
Postgraduate Medical and Dental
Board: third report 1991 - 1996

Item Type Report

Authors Postgraduate Medical and Dental Board

Publisher Postgraduate Medical and Dental Board

Download date 26/05/2023 17:24:06

Link to Item http://hdl.handle.net/10147/251436

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/251436


The Postgraduate Medical and Dental Board 

THIRD REPORT 

1991 - 1996 

Corrigan House, Fenian Street, Dublin 2 .  

Telephone: (01) 6 7 6  3875  / 661 6049  
Fax: (01) 6 7 6  5791 



An Bord Miochaine agus Deidliachta Iarcheime 

The Postgraduate Medical and Dental Board 

THIRD REPORT 

1991 - 1996 

Corrigan House,  Fenian Street,  Dublin 2 Telephone ((11) 676  3875/661 6049 Fax ((11)676 5791  



An Bord Miochaine agus Deidliachta Iarcheime 

The Postgraduate Medical and Dental Board 

THIRD REPORT 

1991 - 1996 

CONTENTS 

Page 

Preface 4 

Chapter 1 Functions and Membership of Board 8 

2 Promotion and Co-ordination of 
Postgraduate Medical Education 12 

3 The Board and Continuing 
Education in Medicine 43 

4 Co-ordinators of Postgraduate 
Medical Education 62 

5 Dentistry 68 

6 Finance 91 

7 Career Guidance and Medical Manpower 103 

8 The Immediate Future 122 

List of Appendices 

Appendix 1 Recognition of Training Posts 133 

2 Principal Career Structures 135 

3 Board's June, 1995 proposals 
for reform of postgraduate training 

in the medical specialties 136 

4 Number of Senior Registrar Posts at 
1 February. 1996 • 145 



5 Synopses of revised training arrangements 
being introduced now in UK by a number 
of specialties 146 

6 Board's February 1996 proposals for 
restructuring postgraduate medical education 152 

7 Outline of CME Policies and Procedures 159 

8 Panel of Persons nominated by training 
bodies to provide career guidance advice/ 
information 160 

9 Consultant posts by specialty, NCHD 
posts by specialty, intake levels of 
general professional training 167 

10 More detailed breakdown of the distribution 
of house officer and registrar posts between 
the specialties 168 

11 Survey of NCHD Staffing at 1 October, 1994 169 

12 Comparisons between NCHD Staffing 1984 
and 1994 174 



PREFACE 

This Third Report of the Postgraduate Medical and Dental Board (An Bord 
Miochaine agus Deidliachta Iarcheime) relates to the five years, 1991-1996 during 
which period the Board held twenty-four meetings in a time of rapid change in 
education and training. The Board has been active on the many fronts of its statutory 
functions and its work during its current term is outlined in detail in the current report. 

In order to  fulfil its functions the Board exercises a general supervision of the 
development and co-ordination of postgraduate education as it relates to  medicine and 
dentistry and, in close co-operation with the training bodies, may question and make 
suggestions regarding the existence of adequate educational and training programmes 
and their implementation. 

The Board in 1995 with the assistance of the Faculty of Public Health Medicine 
conducted a survey of the career aspirations and views on postgraduate training of 
NCHDs and a report of this survey will be published shortly. 

The issues of reform of postgraduate training and medical manpower are inextricably 
linked and the Board is firmly of the view that any failure to address them and their 
attendant problems in the immediate future is likely to lead to  a critical loss of 
confidence in Irish postgraduate training among Non-Consultant Hospital Doctors 
(NCHDs) at both general professional and higher specialty levels. It is essential for the 
sake of postgraduate training as well as health service delivery that these issues be 
resolved without delay and the Board, while expressing serious concern, has put 
forward proposals, which are incorporated in this report, for reforming and improving 
postgraduate training. 

The following items are currently of particular interest to the Board: 

• the introduction of a Specialist Register in Ireland which it favours. The 
maintenance of such a register would, under existing legislation, be a matter for the 
Medical Council, 

• the introduction of a matching programme for NCHD appointments which it 
continues to pursue with the Department of Health. There is a definite need for an 
improved, more streamlined, system to match NCHD candidates to the posts 
available, 

• the expansion of Continuing Medical Education (CME) Programmes. In General 
Practice such programmes have expanded rapidly and are exceptionally well 
developed with a National Director and twenty-eight tutors now in post; in the 
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years 1991-1995 the number of tutors increased from 15 to 28. CME is essential 
and the need for appropriate funding is inescapable; health boards and hospital 
authorities must make adequate budgetary provision for the continuing education of 
their medical and dental staffs. The professional bodies have an important role t o  
play not only in providing programmes but also in monitoring the continuing 
education of their members, 

• the Board has the same functions and responsibilities regarding postgraduate 
education and training in dentistry as in medicine and the main thrust of the Board's 
1991/96 activities in relation to  dentistry has concentrated on the development of 
continuing education through a network of regional committees with a course 
organiser for each Regional Committee. The four Regional Dental Committees have 
between them organised 304 courses in the period up to  December 1995, attracting 

, total attendances of over 5000. (156 of those courses, with attendances of almost 
3000 have been held in the current tenure of the Board and have covered a wide 
range of topics in a cost-effective manner). National coverage is not complete the 
Eastern, Midland and North-Eastern Health Boards areas are not yet included. 
However, funds are being made available to the Board in 1996 to permit the 
establishment of Regional Dental Committees in the Midlands and the North-East 
and the process is being initiated. When additional finance becomes available, a 
Regional Dental Committee will be set up in the Eastern Health Board area, thus 
completing the national network. In a further recent development the Board has 
adopted a policy framework for the introduction of accreditation of continuing 
dental education status, 

• funding from the Department of Health for the implementation of a pilot scheme for 
Vocational Training in Dentistry and it is hoped that discussions on this issue can 
get underway soon, 

• continuing collaboration with the Department of Health and Comhairle na 
nOspideal in the study of medical manpower in acute hospitals, 

• the structuring of training posts and schemes must be preserved and enhanced if 
organised postgraduate education and training is not only to survive but flourish and 
the Board has indicated this on a number of occasions to  the Department of Health, 
Health Boards and Hospital Authorities, 

• seeking the views of postgraduate training bodies on current issues just as it sought 
their views on the medical implications for them of the Discussion Document on 
Medical Manpower in Acute Hospitals (Tierney Report) and the report of the UK 
Working Group on Specialist Medical Training entitled 'Hospital Doctors: Training 
for the Future (Caiman Report), 
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• the provision of financial support to the Faculty of Paediatrics to establish a higher 
training programme, 

• seeking additional funding from the Department of Health t o  enable the Board to  
increase its contribution towards the costs incurred by Irish Training Bodies arising 
from a greater and important involvement in UEMS Specialist Sections and 
European Boards, 

• continuing financial assistance for courses such as the diploma course in 
Management for Medical Doctors in the Royal College of Surgeons in Ireland, the 
University College Dublin-based diploma course in Healthcare Risk Management 
and subsidisation of the expenses incurred for trainees of the Faculty of Public 
Health Medicine for training attachments in-Communicable Disease Surveillance 
Centres in Great Britain, 

• the specific training needs of non-European Union nationals who hold NCHD posts, 

• supporting the issue of part-time specialty training (including job-sharing) where 
feasible, 

• vocational training in General Practice. In the period 1991 to  1993, five additional 
training schemes have been established and currently there is an output of 55 
trainees annually, 

• organising 'Medical Career Fairs'. In the period 1991/95 the Board and its 
Postgraduate Medical Education Co-ordinators organised 18 such Fairs and about 
1000 doctors and medical students attended. 

In conclusion, I wish to thank the members of the Board for their advice and unstinting 
co-operation which has been so willingly given. The Board is grateful to  the 
Department of Health for its continuing support; the Postgraduate Co-ordinators who 
continue to do such excellent work; in General Practice to  the National Director and 
the General Practice Tutors; and in Dentistry to the Dental Course Organisers. The 
Board is also appreciative of the roles played by the professional training bodies, the 
health boards and hospital authorities. 
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The Board is particularly indebted to the Chief Officer, John Gloster, Staff Officers Jim 
Cosgrave and Anne O'Cuinneagain and Clerical Officer, Assumpta Linnane, all of 
whom have worked assiduously for the activities of the Board. 

