The objective is  to ensure that maximum benefit  is 
achieved  from  their  activities,  that  best  value  is  achieved  from  the  financial  and  staff 
resources available, and that effort is targeted to maintain progress made and address new 
and emerging issues.   In line with the Strategy, the Department will introduce measures to 
strengthen the governance and accountability of Drugs Task Forces. 

16.3 CONCLUSIONS, SAVINGS AND REFORM
The Social Inclusion programme is focused on dealing with groups that are most at risk of 
adverse health outcomes due to factors which are often outside the control of the health and 
social services.  The impact of the current economic crisis is not experienced equally by all 
members of society and there are indications that excluded groups are likely to be especially 
vulnerable.  In particular, financial insecurity can lead to increased levels of homelessness, 
crisis pregnancy, domestic violence and poorer outcomes for the health status of minority 
groups such as Travellers.  

While  levels  of  funding  for  these  service  provision  areas  have  decreased,  the  need  is 
anticipated to rise.  In addition, the reduction in WTEs in supporting services such as Public 
Health Nursing that have previously been available to these areas is resulting in a further 
reduction in the overall level of services.  While consideration is being given as to how 
further efficiencies can be made in the programme areas, the savings are likely to be of a 
modest nature and will be more than offset by increased demand for services.  

Key Reforms:
• Efficiency  Improvements  for  Homelessness  Programme:  Consideration  is  being 

given to the introduction of a number of reforms under the Homelessness Programme 
which may lead to improvements in efficiency.  These include: 

o Agreed cost models for each type of service;
o Shared services in areas such as front office and recruitment;
o Combined  procurement  in  areas  such  as  insurance,  maintenance,  and  other 
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utilities;
o Further roll out of a bed management and data analysis system.

• Review of  Crisis  Pregnancy  Programme:  The Crisis  Pregnancy Programme will 
undertake a review of the service delivered by a combination of the HSE, charities and 
other NGOs with the aim of bringing about savings and introducing further efficiencies. 

• National Drugs Strategy Governance and Accountability:  In line with the National 
Drugs Strategy, the Department will introduce measures to strengthen the governance 
and accountability of Drugs Task Forces.
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APPENDIX 1 – INDICATIVE SAVINGS BY PROGRAMME AREA AND SAVINGS AS A PERCENTAGE OF 2011 BUDGET

Comprehensive Review of Expenditure - Indicative Savings by Programme Area 

Primary 
Care 

Demand-Led 
Schemes

Quality and 
Clinical Care

Acute 
Hospitals 

(inc NCCP 
and PEC)

Children and 
Families

Mental 
Health Disability Older 

People
Palliative 

Care
Social 

Inclusion

€m €m €m €m €m €m €m €m €m €m
Increase charges for private beds in public hospitals -18.000
Improve Efficiency in Use of Designated Beds -120.000
Recoup expenses under EU regulations -5.000
Reduce the price for generic drugs -10.000
Reduction in patent protected drug prices -100.000
Reduce inappropriate prescribing -75.000
Introduce reference pricing for interchangeable medicines -30.000
Standardise and reduce O/T rates -4.979 -36.831 -3.196 -65.532 -8.725 -10.523 -23.098 -19.872 -1.100 -1.739
Consultants' Pay -50.000
Remuneration of student nurses -12.000
Procurement -4.937 0.000 0.000 -64.972 -8.650 -10.433 -22.900 -19.702 -1.090 -1.724
Acute hospital efficiencies -75.000
FEMPI fees for Vaccinations (F/Y saving on 2011) -11.000
Reform the 20% retail mark up on the Community Drugs Scheme -20.000
Probity measures in Primary Care -7.500 -7.500
Tax Expenditure -20.000
Long Stay Repayment Scheme (F/Y saving on 2011) -11.000
FEMPI Pharmacy (F/Y savings on 2011) -20.000
Employment Control Framework -3.884 -28.728 -2.493 -51.115 -6.805 -8.208 -18.016 -15.500 -0.858 -1.356
Total Savings -21.300 -359.059 -5.688 -461.619 -24.180 -29.165 -64.014 -66.075 -3.048 -4.820

Footnotes:
(i) The percentage allocated to each programme is based on the full budget for the programme as set out in the NSP (with the exception of the PCRS programme as the savings on that programme have been seperatley calculated)
(ii) All apportionments are indicative
(iii) DLS, Quality and Clinical Care and the pensions element of Corporate have been excluded from the procurement apportionment

Comprehensive Review of Expenditure - Savings as a Percentage of 2011 Budget
2011 NSP Budgets 335.000 2,478.000 215.000 4,409.000 587.000 708.000 1,554.000 1,337.000 74.000 117.000
Total Savings -21.300 -359.059 -5.688 -461.619 -24.180 -29.165 -64.014 -66.075 -3.048 -4.820
Percentage Savings -6.36% -14.49% -2.65% -10.47% -4.12% -4.12% -4.12% -4.94% -4.12% -4.12%
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APPENDIX   2 – AGENCIES  

1. GENERAL AGENCIES
(i) NATIONAL TREATMENT PURCHASE FUND
The NTPF was established in 2001 to address the issue of waiting lists and waiting times 
for acute hospital services.  Its function is to purchase treatment for public patients from the 
private  hospital  sector  and,  where  clinically  indicated,  from  the  public  sector.   It  was 
established on a statutory basis in 2004.  The NTPF also has statutory responsibility for the 
Patient Treatment Register,  the national waiting list  database for inpatient and day case 
treatment in 44 acute hospitals nationally.

The NTPF secures treatment for over 30,000 longer-waiting patients annually.  The future 
role of the Fund is currently under consideration, in the context of the establishment and 
development of the Special Delivery Unit within the Department.

The budget for the NTPF in 2010 was €85m.  In June, the Fund was instructed not to incur 
liabilities of more than €73m, pending establishment of the Special Delivery Unit and a 
decision on how best to allocate the remaining money.  If the same level of funding is made 
available to the SDU for 2012 (and this will need to be examined carefully) there is a case 
for reducing hospital budgets by all or part of this amount, and letting them compete for the 
funding based on specific  proposals  to  address  unacceptable  waiting times.   It  may be 
decided  to  utilise  some of the  funding  for  system-wide developments,  and  the  rest  for 
hospital-specific projects, but it is clear that the funding will not be used in the same way as 
applied under the NTPF.

(ii) PRE-HOSPITAL EMERGENCY CARE COUNCIL (PHECC)
PHECC is a statutory agency established in 2000. Its primary role is to develop appropriate 
standards  in  pre-hospital  emergency  care,  in  particular  professional  and  performance 
standards for the ambulance services and for emergency care practitioners. It also registers 
practitioners  and  accredits  training  institutions.   Membership  of  the  PHECC  Council 
includes the National Ambulance Service, training schools, the HSE, clinicians, nurses, the 
private sector and the public interest. 

The Government announced in 2008 that PHECC, among other registration bodies, would 
be subsumed into the Health and Social Care Professionals Council. However, legal and 
technical issues arose and PHECC’s move into the HSCPC has been postponed pending the 
full establishment of the Council.  In any event, any savings from merging PHECC into a 
larger existing body would be marginal.  The total budget of PHECC is some €3m, most of 
which would still arise following any amalgamation.

(iii) HEALTH RESEARCH BOARD (HRB)   

Rationale, objectives and Continuing Relevance
The HRB’s mission is to fund the generation of excellent research, which is applied into 
practice and commercial opportunities, to improve people’s health, patient care, and health 
service delivery. In doing so, the HRB makes a substantive and essential contribution to 
both economic enterprise development and health system transformation.

The HRB leads, supports and funds health research in the following areas:
• Patient Oriented Clinical and Translational Research – this is a critical enabler in the 

transfer of research findings from the laboratory to healthcare application.  This occurs 
through refinement  of  discoveries,  through their  validation  and  clinical  appraisal  in 
patients leading to either clinical practice change and/or commercial opportunities for 
new therapies, devices, diagnostics or services. 
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• Health  Services  Research  –  provides  the  evidence  base  that  underpins  health  care 
planning, provision and policy, and ensures that delivery is cost effective and efficient.

• Population Health  Sciences Research – provides population-level  data that  allow an 
understanding of patterns of health behaviours, the factors and risks that determine ill 
health and identifying effective interventions to improve current and future population 
health and healthcare needs.

The HRB also works with key partners to develop and manage high-quality national health 
information systems.

The HRB Strategy directly contributes to two key aims in the Programme for Government, 
namely:
• a  commitment  to  science  and  technology  research  as  drivers  of  innovation  and 

economic development
• reform of healthcare delivery to the community in an equitable and cost effective way.

HRB funded health and social care research is unique in the Irish research system in that it 
is executed primarily at a clinical level within the health system. As such, the HRB plays 
the central role in progressing the Government’s strategic policies of research for both a) 
health  purposes  and  b)  economic  enterprise  development.  The  HRB  funded  research 
programmes and initiatives create and enable the essential link between the Irish clinical 
and health system to academic and industry research. This linkage is fundamental to the 
successful exploitation in Ireland of economic opportunities from research in life sciences. 

These  needs  and  role  were  clearly  outlined  in  the  Action Plan  for  Health  Research 
2009-2013, and are being unequivocally restated as an essential strategic need and enabler 
of  health  and  life  sciences  research  in  the  deliberations  of  the  National  Research 
Prioritisation Steering Group which are almost complete.

Effectiveness
HRB funded research programmes serve both the Irish healthcare and economic agendas by 
funding programmes and initiatives under three broad headings: 

• Health Research leaders and capacity – this involves funding research by: experienced 
clinical  and health  leaders;  skilled postdoctoral  researchers;  and the development  of 
new PhD researchers from amongst health professionals. 

• Funded  Research  Studies  and Programmes  in  priority  areas which  deliver  defined 
patient oriented impacts and benefits. This involves funding in excess of 300 studies at 
any point in time and includes major networks such as ICORG, the Dublin Centre for 
Clinical Research and collaborative research centers in Primary Care and in Diet and 
Health. 

