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Mr. John Ryan 
Cllr. Mary Jackman 
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Dr. Mary O'Mahony (Resigned March 1996) 

* Cllr. Bugler died on 6th April, 1997. 
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1996 was the twenty-fifth year of the Board's existence. Health care is the social institution 

which is closest to the heart of the Irish people. Ireland is rightly proud of the high quality of 
its health service in an international context. Irish health professionals are sought out 

worldwide by other health care systems. The health service in the Mid West epitomises 

those qualities. 

Recent years have seen many important changes in the provision of services in the Mid-West. 

1996 however will be a year to saviour for the renewed impetus to services in the region. 

The radial redevelopment of the Regional Hospital site began and will culminate in a new 

hospital worth £50,000,000. Our Acute hospitals elsewhere (Nenagh, Ennis, Croom and 

the Regional Maternity) were also refurbished to lesser degrees. Whilst not at the stage of 

building, important developments for psychiatric services were announced for Ennis and 

Nenagh and the refurbishment of the Assumption in Thurles was also announced. 

Whilst new buildings are always welcome, it is our staff who are the health service. The staff 

of the Mid-West from the Porter in Ennis to the Public Health Nurse in Roscrea, to the Cook 

in Thurles, to the Cardiologist in Limerick are second to none. I know my fellow Board 

members join me in thanking them for all the work they do both seen and unseen. 

This is the first such report and I hope you enjoy reading it as much as I have. 

Jack Bourke 

Chairman 

Mid-Western Health Boord 

1982-
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chief executive 

I am extremely pleased to present the first Annual Report of the Mid-Western Health Board. 

There is now a statutory requirement on Health Boards to produce a report annually and to 
submit it for adoption by the Board not later than the 30th June, each year. 

In previous years, the Board produced a number of reports dealing with specific services, 

e.g. Acute Hospita ls, Mental Health, Elderly and Children. These reports contained an 
outline of the previous years activity, together with detailed statistics and graphics. 

This annual report seeks to present a "broad brush" view of the activities of the Board and . 
the services provided and to place these in the context of the national strategy for health gain 

and social gain and of the Board's own strategy. lt also contains an overview of the health 
status and demography of the population in the Mid-West. I would hope this report is widely 

available and accessible to the public. 
• 

The detailed information which was contained in service reports published in earlier years is 

still being compiled and these reports will be available for those who require more detailed 
and specific information on the individual services and activities. 

Since this is the first annual report of the Board, it gives a considerable amount of background 

information, and concentrates largely on services provided directly by the Board. However, 

this is only part of the larger objective of achieving health and social gain. The role of the 
many voluntary organisations, services and hospitals is of paramount importance and is fully 

recognised. Future annual reports will include outlines of the essential contributions being 

made by these groups. 

I am grateful to all those who have participated in ensuring that this first report conveys a 

flavour of the Board's activities. 

Paul Robinson 
Chief Executive Officer 

June 1997 
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The Mid Western Health Board comprises the City and 
County of Limerick and the Counties of Clare and 
Tipperary N.R., an area of some 3,000 square miles with 
a total population in 1996 of 316,000. 

The main population centres in the region are Limerick 
(1 05,000, including environs), Ennis (15,000 ) Nenagh 
(5,600), and Thurles (6,600). The principal hospital 
facilities are located in these towns, as are the major 
centres for provision of community services, while more 
locally based services are provided in the smaller towns. 

A feature of the population distribution is the increasing 

concentration of people in urban/suburban areas and the 
depopulation of more distant rural areas. The challenges 
facing the Board is to ensure that equitable and 
accessible services are provided for those who live in 
these less densely populated areas. 

S ince the Health Boards came into being in 1971 
services have been provided in three programmes of care 
, General (Acute) Hospitals, Special (Elderly and 
Mental) Hospitals and Community Care , supported by 
the functional departments of Finance, Personnel, 
Technical Services and Management Services. The 
publication of the national health and social gain 
strategy , "Shaping a Healthier Future" in April 1994 
has challenged the health sector to re,evaluate its role 

and responsibilities and the way it serves the public. 
Service provision must now meet requirements of equity, 
quality and accountability and must represent value 

for money. 
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In response to these challenges, this Board is in the 
process of restructuring and re,orienting services around 
five broad care groupings, 

Elderly, 
Mental Health, 
Children, 
People with Disability, 
Acute Services 

• 

• 

This work progressed during 1996 and it is intended to 
publish strategies for each of these care groups 
during 1997. 

A Key element in seeking to achieve objectives of 
health gain and social gain has been the establishment 
in late 199 5 of the Department of Public Health, and the 
expansion of the Health Promotion Unit within that 
Department. One of the functions of the Department of 
Public health is to assess the overall health status of the 
population and to make recommendations leading to 
measurable improvement (health gain) . 

• 

Chapter 2 of this report contains the first overview of 
health status in the Mid West, with particular emphasis 
on health of the elderly. Chapters 3 to 7 outline services 
provided for the care groups men'tioned above, while the 
remaining chapters summarise finance and staffing. 
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This chapter looks both in general at the health of the Mid-West and in more detail at the health needs 

of the elderly. The recently established Public Health department is working on producing a more 

comprehensive picture of the health of the Mid-West. 

• 
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General 9 
Main causes of death in 1995 

In 1995, 2,792 people died in the Mid~Westem 
Health Board, 1,489 men and 1,303 women. Over 80% 
of deaths occurred in persons aged 65 years or over, and 
less than 2% of deaths were in children aged under 14 
years. The age breakdown of deaths is shown in the 
figure below. 
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Age distribution of deaths Mid-Western Health 
Board 1995 PHIS 

2500 

2000 

... 
s:: 1500 -Gl 
t) 

0 -0 
1000 0 

0 
z 

500 

0-14 15-44 45-64 65+ 
Age-Group 

Diseases of the circulatory system (including heart 
disease and strokes) accounted for nearly half of all 
deaths (44%). Cancers caused 22% of all deaths. The 
main causes of death in the region are shown in the 
figure below. 

Main Causes of Death of 
Mid-Western Health Board residents of all ages 
in 1995 

Circulatory 
Diseases 

45o/o 

Injuries and 
Poisonings 4o/o 

Cancers 22o/o 

All Other 
Causes 45o/o 

Respiratory 
Diseases 
16o/o 

Overall, the main causes of death in men 
and women were similar. However, injuries 
and poisonings caused a higher proportion 
of deaths in males (6%) than in 

Cause of Death 

Heart disease 
Strokes 

females (2%). Cancers 

• 

Circulatory 
Diseases 

43% 

Injuries and 
Poisonings 6% 

Cancers 23% 

All Other 
Causes 12% 

Respiratory 
Diseases 
16% 

Injuries and 
Poisonings 2% 

Circulatory 
Diseases 

45% 

Cancers 22% 

All Other 
Causes 19% 

Respiratory 
Diseases 
16% 

Death rates can be standardised 'for age and gender to 
allow comparisons between different areas using a 
measure called the Standardised Mortality Ratio or 
SMR. The national SMR for all Ireland which is used as 
the standard is 100. A figure over 100 is worse than the 
national average and less than 100 is better. Over the 5 
year period from 1990 to 1994 the SMR for the 
population aged under 65 years in the Mid,Westem 
Health Board was slightly higher than the national 
average at 104.8. Limerick, Clare and Tipperary N orth 
had SMRs of 110.4, 96.1 and 102.7 respectively. The 
table below shows the SMRs for some of the major 
causes of death of males and females under 65 years of 
age in the Mid~ Western Health Board over the 
same period. 