Geoffrey J. Bourke, 
Chairman, 

May 1996. 
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CHAPTER 1 

Functions and Membership of Board 

Introduction 

1.1 The Postgraduate Medical and Dental Board publishes an "end of term.' report 
t o  coincide with the conclusion of the term of office of each cohort of Board 
members. This is the third such report to be published and is concerned 
principally with the activities of the Board , during the period mid November, 
1991 to mid July, 1996. 

Establishment of Board 

1.2 Section 39 of the Medical Practitioners Act, 1978 provided for the establishment 
of a body known as the Postgraduate Medical and Dental Board. The Board 
was established with effect from 7 March, 1980 and replaced a former non
statutory Council for Postgraduate Medical and Dental Education. 

Functions 

1.3 The Board's statutory functions are defined in section 40 of the Medical 
Practitioners Act, 1978 as follows: -

(a) to  promote the development of postgraduate medical and dental 
education and training and to  co-ordinate such developments; 

(b) to advise the Minister, after consultation with the bodies specified in 
sections 9(1) (a), 9(1) (b), 9(1) (c), 9(1) (d) and 9(1) (e) of this Act, and 
with such other bodies as the Board may consider appropriate, on all 
matters, including financial matters, relating to the development and 
co-ordination of postgraduate medical and dental education and training; 

(c) to provide career guidance for registered medical practitioners and 
registered dentists. 

Membership 

1.4 The Medical Practitioners Act, 1978 provides that the Board shall consist of 
twenty-five members appointed by the Minister for Health, of whom each shall 
be a person having practical experience or special knowledge of the matters 
relating to the functions of the Board and not less than twenty shall either be 
registered medical practitioners or registered dentists. 



The Act also provides that the Minister for Health shall, before making 
appointments to  the Board, consult with the Medical Council, the Dental 
Council, University College, Cork, University College, Dublin, University 
College, Galway, University of Dublin, the Royal College of Surgeons in 
Ireland, the Royal College of Physicians of Ireland, a body or bodies, as in 
his opinion represent psychiatry, a body or bodies, as in his opinion 
represent general medical practice, any body recognised by the Medical Council 
pursuant to section 38(3) of the Act (i.e. any body recognised by the Medical 
Council for the purpose of granting evidence of satisfactory completion of 
specialist training), and with any organisation which in the Minister's opinion 
represents, in the State, registered medical practitioners or registered 
dentists. 

The first appointment of members was for the five year period to  6 March, 1985. 
The second appointment of members was for the five year period to 31 May, 
1990. 

In November, 1991 the following persons were appointed by the Minister for 
Health to  be members of the Board for the period ending on 16 July, 1996. 

Dr. D. Bonar, Millers Field, Meenmore, Dungloe, Co. Donegal 

Professor J. Bonnar, TCD Department of Obstetrics and Gynaecology, Trinity 
Centre for Health Sciences, St. James's Hospital, James's Street, Dublin 8 

Professor G. Bourke, Department of Public Health Medicine and 
Epidemiology, University College, Earlsfort Terrace, Dublin 2 

Mr. F. Brady, Lowell House, Herbert Avenue, Merrion Road, Dublin 4 

Dr. N. Brennan, Mercy Hospital, Grenville Place, Cork 

Mr. Hy Browne, Royal College of Surgeons in Ireland, St. Stephen's Green, 
Dublin 2 

Dr. J. Buttimer, Deputy Chief Medical Officer, Department of Health, 
Hawkins House, Hawkins Street, Dublin 2 

Professor J. Flynn, Department of Bacteriology, University College Hospital, 
Galway 

Dr. P.J. Henry, Gorse Hill, Ballyweelin, Rosses Point, Co. Sligo 

Professor H. Hoey, National Childrens Hospital, Harcourt Street, Dublin 2 

Dr. G.D. Hurley,* Meath Hospital, Heytesbury Street, Dublin 8 
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Professor W. Kirwan, Department of Surgery, Cork University Hospital, 
Wilton, Cork 

Dr. A. Loftus, Mater Hospital, Eccles Street, Dublin 7 

Dr. C.S. Macnamara, Chatsfort, Newtown, Waterford 

Dr. J. Maguire, St. Brigid's Hospital, Ardee, Co. Louth 

Dr. E. McDwyer, Farnham Close, Farnham Street, Cavan 

Dr. M. Milner, Rotunda Hospital, Parnell Street, Dublin 1 

Professor D.C. Moriarty, Mater Hospital, Eccles Street, Dublin 7 

Mr. C. O'Brien, Dental School and Hospital, Wilton, Cork 

Dr. S. O'Hickey,* Chief Dental Officer, Department of Health, Hawkins 
House, Hawkins Street, Dublin 2 

Mr. M. O'Keefe, Mater Hospital, Eccles Street, Dublin 7 

Mr. D. O'Shea, Chief Executive Officer, North-Western Health Board, 
Manorhamilton, Co. Leitrim 

Mr. B. Phelan, Department of Health, Hawkins House, Hawkins Street, 
Dublin 2 

Professor D. Shanley, Dublin Dental School and Hospital, Lincoln Place, Dublin 
2 

Mr. T. Whyte, Secretary/Manager, Portiuncula Hospital, Ballinasloe, Co. 
Galway 

( outgoing member, re-appointed for a further term of office). 

1.7 There has been just one change in the membership of the Board during the 
period under review. Dr. A. Loftus resigned in September, 1992 and was 
replaced by Dr. D. Osthoff, Caladh an Chnoic, Cashel, Connemara, Co. Galway. 
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Chairman and Vice-Chairman 

1.8 At their first meeting in January, 1992 the new Board members appointed 
Professor G. Bourke and Mr. F. Brady to be Chairman and Vice-Chairman 
respectively. 

Staffing 

1.9 Chief Officer: Mr. J. Gloster 
Staff Officers: Mr. J. Cosgrave and Mrs. A. 0 Cuinneagain 

Clerical Officer: Ms. A. Linnane. 

Meetings 

1.10 During the period covered by this report the Board held 24 meetings. In 
addition there were many committee meetings -mainly concerned with finance 
and with dentistry and also dealing with training structures and the Board's 
survey of NCHD views on postgraduate training and career counselling. 
Representatives of the Board also met with representatives of the Department of 
Health, Training Bodies and the Irish Medical Organisation. 

Board's representatives on or nominees to other Bodies 

1.11 The Board is represented by or has nominated the following persons to the 
Bodies listed: 

RCPI Sub-Committee on General Professional Training: Dr. N. Brennan. 

CMO's Forum on Specialist Training in Europe: Professor G. Bourke and 
Mr. J. Gloster 

Collaborative Study Group on Medical Manpower in Acute Hospitals: 
Professor D. Moriarty, Dr. C. Macnamara, Dr. M. Milner and Mr. J. Gloster 

Steering Committees of the General Practitioner Vocational Training 
Schemes in Dublin, the Midlands and in the South-East: Mr. J. Gloster 
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CHAPTER 2 

Promotion and Co-ordination of Postgraduate Medical Education 

PROGRAMMED TRAINING 

Recognition of Professional Bodies 

2.1 For the purpose of its functions under the Medical Practitioners Act, 1978 the 
Postgraduate Medical and Dental Board has recognised the following nine 
main Irish professional bodies as filling major roles in programmed training 
for doctors:-

(i) The Faculty of Anaesthetists of the Royal College of Surgeons 
in Ireland; 

(ii) The Irish College of General Practitioners; 

(iii) The Irish Committee on Higher Medical Training; 

(iv) The Institute of Obstetricians and Gynaecologists of the Royal 
College of Physicians of Ireland; 

(v) The Faculty of Pathology of the Royal College of Physicians of 
Ireland; 

(vi) The Irish Psychiatric Training Committee; 

(vii) The Faculty of Radiologists of the Royal College of Surgeons in 
Ireland; 

(viii) The Irish Surgical Postgraduate Training Committee; 

(ix) A Committee of the Royal College of Physicians of Ireland, which 
deals with general professional training in Medicine. 