• Research  infrastructure initiatives  which  support  and  enable  the  carrying  out  of 
research  at  a  clinical  level  within the health  system.  This  includes:  funding  for  the 
establishment  and  building  of  clinical  research  facilities  at  St.  James’s  Hospital  (in 
collaboration  with  Wellcome  Trust),  Galway  and  Cork  University  Hospitals; 
biobanking; coordination networks and health research specific equipment. 

This structured approach to the development of a health research infrastructure by the HRB 
is fostering and supporting enterprise, academia, and health service engagement. A well-
functioning  health  and  clinical  research  infrastructure  creates  an  environment  which 
supports health research goals and provides the infrastructure which industry requires i.e. 
access to research and health personnel and patients for clinical trials.  For example: HRB 
funded cancer clinical trials have led to new cancer treatments being made available to Irish 
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cancer patients  and to  a  saving of €3.5m on drugs and treatments to  the health  service 
because of the availability of these cancer clinical trials in Ireland.

Research into new and improved health  interventions and care  models  benefit  not only 
individual patients,  but achieve efficiencies  in health care provision, and inform service 
planning and development. For example, the HRB funded research into: 

• new/improved  diagnostics,  treatments  or  devices led  to:  new  technologies  to  treat 
inoperable  colorectal  cancers  without  the  need  for  surgery;  discovery  of  a  novel 
antibiotic agent effective against MRSA; an early warning system for Alzheimer’s; an 
new validation test for breast cancer to name but a few. 

• New/improved health interventions and care models led to: practices which changed 
secondary  prevention  of  heart  disease  in  general  practice;  new exercise  training  to 
improve outcomes in stroke survivors; a new repositioning technique for patients with 
pressure ulcers in long stay setting; revisions to treatment of patients with muscular 
dystrophy etc.  

• studies  into  health  practices  and  policies  led  to:  the  development  of  revised  best 
practice guidelines in dental care, epilepsy patients care; wound dressing through the 
HSE; and tests for identifying children with mild to moderate development difficulties 
etc.   

 
Projects supported by the HRB have resulted in patent applications, licence agreements, and 
spin-out/campus companies, illustrating the economic potential arising from HRB support.

Examples of programmes/projects funded by the HRB are set out at  www.hrb.ie and the 
annual HRB Picture of Health publication where details of impacts and benefits are outlined 
and described.

The HRB has a track record of collaboration with other agencies, government departments, 
philanthropy and the voluntary sector. Where strategically appropriate, a co-funding model 
presents the HRB with a means to leverage matching funding in areas of mutual benefit to 
its agenda and that of other funders.

Efficiency 
Table A1: Trend in Expenditure of HRB 2008-2011
Part A: HRB Revenue Allocation 2008-2011

2008 (€m) 2009(€m) 2010(€m) 2011(€m)-budget 
allocated

Pay 5.2 5.4 4.6 4.6
Non-Pay 34.6 31.7 30.2 28.8
Note: The above figures reflect revenue expenditure only and include expenditure funded 
from sources other than the Department of Health revenue grant. In addition the Non-Pay 
figures includes the HRB’s expenditure on awards.
Part B: HRB DoH Revenue Allocation 2008-2011

2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 
allocated

Pay 4.8 5.0 4.2 4.2
Non Pay 32.0 30.2 29.2 28.1
Note: Although the breakdown of allocation totals are correct the proportional breakdown 
shown is an estimation for the purposes of this exercise. 
Part C: HRB Non DoH Revenue Allocation 2008-2011

2008(€m) 2009(€m) 2010(€m) 2011(€m)- 
budget allocated
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Pay 0.4 0.4 0.4 0.4
Non Pay 2.6 1.5 1.0 0.7
Note: The funding sources represented include Dept. of Justice, Equality and Law Reform, 
EMCDDA,  Dept.  of  Community,  Rural  and  Gaeltacht  Affairs,  HSE,  Dept.  of  Foreign 
Affairs, FP7, NIH (USA) etc. and covers the delivery of objectives in line with the HRB’s 
strategy  and  the  national  Action  Plan  for  Health  Research;  these  include  scholarship 
programmes and commissioned research. 16

Table A2: Trend in HRB WTEs 2008-2011
2008 2009 2010 2011  (budget 

allocated)
79 77.4 75.2 71.5
Note: All figures are based on the 1st January in the reference period.

Table A3: Trend in HRB Administration Costs 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
5.0 4.9 4.5 4.5
Note: These costs include all costs associated with corporate expenditure, evaluation and 
research award administration and management and staffing of national information systems 
etc.

The outputs of the HRB are the research grants that it awards through a suite of extramural 
funding  schemes  and  the  information  systems  and  evidence  reports  that  it  produces  to 
inform policy.  (A full description of outputs, outcomes and impacts is available).

The new pension levy on funded research  will  negatively impact  on the amount  of 
funding available to research leaders.

Table A4: Trend in HRB Outputs 2008-2011 
Outputs 2008 2009 2010 2011 

(budget 
allocated)

Funding Schemes 12 9 6 6
Grants awarded 137 134 129 122
National Health 
Information systems 16 17 12 15
In-house research* 21 15 1 0
Evidence  Generation  & 
Knowledge Brokering** NA NA 5 11
*This activity ceased at the end of 2009.
** This activity commenced in 2010.
Funding  Schemes  include  scholarships  and  fellowships,  projects  and  programmes  and 
infrastructure awards. Within each scheme, grants are awarded to individual researchers or 
research groups, the number of grants per scheme is dependent on the scale of the scheme. 
For example, there are approx. 40 Health Research Awards (max €300k) per annum, while 
there will be 2-3 Clinician Scientist awards (max €1.5M) in any one year. 

With  the  development  of  its  strategic  business  plan  in  2009,  the  HRB has  focused  its 
investments in a smaller number of research areas, which is reflected in a reduction in the 
number of funding schemes launched in 2009 and 2010. However,  this consolidation of 

16 EMCDDA = European Monitoring Centre for Drugs & Drug Addiction; FP7 = Seventh Framework 
Programme; NIH = National Institutes of Health 
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schemes has resulted in the HRB being in a position to increase the number of awards per 
scheme. 

The slight reduction in the number of grants awarded between 2008 and 2011 reflects year-
on-year reductions in the overall HRB budget.  

The  HRB  is  constantly  improving  its  grant  management  system  in  order  to  meet  its 
objectives.  Over the last three years the following savings measures have been identified: 
• Improvement  and  streamlining of processes and controls  to  monitor  research  award 

expenditure, resulting in savings of an estimated €1m per annum.
• Utilisation of web based solutions to communicate HRB initiatives with stakeholders, 

resulting in savings in media and advertising costs.
• Implementation of improved legal  and  project  management  controls  over awards  to 

enable  the  termination  of  funding  where  researchers  are  not  achieving  agreed 
objectives.

• Development of a suite of Standard Operating Procedures to ensure that all elements of 
its  management  of  grants  are  documented,  applied  consistently  and  in  line  with 
international best practice.

• Utilisation of ICT to develop more efficient work practices.
• Publication of documentation, reports and newsletters on the HRB website.
• Increased its capacity to capture data electronically by providing software and support 

to data providers in order to provide data in a more timely and cost-efficient manner.

The  HRB  has  also  implemented  procurement  processes  in  line  with  best  international 
practice and introduced a formal procurement review process for all purchases valued at 
over €10,000.  

Savings Options/Conclusions
• The HRB is seeking to avail of shared services and redeployment mechanisms to cover 

business needs relating to ICT and Legal services.
• Xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx.

Table A5: (A) Options for HRB Savings/Efficiencies and (B) Indicative Expenditure 
Savings HRB 2011-2014

(A) Options: 
1) The HRB’s ICT Expenditure Proposal, which issued to the Department of Health 

/Department  of  Finance,  outlines  proposals  to  procure  its  critical 
services/infrastructure at a saving of over €100k per annum.

2) Avail  of Framework contracts  put in  place by the National  Procurement  Service 
(OPW) as they become available.

3) Implement an improved Delegated Powers Framework for the organisation which 
facilitates  a  flexible  and  adaptable  organisation  that  can  take  advantage  of 
opportunities, reprioritise and continuously improve the method of service delivery 
to reduce costs.

4) Other  initiatives  under  consideration  include  the  use  of  webinars,  and  the 
development and implementation of a new online grant management solution. This 
will greatly improve the service to the public/stakeholders while reducing related 
ICT costs from €50k per annum to €7k per annum.

(B) Savings : 2011(€,000) 2012(€,000) 2013(€,000) 2014 (€,000)
Pay 60 60 60 60
Non-Pay 800 770 755 728
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Note: These savings are based upon the assumption that the HRB’s revenue allocation will 
be reduced by 3% each year for the years specified. 

Table A6: Expected Reduction in HRB WTEs 2011-2014
2011 2012 2013 2014 
- 1 - 1 - 1 - 1
Note: The HRB has no mechanism to reduce its number of WTEs and the above reduction 
(-1 per annum) is based upon an estimate of the natural attrition that will potentially occur. 
Combined with the reduction in staff numbers already incurred, this reduction would place a 
further strain on the HRB in delivering its stretching objectives.

In assuming that the HRB’s allocation will  reduce by 3% annually,  combined with the 
operational savings generated, the HRB aims to maintain its current range and scope of 
awards but may have to reduce the number of awards provided in addition to reducing the 
number of reports arising from its National Health Information Systems.

(iv) IRISH BLOOD TRANSFUSION SERVICE
Introduction and Description
The Irish Blood Transfusion Service (IBTS) is a Non-Commercial State Body established 
under SI No. 78 of 1965. Its function is to provide a blood transfusion service to patients in 
Ireland  and  is  required  to  provide  essential  healthcare  services  and  products  critical  in 
delivering  a  modern  and  safe  health  system.  The  IBTS  is  authorised  by  the  IMB  in 
accordance with the criteria set out in the EU Blood Directive on quality and safety of blood 
and blood products. It is self-funding, through charging hospitals for the supply of blood 
and blood products. 
 