..,.. I ~~ 1 

Standardised Mortality Ratios for Selected 
Causes of Death Five Year Average ( 1990-1994) 
Republic of Ireland = l 00 

SMR Moles 1 5 - 64 SMR Females 1 5 - 64 

85.8 94.6 
105.9 100.1 
97.2 102.1 

Injuries and Poisonings 1 1 0. 1 119.8 
• 

• 
Respiratory diseases 118.7 141.6 

• 



Overall, the mortality picture in the Mid~ Western 
Health Board is similar to that of the country as a whole. 
However, when international comparisons are made, 
Irish life expectancy is below that for most other 
countries in the EU. In 1991, the Irish life expectancy 
at birth ranked 11th out of 12 countries for women and 
9th for men. Life expectancy in middle age has increased 
only slightly~ life expectancy at age 40 for Irish women 
ranked lowest and men ranked second Lowest in the EU 
in 1991. 

Premature deaths in adults aged 
15-64 years 

The causes of premature deaths in adults, or deaths 
occurring in those aged 15 to 64 years, are shown in the 
Figure below. The major cause of death in this age group 
was cancer (32%), followed by circulatory diseases 
(31 %). Injuries and poisonings were also an important 
cause of death in this age group, causing 14% of 
all deaths. 

• 

Figure 4 

Main Causes of Death in Adults aged 15 to 64 years 
MWHB 1995 

All Other Causes 7% 

Respiratory Diseases 8% 
Cancers36% 
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Injuries and Poisonlngs15% 

Circulatory Diseases 34% 

If we compare the crude death rates of males and females 
in this age group for the major causes of death, as 
illustrated below, we see that there is a significant 
difference between the sexes in respect of cause of death. 
Cancers are the major cause of death of women aged 15 
to 64 years. Although circulatory diseases are the major 
cause of death for men, cancers and injuries and r 

poisonings are also significant problems for men in this 
age group. Mortality figures are only a part of the burden 

In addition to those who die prematurely from these 
conditions, many others suffer ill health and greatly 
reduced quality of life. 

F g re 5 
Causes of Death in Adults 
Crude death rates per 1000 population aged 15 

· to 64 years- MWHB 1995 · 
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Another measure which we can use to 
• 

look at premature deaths is the Years of Potential Life 
Lost or YPLL. This estimates the number of years of life 
lost to a person who dies before their 65th birthday and 
gives some indication of the social and economic loss to 
the community of a person dying at a young age. The 
younger the age at death, the greater the number of years 
of potential life lost, and so greater weight is given to the 
mortality of younger age groups. The table below 
compares the YPLL per annum of males and females in 
the Mid~Western Health Board area, based on deaths 
over the period 1990 to 1994 inclusive. 

I"'• I 
I I • , 

Years Potential Life Lost 
Rate per l 000 population under age 65 

FEMALE Suicide ond Self MALE 
lnflicled 

I 
I IVolor Vehio e I I 
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As the table shows, this method highlights the 
importance of deaths from injuries and poisonings in 
young males. Males have a higher rate of years of YPLL 
lost from all the major causes of death with the 

exception of cancers. 

Cardiovascular Disease 
• 

There has been a reduction of about 30% in 
cardiovascular deaths over the last 20 years. However, 
lreland still has one of the highest levels of 
cardiovascular disease in the EU. 

It is estimated that smoking is the cause of about 30% of 
cardiovascular deaths internationally. Cardiovascular 
disease is also influenced significantly by factors such as 
diet and blood cholesterol level. Other risk factors 
include high 'blood pressure, high alcohol consumption, 

and lack of physical exercise. 

Modifiable Risk Factors for Cardiovascular Disease 
• 

1. Smoking 
2. High Cholesterol Levels 
3. Blood Pressure 
4. High Alcohol Consumption 
5. Lack of Physical Exercise 

fi1wc ~ 

Deaths from Cancer Crude rates 
population aged 15 to 64 years 
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Cancers . 

These figures show a more detailed breakdown of deaths 
from cancers in males and females in the 15 to 64 year 

age group. Breast cancer was the major cause of death in 
this category in females, followed by cancer of the colon. 
Lung cancer was the leading cause of cancer deaths in 
males, followed by colon cancer The death rates from 
cancer in Ireland are above the EU average and death 
rates from cancer have risen slightly in recent years. 

For most cancers, early diagnosis improves survival. 
Early and effective treatment of cancer can save lives. 
People should be encouraged to attend screening 
programmes and take changes in their health seriously 

Prevention, through reduced smoking and increasing 
the amount of fruit, vegetables and fibre in the diet 
could reduce cancers substantially. Smoking is a major 

risk factor for cancer. It is the major cause of about 90% 
of lung cancers each year. It also increases the risk of 
cancers of the mouth, throat, oesophagus, bladder, 
kidneys and cervix. Some studies have suggested that 
the consumption of large amounts of animaL fat increase 
the risk of cancer, particularly bowel cancers, while 
increased fibre consumption may reduce this risk. 
Unprotected exposure to sunlight is a cause of 
skin cancers. 

Accidental Deaths 

Deaths from injuries and poisonings, which include non, 
intentional injuries (accidents and violence) and 

suicides or self, inflicted injuries, are an important cause 
of death in young adults, even though accidental deaths 
have fallen by about 3 7% over the past 20 years. 

There were 112 deaths from injuries and poisoning in 
the Mid, Western Health Board area in 1995, accounting 
for 4% of all deaths. The figure below gives a more 
detailed breakdown of deaths in this category for males 
and females. There is a much higher rate of deaths ~n 

1 males from injuries and poisonings than in female. 
Motor vehide accidents and suicides were an important 
cause of death in young men. Older women had a higher 
rate of death from falls than older men. 