GENERAL APPROACH OF THE BOARD 

2.2 The general approach adopted by the Postgraduate Medical and Dental 
Board could be summarised as follows:-

(a) Programmed training is under the immediate guidance of the 
recognised professional bodies; 
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(b) The laying down of criteria and standards for training is the 
responsibility of the professional bodies (subject to  the powers of the 
Medical Council as defined in section 35 of the Medical Practitioners 
Act, 1978); 

(c) The professional bodies are responsible for the general organisation 
and monitoring of training; 

(d) While responsibilities as at (a), (b) and (c) are regarded as lying 
primarily with the professional bodies their authority cannot be 
absolute. The Board to  fulfil its functions, has to  exercise a general 
supervision of the development and co-ordination of postgraduate 
education and, with its overall view of the situation, it has the right 
to  question and make suggestions regarding the existence of 
adequate programmes and their implementation; 

(e) While the Board has responsibilities as at (d) it desires to  interfere as 
little as possible with the professional bodies and its aim is to  help 
and encourage them to  carry out the functions set out at (a), (b) 
and (c) and in co-operation with them to  seek ways and means of 
bringing about changes and improvements considered desirable; 

(f) The Board deals only with the main professional bodies -it does not 
deal directly with regional training committees or with committees 
concerned with sub-divisions of specialties. 

GENERAL PATTERN OF POSTGRADUATE TRAINING 

2.3 The broad pattern of postgraduate training as it has evolved or is in this 
country is set out in summary form in the following paragraphs. 

(a) Intern Posts 

Irish graduates are required to obtain provisional registration and 
to  serve for twelve months as interns in approved intern posts before 
they are eligible to apply for full registration as medical 
practitioners. The Medical Council has issued the following 
statement in relation to the intern year: 

"The Medical Council reaffirms that the period of provisional 
registration should last twelve months, consisting of six 
months general experience in medicine and six months 
general experience in surgery. Experience of medical 
and surgical emergencies must be included. The Council 
affirms that this year is a continuing educational 
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experience, and it has the statutory responsibility of reviewing 
the duration and content at regular intervals. 

Experience in specialised units must be gained in a general 
hospital. Experience in Obstetrics should not form part of 
the Intern year. 

The Council emphasises that great care should be taken t o  
ensure that interns are not allowed to  undertake duties and 
responsibilities for which, by reason of their inexperience, they 
are unsuited. 

Interns should live in residential accommodation provided 
by the hospital." 

All intern posts must be in hospitals and posts approved by the 
Medical Council. The Medical School which awarded the primary 
qualification will on satisfactory completion of the intern year, grant 
a Certificate of Experience. This enables an application to be made 
for full registration. 

Appointments to intern posts usually start in July each year with 
further appointments (e.g. rotation) in January. Most posts are 
filled through matching schemes operated jointly by the medical 
schools and their associated teaching hospitals. Some posts are 
filled following advertisement in the national newspapers. 

Training in Specialties other than General Practice 

Following the intern year training is divided into two periods - a 
preliminary period and an advanced period, usually referred to  as 
general professional training and higher specialist training. The 
general pattern is a three year period of general professional training, 
followed by three to five years of higher specialist training. 

The aim of all programmes of training is to bring the trainee to  the 
stage of accreditation - that is the stage where the appropriate 
professional body certifies that the trainee has satisfactorily 
completed a full and approved course of training. If a specialist 
register is established the trainee will be entitled at this stage to  
have his/her name entered on the register. 

There are seven divisions of the specialties - Anaesthetics, 
Medicine, Obstetrics and Gynaecology, Pathology, Psychiatry, 
Radiology and Surgery. There are several major sub-divisions in 
some of these specialties - (30 in medicine, 4 in obstetrics and 
gynaecology, 5 in pathology, 6 in psychiatry, 2 in radiology and 9 in 
surgery) so that there are over 50 specialties or sub-specialties 
in all. 
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There are Joint Committees representing Ireland, England and 
Wales, Scotland and Northern Ireland in all specialties except 
Obstetrics and Gynaecology, Pathology and Radiology. In the case 
of the last three named specialties while there are no Joint 
Committees between Ireland and the UK there is a considerable 
degree of co-operation between the training bodies in each 
country. 

For general professional training the programme is laid down by the 
relevant Royal College or other appropriate Irish training body. In 
the case of higher specialist training the programme is laid down by 
the Irish training body concerned and by the Joint Committee where 
such exists. Similar arrangements apply in relation to  the 
recognition of posts for training purposes and information in this 
regard is given in Appendix 1 and the principal career structures 
are shown in Appendix 2. 

(c) Training in General Practice 

Criteria for training in general practice are determined by the Irish 
College of General Practitioners. The College recommends that 
vocational training for general practice is undertaken for at least 
three years, after completion of the intern year, in hospital and 
general practice posts approved for the purpose. 

GENERAL PROFESSIONAL TRAINING 

2.4 Non-consultant hospital doctor posts are recognised by the appropriate 
College or Faculty as suitable training posts both for those intending to  make 
a career in a particular specialty and for those aiming at a different branch of 
medicine for which the experience is valuable. One such post may thus be 
suitable for training for a number of branches of medicine. For example a 
house officer post in paediatrics might be accepted towards accreditation 
in general medicine, in psychiatry and in paediatrics and could also form 
part of a rotation in a vocational training scheme in general practice. This 
means that a doctor need not necessarily decide on his or her future career as 
soon as he or she is on the medical register. However, if this decision is 
delayed for too long, it may well mean that in the end it may take longer than 
the minimum time to be accredited in a particular specialty. 

The training period immediately post-registration includes, in the main 
experience in such posts, or in posts recognised specifically for the 
appropriate higher qualification where this is required before higher 
professional training can begin. 
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SUGGESTED GENERAL PROFESSIONAL TRAINING REQUIREMENTS 
LEADING TO HIGHER TRAINING PROGRAMMES 

In the medical specialties general professional training occupies a period of 
not less than two years after full registration provided the MRCPI or  
equivalent is obtained during that period. The Royal College of Physicians of 
Ireland requires that the training should be obtained in posts approved for the 
purpose, but does not lay down rigid regulations for the training of medical 
specialists. For example a proportion of the time may be spent in general 
practice, research. It recognises that the non-consultant doctors may spend 
all or much of their time in their chosen branch of medicine, or alternatively 
may explore several branches, but that in any case physicians should not 
specialise in one of the special areas of medicine until they have demonstrated 
their competence in medicine by obtaining the Membership of the Royal 
College of Physicians of Ireland (MRCPI). In paediatrics general professional 
training should be primarily a training in the general medicine of children and 
adults and should normally occupy two or three years after completion of the 
intern year. This training should be in approved posts giving broad 
experience of hospital medicine including emergency work. It must include 
a post of at least six months duration in a children's hospital or 
children's department of a general hospital. 

Up to recently the Royal College of Surgeons in Ireland required for its 
Fellowship Examination a total of four years experience after graduation (e.g. 
M.B.) including the intern year. A substantial part of this experience must 
have been spent in posts approved specifically for this purpose by the College 
and a list of approved hospitals is available. Fellowship requirements as 
regards training must have been completed before Higher Surgical Training 
could commence. It was not necessary to have passed the Final Fellowship 
Examination before starting Higher Surgical Training. To be accredited, 
however, at the end ofHigher Surgical Training the Fellowship of one of the 
Royal Colleges of Surgeons was required. Of the training period (3-5 
years) required for Higher Surgical Training in the specialties of surgery, 
six to  twelve months, depending on the specialty may be spent in a University 
Department or in another approved centre working in one of the Basic 
Sciences or in research relevant to the specialty. 

The Royal Surgical Colleges of Great Britain and Ireland have recently 
. reviewed the structure and procedures for Basic Surgical Training (BST) and 
Examinations (BSTE) and have agreed on a number of reforms of the 
syllabus, training requirements, eligibility criteria for the BSTE, format and 
conduct of the examinations, assessment of trainees and training posts and the 
log book. These reforms are being introduced with the following objectives: 

• to shorten Basic Surgical Training 

• to make the training more relevant to modern requirements 
• to link the examinations more meaningfully with training. 
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The minimum duration of Basic Surgical Training will be two years and the 
disciplines covered are chosen to  provide training in basic surgery such that 
those who successfully complete it and the examination will be well suited to  
compete for a Higher Surgical Training post. The award of Associate 
Fellowship of the Royal College of Surgeons in Ireland (AFRCS1) on 
successful completion of BSTE signals that the trainee is at an intermediate 
stage in training. The FRCSI will be awarded to candidates successful in the 
Specialty Intercollegiate Examination towards the end of Higher Surgical 
Training. The new arrangements apply to  all those commencing BST on or 
after July 1st 1996. Those who started BST before July 1st 1996 will be given 
the opportunity to complete the FRCSI examination under the old system. 
Full details are available from the Royal College of Surgeons in Ireland. 