Rationale, Objective and Continuing Relevance
The IBTS provides red cells,  platelets and plasma for patients both in the HSE and the 
private  sector.   It  provides  expert  serological  reference  service  to  hospitals  and  expert 
clinical advice in the field of transfusion medicine.  The HSE and IBTS work in tandem to 
deliver patient  care.   There  is  no substitute for  blood and while there  have been many 
advances  in  modern  medicine,  there  is  still  a  requirement  for  the  product  and  services 
provided by the IBTS.

The objectives of the IBTS are:
• To provide a sustainable and safe blood supply and services that will meet all safety and 

compliance standards.
• Maintain international best practice.
• The  provision  of  appropriate  patient  services  that  meet  the  needs  of  patients  and 

clinicians.
• Adapting to the changing business environment.
• Relationships and alliances.
• Reconfiguration of services.

High level objectives have also been set in relation to blood donation and usage with the 
aim of  minimizing  the  wastage  of  blood.  Key  deliverables  are  set  against  each  of  the 
objectives.  

Effectiveness 
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The IBTS has been effective in achieving a consistent supply of blood products and is 
acknowledged internationally as being at the forefront in terms of testing and quality. 
While there is always a need to remain vigilant about emerging pathogens, the utilisation of 
technology means that the blood supply is safer now that it has ever been.  

The IBTS is an active participant in a benchmarking exercise carried out by the European 
Blood Alliance working group and has used the output from these exercises to develop 
KPIs. Participation also provides valuable input for driving efficiency in the IBTS.

Efficiency
As evident in the tables below, expenditure by the IBTS has been decreasing since 2008. 
[Blood product costs have been excluded from 2011 allocation.]

Table A7: Trend in Expenditure of IBTS 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
Pay 44.42 42.21 41.08 37.43
Non-Pay 72.12 69.92 67.40 34.01

WTE numbers have been decreasing and should remain stable or decline in the future (see 
table A8 below).

Table A8: Trend in IBTS WTEs 2008-2011
2008 2009 2010 2011 

(budget allocated)
627.54 574.48 552.78 545.65

Table A9: Trend in IBTS Administration Costs 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011  (€m)-budget 

allocated
9.44 8.61 7.80 8.33

One area where working in conjunction with the HSE has resulted in particular efficiency 
improvements is blood stock management.  For instance, the IBTS has made significant 
improvements in the outdating of blood products.  In 2007, the level of outdating of red cell 
units was approximately 10% of total units ordered, costing the HSE €2.7m.  In 2008, initial 
efforts achieved a reduction in outdating to 4.78% of units ordered.  This reduced the cost 
of  outdating  to  €1.6m.   Following  the  introduction  of  the  Blood  Stock  Management 
Programme the reduction continued so that outdating was reduced to 2.59% of total units in 
2009.  This reduced the cost to the HSE to €0.92m.  Further savings of €1 million were 
achieved  in  2010  whereby  a  total  of  4,050  units  of  blood  were  re-routed  to  the  Hub 
laboratories instead of allowing them to outdate.  In effect, this re-routing is a saving of €2 
million as the equivalent number of units would have been ordered by the Hub hospitals if 
the re-routed blood had not been used.  Almost 94% of all blood re-routed was used.  This 
programme is  ongoing  as  not  all  hospitals  are  participating to  an  acceptable  level.  Re-
routing will require continuous monitoring to maximise its effect.  The other elements of the 
programme are also being addressed.  Meetings are held every 4-6 weeks with each HSE 
network group to review activities and progress.  Key performance indicators have been set 
in the HSE’s monthly performance reports to monitor blood stock management.

The IBTS has undertaken a number of other change initiatives to drive efficiencies. These 
include: (i) effective tendering and the use of joint frameworks with the Public Service; (ii) 
upskilling of staff to take on other duties which facilitated changes in the donor flow and 
journey through the clinics  and  improved productivity;  (iii)  changes  in  work  practices 
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including a significant reduction in overtime and improved skill mix; (iv) the restructuring 
of  the  fixed  clinic  in  Dublin  which  resulted  in  agreed  redundancies;   (v)  procurement 
savings; and (vi) a consolidation of laboratory service.

In addition to the above, Task Groups have been set up to examine all other aspects of the 
business to streamline activities. Further efficiency measures being considered by the IBTS 
include:  (i)  the  outsourcing  of  distribution;  (ii)  outsourcing  of  ICT  services;  (iii) 
implementation of a new Blood Establishment Control System (BECS); (iv) introduction of 
electronic processing of financial  and HR paper systems;  and (v)  introduction of  joint 
programmes with the Northern Ireland Blood Transfusion Service.  

The IBTS is also the contractor for clotting factor concentrates.  However most clotting 
factor concentrates are medicines and many do not contain blood products. For this reason, 
procurement of these products is being transferred to the National Haemophilia Centre in 
St. James’s Hospital.  This will remove the mark-up that the IBTS had on the products 
(15%) and result in a saving to the HSE.

The IBTS will continue to work closely with the HSE on realising efficiencies in blood 
stock management.  In addition to the removal from the HSE of the mark-up on clotting 
factor concentrates, the reduction in the 2011 grant (from €3m this year to €1.5m in 2012 
and €0 in 2013) is a saving to the Health System in 2012 and 2013.  In 2011 the savings 
achieved under the Croke Park Agreement were €356,000.

Table A10: Indicative Expenditure Savings IBTS 2011-2014
2011(€) 2012(€) 2013(€) 2014 (€)

Pay 240,449 * * *
Non-Pay 115,660 * * *
*  For future years, the IBTS has task groups working to report to the Board by end of year.

Table A11: Expected Reduction in IBTS WTEs 2011-2014
2011 2012 2013 2014 
11 10.02 8.05 16.01

Many of the change programmes have been pursued through the Croke Park Agreement. 
The reduction in  numbers  will  not  be  achieved through natural  wastage and  a  targeted 
redundancy scheme is necessary, an application for which has been made.  The price of 
products  and range of services are  agreed  with the Department  of  Health  annually.  As 
revenue  is  generated  mainly  from  HSE  funds  it  would  not  be  appropriate  to  increase 
charges unless absolutely necessary.

Conclusions
Adequate safe stocks of blood will always be needed as the service is demand led.  The 
IBTS is driving efficiencies within the system of collection and supply of blood stocks in 
order  to  minimise  waste.   In  addition,  it  is  shifting  non  essential  services  to  other, 
appropriate agencies:
(i) procurement of clotting factor concentrates moving to St. James’s Hospital;
(ii) laboratory tests for HSE hospitals, being carried out now by other HSE hospitals.

The Department must continue to closely monitor the activities of the IBTS to ensure it 
maximises efficiencies, without compromising quality. WTE numbers must be reduced to 
appropriate levels.  The major issue of concern is the stabilisation of the Board’s pension 
scheme, which is in serious deficit and which requires a major overhaul/restructuring in 
order  to  maintain it  in  a  solvent  position.   Work is  underway in  conjunction  with  the 
Department of Finance to give effect to this.   
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(v) OFFICE OF THE DISABILITY APPEALS OFFICER (ODAO)
Introduction and Description 
Part 2 of the Disability Act provides for the identification and delivery of individual health, 
education and personal social services for people with eligibility.  Part 2 was commenced 
on 1st June 2007 for children aged under 5 years.

The Disability Appeals Officer (DAO) is an independent officer appointed by the Minister 
for Health whose purpose is to provide an appeals service to people who wish to appeal (i) 
against a finding or recommendation of a complaints officer of the HSE made under the 
Disability Act 2005; or (ii) against the failure of the HSE or an education service provider 
to  implement  a  recommendation  of  a  complaints  officer.   The Office  of  the  Disability 
Appeals Officer (ODAO) was created to support the DAO in the performance of his/her 
functions.  It should be noted that the Disability Act does not create an office which exists 
independently  of  the  person  who  holds  office  and,  accordingly,  the  ODAO  is  not  a 
corporate body.

Effectiveness
Since  2007,  the  ODAO has  successfully  supported  the  DAO  in  providing  the  appeals 
service envisaged under the Disability Act.  Notwithstanding this, it should be noted that, 
due to the 2009 decision to defer further roll-out of Part 2 of the Disability Act for other 
cohorts,  it  has  become  apparent  that  the  ODAO  does  not  have  the  volume  of  work 
originally envisaged.  Consideration is currently being given by the Office for Disability 
and Mental Health (ODMH), Finance Unit and HR Unit to alternative arrangements that 
would  ensure  the  effective  use  of  all  resources  while  providing  appropriate  ongoing 
recourse to an appeals function as provided for in the Act. 

Efficiency
Expenditure associated with the ODAO has increased marginally year-on-year since 2008 
as set out in Table A12 below.

Table A12: Trend in Expenditure of ODAO 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
Pay 0.244 0.257 0.265 0.270
Non-Pay 0.161 0.295 0.166 0.206

Conclusions and Savings Options
It is apparent that the ODAO does not have the volume of work originally envisaged.  The 
ODMH considers that the ODAO is currently over-resourced and there is an insufficient 
quantum of work to justify a full-time DAO position.  The following savings options are 
therefore recommended:

Subsuming the position of DAO into the Department
While it is necessary to ensure the statutory independence of the DAO, the position could 
be subsumed into the Department of Health.  Taking such an approach would involve the 
current  DAO  performing  his/her  functions  under  the  Act  on  a  part-time  basis  with 
additional, appropriate duties being assigned for the duration of her term of office.   The 
other roles would be re-assigned within the Department with some retaining appropriate 
ODAO duties.  In view of the current low level of appeals being lodged with the ODAO, no 
detrimental impact on outputs is envisaged at this point.  Although no pay savings would be 
generated by such an action, this measure would allow the redeployment of under-utilised 
resources currently attaching to the Office.  This option would fall within the terms of the 
Croke Park Agreement.
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Legal Costs
A major component of the ODAO expenditure relates to legal costs.  Further consideration 
must be given to the most cost effective arrangements for obtaining any legal advices in the 
future. It is likely that the opinion of Departmental legal advisors in relation to alternatives 
identified will be sought. As the appeals function is demand-led and legal advices sought by 
the DAO typically relate to the particulars of a specific appeal, it is difficult to quantify 
potential savings. 