I 
• 

0.3 0.2 o.' 0 0 0 .1 0.2 o.3 o.• 
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F g e 8 Deaths from Injuries and Poisoningsl Number of cases by sex and age group - MWHB 1995 
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Deaths from injuries and poisonings are especially 
important because they are largely preventable. 
In addition to those who die from accidents each year, 

Suicide and self 
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• 

many others require hospital admission or other forms of 
medical care and some may be permanently disabled. 
Approximately 10% of hospital admissions each year are 
as a result of injuries. 
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T e Hea h of e E de y 

Birth h-fe Expectancy in Europe (1970 .. 1992) 

1970 1975 1980 1985 1990 
Ireland 70.7 71.5 72.4 73 5 74.8 
Finland 70.4 71.9 73.7 74.9 75.1 
France 72.9 73.4 74.9 75.9 77.6 
U.K. 71.8 72.6 73.5 74.6 75.9 
EU overage 71.6 72.64 74 11 75.24 76.43 

The life expectancy of a child born in Ireland has 
improved considerably since 1970 (fig1). Although 
Ireland. has lower life expectancy than most other 
European countries birth life expectancy continues to 
rise at the same pace , however this is not the case with 
older Irish people. Fig. 2 shows that someone reaching 
the age of 65 in France can expect, on average, to live 
for another 19 years compared to an Irish person who 
co~d expect only 15 and a half years. The gap is 
increasing between life expectancy at age 65 in Ireland 
and the European average. The widening gap is 
particularly obvious when we compare ourselves to 
Finland, a country of approx. 5 million people spread 
over a large geographical area , who had a lower life 
expectancy for older people in 1970 than ours but who 
have now overtaken us. 

F gue 
European life E"-pectancy at age 65 

1970 1975 1980 1985 1990 
EU overage 14.52 14.84 15.63 16.14 17 
Ireland 13.5 13.8 14 14.3 15.2 
Finland 13.4 14.4 

~ 15.2 15.5 16.2 
U.K. 14.2 14.6 15 15.4 16.3 
Spain 15. 1 15. 1 16.5 16.9 17.5 

Female life expectancy is higher than male , an Irish 
woman can expect to live for over 17 years while an 
average man can expect only 13.6 years.(1992 data) 
However this inequality may not be as great as it 
appears, the disability,free life expectancy (D.RL.E.) is 
the average number of years that a person of a given age 
can expect to live free of disability. In the U.K. in 1985 
life expectancy at age 65 was 4.1 years higher for women 
but DFLE was only 1.2 years higher for women. 

• 

Population Profile 

In the 1991 census the population of the MWHB over 

1992 
75.4 
75.8 
78 
76.5 
76.87 

65 was 11.8% compared to the level of 11.4% 
nationally. The Western and North Western 
Health areas have a far higher proportion in 
this age group than other • 
health boards. 

• 

~,9ure 3 
65+ popt·'~ ·'m projection 1981-2001 
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Population projections (fig3) suggest that because of the 
growth in life expectancy, and the dramatic fall in 
fertility, that the percentage of the population aged over 
65 will rise to over 14 o/o by the year 2011 (15% in the 
MWHB). Over a quarter of these will live alone: 23o/o 

1992 
17.33 
15.5 
16.5 
16.6 
18 

lived alone in the 1991 census. A further 
concern is the rising proportion of the very 
old i.e. the over 80's ,in 1991 they comprised 
2.3% of the total MWHB population but by 
2011 will make up 3.7%. which is an increase 
of 60%. 

The availability of carers for an ageing population will 
therefore have major implications for health services, a 
1992 survey by the ESRI revealed that 39% of carers 
were over 60 while only 14% were under 40. 

Health service 
older people 

• 

usage by 
• 

Older people tend to use health services more than 
younger age groups {fig. 4) shows that in 1995 over half 
of the acute hospital bed days in the MWHB were used 
by a group comprising only 11.8% of the population 
locally i.e. the over 65's. 

• 

I I 
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Acute bedda · ~a~e ~age group MWHB 1995(HIPE) 
Bed-days 

people over 65. There is no single cause for 
this difference, however a study undertaken 
in an acute Dublin hospital in 1995 (Hayes 
et al) reported the 2 9% of beddays used by 
the elderly may have been inappropriate. 
This did not suggest that the original 
admission was inappropriate but that delays 
in discharge occurred because of availability 
of in,patient and community services and 
because of family and patient resistance. 

96900 

under65 

D over65 

Fig 5 shows that the over 80 age,group are admitted 
more frequently than numbers alone would suggest, 3 in 

10 admissions in people over 65 to RGH were from this 

group in 1995 and when data becomes available on all 
MWHB admissions we would expect that this 
proportion would be even higher. (This is because the 
Regional Hospital deals with all paediatric admissions) 

Figure 5 

Acute admissions by age group RGH 1995 
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There ore a n~mber of reasons why older people ore 
greater users of acute hospital beds 

• 

t , People over 65 are more likely to 
suffer from a number of health problems at the 
same time (multiple pathology) 

The time spent in hospital is usually 
longer for older people , average length of 

• 

stay in 1995 in the Regional Hospital was 
5.4 7 days for all admissions but 8.16 days for 

I 

l) Older people are more Likely to suffer from 
degenerative diseases as indicated below in the list of 
most common reasons for admission of this group to 
Limerick Regional Hospital in 1995. 

Tabl I Most frequent causes of admission in the 
over,65 age .. group to RGH 1995 (HIPE data) 

Male 

Hyperplasia of prostate 

Cataract 

Chronic obstructive airways disease 

Heart failure 

Pneumonia 

Respiratory disease 

Chest pain 

Cancer of prostate 

Stroke 

Female 

Cataract 

COAD 

Respiratory disease 

Heart failure 

Fractured neck or 
femur 

Urinary infection 

Stroke 

Atrial fibrillation 

Just as there are differences between health problems in 
older and younger people, there are significant 
differences in the kinds of illnesses experienced by older 
men and women. 

National data on acute hospital admission patterns 
prepared by the ESRI suggest that men over 65 living in 
the MWHB were twice as likely as women to be 
admitted with myocardial infarction (heart attack) or 
genito~urinary disease. They were one and a half times 
more likely to be admitted with circulatory disease and 
respiratory disease but had less than half a womans' 
chance of admission for a fractured hip. Both sexes had 
similar admission levels of admission for diabetes and 
osteoarthritis 

Non-acute services 

Because of the degenerative conditions associated with 
ageing a range of non, acute services have developed to 
support those who can no longer live independently. 

• 
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The duration of attendance at the day hospital facilities 
would therefore be expected to be shorter and more 
intensive than the day care units. 

A number of other day centres for the elderly have been 
established either by voluntary organisations or with an 
element of health board support: others are under 
construction at present. These are located in 
Dromcollegher, Clarercastle, Drombanna, and Thurles. 

Sheltered Housing 

Another option for the frail elderly who can no longer 
live alone but are not in need of nursing care is sheltered 
housing. This can be divided into two categories: 

Housing for the elderly, dwellings designed to meet the 
accommodation needs of older people i.e. ground floor 
accommodation, non,slip flooring, grab handles in 

bathroom etc. 

Housing with support , accommodation as above with 
inbuilt social supports e.g. alarms in houses, warden on, 
site for emergencies, daycentre close to complex . 