The Institute of Obstetricians and Gynaecologists of the Royal College of 
Physicians of Ireland requires that one of the three years should be devoted to  
a branch of clinical medicine other than obstetrics and gynaecology, or to  
supervised experience or research in disciplines such as anatomy, bio
chemistry, pathology or physiology. 

The Faculty of Radiologists requires that candidates should have at least one 
year's clinical experience after full registration before entering general 
professional training in radiology which consists of a three year course in a 
recognised hospital. 

The Fellowship of the Faculty of Anaesthetists is awarded to candidates who 
have completed 30 months training in an approved scheme/hospitals. 

The Royal College of Pathologists strongly recommends that aspiring 
pathologists be encouraged to spend six months to a year in hospital 
appointments in an appropriate clinical specialty, such as metabolic diseases, 
before starting their training in pathology. Training must be undertaken 
in recognised laboratories. Additional experience in clinical work or in 
related basic sciences may also be accepted for part of this training period. 
Trainees intending to  specialise in haematology, however, should spend 
one of the three years in an appointment in general medicine. The Faculty of 
Pathology of the Royal College of Physicians of Ireland is the Irish body 
recognised by the Postgraduate Medical and Dental Board and it works 
closely with the Royal College of Pathologists. The requirements for 
training in Pathology in Ireland are being reviewed at present and up to  
date details can be obtained from the Faculty of Pathology. 

General professional training in psychiatry lasts three years and comprises two 
components, namely in-service training in hospitals or units approved by the 
Irish Psychiatric Training Committee and a didactic day-release programme 
organised on a regional basis by the regional committees of the 
Training Committee. Much of the general professional training period 
should involve the supervised experience of the assessment and management 
of patients of all ages suffering from disorders representative of the whole 
range of psychiatric practice. The in-service programme involves rotation 
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through the various modules of general psychiatry and the specialties of child 
and adolescent psychiatry, psychiatry of old age, mental handicap and forensic 
psychiatry. Provision must also be made for training in psychotherapy. 
Provision is made for trainees, who have sought prior approval, to spend part 
of their general professional training in other fields of medicine including 
research. 

The general professional training required for Public Health Medicine 
conforms to the recommendations of the committee of the Royal College of 
Physicians of Ireland which has been nominated to control General 
Professional Training in Medicine in Ireland. It is recommended that this 
period of training should last at least three years following completion of the 
intern year with a minimum of two years spent in clinical medicine posts. 
Recognition for six months is given for undertaking a degree course in public 
health medicine. Experience in public health medicine is not mandatory for 
entry to Higher Specialist Training but candidates must have passed Part I of 
the Membership of the Faculty of Public Health Medicine of the Royal 
College of Physicians of Ireland. . . . - .  

The Faculty of Occupational Medicine requires candidates for the 
Membership examination to have spent two years in training posts approved 
by the Faculty following completion of general professional training. 
Candidates are also required to have undertaken a course in occupational 
medicine approved by the Faculty. The question of specialist accreditation is 
currently under discussion. 

TRAINING IN GENERAL PRACTICE 

2.6 As already mentioned the Irish College of General Practitioners recommends 
that vocational training for general practice is undertaken for at least 
three years, after completion of the intern year, in hospital and general 
practice posts approved for the purpose. The training generally consists of 2 
years rotating through suitable hospital SHO posts and 1 year attached to a 
recognised training practice. During the 3 years, trainees are expected to 
attend a weekly academic release course. 

As and from 1 January, 1995 it is an essential requirement for entry to  the 
General Medical Services Scheme for doctors to: 

(i) have graduated from a recognised vocational training scheme, 
or 

(ii) possess acquired rights under EU Council Directive 93/16. 

Doctors who have not been vocationally trained but who were contract 
holders as at 31 December, 1994 under the Agreement to provide services 
under the GMS Scheme possess acquired rights under the Directive. This 
definition includes assistants formally appointed by the relevant health 
board before 31 December, 1994. 
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The Department of Health indicated in December, 1994 that the following 
registered medical practitioners also possess acquired rights under the 
Directive 

those who would meet the then existing* entry requirements 
for appointment to a GMS post by 31 December, 1994 and 

those who will complete, before 30 June, 1997, a self-structured 
training programme in general practice recognised by the Irish 
College of General Practitioners and accepted by the Medical 
Council which has commenced before 31 December, 1994. 
[Practitioners intending to seek recognition for a self-structured 
training programme were required to notify the Medical Council 
before 28 February, 1995], 

*tln December, 1994 the minimum experience for entry to the General 
Medical Service ('Choice of Doctor Scheme') for doctors who 
commenced full-time general practice after 1 July, 1982 was two years 
experience subsequent to full registration in the Medical Register. It was 
specified that the required experience would comprise: -

(i) Six months experience in full-time General Practice. While it 
would be expected that this would be in an established practice it 
was recognised that this may not in all cases be possible. The 
six months experience need not have been continuous but must 
have been in full-time general practice. Experience gained 
in short term locums, in a locum bureau or in employment 
otherwise than as a full-time general practitioner would 
not be reckonable towards the aggregate of the six months. 

(ii) Periods of six months hospital experience in each of any three of 
the following specialties (or three months in the case of 
participants in a recognised Vocational Training Scheme): 
Accident and Emergency Medicine or General Surgery, 
General Medicine, Geriatric Medicine, Obstetrics and/or 
Gynaecology, Paediatrics, Psychiatry. (At least six months 
hospital experience in either General Medicine or Paediatrics was 
obligatory)]. 

SELECTION PROCEDURES FOR GENERAL PROFESSIONAL TRAINING 
POSTS 

2.7 The selection procedures for entry into general professional training vary 
between the specialties. In some cases there is a strong input in the 
procedure from the training body concerned whereas in some other specialties 
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the training body is not so involved. In the following paragraphs there is a 
summary of the position. 

Medicine, Obstetrics/Gynaecology, Pathology 

In the case of these specialties the training bodies are not involved in the 
selection of trainees at general professional level - such selection is carried out 
by the hospital authorities in whose hospitals the training posts exist. 

Anaesthetics 

There are three regional training committees. These Committees set up the 
selection boards (representative of the Committee, medical schools and 
hospital authorities) to select and recommend trainees for appointment to  the 
hospital authorities in whose hospitals the training posts exist. 

Psychiatry 

Doctors are recruited at house officer/or registrar level by the hospital 
authorities as vacancies arise in the normal course. Within a year of their 
appointment these doctors are assessed by the appropriate regional training 
committee as to whether they are suitable/ready to be admitted to the general 
professional training programme. 

Radiology 

An intake of trainees takes place each year. The trainees are selected by the 
training body on which the training hospitals concerned are represented. 

Surgery 

About 33 doctors are recaiited annually into the Pre-Fellowship Clinical 
Training Schemes in General Surgery and Specialties. The trainees are 
recruited by the Regional Committees of the Training Committee in the case 
of the Eastern and Western schemes, by the Department of Surgery, UCC 
in co-operation with the Southern Health Board and voluntary hospital 
authorities in the case of the Southern scheme, and by the Mid-Western 
Health Board in the case of the scheme in the Mid-West. 

There is also a Pre-Fellowship Training Scheme in Otorhinolaryngology. 
Selection to this scheme is made by the Training Committee concerned. 
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TRAINING PROGRAMMES IN GENERAL PRACTICE 

2.8 There are at present 10 Vocational Training Programmes in General Practice -
Cork, Dublin (2 programmes), Galway, Letterkenny, Midlands, Mid-West, 
North-East, Sligo and the South-East. The annual intake to the schemes is 
about 55 and the trainees are selected by the Training Committees following 
advertisement and competition. 