(vi) NATIONAL CANCER REGISTRY
Introduction and Description
The National Cancer Registry (NCR) was established on a statutory basis in 1991 and is 
wholly funded by the Department of Health. The overall direction of the Registry is the 
responsibility of the National Cancer Registry Board.  

Rationale, Objectives and Continuing Relevance
The National Cancer Registry is responsible for the collection of comprehensive cancer 
information for the whole population of the Republic of Ireland. The information 
collected is used in research into the causes of cancer, in education and information 
programmes, and in the planning of a national cancer strategy to deliver the best cancer 
care to the whole population. 

The Registry’s statutory functions are laid down in its Establishment Order as follows: 
• to  identify,  collect,  classify,  record,  store  and  analyse  information  relating  to  the 

incidence and prevalence of cancer and related tumours in Ireland;
• to collect, classify,  record and store information in relation to each newly diagnosed 

individual cancer patient and in relation to each tumour which occurs; 
• to promote and facilitate the use of the data thus collected in approved research and in 

the planning and management of services; 
• to publish an annual report based on the activities of the Registry; and
• to furnish advice, information and assistance in relation to any aspect of such service to 

the Minister.

Effectiveness
The Registry has been effective in ensuring that complete population coverage has been 
achieved and data is kept up to date.  The Registry collects and reports on surveillance data, 
but it also links closely with the National Cancer Control Programme (NCCP) in relation to 
service planning.  The Registry’s high level objectives have expanded under the NCCP to 
include cancer intelligence and the development of a clinical dataset and monitoring system 
for the Programme.  It also continues to link with the Northern Ireland Cancer Registry, the 
EU  and  OECD  on  assessing  cancer  trends  and  projecting  future  patterns  of  disease. 
Researchers  work with EU and US counterparts on a range of studies,  including health 
economics.  Through its links with the EU and OECD, the Registry ensures that Irish data 
and information on cancer trends are consistent with best international standards.  Good 
information  allows  the  State  to  assess  progress  on  achieving  targets  and  also  helps  in 
planning services to meet future needs.  

The  International  Agency  for  Research  on  Cancer  (IARC)  acknowledges  the  valuable 
contribution made by the Registry to assessment of cancer control issues.  The performance 
of  the  Registry  is  subject  to  continuing  comparisons  with  other  registries  in  Europe. 
Internal  comparisons  involve  measures  of  data  quality  and  completeness.   External 
evaluation is carried out by IARC on quality and completeness of registration.  The Irish 
registry scores in the highest category in this evaluation.  The registry maintains close links 
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with the Northern Ireland Cancer Registry and all-Ireland reports (The All-Ireland Cancer 
Atlas) are regularly produced.  

Efficiency 
The trend in expenditure associated with the Registry is set out in the table below.

Table A13: Trend in Expenditure of National Cancer Registry 2008-2011
2008
(€m) 

2009
(€m) 

2010
(€m) 

2011(€m)  budget 
allocated

Pay  and Non- 
Pay

3.037 2.477 2.367 2.826

The  2010  allocation  provides  for  full  year  effect  of  the  savings  required  under  the 
Government Decision of February 2009, for additional savings of 2% in relation to non-pay 
expenditure  within  agencies  and  for  pay  reductions.   The  2011 allocation  provides  for 
savings of 5% but also reflects that the Agency was carrying a number of critical vacancies 
for a portion of the year that have since been filled.

Table A14: Trend in National Cancer Registry WTEs 2008-2011
2008 2009 2010 2011 

(budget allocated)
28.6 38.8 38
In 2009 the WTE ceiling was adjusted to regularise temporary posts. The approved ceiling 
for 2010 was 46 but the current number of filled posts is below this figure. 

Table A15: Trend in National Cancer Registry Administration Costs 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011 (€m)

(budget allocated)
0.914 0.470 0.519
The 2008 figure includes additional once off national conference costs.

The main activities of the Registry come under the headings of data collection, reporting 
and research. Outputs in 2010 include:

Data collection
• 33,000 cases  registered  annually,  up 65% since  1994,  representing 40% increase  in 

productivity of Tumour Registration Officers.
• Number of treatment  episodes registered up from 31,492 in 1994 to 76,067 in 2008 

(number of TROs up just 18% or 2 WTEs in same period).
• 94% of cases first registered within a year of date of incidence, up from 78% (in 1994).
• Information now being collected on oncology drugs at request of NCCP.
• More  detailed  staging  information  now being  recorded  at  request  of  clinicians  and 

NCCP.
• Record linkage underway with BreastCheck to support evaluation of effectiveness.
• Agreement  with  PCRS on  access  to  prescribing  records  so  as  to  track  community 

oncology drug use.
• Second National Conference on Population-Based Cancer Research held in Dublin.

Reporting
• Annual reports on cancer incidence, mortality treatment and survival.
• Two-monthly e-mail factsheets on specific cancers.
• Three all-Ireland cancer reports.
• Cancer atlases of Republic of Ireland and all Ireland.
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• Frequent responses (2-3 per week) to requests for data from the Minister, Dáil, HSE and 
public etc.

Research
• 10 current externally funded research projects.
• 52 peer-reviewed research publications in international journals.
• €560k in external research funding income in 2010.

The number  of  cancer  cases increased  by 5% a  year  between 2009 and 2010,  and  the 
number of treatments registered by the same amount.  Productivity of Tumour Registration 
Officers has been increasing.  Published papers have increased to 11 in 2010 from 9 on 
average in the previous three years.  An increased number of reports (7 in 2010) is being 
provided.  There is continuing expansion of the type of information collected to assist in 
planning and evaluation.

Table A16: Trend in NCR Outputs 2008-2011 
2008(€) 2009(€) 2010(€) 2011(€)  (budget 

allocated)
31,545 33,632 31,708*
*This figure is provisional (data set is incomplete at this stage) and will increase as data is 
entered.

Future Plans
The Registry will be merged into the HSE’s National Cancer Control Programme (NCCP) 
in 2012, once the necessary legislation is enacted (Health Information Bill).  This may offer 
scope for efficiencies in relation to the management of HR and financial functions.  The 
NCCP and the HSE need to examine the role of all data management staff in hospitals, 
since the roles of these staff have been developed under disparate programmes and there 
may be scope to streamline the work (e.g. through more efficient use of IT).  

A  performance  management  framework  has  been  put  in  place.  There  will  be  future 
demands/changes on the introduction of a unique identifier.   Even though there will  be 
greater  numbers  of cancers  registered  in  the future,  when a  unique patient  identifier  is 
established, patients will transfer through the health system in a more efficient and seamless 
manner.   This  should also be  a catalyst  for  collaboration  in  various cancer  registration 
systems that work independently at present, resulting in one comprehensive data set and an 
eventual reduction in the number of and skill set needed in data entry officers.  Efficiency 
will be improved by:
• Reducing duplicate data entry within the registry. This will be done by introducing an 

IT system to allow remote users to enter data directly onto the registry database.
• Reducing  duplicate  data  entry  outside  the  registry.  A  number  of  steps  are  being 

undertaken:  increasing  use  of  electronic  sources  of  data  within  the  HSE through  a 
project to export data from histopathology systems; introduction by the HSE National 
Cancer  Control  Programme  of  a  system  to  record  data  at  multidisciplinary  team 
meetings.

Conclusions and Savings
The enactment of the Health Information Bill  in 2012 will allow for the Registry to be 
merged into the HSE’s NCCP.  This Bill will address issues around the collection, use, 
sharing,  storage,  disclosure  and  transfer  of  personal  health  information  and provide  for 
Population  Registries.  Possible  savings  in  relation  to  back  office  functions  and 
administrative costs have not been quantified.   The primary function of the merge is to 
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ensure that surveillance and cancer data are integrated within the NCCP to maximise the 
effective implementation of the Programme.  

The subsuming of the Registry with the HSE’s NCCP will result in a rationalisation of data 
collection activities within the Registry.  A joint project with the NCCP will allow for direct 
entry of data at the point of care, which may result in a reduction/facilitate re-deployment of 
any surplus staff that may arise.

If  a  unique  patient  identifier  was  established  and  the  required  integrated  system  was 
available  nationally,  the  number  of  Tumour  Registration  Officers  employed  could 
reasonably be reduced incrementally by two in year two. In terms of potential savings in 
administration, there is little scope for savings over and above those already implemented. 
However, some savings/redeployment may arise in respect of IT/Finance when the Registry 
moves into the HSE.  

Table A17: Indicative NCR Expenditure Savings 2011-2014
2011 2012 2013 2014 

Pay 77,500
Non-Pay 23,250

The organisation is too small to achieve a reduction in WTEs. The low number of staff 
involved  means  that  natural  wastage  is  not  seen  as  a  viable  solution  to  achieve  any 
reduction in staff numbers. The Croke Park Agreement will facilitate the redeployment of 
existing staff from one site to another in line with centralisation of service delivery.

(vii) NATIONAL COUNCIL FOR THE PROFESSIONAL DEVELOPMENT OF 
NURSING AND MIDWIFERY 

The National Council for the Professional Development of Nursing and Midwifery is soon 
to be abolished resulting in savings under a number of headings.  A total saving of €2.465m 
has been achieved in 2011 through a year-on-year reduction in the non-capital allocation.    

A number of further savings will accrue in 2012 as follows: 
• A total of €0.564m will be saved through the cessation of the Council’s developmental 

work.
• The lease on the building expires in September, saving approx. €0.122m annually.  
• A reduction in staffing costs totalling €0.265m will be facilitated by the transfer of 4 

staff members to An Bord Altranais (which is self funding).  The remaining 8 staff are 
transferring to the HSE with one then immediately moving on secondment to DoH, so 
no savings will accrue from these moves.

• An annual saving of €0.189m will also arise from the ending of payment of professional 
fees, travel and subsistence and other miscellaneous expenditures.

Therefore total annual savings from 2012 will be €1.14m.