Many towns in the Mid, West have built housing in the 
first category in recent years, however this is unsuitable 
for many older people who could cope within their 
communities if accommodation within the second 
category were available. In 1996 facilities like this were 
only available in Adare and Dromcollegher. 

• 

In summary , a spectrum of home support services are 
available within the Mid, West which make it possible 
for older people to live in the community , however 
these resources are limited in a way which the residential 
services are not. This leads to a constant increase in 
residential places which mitigates against the attempts 
to improve non,residential options. 

IMPLICATIONS FOR FUTURE POLICY 

Three concerns arise for the MWHB in planning 
services for older people in the future: 

,an emerging gap is evident between life 
expectancy for older people in Ireland and 
other European countries 

.. a considerable increase is eA-pected in the 
proportion of older Irish people requiring 
senices in the ne>.."t 15 years 

, a shortage of alternatives to institutional care. 
e1dsts in the MWHB. 

• 

• 
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The Board is committed to the philosophy, espoused in the Government's strategy on Mental Health 

Services, of a community oriented service. 
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The Board is committed to the philosophy, 

espoused in the Government's strategy on Mental 

Health Services, of a community oriented service. The 

shift from a predominantly hospital based model of care 

to care in the community has been facilitated by the 

formation of multi-disciplinary teams. Great emphasis 

is laid on devolution to and empowerment of the 

Sector Team. Participation by and partnership with the 
Primary Care Service is being encouraged at 
Sector level. 

Service Developments 

The Nursing Profession is seen as the core provider of 
the changing service. The first Irish group of nurses 
graduated with professional and university diplomas in 
this region in 1996. Others graduated with primary 
degrees (post,registration) and a number have continued 
to post,graduate degree programmes. The participation 
in the Certificate and Diploma courses, initiated by the 
Board with UCC several years ago, continues. The 
other non,medical professions through individual and 
inter,disciplinary development provide a range of skills 
which contribute to multi,disciplinary working. 

Old Age Psychiatry was more firmly established through 
the provision of designated beds in the Acute Unit. The 
Short,Stay Unit and Day Hospital at St. Camillus 
Hospital provides a limited service for persons with 
dementia. Domiciliary assessment and G .P. support is 
provided by clinical staff in the main. 

Capital projects are underway in Kilmallock, Willowdale 
(Limerick), and Tevere (Limerick) to support the shift 
to community care. The Kilrush Residence for 
handicapped persons was occupied in September 1996. 

Both Ennis and Nenagh are to have new acute 
psychiatric units on the acute hospital sites. The board 
received Government approval for them in 1996. 

Activity 

The admission rate for the Board's area was 5.77 per 
1000 population. This can be adjusted to 5.42 by 
discounting admissions from outside the area. 

• 

Hospital Admission Rate by Area 

6.38 

6.34 

5.24 

Umerick Clare Tipperary 
North Riding 

The dominant diagnoses for in,patient admissions were 
Schizophrenia, Depressive Disorder, Alcohol Disorder 
and Neurosis. Depressive disorder (1.30) had the highest 
rate for the Board's total area, followed by Schizophrenia 
(1.09), Alcohol disorder (0. 79) and Neurosis (0.40). 
Clare had the highest rate for Schizophrenia (1.50), 
Alcohol disorder (1.36) and Neurosis (0.57). Tipperary 
(N.R.) had the highest rate for Depressive disorder. 

Out Patient Attendance Rate by Area 

134.17 

119.87 

94.98 
• 

Umenck 
• 

Clare 

• 

Tlpperel}' 
North Riding 

' 



• 

The day hospital attendee/attendances rates for the 
Board's area were 7.63 and 109.54 per 1000 population. 
The dominant diagnoses rates for all attendees were 
depressive disorder (2.73), schizophrenia (1.91), 
neurosis ( 1. 78) and alcohol disorder (0. 74 ). Tipperary 
N.R. had the highest depression disorder rate (3.42); 
Clare had the highest schizophrenia rate (2.10) an<.l 
Limerick had the highest rates for neurosis (2.17) and 
alcohol disorder (0.92) treated in day hospitals . 

• 

• 

• 
• 

• 
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The Board is committed to providing the elderly people of the Mid-West with those services necessary 

to support them in their latter years. 
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The Board is committed to providing the elderly 
people of the Mid, West with those services necessary to 
support them in their latter years. A great deal of that is 
provided via our hospitals, welfare homes and 
community services. The section "Health of the Elderly 
in the Mid, West" highlights the implications for the 
Board over the next years. 

As in previous years, 1996 has seen further changes in 
the Board services to a configuration of service designed 
to meet the needs and demands of our community. Our 
vision is to have a spectrum of services available which 
is balanced so that wherever possible older people Live 
independently in their own home, ot in the community 
and, if necessary, health services are available to help 
them, short or Long term. 

• 

Our residential services now provide a better care mix 

than the traditional pattern of elderly admissions to 
hospitals for long· periods or even for the rest of their 
lives. Increasing turnover through short stay and respite 
care with support from day care is indicative of the new 
policy in actiop i.e. maintaining elderly independence at 
home in so far as possible . 

Admissions for people over 65 years to the Regional 
Hospital were 29% of all admissions contrasted with 
Ennis (SO%) and Nenagh (46%). Bed days used by the 
elderly at 41% in the Regional Hospital is also much 
lower than either Ennis (69%) or Nenagh (67%). their 
average length of stay overall at 8.2 days is 2.5 days 
longer than the general average . 

• 

There were 6,010 admissions (65 yrs. plus) to the 
Regional Hospital including 726 to the Department of 
Medicine for the Elderly. The differences between the 
Regional Hospital and Ennis and Nenagh General 
Hospitals reflect the large number of other services 
provided in the Regional Hospital. 

In Ennis there were 2,285 of such admissions which 
included 504 to the Elderly Care Unit. In Nenagh the 
position was 1,920 with 254 admissions to the Elderly 
Care Unit. Admissions to Croom Orthopaedic for 
people over 65 years was 634. 

The number of Day Cases ranged from 1,390 (Regional 
Hospital) to 62 (Croom) with Ennis at 462 and Nenagh 
at 455. Considerable progress has been made in getting 
a uniform system for entry to public and private 
residential care in Clare and North Tipperary. 

There were 44 approved Nursing Homes with 1,311 
approved beds (539 subvented) in 1996. Outside the 
Board's area 26 Nursing Homes cater for 59 persons 
receiving subventions from the Board. The increasing 
demand for subvented residential places in Private 
Nursing homes and Home support services present a 
continuing challenge. 

Admissions to the four hospitals for the elderly increased 
by 473 during the period 1992, 1996. This, in the main, 
is attributable to short,stay and respite care. There was, 
co,incidentally, a marked increase in the number of 
patients whose Length of stay, on discharge, was less than 
6 months i.e. 1,181 (1992); 1,635 (1996). The age 
profile of patients resident in those hospitals varied very 
little during 1992,1996. All of the hospitals have a 
larger female than male population. 
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Attendances at Day Hospitals increased in St. Camillus', 
St. Ita's and St. Joseph's by 604 (1992,1996) but reduced 
by 22 at the Hospital of the Assumption The dominant 
medica/social status of patients for 1996 was chronic 
physical illness (34.88%); this was followed by mental 

infirmity/dementia (18.28%) and chronic mental 
illness ( 15.26%). 