SELECTION PROCEDURES FOR SENIOR REGISTRAR POSTS 

2.9 As in the case of general professional training the selection procedures for 
appointment to senior registrar posts vary as between specialties. In the 
case of anaesthetics, psychiatry, surgery and medical specialties the posts are 
advertised by the training bodies whereas in the case of 
obstetrics/gynaecology the hospitals in which the vacancies occur issue the 
advertisements. 

HIGHER SPECIALIST TRAINING 

2.10 Higher Training in anaesthetics, the surgical specialties, obstetrics/ 
gynaecology, psychiatry and medicine is usually obtained in the grade of 
Senior Registrar. The length of higher training varies as between specialties 
e.g. a minimum of three years in anaesthetics and public health medicine, three 
t o  five in the surgical specialties and four years in medicine and 
psychiatry. In the medical specialties higher training may begin in an 
approved post as a registrar but will normally be completed at the level of 
senior registrar. Posts of senior registrar in pathology and radiology have 
not been created and higher specialist training in those specialties takes 
place in registrar posts designated/approved for such training. 

The number of senior registrar posts is regulated by Comhairle na nOspideal. 
However, while the Comhairle approves the number of posts at this level 
which may be filled the provision of finance to  fund the posts is ultimately a 
matter for the Department of Health. In some disciplines, notably medicine, 
only a small proportion of the approved posts have been funded t o  date. This 
means that, currently, higher training in the medical specialties is in reality 
taking place at registrar level in approved posts. Further details are given in 
Appendix 3. 

The stated object of the Comhairle is to align in a flexible manner the intake 
of trainees to the Senior Registrar grade with the anticipated need for 
consultants. The intention is to avoid the over-production of highly-trained 
personnel for whom there might not be outlets either in this country or 
abroad. 

21 



Every post occupied by a senior registrar must be approved by the 
appropriate Higher Training Committee, College or Faculty as suitable 
for leading to  accreditation of the holder. 

The organisation of higher specialist training programmes is still evolving. 
Whereas in some disciplines all approved senior registrar posts are funded 
and filled, in other specialties only a small proportion of the posts have been 
so funded or filled, and in some specialties senior registrar training 
programmes have yet to be developed. Persons seeking more information in 
this area are advised to  contact the appropriate training body. The issue is 
discussed in some greater detail in paragraph 2.13 of this Report. 

ACCREDITATION 

2.11 Some Higher Training Committees and their equivalent bodies in other 
colleges issue certificates of accreditation to those doctors who have 
satisfactorily completed a programme of training. 

It is important to realise that higher professional training can be flexible and 
accreditation can be granted to doctors who choose an alternative but suitable 
pathway e.g. training in the USA; in research medicine. If accreditation is 
the goal it would be wise for the doctor in training to check with the 
appropriate Higher Training Body before embarking upon such a programme. 
Up to now in Ireland and in the UK accreditation has not been mandatory 
for appointment to  a consultant post. From the beginning of 1997 it will 
be a legal requirement for all doctors to be on the (UK] GMC's new Specialist 
Register before they can take up a consultant appointment in the UK. 

The Board favours the introduction of a Specialist Register in Ireland. The 
maintenance of such a register would, of course under existing legislation be 
a matter for the Medical Council. That Council has established a special 
Committee to advise it on the matter. The precise role and function of the 
training bodies and of the Postgraduate Medical and Dental Board as regards 
certification of completion of specialist training is a matter for consideration 
and determination. In the Board's view these matters cannot be divorced from 
reforms which it feels are necessary in the delivery and co-ordination of Irish 
postgraduate medical training - see paragraph 2.18 and Appendix 6. 

OUTLINE OF BOARD'S ACTIVITIES IN RELATION TO PROGRAMMED 
TRAINING 

2.12 In this paragraph the activities undertaken by, and the issues raised by, the 
Postgraduate Medical and Dental Board in relation to programmed training 
are outlined and summarised:-
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provides financial assistance to  the professional bodies in their exercise, 
as national bodies, of a general control over programmed training (see 
Chapter 6), 

wrote on a number of occasions to  the Department of Health, health 
boards and hospital authorities indicating that structured training 
posts and schemes (including facilities for attendance at courses) must 
be preserved if organised postgraduate education is to  survive without 
severe disruption or without being seriously jeopardised, 

provides an administrative service for the Irish Psychiatric Training 
Committee and in addition provides secretarial services for the Dublin 
Regional Vocational Training Scheme for General Practice, 

circulated, for consideration by training bodies, employing authorities 
and other interested agencies the report of the Board's 1990 
conference on the theme 'Clinicians and the Management Process', 

circulated, for information and consideration by training bodies, 
employing authorities and other interested agencies two reports on the 
general theme of 'Creating a better learning environment in hospitals' 
which were published by the (UK) Standing Committee on 
Postgraduate Medical and Dental Education, 

the Board is one of the participating organisations, with the 
Department of Health and Comhairle na nOspideal in a 
collaborative study on medical manpower in acute hospitals, 

asked the postgraduate training bodies to consider and report on the 
implications for them of the [Tierney] Discussion Document on Medical 
Manpower in Acute Hospitals and of the April, 1993 report of the UK 
Working Group on Specialist Medical Training entitled "Hospital 
Doctors: Training for the Future" [the Caiman Report] 

submitted views and recommendations to  the Department of Health on 
how best the issues raised in the [Tierney] Discussion Document on 
Medical Manpower in Acute Hospitals and of the April, 1993 report of 
the UK Working Group on Specialist Medical Training entitled 
"Hospital Doctors: Training for the Future" [the Caiman Report] could 
be acted upon - see paragraph 7.25 

representatives of the Board met with representatives of the Royal 
College of Physicians of Ireland to discuss a range of issues 
relating to the organisation of general professional training in medicine 
and in particular proposals for the establishment of posts of 
"Postgraduate Dean in Internal Medicine and its Sub-Specialties", 

adopted and submitted to the Department of Health a report prepared 
by a Task Force* it had established to draw up proposals to  reorganise 

2 3  



postgraduate training in the medical specialties - see Appendix 3, *[The 
membership of this Task Force consisted of representatives of the Royal 
College of Physicians of Ireland and of the Postgraduate Medical and 
Dental Board], 

sought and obtained from the Department of Health funds so as t o  
enable the Irish Psychiatric Training Committee to  establish its national 
higher training scheme, 

agreed to provide financial support for the steps being taken by the 
Faculty of Paediatrics to establish a higher training programme, 

asked the Irish Surgical Postgraduate Training Committee t o  consider 
and report to it on a number of issues concerning the higher training 
scheme in general surgery; included among those issues were (i) the 
need for rotations, (ii) the geographic spread of the higher training 
posts in the specialty and (iii) the fact that there were-no females 
among the then cohort of senior registrars, 

reached agreement with the Institute of Obstetricians and 
Gynaecologists, Masters of the Dublin Maternity Hospitals and 
representatives of the Departments of Obstetrics and Gynaecology 
in Cork and Galway, on a range of issues relating to the organisation of 
higher training, particularly rotations and selection procedures, 

participated in discussions between the NHS Executive in the UK and 
various Irish bodies (including the Department of Health, the Medical 
Council, RCPI, RCSI) for the purpose of seeking to  have put aside a 
decision taken by the [UK] General Medical Council that 
postgraduate qualifications granted outside the UK would not be 
registrable in the UK if awarded after 31 December, 1996, 

identified a number of key issues which it would need to have 
addressed in any deliberations leading to the development-of a 
policy on the establishment of postgraduate medical schools, 

submitted views to the Department of Health on (i) changes 
considered desirable in the Medical Practitioners Act, 1978 (ii) 
Government decision on the re-organisation of the Health Services and 
(iii) Green Paper on Mental Health, 

continued contacts with the Department of Health on the feasibility 
of introducing a National Matching Scheme for NCHD appointments, 

continued to urge that senior registrar posts be funded and filled, 

conducted surveys of NCHD staffing as at 1 October, 1992 and 1994, 
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conducted surveys of immediate career intentions of interns in post in 
1992-4, 

conducted in 1995, with the aid of the Faculty of Public Health 
Medicine, a survey of Registrar and House Officer career aspirations 
and views on postgraduate training, 

welcomed the publication by the Minister for Health of the 
document "Shaping a Healthier Future: A Strategy for Effective 
Health Care in the 90s"; particularly welcomed the references in that 
document to  clinical audit, the development of human resources, 
medical manpower, postgraduate medical and dental training and 
education, 