2. NORTH/SOUTH BODIES

(i) SAFEFOOD
Introduction and Description of Programme
Safefood is a North-South body with responsibility for the promotion of food safety on the 
island  of  Ireland. It  was  established  in  1999 under  the  terms  of  the  British  –  Irish 
Agreement  Act,  1999 and  the  North-South  Co-operation  (Implementation  Bodies) 
Northern Ireland Order,  1999.  The governing legislation confers  the following specific 
functions on the organisation:
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• Promotion of food safety 
• Research into food safety 
• Communication of food alerts 
• Surveillance of food borne disease 
• Promotion of scientific co-operation and laboratory linkages 
• Development of cost-effective facilities for specialised laboratory testing.

In addition to  these functions,  Safefood has a remit  to act  as an independent  source of 
scientific advice.

Rationale, Objective and Continuing Relevance
Safefood  provides  food  safety  and  healthy  eating  information  throughout  the  island  of 
Ireland as such issues have a commonality in both jurisdictions.  The organisation’s remit is 
consistent  with  Government  policy on the  preventative  health  agenda in  terms  of  food 
safety and healthy eating, particularly on the central issue of obesity which the Minister for 
Health has identified as one of his priorities for action.  The aim of Government policy is 
achieved  through  advertising  campaigns  aimed  at  influencing  consumer  behaviour, 
disseminating knowledge, and the related calls to action that ensue. This has been a central 
pillar of Safefood’s approach since its establishment.

Safefood’s High Level objectives are as follows:
• empower individuals  to make food choices by delivering consumer messages that are 

directed,  targeted,  and  move  consumer  behaviour towards  improved  personal  food 
safety and healthy eating choices; 

• disseminate knowledge and information to its target audiences in a way that is relevant, 
practical and fit-for-purpose. Its messages will be supported by robust focused research, 
be easy to understand and support its core values;

• influence  the food environment  to  provide support  for  consumers who are ready to 
modify  their  behaviour  (eg.  workplace  initiatives,  and  community  food  initiatives, 
industry interfaces);

• deliver a stakeholder engagement programme  that provides a structured approach to 
identifying  and  creating  positive  stakeholder  relationships  that  support  Safefood’s 
corporate plan; 

• support communities  including those at social and economic disadvantage to achieve 
better health outcomes; 

• deliver value-for-money as a key component of all its activities. 

To assist in the delivery of Safefood’s objectives, partnerships have been developed with 
other government agencies. Eg. the ‘Little Steps’ communication campaign in cooperation 
with the HSE and the Obesity Action Forum with the Department of Health. 

Effectiveness
Business Plan objectives have been achieved year-on-year and were reported through the 
accountability process.   Safefood uses established marketing industry techniques to assess 
and  record  the  impact  of  its  programmes.   These  techniques  allow  results  to  be 
benchmarked against both domestic and international trends.  They also provide evidence of 
increased  consumer  awareness  and  claimed  adjustment  to  behaviour  as  a  result  of  the 
consumer campaigns undertaken.

Efficiency
The trend in expenditure associated with Safefood between 2008 and 2011 is set out below. 
It should be noted that the funding ratio is 70% DoH and 30% DHSSPS.
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Table A18: Trend in Expenditure of Safefood 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)  (budget 

allocated)
Pay 2,205,178 2,022,690 1,820,204 1,938,000
Non-Pay 6,551,112 6,415,274 7,609,429 6,552,658

The trend in WTEs is set out in the table below.

Table A19: Trend in Safefood WTEs 2008-2011
2008 2009 2010 2011  (budget 

allocated)
29.8 29.8 29.8 29.8

Total non-pay administration costs including Board Fees are set out in Table A20 below. 

Table A20: Trend in Safefood Administration Costs 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)  (budget 

allocated)
2,741,428 2,426,583 2,127,843 1,637,000

Table A21: Trend in Safefood Outputs 2008-2011 
2008 2009 2010 2011(budget 

allocated)
3,809,684 3,988,691 5,481,586 4,915,658

Measures have been taken to reduce costs for 2011 while maintaining the current level of 
output and also launching a new campaign. These efforts have included a thorough review 
of all areas of expenditure and intensive negotiation of contracts.  A new approach has been 
taken to outsource areas of advertising and media buy and this has resulted in increased 
VFM in this area. Safefood has embraced new technologies including social media channels 
as a lower cost method of promotion and engagement with the consumer. These new media 
channels allow Safefood reach a wider audience at a lower cost. In addition the skill set that 
has been developed within the organisation over the last number of years will reduce the 
need for consultancy in certain areas.  

Safefood has agreed with its sponsor departments to accelerate efficiency savings that had 
been programmed over a three year period, into one year.  As the incentives available to 
reduce numbers were not available to North South bodies, it has not been possible to effect 
reductions on the pay side.  Safefood has agreed to maintain this level of spend over the life 
of the Corporate Plan and the Campaigns / Research projects.

Table A22: Indicative Expenditure Savings Safefood 2011-2014.
2011 2012 2013 2014 

Pay Nil Nil Nil Nil
Non-Pay 13.9% Nil Nil Nil

Conclusions
Although  the  Food  Safety  Promotion  Board  (Safefood)  as  a  North  South  body  has  a 
particular rationale, some of its activities are very closely aligned with those of the Food 
Safety Authority of Ireland.  While the parent legislation, the British – Irish Agreement, 
makes allowances for other functions, their work is primarily of a promotional nature and 
this is  reflected in the allocation of the body’s funding.  It  is  considered that the work 
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undertaken by Safefood could be undertaken by the Food Safety Authority of Ireland and 
the Food Standards Agency in Northern Ireland.  It should be noted in this regard that all 
structural, personnel and financial changes to Safefood would need to be sanctioned by both 
North and South Sponsor Bodies and both Departments of Finance.  

(ii) INSTITUTE OF PUBLIC HEALTH IN IRELAND
Introduction and Description of Programme
The  Institute  of  Public  Health  in  Ireland  (IPH)  was  established  in  1998  to  promote 
cooperation for public health on the island of Ireland.  It has three key areas of work:
(i) Strengthening public health intelligence;
(ii) Building public health capacity; and
(iii) Policy and programme development and evaluation.

The Institute is funded by the Department of Health and Social Services and Public Safety 
(DHSSPS) in Northern Ireland and the Department of Health in Ireland.  It works with a 
range  of  partners  to  bring  people  and  organisations  from across  the  island  together  to 
promote collective action for sustained improvements in health.  Tackling inequalities in 
health across the island of Ireland is an additional focus for its work.

Rationale, Objective and Continuing Relevance
Prevention  of  disease  and  promotion  of  good  health  needs  action  across  government 
departments as well as through society.  The IPH helps to develop effective and cohesive 
government policy and the development of a range of policies conducive to health. It also 
provides a means by which the Department of Health can participate in European initiatives 
and  avail  of  philanthropic  and  European  funding  opportunities  for  research  on  key 
population health priorities. 
 
The Strategic Objectives of the IPH are: 
• Promote cross sectoral work on the social determinants of health;
• Strengthen prevention and promote good health;
• Give every child the best start in life;
• Improve mental health and wellbeing;
• Develop healthy and sustainable communities;
• Promote health intelligence and evidence-based policy; and
• Excellence in accountability and governance.

IPH work promotes and supports the delivery of evidence-based policies on prevention and 
management  of  public  health  issues  and  the  promotion  of  social  inclusion  issues.  It 
contributes to government and interdepartmental working groups to develop policy.  In light 
of the current economic climate, the IPH is developing work to support better mental health, 
improve men’s health and reduce suicide.  It  has produced reports reviewing the health 
impacts of policies and has produced work for the North South Ministerial Secretariat as 
well  as  supporting  the Departments  of Health  in  both jurisdictions.   Key public  health 
challenges have been identified and the IPH works to improve the effectiveness of policies 
and programmes by providing guidance to promote evidence-based policy and services.  Its 
work also provides a means by which the cost of illness and strain on health services can be 
reduced. 

Effectiveness
The IPH has been effective in producing over 50 publications, held over 30 conferences and 
workshops  and  responded  to  relevant  policy  consultations  over  the  last  10  years.   It 
develops a 3 year corporate plan and an annual business plan which are agreed with the 
Department of Health and the DHSSPS.  IPH has a strong performance record in outputs, 
financial accountability and the building of cooperation. It has produced innovative work 
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and delivered on its  business  plan commitments.  It  also ensures its  work adds value to 
Departmental objectives and continually reviews costs and seeks competitive terms in all 
contracts. 

The IPH fulfils government commitments on North/South cooperation in health promotion. 
The Programme for Government highlights the need to ensure commitment to the Good 
Friday  Agreement  and  St  Andrew’s  Review,  and  to  identify  and  support  new areas  of 
cooperation.  IPH is  necessary to  obtain the benefits  of  joint  approaches,  joint  learning, 
greater effectiveness and increased efficiency including financial benefits. 

The IPH is  a  key partner in two recently  established research  centres,  the UK Clinical 
Research  Collaboration  (UKCRC)  Centre  of  Excellence  for  Public  Health  (Northern 
Ireland) and the national HRB Centre for Health and Diet Research which aims to provide 
evidence-based policy for diet and nutrition policy in Ireland.  The IPH works with the 
European Commission and WHO to take a lead role in establishing Institutes of Public 
Health in Europe.  It is a highly valued partner in European health work, and international 
assessments  of  its  partnerships  with  the  HRB and UKCRC research  centres  have been 
highly complimentary and highlighted its important contribution particularly in evidence-
based  policy  and  health  intelligence.   The  IPH  is  also  a  member  of  the  International 
Association of National Public Health Institutes (IANPHI), a global venture dedicated to 
strengthening global public health capacity by strengthening and linking national public 
health institutes.  Strong links between the Public Health divisions from each jurisdiction 
support and complement the work of service providers across the island.  The Institute’s 
work also supports a number of interdepartmental working groups such as the Department 
of Children and Youth Affairs and the Department of Social Protection. 

Efficiency
The trend in expenditure associated with the IPH is outlined in the table below.

Table A23: Trend in Expenditure of IPH 2008-2011
2008(€,000) 2009(€,000) 2010(€,000) 2011(€,000)-

budget allocated
Pay 1,170 1,152 1,145 *831
Non-Pay 936 747 752 783
*Pay figure excludes NI. Expenditure is total for all Ireland and represents a 16% overall 
saving on 2008 expenditure levels.