Admissions to Ennistymon, Nenagh and Roscrea 
Community Hospitals/Nursing Units decreased in total 
by 8. Admissions to Raheen and Kilrush increased by 
46. The latter reflects the increasing use of respite care. 
Regina House, Kilrush, had the most remarkable 
increase in admissions i.e. 38 (1992,1996). The number 
with length of stay (for less than 6 months) on discharge, 
increased from 161 (1992) to 208 (1996). The 

dominant medica/social status was chronic physical 
illness; followed by physical disability and social reasons. 

.. 
• 

• 
• 

Overall, admissions increased from 1,663 (1995) to 
I ,885 (1996). This included respites which increased 
from 459 to 634. The sources of admission were fairly 
evenly split between acute hospitals and the community. 

The majority of patients ( 60%) are discharged back into 
the community and a small proportion (8%) go into an 
acute hospital and an even smaller proportion go into 
another long stay facility. 

1996 also saw considerable work on the strategy for the 
care of the elderly. This strategy will give flesh to the 
very considerable commitment of the staff, carers and 
older people themselves to providing a better service for 
the Mid, West. 

• 
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The total number of admissions in 1996 (47,886) represents a 5% increase over 1994. This is largely 

- due to the increasing number of patients now being treated on a day-care basis. 



The total number of admissions in 1996 
( 4 7,886) represents a 5% increase over 1994. This is 
largely due to the increasing number of patients now 
being treated on a day~care basis. 

Whilst the number of new outpatient attendances in 
1996 remains lower than the 1994 value, there has been 
an increase of 3% in comparison with 1995. This 
increase is a result of new clinical specialities being 
introduced (see later). The continuing increase of 
accident and emergency attendances reflects both a 
national and international trend. 

TABLE 1 Activity 1994-1996 

1994 1995 1996 

IN-PATIENT EPISODES 
37,792 37, 191 36,969 

DAY CARE EPISODES • 

• 7,983 10,135 10,917 

OUT·PATlENT ATTENDANCE'S 

1994 1995 1996 
New Review New Review New Review 
24,310 67,837 23,261 67,393 23,481 69,726 

• A&E ATTENDANCES 

New Review New Review New Review 
60,559 18,334 65,025 19,071 66,882 19,361 

• 

Length of Stay 
• 

15 
12.75 

12 

12 

9 

6 5.64 5.71 

6.86 6.52 
6 

3.n 

3 
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The decrease in average length of stay achieved within 
the Regional Maternity Hospital, the Regional 
Orthopaedic Hospital and Ennis General Hospital is as a 
result of increasingly effective discharge policies. 

The increase in length of stay at Nenagh General 
Hospital has been attributed to the opening of the 
Geriatric Assessment Unit. The increase in length of 
stay at the Regional Hospital Limerick is a result of the 
increasing complexity of services being offered, 
particularly within the speciality of Vascular Surgery. 

A number of speciolrtles hove seen changes 
in octiv'ty: 

SJrgery · 

There has been an overall increase of 4% in the 
number of patients being treated on a day care basis. 

Gynaecology 

There has been a 7% increase in inpatient and a 24% 
in day care admissions within this speciality. The 
increase is as a result of the introduction of a weekly 
session at Ennis General Hospital. 

Geriatrics 

This is due to the opening of an eight bedded geriatric 
assessment unit at Nenagh General Hospital . 

Obstetncs • 

During 1996 there has been a 15% increase in the 
number of live births at the Regional Maternity 
Hospital. This is attributed to fewer mothers attending 
external maternity units, following the significant 
upgrade of the hospitalis facilities. 

· Poed1olncs 

• 

There has been a 11% decrease in the number of 
paediatric admissions to the Regional Hospital Limerick. 

• 

• 

• 
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Waiting List Status as at 31-12-96 

3-12 months 

Regional Hospital Complex 
Ennis General Hospital 
Nenagh General Hospital 

All Hospitals 

Orthodontics 

786 
0 
0 

786 

Numbers waiting for Treatment 
Numbers waiting for Assessment 

• 

• 

During 1996 the Department of Health funded two 
waiting list initiatives. The first covered admission of an 
additional 700 patients above anticipated activity for 
the specialities of ENT, Gynaecology, Surgery, 
Ophthalmology and Orthopaedics. The second 
initiative was to secure an overall reduction of 15% in 
the total number of patients waiting for elective 
admission as at 30.06.96 (1973) by the end of the year. 
Both initiatives were successful. 

Service Developments 

Uoog 

In January 1996 Mr. Hugh Flood, Consultant Urologist 
commenced employment within the Mid Western 
Health Board, with a specific remit to enhance and 
develop Urological services. In conjunction with the 
existing surgeon with a special interest in Urology, Mr. 
John Drum, the service now consists of dedicated 
inpatient, day care, outpatient facilities at the Regional 
H ospital Limerick and day care, outpatient facilities at 
both Ennis and Nenagh General Hospitals. 

Co 

As part of the Board's response to achieving the national 
strategy of significantly reducing morbidity and 
mortality arising from cardiovascular disease, 

• 

1996 

12+ months 

828 
0 
0 

828 

1996 

215 
2575 

total 

1614 
0 
0 

1614 

• 

Dr. Brendan Meany, Consultant Cardiologist, 
commenced duty in Aprill996. 

The Cardiac Catheterisation laboratory was completed 
in December 1996 and the equipment purchased by the 
Mid, West Hospitals Trust installed. 

A comprehensive screening, diagnostic and non surgical 
treatment service is now available locally for residents 
within the Mid,West Region. 

' 



• 

Vascular Surgery • 

• 

Mr. Pierce Grace, Consultant Surgeon and Professor of 
• 

Surgical Science at the University of Limerick, took up 
his post in February, 1996. In conjunction with Mr. Paul 
Burke, Consultant Surgeon, and Mr Ralph Keane, this 
has led to a significantly enhanced vascular surgical 

• 
service based at the Regional Hospital, Limerick. 

Ambulance Services 

A special grant has been made available by the 
Department of Health to develop this service. To date 
this has resulted in the introduction of two person 
crewing at the Central Ambulance Service in Limerick, 
the recruitment of an In-Service Trainer, the 
development of in-house training programme, improved 
communication systems and an upgrading of the 
ambulance fleet. 

• 

Capital Developments 

1996 saw a continuation of the major capital 
development works which have been ongoing 
throughout the programme. 