the Board is one of the participating organisations in the Forum on 
Specialist Training in the European Union, 

noted the increased costs being incurred by Irish training bodies arising 
from a greater involvement in UEMS Specialist Sections and European 
Boards and sought additional funding from the Department of Health to  
enable it to increase its contribution towards the costs involved, 

provided advice and guidance to  groups of doctors in the North-
East and South-East on the preparation of proposals for the 
establishment of general practice vocational training schemes in those 
areas, 

the Board's Chief Officer is a member of the Steering Committees of the 
Dublin Regional, Midland and South Eastern Training Programmes in 
General Practice, 

provided financial assistance towards the ongoing costs of the Royal 
College of Surgeons in Ireland Vocational Training Scheme for General 
Practice, 

provided financial assistance to the Royal College of Surgeons in 
Ireland (RCSI) to help defray some of the costs incurred by the RCSI in 
organising management courses for senior registrars, 

provided financial assistance to the RCSI to help in the funding of the 
Diploma Course in Management for Medical Doctors which is 
organised under the aegis of the RCSI and the Institute of Public 
Administration, 

provided financial support to the UCD-based Diploma Course in 
Healthcare Risk Management, 

provided, as a special measure, financial assistance to  the Faculty 
of Pathology towards the costs incurred by it in subsidising the costs of 
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its higher specialist trainees who attend courses in the UK specifically 
orientated towards the final MRCPath. examination, 

provided financial assistance to the Faculty of Occupational 
Medicine to help fund the appointment of its Tutor/Co-ordinator for a 
Common Core Course in Occupational Safety and Health, 

provided financial assistance towards the Faculty of Anaesthetists being 
represented at International Conferences of English-speaking Faculties 
and Boards of Anaesthesia, 

provided financial assistance towards the costs incurred by the Faculty 
of Public Health Medicine in subsidising the expenses incurred by its 
trainees undertaking training at Communicable Disease Surveillance 
Centres in the UK, 

provided financial assistance to health boards, voluntary hospitals 
and postgraduate centres to purchase teaching resources. 

provided a grant to the Co-ordinator of Postgraduate Medical 
Education in the West so that University College Hospital, Galway 
could become a reception site for the medical satellite broadcasting 
service EuroTransMed, 

agreed to  provide some funding to the Irish Endocrine Society should 
the Society incur a deficit in the organisation of a meeting in March, 
1996 on "Atherosclerosis and Diabetes"; the meeting formed part of 
the programme of activities during the bi-centenary of the birth of 
Robert Graves, 

contributed to the costs of distributing the educational video of the Sick 
Doctor Scheme, 

requested the Minister for Health to  consider providing some financial 
support to  the Irish Journal of Medical Science, 

agreed to  meet some of the deficit, if any, incurred by the Faculty of 
Radiologists in the organisation in 1993 of a symposium on 
Management and Audit. 

SENIOR REGISTRARS 

2.13 As at 1 February, 1996 there was an approved establishment (i.e. approved by 
Comhairle na nOspideal) of 110 senior registrars. Details are given in Appendix 
4. 

Comhairle na nOspideal regulates the number and type of senior registrars to be 
appointed at any given time. The stated object of the Comhairle is to  align, in a 
flexible manner, the intake of trainees to the senior registrar grade with the 
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anticipated job opportunities for consultants. As will be seen from Appendix 4 
some 42 senior registrar posts have been approved in surgical specialties and 25 
have been approved in anaesthesia. Comhairle na nOspideal has approved 23 
senior registrar posts in psychiatric specialties. The Irish Psychiatric Training 
Committee has in its 1995 manpower report indicated that in its view that 
number should be increased to 35. 

The Postgraduate Medical and Dental Board has on many occasions drawn 
attention to the most unsatisfactory situation which has arisen in relation to 
senior registrar posts, or more accurately the lack of them in the medical 
specialties. Where senior registrar posts are not funded and filled it is difficult 
to distinguish, from a manpower point of view, between general 
professional and higher specialist training. This in turn means that the 
identification of the number of higher training positions/programmes 
becomes increasingly complicated and well-nigh impossible. This has 
implications for manpower planning and makes career guidance extremely 
difficult. It can also be said that it can place an onus on consultant selection 
boards of de facto accrediting specialist training and this function was 
never intended for them nor were they geared for it. Furthermore there is the 
possibility that doctors in training in this country may be placed at a 
disadvantage when competing with other doctors who have trained abroad, 
particularly in the UK, where senior registrar posts (or their equivalent) are 
much more numerous and funded. 

It is disappointing that so little has changed over the past five years in relation 
to  the funding and filling of senior registrar posts in the medical specialties. If 
progress is to be made there is a clear need for the issues involved to be 
addressed with renewed commitment and vigour. The principal responsibility 
in this regard must rest with the training body concerned, namely the Irish 
Committee on Higher Medical Training (ICHMT). The ICHMT should 
undertake a thorough review and identify the means open to it, in the light of 
circumstances prevailing now, to have additional posts at senior registrar 
level filled. The steps identified by the Board in 1985 as being essential if 
programmes for higher specialist training in Ireland are to survive and be 
effective remain as valid today as when they were first written -those steps 
were :-

Training Bodies and centres which are concerned with medical education 
must realise that some of the current NCHD complement will have to 
be replaced by senior registrars. 
Selection boards for consultant appointments must, normally, only 
consider applicants who have been accredited by Training Bodies, or 
who have reached standards which have been acceptable to these bodies. 
To do otherwise is to undermine the training programmes. 

Selection boards must recommend for appointment personnel whose 
training is appropriate to the advertised position -this is particularly 
important as far as "generalist" posts are concerned. 
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It is extremely important that the training authorities seek to  facilitate in 
every possible way the introduction of our senior registrars into 
suitable finishing programmes overseas. 

The Board has previously asked the Department of Health to  consider the 
possibility of introducing a scheme of disturbance allowances for doctors 
undergoing part of their higher specialist training abroad and wishes now to  
repeat the request. It is essential that the training bodies take an active role in 
seeking out suitable training opportunities abroad - in order t o  ensure 
satisfactory standards and to clear the way for the appointment of Irish trainees. 

Part-time Training and Job-sharing 

2.14 The topic of part-time (including job-sharing) training in medicine is dealt 
with at some length in the Board's First and Second Reports. It is clear that it 
is possible to successfully train on a part-time basis in many specialties. It is 
also clear that there is a demand for such training arrangements although this 
demand has not been quantified. The Board adheres to the view expressed in 
its first and second reports that part-time and flexible training can best be 
provided in an organised framework where some person (or persons) has clear 
responsibilty for its organisation and where that person is sufficiently senior in 
status and knowledgeable to help resolve any difficulties which may arise. The 
training bodies have set out the criteria which they will accept as regards part-
time training. The Minister for Health has indicated that he will be prepared 
to consider proposals from employing authorities for shared appointments to  
non-consultant hospital doctor posts. It was acknowledged, in the Board's first 
report, that individual doctors, however, found it very difficult, to  obtain part-
time (or shared) training opportunities. The Board felt that the principal 
reason for this was because there was no organised framework and that the 
various steps which a young doctor has to take are first of all not well known 
and are in any event time consuming. The Board recommended that the 
following measures should be adopted as an initial step towards rectifying this 
position -

the organised profession should establish and maintain an up to  date 
register of doctors who are interested in training on a job-shared basis, 

the professional training bodies should nominate a person (or persons) to  
liaise with and advise young doctors interested in training on a part-
time basis with a view to helping such doctors with the processing of 
their applications, 

the employing authorities should jointly develop a protocol or procedure 
for dealing with applications for part-time or shared training 
arrangements and individually nominate persons to deal with such 
applications and to continue to be available to  liaise with successful 
applicants. 
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Most training bodies have nominated a person (or persons) to liaise with and 
advise young doctors interested in training on a part-time basis. All health 
boards and a number of voluntary hospitals have nominated persons to  provide 
advice t o  persons interested in applying for posts on a part-time basis. These 
panels should considerably aid young doctors interested in part-time or 
shared training arrangements. The Board would recommend that those 
training bodies which have not already done so should nominate persons t o  
provide advice and guidance in this area. It remains the Board's view that 
employing authorities should jointly develop a protocol or procedure for dealing 
with applications for part-time or shared training - the existence of such a 
protocol could help to  ensure that applications were dealt with systematically 
and efficiently. 