The WTEs for the Institute of Public Health (North and South) are shown in Table A24 
below.

Table A24: Trend in IPH WTEs 2008-2011
2008 2009 2010 2011  (budget 

allocated)
19 19 19 19

The trend  in  administration  costs  shown in  Table  A25  below are  for  all-Ireland.   The 
projected administration costs for 2011 represent a 38% overall saving on 2008 expenditure 
levels.

Table A25: Trend in IPH Administration Costs 2008-2011
2008(€,000) 2009(€,000) 2010(€,000) 2011(€,000)-budget 

allocated
322 214 196 199
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IPH outputs include reports, publications, policy consultations, briefings and press releases. 
Since 2008, it has considerably increased the number of resources/materials made available 
on its website.  This has resulted in a 45% increase in the number of visitors to its site. All 
events, training programmes, seminars and conferences are evaluated and recommendations 
considered and implemented when appropriate. 

There have been no pay awards since 2008. Administration costs are regularly reviewed and 
an intensive cost  review programme initiated in 2008 has reduced expenditure in  every 
administration expense line.  Overall there has been a 30% reduction in total administration 
costs and travel is booked as early as possible to ensure best value for money.  This policy 
has resulted in year on year saving of 21% comparing 2009 to 2008, and a further 24% 
saving in 2010.  These controls will be continued in 2011 and further savings are expected 
in administration and travel costs. 

IPH Management Board and staff are regularly involved in performance assessment and 
continuing efforts  to improve effectiveness and productivity.  Closer links between both 
Departments of Health offer opportunities for greater cooperation and efficiencies. 

The  use  of  technology  is  constantly  sought  to  obtain  greater  efficiencies  e.g.  video 
conferencing, increased utilization of its website and other social media fora.   IPH also 
produces information and research which is of interest to other sectors e.g. it has compiled 
data on the health and wellbeing of communities and is now developing a website which 
will be of use to policy-makers and practitioners from different sectors. 

IPH is constantly seeking to bring in revenue, not only to the IPH but also into the area of 
public heath and has been successful in raising philanthropic resources for much needed 
initiatives.

Conclusions
Key  demographic  trends  such  as  population  ageing  and  the  increase  in  some  chronic 
diseases highlight the importance of IPH work to prevent and manage chronic disease.  The 
IPH provides a focus on health inequalities, climate change, food security and fuel poverty 
strategy as identified in the Programme for Government. It has a strong track record of 
raising additional funding to research and address key health issues where Departmental 
resources may be constrained. 

The  Government  has  highlighted  the  need  to  show a  commitment  to  the  Good  Friday 
Agreement and St. Andrew’s Review and to identify and support new areas of cooperation. 
The IPH is in a position to assist in meeting these commitments.  

3. REGULATORY BODIES

(i) CORU – HEALTH AND SOCIAL CARE PROFESSIONALS COUNCIL
Introduction and Description
The Health and Social Care Professionals Act, 2005, provides for statutory registration for 
twelve designated health and social care professional grades. The Health and Social Care 
Professionals Council (HSCPC) was established by the Minister for Health in March 2007 
and has been working to put in place the necessary structures for registration, education and 
fitness  to  practice  for  the  12  health  and  social  care  professions  designated  in  the  Act, 
including the preparation and submission of detailed documentation concerning:   
• Code of Corporate Governance.
• Strategic Statement/Business Plan 2010-2012.
• Communication Strategy 2010-2013.
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Rationale, Objective and Continuing Relevance
CORU  is  the  umbrella  body  responsible  for  the  regulation  of  health  and  social  care 
professionals.  It includes the HSCPC and the 12 registration boards to be established under 
the 2005 Act.  The main objective of CORU is to promote high standards of professional 
conduct and professional education, training and competence through statutory registration 
of health and social care professions.

The 2005 Act, applies to the 12 professions regardless of whether they work in the public or 
private sector or are self-employed.  This is the first time that fitness to practice procedures 
will be put in place for these professionals on a statutory basis.  The structure of the system 
of statutory registration will comprise a registration board for each of the professions, a 
Health and Social Care Professionals Council with overall responsibility for the regulatory 
system and a committee structure to deal with disciplinary matters.  The establishment of 
the  12  registration  boards  can  be  considered  as  a  high-level  objective  of  the  agency. 
However, it is not envisaged that this process will be completed before 2015.

The  work  being  undertaken  by  CORU is  in  line  with  general  regulatory  policy  being 
implemented for other health professionals such as doctors and nurses (regulated by the 
Medical Council and An Bord Altranais respectively). While each agency and system of 
regulation is governed by specific legislation, each body participates in a Health and Social 
Care  Regulatory  Forum.  This  Forum  of  Chief  Executives  of  Health  and  Social  Care 
Regulatory  Bodies  was  established  in  2008  to  provide  a  mechanism  for  exploring 
opportunities  to  harmonise  certain  business  processes,  share  best  practice  and  facilitate 
coordination where appropriate between member organisations.

Effectiveness
The 2005 Act provides for the subsuming of the National Social Work Qualifications Board 
(NSWQB) into the HSCPC. The NSWQB was dissolved on 31 March 2011 whereupon the 
staff,  property  and  liabilities  of  the  Board,  and  any  contractual  arrangements  or  legal 
matters of which the Board is a party to, transferred to CORU. 

The  first  registration  board  under  CORU,  the  Social  Workers  Registration  Board,  was 
established in August 2010 and the Social Workers Register opened on 31st May 2011 to 
accept registrants of the profession. It is envisaged that two further registration boards will 
be established before year end.

Approval of staff for CORU has been on a phased basis to date as the organisation is being 
established. The resourcing of the Council, both capital and revenue, has continued to pose 
a difficulty in the context of the ongoing climate of efficiency measures, particularly the 
moratorium on recruitment and the availability of ICT funding etc.

CORU and the Department are to undertake a review to ensure the delivery of statutory 
registration on a cost-efficient basis, having regard to the requirement for the organisation 
to  be  self-funding,  and  will  include  an  examination  of  alternative  means  of  delivering 
statutory registration (to include amending the Health and Social Care Professionals Act 
2005, if required).

Programme Efficiency
As set out in table A26 below, expenditure has increased as the organisation, established in 
2007, has developed its role and functions and additional staffing was provided.

In  addition,  following  the  dissolution  of  NSWQB,  its  staff,  property  and  liabilities 
transferred to CORU. As can be seen in Table A27 below, this brought the staffing levels of 
CORU up to 11.
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Table A26: Trend in Expenditure of CORU 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
Pay 0.125 0.343 0.358 €0.930
Non-Pay 0.190 0.657 0.604 €0.850

Further  progress  in  the  establishment  of  registration  boards  will  lead  to  an  increased 
workload for CORU and it is envisaged that additional staff will be recruited to provide the 
agency with the capacity to administer and support the operation of registers and to fulfil its 
responsibility in delivering its statutory mandate.

Table A27: Trend in CORU WTEs 2008-2011
2008 2009 2010 2011 (budget 

allocated)
2 4 5 11

Expenditure on administration costs has increased incrementally as CORU expanded its 
role.

Table A28: Trend in CORU Administration Costs 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
0.043 0.049 0.075 0.099

The main Council outputs to date have been establishment of the various processes around 
registration, education and fitness to practice.  

Table A29: Trend in CORU Outputs 2008-2011 
2008 2009 2010 2011  (budget 

allocated)
1  Registration 
Board established 

1  Register  opened  to 
accept registrants

CORU has been provided with seed funding by the Department but it is expected to become 
self-funding through the introduction of charging for registration fees.  The recruitment of 
additional staff is critical to the opening of additional registers which in turn will generate 
revenue for the Council.  A comprehensive consultation process involving the Agencies, 
HSE and the Department of Health, inviting applications for staff redeployment to CORU 
on a voluntary basis, was unsuccessful.  As CORU is being established on a phased basis, it 
is not considered that any staffing reductions are appropriate at this time   
 
CORU has recently announced a registration fee of €295 per annum that will be applicable 
to  the  majority  of  registrants  of  the  professions.  A  registration fee  of  €100  for  new 
graduates,  who have obtained recognised professional qualifications within two years of 
applying for registration, will be applicable.  Under the 2005 Act, the HSCPC does not have 
to seek Ministerial approval to set the fees for registration and annual renewal.  The fees 
will be set by CORU, having regard to the requirement for the agency to be self-funding. 
The registration fee  is  based on a projected annual  operating cost  for  CORU when the 
registration  boards  for  all  12  professions  are  fully  operational  and  the  agency  fully 
established.
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Conclusions
The statutory registration of 12 designated health and social care professionals is key within 
the  patient  safety  agenda.   While  CORU is  expected  to  become  self-funding  once  all 
relevant professions are regulated, it will take a number of years to be established and until 
that time funding requirement is likely to increase rather than decrease.   Further efforts 
should be made for recruitment of redeployed staff.

(ii) HEALTH INFORMATION AND QUALITY AUTHORITY (HIQA)
Introduction and Description
HIQA is the independent Authority established by Government under the Health Act 2007, 
to drive continuous improvement in Ireland’s health and social care services.

Rationale, Objective and Continuing Relevance
HIQA  develops  standards  and  guidelines,  monitors  compliance  against  standards  and 
regulations, registers providers of services and investigates service failures.  It also carries 
out national  Health Technology Assessments (HTA) across the health system to inform 
investment and disinvestment decisions.  HIQA also advises on the collection and sharing 
of information across healthcare services and evaluates and publishes information about the 
delivery and performance of Ireland’s health and social care services.

The objectives of HIQA are as follows: 
(i) To develop effective regulatory systems for the quality and safety of health and 

social  care  that  include  national  quality  and  safety  standards,  assessment  and 
monitoring processes, measures and indicators. 

(ii) To  implement  a  high  impact  regulatory  programme  that  includes  registering 
services as appropriate, monitoring performance through inspection against national 
standards, investigating potential risks to the health and welfare of service users and 
reporting publicly on findings. 

(iii) To set standards to drive the efficient and effective use of health information and 
Information  Communications  Technology  to  improve  the  quality  and  safety  of 
health and social care. 