Phase 1 Development of the Regional Hospital 
Limerick continued on schedule. This 
comprises a suite of nine operating theatres, a 
new eight bedded intensive care unit, new 
surgical day unit and a new Outpatient 
Department which incorporate a Medical Day 
Unit and Renal Dialysis facilities. This project 
is due for complet~on in October 1997. The 
total cost of the project including equipping is 
approximately £20 million. 

• 

• 

1996 saw the completion of a new Cardiac 
Catherisation Laboratory at the Regional 
Hospital Limerick. The building of the unit 
cost £0.3 million and the equipment provided 
by the, Mid West Hospitals Trust a further 
£0.8 million. 

The new CAT scanning and Nuclear Medicine 
Department were also built during 1996 at a 
cost of £0.6 million. These units have been 
located to dovetail into the planned new 
Radiological Department, which is due to be 
developed as part of Phase 11 of the capital 
development at the Regional Hospital Limerick. 

Quality Initiatives 

As part of the Acute Hospital's ongoing programme of 
developing its services to meet the highest possible 
standards, four projects were undertaken in 1996. 

• 

Patient Satisfaction • 

A patient questionnaire based on a previous study 
undertaken in 1995 was developed to examine the 
following departments or services: Out patient 
Department, In patient Wards (Adult), In patient Wards 
(Paediatric}, Day Wards, Catering, Accident and 
Emergency Departments . 

The re~;ults illustrated m Figure are satisfactory, with the 
majority of patients recording a high level of satisfacuon 
with the services they had recetved within the 
five hospitals. 

• 
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Patient Satisfaction with Hospital Services 

Inpatient 
Services 

Catering 
Services 

Daycare 
Services 

Outpatient 
Services 

Accident & 
Emergency 

33.0% Services 13.0% 36.0% 11.0% 

87.0% 64.0% 

.._I _ _..I Dissatisfaction 

• 

\1\la'ting Times wtth·n the Ace der and 
Emergency Departmef1t 

• 

In 1996 a short study was· undertaken to examine the 
accessibility from a patient's view point of the Accident 
& Emergency Departments based at the Regional 
Hospital, Limerick and Ennis General Hospital. The 
results were favourable, illustrating that out of the 1205 
patients who attended during the survey period, 79% 
were assessed by Nursing staff within 30 minutes of their 
arrival and 75% were seen by medical staff within !.hour 
of this initial nursing assessment. 

Adm·n·strot on of Prophylactic Anfbiofics 

The study was designed to identify compli~ce with 
identified prophylactic regimes. The results identified 
that whilst compliance was largely being achieved, the 
record keeping within drug charts was not optimum and 
that further training would be necessary for both medical 
and nursing staff. 

• 

23.0% 

89.0% 77.0% 67.0% 

• 

Satisfaction 

• 

Blood Administration 

The purpose of the study was to audit existing systems in 
order to ensure that practices and procedures for the 
ordering, storage, issue, usage and return of blood are 
properly documented and implemented. The study 
made recommendations for introduction in 1997: 
simplify existing transport systems and establish a 
central audit system and committee to examine reaction 
problems, adherence to ordering protocols and where 
appropriate introduce corrective action. 

• 

• 

.. 

• 
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The primary focus of our policy towards families is to assist parents in nurturing their children and in 

providing for their welfare and protection. • 

• 
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Our child care services can be classified under a 
number of broad headings e.g. family support, child 
protection and alternative care. The primary focus of our 
policy towards families is to assist parents in nurturing 
their children and in providing for their welfare and 
protection. 

Some of the achievements of the past year include 
initiatives with a variety of other groups in many 
different parts of the region. We helped to set up the 
Kilmallock Resource Centre which is now spearheading 
the development of personal social services in the town 
and six adjoining parishes. 

We have supported the growth of creches in Limerick 
city, community development in Nenagh and provided 
financial assistance to Barnardos in the family support 
initiative in Moyross. 

The work of the Bamardos project in Moyross has 
attracted attention locally and nationally and in our 
next report we hope to be able to give the results of an 
independent evaluation of the venture carried out by 
leading UK consultants. 

Following the appointment of a Community Worker to 
North Tipperary Social Services in March, 1996 a 
process of consultation was begun with local groups to 
identify priority areas for development. One new 
playgroup was opened and 3 existing groups received 
support. Support was given to a number of organisations 
in the pursuit of their objectives. The Community 
Worker also acts as a committee member on the 
Borrisokane Area Network Development Group and the 
Young Nenagh Project . 

A Family Therapy Service was established in Co. Clare 
during the year and expanded to Limerick and Tipperary 

\ 
on a phased basis. In addition, the Board continued its 
joint venture arrangements with the voluntary 
organisations throughout the region. 

A Co,Ordinator of Child Care Training was appointed 
during 1996 and we have now launched an intensive 
programme of training for staff of all disciplines in this 
subject across the board . Staff have also been seconded 
to third level courses in Trinity College, U .C.C. and the 
Univer ity of Limerick.We are engaged in a number of 
Research Projects which will inform our ongoing review 
of the C hild Protection System and In,Service 
Training Programme. 

• • 

Alternative Care Services include foster care, residential 
care and services for homeless youths. Residential Care 
Services in the Mid, Western Health Board area are 
provided by the Sisters of Mercy in the Mount St. 

Vincent Centre. 

Services for homeless youths are catered for in a variety 
of ways. The Good Shepherd Sisters have run a Night 
Shelter and Hostel since the late 1980's. During 1996, a 
review of the existing service was undertaken. 
Additional resources have enabled a move to the 
gradual development of a residential resource centre for 
vulnerable, at risk and homeless adolescent girls. 

An aftercare service is provided for past residents and 
plans were advanced for the provision of specific 
programmes for former residents who are n.ow single 
parents. 

A less formal drop,in service commenced in late 1996 
whereby vulnerable and at,risk unattached youths will 
be offered an appropriate support programme. 

Services for Homeless Boys were developed during the 
year following the secondment of a member of the 
Board's staff to the post of Project Leader. An interim 
residential service for adolescent boys who are at risk 
and homeless was established. An out,reach service is in 
place since April 1996 and includes meals, recreation, 
guidance, locating accommodation, advocacy and 
facilitating access to other essential services. 

• 
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At 31st December 1996, a total of 144 general practitioners held contracts with the Mid-Western 

Health Board to provide general medical seNices to 11 0,000 people . 

• • 

• 



Genera Medica Services 

At 31st December 1996, a total of 144 general 
practitioners held contracts with the Mid, Western 
Health Board to provide general medical services to 
110,000 people. In addition there are 25 other general 
practitioners in private practice in the region. All 
general medical practitioners hold contracts to to 
immunise children. . 

The General Practice Unit was established to facilitate I 
support and develop General Practice. In 1996 six 
general practitioners were appointed to the Primary 
Care Unit for a three year term. 

To date £1.9 million has been saved by GPs prescribing 
more effectively. This money will be used to support 
improvements in care in the Mid, West region. 