As indicated in the Board's earlier reports training on a part-time or 
shared basis can be done successfully. It needs careful organisation and 
monitoring. To pursue one's entire postgraduate training on a part-time basis 
would indeed be a truly formidable and daunting undertaking that few would 
recommend. It is probable that most people who would wish to train on a 
part-time basis would wish to do so for part of their postgraduate training. 
The full adoption of the measures recommended by the Board would greatly 
assist those who wished to process an application to pursue training other 
than on a wholetime basis. 

General Practice Vocational Training 

2.15 In its Second Report in May, 1990 the Board indicated that it had devoted more 
time in the previous five years considering issues relating to  general practice 
vocational training than to  any other single facet of programmed training. In 
1990 there were five recognised vocational training schemes for general practice 
in the country. The annual intake of trainees to those schemes was 28. It was 
widely acknowledged that this intake level was far below national requirements. 

The Board is pleased to  be able to report very significant progress since then. 
In the period 1991 to 1993 five additional training schemes were established and 
there is now an annual output of 55 trainees per year. The Board is pleased to  
have been instrumental in bringing about those developments. There will 
continue to  be a need to keep the numbers in training under review. Other 
issues relating to  general practice vocational training for the period immediately 
ahead concern the length of such training and the balance to be struck between 
the various component parts of that training. It has been recommended that 
the Irish College of General Practitioners should advocate the extension of 
vocational training to a minimum of four years. There is a need to  consider 
whether the balance between hospital based and the general practice based 
components of the training schemes should be altered. In general trainees 
currently spend two years in approved hospital posts together with one year in 
approved training practices. In an interim report in November, 1995 an ICGP 
Task Force recommended that consideration might be given to  "dividing the 
three year programme by reducing the hospital component and increasing the 
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GP component by six months". The Board will look forward to  receiving the 
considered views of the ICGP on this matter in due course. 

The Board continues to have "hands-on" experience in relation to the 
organisation and administration of General Practice Vocational Training. The 
Board funds half the costs of the Training Programme based on the RCSI and 
provides administrative and secretarial services for the Dublin Regional 
Vocational Training Programme. The Board's Chief Officer is a member of the 
Steering Committee of that latter scheme and is also a member of the Steering 
Committees of the Schemes based in the Midlands and South-Eastern Health 
Board areas. This year's trainee intakes to the 55 places on all 10 schemes 
were assigned to  the individual schemes through a matching scheme operated by 
the Board. The Board is also pleased that it was able t o  provide almost 
£31,000 in the past four years in grants to various general practice training 
schemes to purchase teaching resources such as audio visual equipment, videos, 
books. 

2.16 'Caiman Report' 

April, 1993 saw the publication of the Report of a UK Working Group on 
Specialist Medial Training "Hospital Doctors; Training For the Future". [The 
Caiman Report], The Working Group had been established in 1992 to consider 
the UK system of specialist medical training in the light of the E U  medical 
directive. 

Dr. Caiman summarised the main implications of the proposals in the Group's 
Report as follows: 

"(a) Clear definition of specialist training 

A clear definition of specialist training is proposed, with defined 
starting and finishing points, structured curricula and a range of 
fundamental principles, encompassing flexibility, choice, competition and 
assessment on merit, to be built into the new training programmes. The 
programmes will broadly subsume the present accreditation system and 
align specialist training in the UK with practice in continental Europe. 

(b) Reduction in length of specialist training 
The continued development of more structured and intensive training 
programmes will make it possible to complete training sooner, while 
ensuring that standards are maintained. The report also recommends that 
the registrar and senior registrar grades be combined, and that 
consideration be given to the introduction of a single training grade which 
would also incorporate the senior house officers grade. This would help 
to  avoid the lengthening of training which can occur because of delays in 
progressing from one grade to another. The reduction in the duration of 
training will help to lessen the inconsistency between the UK and other 
EC member states. 

30 



(c) Award of the certificate of completion of specialist training (CCST) 
and "CT" on medical register 

The arrangements recommend the award of the CCST thereby 
introducing a clearly defined end point to specialist training which the 
Group have determined begins immediately after full registration. This is 
necessary to meet the requirements of European law. The Group decided 
that the addition of the "CT" indicator to  the Medical Register should be 
on a voluntary basis only. Information about an individual's specialist 
qualifications would then be available to the general public via the 
Medical Register. 

(d) Changes in career structure 

The Group was strongly opposed to the creation of a new career grade 
junior to  consultant. Instead, members favoured a rapid increase in the 
number of consultants. Apart from leading to  improved services for 
patients, this increase would serve a dual purpose in the implementation of 
the Group's recommendations. Firstly it would help meet the need to 
replace the service contribution lost from doctors in training, as training 
programmes shorten and intensify. Secondly, it would also help avoid 
the problem of doctors who have been awarded the CCST being caught in 
the "gap" between completion of training and appointment to a consultant 
post. The effect would be to move towards more consultant-based 
hospital services. 

(e) Implementation 

The Group considered that the main body of its recommendations could 
be implemented within a period of 2-3 years of being accepted." 

2.17 Implementation of the Caiman Report in the UK 

Specialist training programmes: Registrar and senior registrar grades are to 
be replaced by the new Specialist Registrar grade. The new grade was 
introduced in two specialties (general surgery and diagnostic radiology) in 
December 1995. From April 1996 on it will begin to be introduced for all 
specialties. 

UK medical Royal Colleges have now available for publication the curricula for 
all the hospital specialties which include details of: 

• the length of training required; 

• the skills, competence and experience which the trainee must acquire; 

• the entry requirements to begin specialist training in the Specialist 
Registrar grade; and 
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• the assessment requirements before the trainee can successfully complete 
specialist training in order to obtain the Certificate of Completion of 
Specialist Training (CCST). 

Completion of training: A Certificate of Completion of Specialist Training 
(CSST) will be awarded on the basis of recommendations by the medical Royal 
Colleges t o  those doctors who have successfully completed a specialist training 
programme. The CCST will be awarded by. the Specialist Training Authority 
which is a new medical regulatory body consisting of representatives of all the 
medical Royal Colleges, the Faculties of Public Health Medicine and 
Occupational Medicine, and the General Medical Council, together with two 
deans of postgraduate medicine, an NHS manager and a patient representative. 

Specialist Register: The CCST will enable the doctor's name to  be included on 
the Specialist Register which will be maintained and published by the General 
Medical Council. A doctor can be entered onto the Specialist Register if he/she 
is: 

• a holder of CCST; 

• a holder of European specialist certificates recognised under the E C  
Medical Directive 93/16/EEC; 

• an overseas trained specialist whose training is assessed by the Specialist 
Training Authority as equivalent to CCST standard; and 

• in academic or research medicine but has not followed a traditional 
training pathway provided his/her experience is assessed by the Specialist 
Training Authority as equivalent to CCST standards, albeit in a limited 
field. 

There are also transitional arrangements to  include the following on the 
Specialist Register: 

• current and past holders of consultant posts who were appointed 
following Advisory Appointment Committee (AAC) procedures but not 
those who have held only locum consultant posts; 

• doctors accredited by the relevant Royal College or Faculty whether or 
not they have held a consultant post; 

• those who are neither consultants nor accredited but whose training has 
been completed to the standard required either for accreditation or 
successful completion of a CCST training programme. 

32 



Appointment to consultant post in the NHS: Entry on the Specialist 
Register (not the award of a CCST) will make the doctor eligible to be 
appointed to NHS consultant posts, subject to the normal AAC procedures. 
Being on the new Specialist Register (which was introduced in January 1996) 
will become a legal requirement for taking up a consultant appointment from 1 
January, 1997. 

Implementation completed: It is intended that the reforms of specialist 
medical training will have been fully implemented by the year 2000. 

*Synopses of the revised training arrangements being introduced in the UK by 
the Royal Colleges of (i) Anaesthetists, (iij Obstetricians and Gynaecologists, 
(iiii) Ophthalmologists, (iv) Pathologists, (v) Psychiatrists, (vi) Radiologists 
were included in the 1996 'Guide to Postgraduate Degrees, Diplomas and 
Courses in Medicine' published by INTELLIGENE in association with the 
[UK] National Advice Centre for Postgraduate Medical Education at the 
British Council. Those synopses are reproduced, with permission, in 
Appendix 5 to this Report. 