(iv) To inform investment, or disinvestment, decisions that are safe, effective, maximise 
population health and wellbeing and achieve good value for money. 

(v) To  promote  health  and  social  services  excellence  by  delivering  a  structured 
programme aimed at identifying and sharing good practice, building capacity and 
capability through the better  use of resources and facilitating focused activity in 
proven safety interventions. 

(vi) To demonstrate, by 2012, that the Authority operates as an effective, efficient and 
well-governed  organisation  that  positively  impacts  on  health  and  social  care 
services.

The Programme for Government is committed to the development of National Standards for 
Residential Services for People with Disabilities and National Standards for Home Support 
Services which will be put on a statutory footing.  It  will  ensure that such services are 
inspected  by  HIQA.   A  Patient  Safety  Authority  is  also  to  be  established  which  will 
incorporate HIQA and its functions and this agency will also have a central role in the 
licensing of hospitals.  

There  is  close  senior  level  interaction  between  HIQA and  the  Minister/Department  on 
relevant issues as well as interaction with the HSE and other agencies or organisations as 
required.   The role  of  HIQA has become more  essential  following various reports  and 
investigations  into  the  quality,  standard  and  safety  of  healthcare  delivery.   Ongoing 
advances in medical technologies, together with increasing budgetary pressures, have made 
HIQA’s role in HTA more relevant.  
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Effectiveness
From  the  Department’s  perspective,  HIQA’s  objectives  are  being  achieved  on  an 
incremental basis.  National Quality Assurance Standards for Symptomatic Breast Disease 
Services and  National Standards for the Prevention and Control of Healthcare Associated 
Infections have been developed. National Standards for Safer Better Healthcare along with 
Recommendations and a Standard on GP referrals to OPDs have been finalised by HIQA. 
Standards  have also  been  developed in  the  area  of  social  care  including  Standards  for 
Residential  Services  for  Older  People.  HIQA,  incorporating  the  Social  Services 
Inspectorate,  undertakes a  range of  inspections  against  national  standards for  children’s 
residential  services and foster  care services are inspected against the  national standards. 
Options on reducing costs are being considered including amending legislation to obviate 
the need for re-registration of certain services and the use of alternative staffing resources 
(possibly at a lower level) or temporary staff.   As part of an ongoing organisational review 
project,  the Authority  is  engaging with bodies having similar  functions in neighbouring 
jurisdictions. 

Programme Efficiency
The Department provides a cash grant to HIQA.  In addition HIQA receives income from 
annual fees and registration fees.  The breakdown of pay and non-pay is taken from the 
audited Annual Accounts of HIQA. The 2011 figure is from the HIQA Business Plan. 

Table A30: Trend in Expenditure of HIQA 2008-2011
2008 (€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
GRANT 14.80 11.10 9.50 11.70
Pay 6.5 9.6 11.8 12.5
Non Pay 6.6 4.0 4.5 4.8

As  evident  in  Table  A31  below,  WTEs  in  HIQA have  increased  year  on  year  as  the 
organisation’s workload increased.

Table A31: Trend in HIQA WTEs 2008-2011
2008 2009 2010 2011  (budget 

allocated)
78 138.40 151.70 203

The trend in administration costs associated with HIQA is set out in Table A32 below.

Table A32: Trend in HIQA Administration Costs 2008-2011
2008(€m) 2009(€m) 2010(€m) 2011(€m)-budget 

allocated
13.1 13.6 *16.3 16.3 (est.)
*Includes  once-off  expenditure of approx €1m for  a  Conference  on Health  Technology 
Assessment.  Administration costs  sourced from the Financial  Accounts  2008,  2009 and 
2010 (provisional).

An Annual  Report  is  produced  as  required  under  the  2007 Health  Act.   Standards  are 
developed  as  requested  by  the  Department  and  inspections  against  those  standards  are 
undertaken and reported on as required. Governance structures are being verified against 
Department guidelines.  Regular meetings at Ministerial and Secretary General level take 
place with the Chairperson of the Board and the CEO to monitor performance.  There is 
also regular contact between HIQA and the Patient Safety Unit on financial, staffing and 
work output. 
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HIQA  is  committed  to  improving  business  processes  and  using  technologies  to  drive 
efficiency and effectiveness.  A number of projects are currently underway in this area.
Charges are associated with licensing and inspections carried out by HIQA in the public and 
private sector.  There is no scope to increase charges in the public sector as it would be a 
greater burden on the HSE and in turn on the Exchequer. 

Conclusions
HIQA’s role will remain essential. Efficiencies may be derived in setting up the Patient 
Safety  Authority  which  will  incorporate  HIQA.  Options  on  reducing  costs  including 
amending legislation to obviate the need for re-registration of certain services and the use of 
alternative  staffing  resources  (possibly  at  a  lower  level)  or  temporary  staff  should  be 
progressed.

(iii) MENTAL HEALTH COMMISSION
Introduction and Description 
The Mental  Health  Commission  (MHC) was  established  under  the  Mental  Health  Act, 
2001.  Its statutory functions are in line with Government mental health policy as outlined 
in A Vision for Change.  It provides essential services that are set out in statute and comply 
with  international  human  rights  obligations.   Its  services  include  the  promotion  and 
maintenance of high standards in the delivery of mental health services, establishing Mental 
Health Tribunals, delivering training programmes and providing an inspection process for 
approved centres.

The MHC interacts with the Department of Health and is an active member of the Health 
and Social Care Regulatory Forum.  The MHC is represented on the HIQA Standards for 
Better Safer Health Care Advisory Group, the National Clinical Effectiveness Committee 
and works collaboratively with national service users, carer organisations and providers of 
mental health services.

Rationale, Objective and Continuing Relevance
The  MHC  contributes  to  raising  the  quality  of  mental  health  services  to  the  best 
international standards.  The European Convention for the protection of Human Rights and 
Fundamental Freedoms underpin the provisions of the Mental Health Act 2001.

The MHC’s objectives include:
• Supporting service users and their families and carers;
• Facilitate and support the implementation of quality standards;
• To work with relevant state agencies and other organisations within the wider mental 

health domain; and
• To challenge the barriers and stigma attached with mental health. 
 
Programme Effectiveness
The MHC continues to fulfil its statutory functions and meet its objectives. Examples of 
how it met its objectives in 2010 include supporting service users by developing a self-
advocacy toolkit for young people, and working collaboratively to develop and implement 
individual care and treatment plans. Work was also undertaken in 2010 in relation to the 
registration of approved centres.  The issues of social inclusion and active citizenship were 
also reviewed.

Programme Efficiency
The level  of  expenditure  attributed  to  the  MHC is  detailed  in  Table  A33 below.   The 
number of WTEs working in the MHC has remained constant over the period 2008-2010. 
In  2010,  the  MHC has  managed  to  reduce  its  admin  costs  by almost  40%.   This  was 
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achieved by a review of its processes to minimise costs where practical.  In previous years 
the Commission has had to advise the DoH that not all of its allocation would be required as 
it  is  not  always possible  to  provide accurate estimates  on expenditure  as  mental  health 
tribunals are a statutory demand led service.

Table A33: Trend in Expenditure of MHC 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)-budget 

allocated
Pay 3,011,725 3,068,682 2,609,884 2,708,114
Non-Pay 14,383,821 13,931,431 10,594,975 12,291,886
Note: Figures extracted from annual audited financial statements. 2011 figures are projected 
expenditure  based on the Commission’s  business  plan and anticipated activity levels  of 
Mental Health Tribunals. Non-Pay costs include capital spend.  

Table A34: Trend in MHC WTEs 2008-2011
2008 2009 2010 2011  (budget 

allocated)
38.97 38.71 38.71 38.8

The  MHC has  introduced  a  number  of  efficiency  initiatives.   An  estimated  saving  of 
€119,556 per annum can be associated with the introduction of a Secure Messaging System 
to replace use of couriers for highly confidential documentation.  The Commission also has 
a shared service function in relation to accountancy with another state funded body.  The 
adoption  of  automated  purchase  order  systems  and  electronic  remittances  of  supplier 
advices  have  also  delivered  efficiencies.   The  MHC  is  currently  in  the  process  of 
implementing electronic payslips for staff, extending the Secure Messaging System to more 
approved centres, and setting up suppliers on EFT as standard.

Other  efficiency  initiatives  under  consideration  by  the  Commission  include  IT 
rationalisation  and  consolidation,  strategic  sourcing  –  procurement  frameworks,  and  a 
review of present travel policy. 

The MHC is currently reviewing the possibility of rationalising administrative support for 
mental  health  tribunals  in  approved  centres.   This  could  yield  annual  savings  of 
approximately €420,000 based on existing expenditure. These savings can only be made 
with  the  active  co-operation  and  engagement  of  other  agencies/service  providers.   It  is 
actively  seeking  out  opportunities  for  engagement  with  other  agencies  in  procurement 
frameworks to produce cost efficiencies in a range of service areas.

There is also the potential for further cost savings with the non renewal of a number of fixed 
term contracts  of  consultant  psychiatrists  that  are  due  to  expire  in  October  2012.   The 
figures shown in pay savings below would be reduced by a proportional increase in fees to 
carry out this work.

Table A35: Indicative Expenditure Savings MHC 2011-2014
2011(€) 2012(€) 2013(€) 2014 (€)

Pay 177,000 1,065,920
Non-Pay 420,000

Table A36: Expected Reduction in MHC WTEs 2011-2014
2011 2012 2013 2014 
0 5 at year end
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The introduction of user charges for registration/service provision is not deemed to be a 
viable option given that 98% of mental health services are provided by the State by way of 
other agencies. The added administration that such charges would involve is deemed to be 
counter-productive. 

Conclusions and Savings
The MHC has demonstrated its ability to deliver efficiency savings especially in the area of 
administration and technological improvement and is open to further review of its systems 
and processes.  Additionally the MHC has identified other potential areas that will generate 
savings:

• Rationalisation  of  administrative  support  for  mental  health  tribunals  could  yield 
€420,000; and

• Non replacement  of 5  fixed  term contract  consultant  psychiatrists  at  year  end 2012 
could yield savings on pay of €177,000 in 2012 and €1,065,920 in 2013.  