In the field of Information Technology we are engaged 
in a pilot project with four general practitioners to 
develop a "direct computer interface" between their 
practices and the Board's community care LT. systems. 
This development will be expanded to allow direct 
interface with all systems in the community care and 
acute hospital services. 

The Department of Health, the Health Boards and the 
General Medical Services (Payments) Board have 
entered into an agreement with the Irish Pharmaceutical 
Union (l.P.U.) for the provision of pharmacy services 
under the Health Act, 1970 which came into effect on 
the 1st of November, 1996. Underlying the agreement 
was the provision of a professional, quality,driven and 
accountable community pharmacy service in line with 
the Health Strategy. The focus of the new deal is to 
recognise the partnership in care role played by 
pharmacists in delivering services to the community. 

The Health (Amendment) Act 1996 which provides for 
Primary Health Care Services for persons who have 
contracted Hepatitis C from the use of Human 
Immunoglobulin , Anti 0, whole blood or other blood 
products within the State became operational on 23rd 
September, 1996. Persons eligible to receive services 
under the Act are tho e who, in the opinion of the Chief 
Executive Officer of the Board, have contracted 

Hepatitis C through the use of the above products. 
Eligibility is determined on an individual basis without a 
means test and applies for the lifetime of the 
eligible person. • 

• 
• 

Each Health Board appointed a liaison officer to ensure 
a comprehensive response to the needs of persons with 
Hepatitis C. The liaison officer has established links 
with the groups representing people with Hepatitis C. 
, Positive Action, Transfusion Positive, and the 

Haemophilia Association. To date services cards have 
been issued to seventy one people throughout 
the region. 

During 1996 formal agreement was reached with the 
Family Planning Clinics, Limerick and Newcastle West 
on a range of services to be provided to GMS patients. 
These include medical care, medical and non medical 
contraceptives, counselling, and vasectomies. Ongoing 
discussions have been held with general medical 
practitioners and other organisations to extend these 
services, where nessesary. 

Public Health Nursing 

The Public Health Nursing Service in the Mid, Western 
Health Board aim to provide a service that promotes 
good health, prevents illness and provides treatment and 
care services to the sick, thus maximising potential 
health benefits and satisfaction for the users of our 
service. 

T · s is oc ieved by: 

Identifying and fulfiling met and unmet 
health/welfare needs of individuals and groups 
and referring to other sources of expertise 
where necessary. 

Providing a generalise Public Health Nursing 
Service which encompasses preventative and 
curative Public Health Nursing activities to the 
various care groups in the community. 

Conti~ually updating and evaluating 
nursing practice. 

Influencing policy,makers to meet the assessed 
needs of the community served through a 
planned service strategy. 

• 

• 

.. 

• 
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Childreo , 

The Public Health Nursing service provides a 
comprehensive Child Health Promotion Programme to 
pre,school children. 

The sen·:,.P. 

• promotes the health and welfare of children 
• detects abnormalities and make 
appropriate referral. 
• provides information and support to parents 
and families. 
• identifies families and children at risk. 
• works in partnership with other professionals 
in providing services which best meet the needs 
of children. 

It is important to highlight that promoting child health 
is not just about seeking out defects and disorders. 

All infants are visited within 48 hours of discharge from 
Maternity Hospital as per Public Health Nurse nursing 
standard for first visit and to comply with the Health 
Strategy. The PH Nurses provide a surveillance service in 
schools which is presently focused on visual and 

hearing acuity. 

Clare Limerick TiP,peraiY,/East 
ltmericl< 

No. Screened 
for Yis1on 
Defects 6, 180 7,168 9,813 

Number 
Referred 931 

No. Screened 
for Heoring 
Defects 2,683 

Number 
Referred ' 188 

755 727 

2,933 6,476 

129 219 
• 

Children with Special Needs 
• 

Three Public Health Nurses with Senior Status , one in 
each community Care area are involved in The Early 
Stimulation Programme for pre,school children. They 
Liaise with Public Health Nurses, parents, statutory and 

voluntary organisations .. They work with others in the 
field of disability to provide appropriate and accessible 

service delivery. 

• • 

Elderly 

A significant proportion of the PHN's time is spent with 
the elderly. The aim is to provide a service that: 

identifies all persons aged 85 years and that 
appropriate services will be made available to 
those who require them. 

provides nursing, support and other services to 
the frail and dependent. 

works with and supports other statutory and 
voluntary agencies involved with the care of 
the elderly. 

• provides support services to carers where 
possible. 

• facilitates return to home after an acute 

episode in hospital. 

The PHN's also work with a number of other 
care groups. • 

No. of assessment visits by PHN's on 85 years+ 

N. Tipperary/E. Limerick 

930 
587 

limerick 

No. of persons 65 years+ in receipt of 
• • nurstng servace 

limerick 1,562 

2,988 

• 

Clare N. Tipperary/ E. limerick 
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Community Welfare Service 

The demand for Supplementary Welfare Allowance 
Schemes has continued its steady increase 
throughout 1996. 

• 

More public awareness of entitlements through the 
information leaflets, media advertising and various 
support and other groups throughout the country has 
meant a greater take up o( the various schemes .. Despite 
continued improvements in the maintenance services 
provided by the Dept. of Social Welfare, the 
Supplementary Welfare Allowance Scheme has an 
enhanced role to play in the provision of financial 
supports for people who are in need as a result of 
unforeseen financial difficulties or because of once off 
exceptional events or expenses. 

CWO's are in a unique position to improve social and 
health gain within the community and continue to liaise 
closely with colleagues in other disciplines and to 
support a multidisciplinary approach to developing 
solutions in a proactive manner. 

Financial support is given to persons attending personal 
development courses, counselling and mediation, day 
care and pre,school facilities, self help courses, financial 
support for visiting children in care. This involves 
liaison with Social Workers, PHN's, Family Support 
workers etc. to identify families at risk. The CWO has a 
role to play helping addicts and their families cope with 
and overcome their problems by helping family 
members visit addicts during treatment, financial 
support with attendance at after care and financial 
support with other exceptional needs. The CWO can 

assist with ensuring that such people can continue to 
live in their own environment through financial 
supports towards diet, additional heating costs, travel 
costs to clinics etc. 

Money Advice Service 

The Money Advice & Budgeting Service (MABS) 
continued to develop locally in 1996. The service was 
extended into West Limerick with the employment of a 
third commumty Welfare Officer seconded to the 
Service to deal w1th the West Limerick area on a full, 
time ha ·is, and weekl} chnic~ have been established in 
seven new centre · in County Limerick. 

The demand for the service has continued to grow with 
increasing numbers of referrals in all areas. The service 
continues to find that many people are now aware of 
their rights vis,a,vis creditors and also that many people 
have not availed of their entitlements. Those using the 

service are mainly, but not exclusively, dependant on 
social welfare, illustrating that the debt problems can be 
associated both with low incomes and higher incomes. 
The service aims to ease the anxiety and fear caused by 
debt, to reduce dependence on moneylenders by good 
money management and greater use of Credit Unions, 
ongoing support and advice and empowerment of people 
to enable them gain control of their finances. 

The Family Support Service which M.A.B.S. operates 
has continued to develop and has proved very successful 
both with groups and individuals who have availed of 
the follow,up support and the home management, 
economic and nutritious shopping and cooking 
programmes provided by the Services Family 
Support Worker. 

C. ,.... "" "',.,. A I r::> ~ ~ 

Expenditure Analysis 1996 -

Basic 

1995 
£ 

Payments 3,649,031.84 

Supplements 3,642,089.74 

Exceptional 
Needs Payments 875,359.97 

Total 8.,166,481.55 

Psychology Service 

a ce Expend ure 996 
• 

1996 
% £ % 

45 3,733,252.72 43 

44 3,933,456.92 46 

11 954,142.37 11 

100 8,620,852.01 100 

The Health Board aims to develop and sustain an 
equitable, high quality clinical psychology service in the 
community, engaged both in the promotion of well 
being and in the prevention and intervention of 
psychological difficulties. Our objective is to be sensitive 
and responsive to the needs of those availing of the 
service; the staff entrusted with its delivery; and the 
community which it serves. 

The service comprises therapeutic assessment and 
. intervention, education, training and research . 

• 



• 
The focus is to provide services to children, adolescents 
and their families. Priority is given to children in the 
care of the Health ·Board. The most commonly referred 
problems encompass both emotional and behavioural 
issues, for example, school refusal, bereavement, self 
injurious behaviour, phobias and compulsive behaviours. 
Therapy is provided to children and their families who 
have suffered the traumas of child sexual abuse. As 
appropriate, therapy is provided on an individual basis, 
on a family basis, or in a group setting. 

primarily to adults and in Tipperary (N.R.) the service is 
paediatric only. 

The main aim of the Community Physiotherapy Service 
is to facilitate optimum independence, the health and 
well being of the patient and their carers and thereby 
ensuring optimum quality of life. 

• 

For example, in the Limerick Community Care Area, in · 
relation to children and the families who have been 
victims of abuse, more emphasis and time is channelled 
into Child Sexual Abuse Investigative assessments. In 
Clare and East Limerick/North Tipperary the Clinical 
Psychologists focuses more on children with cognitive, 
emotional and behavioural difficulties and their families. 

The service is delivered in a variety of settings within 
the community, for example, health centres, homes and 
schools. Referral sources include General Practitioners, 
schools and professionals within the Health Board . 

Community Physiotherapy Services 

The Community Physiotherapy Service in the Mid, 
Western Health Board was established in 1996 with the 
appointment of three full,time basic grade posts, one · 
each to Limerick, Clare and Tipperary (N .R.) areas. 

The Community Physiotherapy Service is primarily a 
service of physiotherapy assessment, education, advice 
and treatment programmes for the patients and their 
families and/or carers. The service is provided through 
domiciliary visits which allow access to the patient 
within their own home and to patients who would 
otherwise have difficulty accessing physiotherapy in a 
hospital out,patient department due to physical 
disability, illness or transport difficulties. 

The service in Tipperary (N.R.) is primarily delivered in 
the special pre,school setting, and in Clare the service is 
also delivered at an out,patient clinic in Kilrush. 
Referral is mainly community based. As the service is 
still in its infancy, there are no waiting lists at present 
any each area. However, a waiting list of approximately 
5 weeks for the out,patient service in Kilrush exists. 
Here priority is given to urgent cases as determined by 
onset of injury/trauma and medical advice. 

In Limerick, the service is available to adults only. In 
Clare, the service is available to all age groups but 

• 

• 

• 

• 
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The Board spent £ 144.5 million in 1996 

I 
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Income and expenditure were evenly matched 
in 1996. The total income, including the yearly 
allocation provided by the Department of Health, 
amounted to approximately £144.5m. This was matched 
by a similar amount of gross expenditure. 

The onoly s 0 lnCO e b source dl stroted be ow 

£m 

1996 Allocation 126.0 
Patient Income 9.0 
Payroll Deductions 3.5 
Sales and Other Income 5.0 
European Grants 1.0 

144.5 

Income 

5m lm 
3.5m 

9m 

126m 

C) 1996 Allocation 

0 Patient Income 

0 Sales + Other Incomes 

0 European Grants 

0 Payroll Deductions 

The gross expenditure con be analysed m broad 
terms as follows 

Pay 
Non.-Pay 

• 

£m 

92.5 
52.0 

144.5 

• 

• 

.... ~""""' lliture Pa a d Non Pay 

Non-Pay 36% 

• 

end 

General Hospitals 
Special Hospitals 
Community Care 
Central & Other Services 

Pay 64% 

61.0 
41.0 
37.5 
5.0 

144.5 

Expenditure- by P.o~rc..mme 
• 

General 
Hospitals 43% 

Special 
Hospitals 2 8% 

• 

Community 
Care 26% 

Central +Other 
Services 3% 

• 



Medical/Dental 
Nursing 
Para,medical 
Superannuation 

• 

£m 

13.4 
39.0 
7.2 
7.8 

accounting, together, for 73% of our total 
pay expenditure. 

Some o t e la er 1tems a Non-Pay Expend tu ewe e 
as f s 

Drugs and Medicines 
Medical and Surgical 
Grants to Voluntary Agencies 
Capitation Payments 
Community Drug Schemes 

• 

£m 

3.5 
5.4 
3.4 
7.5 
6.2 

which together account for 50% of our total 
non,pay expenditure . 

• 

' 

• 

• 
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The Board is the largest employer in the Mid-West, employing 4,500 staff. 

0 
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The Board is the largest employer in the 
Mid~ West, employing 4,500 staff. The following charts 
give a brief indication of the type and numbers of staff 
we employ. 

' 

• 

Male 
• 

Female 

Types 

Administration and Clerical 

Catering and Homekeeping 

Maintenance 

Medical and Dental 

Nursing 

Paramedical 

Type of Employment 

Permanent • 

job Shoring 

Temporary 

Other 

Part-Time 

Training 

1056 
3458 

• 

2437 
402 
852 
93 
450 
280 

574 
1159 
165 
318 
1953 
345 

• 

.. 

• 



annual 

man a em en ea m 

Mid-Western Health Board 

Management Team 1996 

Den is Doherty * 
Chief Executive Officer 

John Byrne 

Person ne I Officer 

Stiofan deBourca 

Assistant Chief Executive Officer 

Martin Duffy 

Assistant Chief Executive Officer 

Thomas Hourigan 

Management Services Officer 

Kevin Kelleher 

Director of Public Health 
• 

Gerry MacNamara 

Technical Services Officer 

Paul Robinson 

Deputy Chief Executive Officer 

Mike Truelove 

finance Officer 

* Mr. Doherty resigned as Chief Executive 

Officer on 31st January, 1 997. 
• 
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