There  is  also  potential  for  considering the  role of  the  MHC in  the future  landscape of 
Government proposals to create a Patient Safety Authority.  The transfer of the MHC to the 
PSA could yield further savings if this was a desired initiative.

(iv) FOOD SAFETY AUTHORITY OF IRELAND
Introduction and Description 
The  Food  Safety  Authority  of  Ireland  (FSAI)  was  established  under  the  Food  Safety 
Authority  of  Ireland  Act,  1998.  Prior  to  its  establishment  more  than  50  Government 
departments and State Agencies were responsible for food law enforcement and did so in a 
non co-ordinated manner.  FSAI has rationalised the work of these agencies and ensured 
that food controls apply across the food chain based on risk and in a proportionate manner. 

Rationale, Objective and Continuing Relevance
The FSAI acts as central point of contact for the food sector and for food control agencies, 
providing support services to  assist  compliance with food law,  training,  data collection, 
guidance on good practice and practical solutions.  In  times of food crisis it  acts as  the 
central authority.  It manages food incidents on a regular basis, co-ordinating the national 
response, ensuring the removal of unsafe products and providing clear advice to consumers. 

Ireland, as a member of the European Union, is required to implement food laws across the 
entire  food  chain  and  is  regularly  audited  by  the  Food  and  Veterinary  Office  of  the 
European Commission to check for the adequacy of the national control plan and sector 
specific  programmes.   The  results  of  these  audits  are  published  on  the  European 
Commission’s website; therefore any failure to meet the requirement of EU food laws is 
quickly highlighted to both a national and international audience.  Adherence to food law is 
also required to underpin Ireland’s reputation as a centre of excellence for food production, 
a highly desirable tourist destination and an essential public health protection programme. 
The FSAI plays an essential role in achieving this.

The key objectives of the FSAI are to:
• Ensure the enforcement of food law;
• Underpin food safety policy and risk management  decisions with the best  scientific 

advice;
• Work in partnership with all stakeholders in the food chain to ensure compliance with 

food law; and 
• Ensure the responsiveness, efficiency and effectiveness of the FSAI.
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The Programme for Government 2011 contains a commitment to create a single food safety 
monitoring agency, building on the existing Food Safety Authority, with responsibility for 
food safety inspection from farm to fork.  It also contains a commitment to support the 
recommendations of the Food Harvest 2020 Report, one of which is the development of 
“Brand Ireland”.  This will require the highest standards of food safety and traceability 
implemented in all food products. 

Effectiveness
Ireland was one of the first countries to introduce a single national agency for food control. 
The World Health Organisation (WHO) has pointed to Ireland’s single agency food control 
system as a model for other countries to follow, many of which have since followed suit. 
The FSAI singularly co-ordinates food control services provided by many agencies. This 
improves the effectiveness of Ireland’s combined services and, by focusing on risk, ensures 
a better output for industry and the consumer. 

The FSAI has been honoured with the prestigious Food Safety Award by the WHO in 
recognition of the international  contributions it  has made to promote food safety in the 
global economy.  The FSAI was acclaimed as a world leader in promoting an integrated 
science-based approach, which ensures the safety of food along the entire food chain. It was 
considered  that  the  approach  undertaken  by  the  FSAI  was  consistent  with  the  goals 
highlighted  by  the  2007  Beijing  Declaration  on  Food  Safety,  which  sets  out  the 
responsibilities of national authorities in ensuring adequate food controls are in place and 
that these operate to a consistently high standard.

The  FSAI  provides  an  annual  service  plan,  which  is  approved  and  monitored  by  the 
Department of Health.  An annual review of the outcomes and outputs of the service is also 
provided to the Department.  The FSAI generally meets and exceeds its targets.

Efficiency
As can be seen in Table A37 below, in 2010 there was a saving of 14% on pay costs in 
comparison to 2009.  In addition there was a saving of 11% for payments to the Local 
Authority Veterinary Service as a result of a reduction in pay and travel costs. Overall this 
equates to a net 10% reduction in costs during 2010 from €18.03m to €16.2m.  The increase 
in pay for 2011 assumes that a seconded employee will return to FSAI and a staff member 
currently working short term will return to full time employment.

Table A37: Trend in Expenditure of FSAI 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)-budget 

allocated
Pay 5,886,237 5,893,248 5,212,601 5,472,000
Non-Pay 13,196,655 12,220,958 11,187,833 11,533,140

Table A38: Trend in FSAI WTEs 2008-2011
2008 2009 2010 2011  (budget 

allocated)
90.1 84.2 80.3 78.3

Table A39: Trend in FSAI Administration Costs 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)-budget 

allocated
3,891,115 3,297,913 3,060,856 3,265,790

In terms of key outputs, the Authority managed 128 food incidents, 163 minor incidents and 
published 31 food alerts. It also handles around 600 media queries per year and its advice 
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line handles almost 11,000 calls per year.  The amounts indicated in Table A40 below relate 
to income received from the sale of publications and the provision of training and projects. 
Outputs such as enforcements, provision of scientific advice, surveys, food incidents, alerts 
and the production of guidance notes cannot be measured in monetary value.

Table A40: Trend in FSAI Outputs 2008-2011 
2008 2009 2010 2011 
82,998 163,548 169,903 165,000

One example of an initiative driven by the FSAI aimed at improving efficiency began in 
2005 when the funding of veterinary food controls provided by the Local Authorities was 
transferred to FSAI. The FSAI has introduced efficiencies into this service in addition to 
enhancing the scope of services provided.  The FSAI also provide expert scientific advice 
for its official agencies and for government.

FSAI is also implementing a number of other actions aimed at improving efficiency: 
• FSAI is in the process of establishing Framework Agreements for the procurement of 

common services and supplies.
• The number of service contracts with Local Authorities (LAs) will decrease over the 

coming year(s) as alternate arrangements are put in place.
• A web based database has been developed for the LAs to reduce the administration 

burden.
• A web based purchasing system is being developed for the sale of FSAI publications.
• A FSAI Rapid Alert  database is  being established to  ensure effective  food incident 

management
• All audit reports will be published on the FSAI website.

The FSAI intends to broaden the scope of its work to include the audit of existing service 
contracts with reduced resources whilst maintaining its level of service.

Conclusions
FSAI provides a service which is of paramount importance to the tourist and agri-foods 
sectors and the wellbeing of the wider population. Its international reputation is based on 
the level of these services it provides.  At present, it  is making progress in reducing its 
overheads  and  will  to  continue  to  do so into the future.  Successive  Governments  have 
shown a desire for the FSAI to remain a standalone agency.

(viii) IRISH MEDICINES BOARD
Introduction and Description 
The Irish Medicines Board (IMB) is  the Competent  Authority/Regulator for  Medicines, 
Medical Devices and Health Care Products.  All  the work of regulation of medicines is 
funded by fee-derived income.  Other IMB activities  such as  the regulation of medical 
devices,  controlled  drugs,  blood  and  blood  products,  tissues  and  cells,  cosmetics,  are 
exchequer funded.

Rationale, Objective and Continuing Relevance
The IMB’s health protection and regulatory function is mandated by European Directives 
and Regulations and the Irish Medicines Board Acts 1995 – 2006.  The objectives of the 
IMB are:
• Enhance healthcare product safety and patient outcomes by effective risk management 

and market surveillance.  
• Deliver  clear,  relevant  and  timely  communications  to  patients,  consumers  and 

healthcare professionals.
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• Improve service delivery within a high quality, risk-based regulatory framework.
• Influence legislation and policy development at European and international levels for 

the benefit of public and animal health.
• Build future capabilities to meet evolving regulatory requirements, and scientific and 

technological advances.

The IMB, as regulator for medicines, medical devices and healthcare products ensures that 
products are registered in accordance with legislative requirements. The Board also operates 
a vigilance system to identify products that need to be recalled and to ensure that corrective 
actions are followed as and where required. The Board also operates a certification system 
for Irish exports.

Effectiveness
Under  European  and  national  legislation  the  IMB  has  been  designated  a  Competent 
Authority as regulator of these sectors.  The Board is the sole authority permitted to carry 
out this particular function in this jurisdiction.  The IMB has been assessed in a peer review 
system for Medical Devices Competent Authorities with a very successful rating outcome. 

Efficiency
Reform of the IMB in recent years was aimed at implementing efficiencies and generating 
savings.  As  can  be  seen  in  Table  A40 below,  there  has  been  a  significant  decrease  in 
Exchequer funding since 2008.  The IMB is now 86% funded from fee income.

Table A41: Trend in Expenditure of IMB 2008-2011
2008(€) 2009(€) 2010(€) 2011(€)-budget 

allocated
Pay 3,155,222 3,383,235 2,704,511 2,825,239
Non-Pay 1,842,990 1,218,797 509,890 424,761

The key outputs of the Board are: (i) designating and monitoring of medical devices, (ii) 
registration of products, vigilance system and follow up on adverse events, product testing 
and recalls,  (iii)  approval of blood establishments and tissue establishments,  (iv) annual 
report to the Minister on the operation of the IBTS, (v) licensing of controlled drugs; and 
(vi) enforcement actions as required.  There has been an upward trend in outputs under each 
of these categories as reported in the IMB Annual Report to the Minister for Health.   

The IMB is  continually  innovating and finding different  ways to  deliver  their  services. 
Examples  of  such  innovations  include  online  access  to  registration,  online  guidance 
material and advisory leaflets for patients and consumers.

One option to drive savings is through the introduction of a fee regime for Medical Devices 
Competent Authority functions.  The IMB is actively pursuing the introduction of such a 
charge on a pan-national and European level. A similar approach is being worked on to 
part-fund cosmetics regulation.  A fee regime for controlled drugs will be introduced in a 
phased way over five years. For blood and tissue establishments it is difficult to envision a 
workable fee regime but the IMB are working on this also.  

Conclusions
The  continuation  of  the  IMB  is  necessary  to  fulfil  legal  requirements  from  European 
Directives, national legislation and its public health protection remit.
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