2.18 Reforms in Irish Postgraduate Training 

In formulating its response to the Tierney Report (see paragraph 7.25) the 
Board took into account the general recommendations contained in the report 
by the Caiman Group. The Board noted that the broad thrust of the Caiman 
recommendations was not incompatible with the Tierney discussion document 
proposals. The Board welcomed moves in the direction of shorter and more 
structured postgraduate specialty training. The Board drew attention to the 
fact that there was a need in Ireland to develop processes for issuing certificates 
for completion of specialist training and for the establishment of a Specialist 
Register. In seeking an Irish approach to the changes which are taking place in 
postgraduate training and specialist registration in the UK the Board has 
recognised that a large number of interconnected issues are raised e.g. the 
Tierney Report, registration, training, the European dimension of postgraduate 
training, conditions of service of medical staff. In the Board's view there is a 
need for a consensus among all interests as to how best to proceed from here. 
The Board is aware that many of the Irish postgraduate training bodies favour 
the introduction of changes identical or broadly akin to those being introduced 
in the UK. Some training bodies are proceeding to introduce these themselves. 
In the Board's view it is clearly less than ideal that such fundamental changes to 
postgraduate training should be introduced on an ad hoc basis. It would be 
clearly preferable if there were a broad national consensus on the best approach 
to adopt. At the present time there are many issues which need to be resolved 
if a grade analogous to the UK unified training grade (specialist registrar) is to 
be introduced in Ireland. For example how many posts will be in the grade and 
who will determine this? What conditions of service will apply? What will be 
the future of registrar posts not included in the grade? At the time of writing 
there are many unanswered questions relating to the introduction in Ireland of 
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certification of completion of specialist training: The precise roles of the 
training bodies and of the various statutory agencies have not been defined. 

At its meeting on 29 February, 1996 the Board adopted proposals which are set 
out in full in Appendix 6 for restructuring the organisation, delivery and 
financing of general and higher specialist training. The proposals also state that 
it is both desirable and necessary that there would be a body with a clear 
leadership role in relation to specialist postgraduate education and training in 
Ireland. The proposals envisage that that body should be the Board which 
should 

• have a role akin to the [UK] Specialist Training Authority (STA)* 

• have a fundholding role in relation to specialist training 

• be seen as the "first port of call" for those wishing to develop (or obtain 
funding) for training initiatives 

• have a role in the regulation of numbers of training posts (at general 
professional training and higher specialist training level). 

*[The Specialist Training Authority (STA) has been designated as the UK 
competent authority for higher specialist training. This makes it legally 
responsible for safeguarding the standards of postgraduate medical training in 
hospital practice in the UK. It must ensure that the Royal Colleges' 
publications, activities and actions comply with the requirements of the 
European Medical Directive. It must also ensure that. Colleges and Faculties 
and joint higher training committees evaluate training programmes and 
develop practical strategies for this. Once doctors have completed a defined 
College specialist training programme successfully they can apply to the STA 
for award of a CCST in the relevant specially. Individual Colleges and their 
Faculties are responsible for notifying the STA of doctors M>ho have completed 
a higher specialist training programme successfully. The STA must also 
ensure that an effective independent national appeal mechanism against the 
decision of a College or Faculty not to put forward a doctor's name for the 
award of a CCST is in place.] 

2.19 General Practice Postgraduate Resource Centre 

The Board agreed in April, 1996 to request from the Department of Health that 
it undertake responsibility for overseeing the establishment and operation of a 
General Practice Postgraduate Resource Centre by the Irish College of General 
Practitioners. It is envisaged that the Board, with earmarked funds allocated by 
the Department, would commission the Irish College of General 
Practitioners to run the centre with a committee of the Board, which would 
include non-Board members, overseeing the management of the Centre. 
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The role envisaged for the Centre involves 

# the further development, professionalisation and co-ordination of existing 
structures and programmes in postgraduate education and training for 
general practice, 

# the development of new programmes/courses to the highest standard, 

# the delivery of such programmes/courses in a friendly and acceptable 
manner to  general practitioners, 

# responding to the education/research needs in a more efficient and 
rapid manner, 

# making provision for local/regional/national quality assurance 
initiatives including peer review and practice audit, 

# responding to the needs of state bodies in the area of postgraduate 
education and research, 

# the development of appropriate linkages with other 
educational/training and research bodies, both national and international, 

# the provision of advice on service needs and/or health service planning. 

It is intended that the funding of the Centre will be provided by the Department 
of Health from the General Practice Development Fund which was made 
available by the Government following the 1992 General Medical Services 
Scheme (GMS) Review. In addition, the Irish Medical Organisation has 
agreed that a proportion of the funds arising from the operation of the 
Indicative Drug Target Scheme in the GMS can be allocated by the Department 
towards the operating costs of the centre. The Irish College of General 
Practitioners will be contributing also towards the costs involved. 

The Management Committee of the Centre, which the Board is now in the 
process of appointing will have the following remit: 

# the review of policies to be implemented by the Centre for the 
development of all facets of postgraduate education in general practice 
and including the identification of any measures required to facilitate the 
implementation of the policy objectives contained in the Health Strategy, 

# the overseeing of a comprehensive evaluation of the current state of 
vocational training and continuing medical education for the purposes 
of establishing the effectiveness of current programmes and structures 
in meeting the requirements of general practitioners for enhancing their 
professional skills to enable them to undertake the wider role envisaged 
for general practice, 
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# the development, in conjunction with the Irish College of General 
Practitioners, of a framework for implementing any changes identified in 
the above review, 

# the identification and approval of quality assurance initiatives to  be 
undertaken by the Centre, 

# the identification and approval of research projects to be commissioned by 
the Centre which would have relevance to particular service developments 
in line with the Health Strategy, 

# the overseeing of the management of the Centre to  ensure the optimum 
use of the resources made available for the operation of 

(i) the Centre and 

(ii) all postgraduate education in general practice. 

2.20 Surveys of 1992/3/4 Interns' 'Next Posts' 

The Board asked its Co-ordinators of Postgraduate Medical Education to  
distribute a questionnaire to each intern in post in April, 1992, 1993 and 1994 
seeking information on the first posts the doctors concerned would fill 
immediately on completion of their internships. 

The number of responses received was 132(37%) in 1992, 155(41%) in 1993 
and 146(41%) in 1994. 

84% of the respondents in the 1992 survey were taking up posts in the Republic 
of Ireland on completion of their internships, as compared with 89% and 90% 
of the respondents in the 1993 and 1994 surveys respectively. 40% of posts in 
question in 1992 were in the Eastern Health Board area, the corresponding 
percentages in 1993 and 1994 were 53% and 43% respectively. 

25 responses were received from non-Irish nationals in 1992 - 14 nationalities 
were represented among the respondents. There were 27 such responses in 
1993, again from 14 countries, with 27 such responses again in 1994, this 
time from 11 countries. 29(36%) of the responses from the 79 non-Irish 
nationals came from Malaysian graduates of Irish medical schools. 16 of the 23 
non-Irish valid respondents in 1992 were remaining in posts in the Irish health 
service. This position was more pronounced in 1993 and 1994 when 22 and 19 
respectively of the 25 and 23 non-Irish valid respondents were remaining in 
this country. 
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Table 1 

Comparisons between 1992,1993 and 1994 Surveys of Interns' 'Next Posts' 

S U R V E Y  O F  INTERNS 1992 1991 1994 

1. Total fand %1 response 132 (37%) 155 (41%) 146 (41%) 

2. Total Valid Response 127 153 140 

# Irish Nationals 104 128 117 

# non-Irish 2 3  2 5  2 3  

3. Location o f  Posts to be  

held immediately after 

internship 

# Ireland 107 (84%) 136 (89%) 126 (90%) 

# Abroad 19 16 14 

# "Time-Out" 1 - -

# Unemployed - 1 -

4. Specialty o f  First Po  

after 
completion o f  internship 

7 5 12 
# Accident/Emergency 2 1 7 

# Anaesthetics 2 11 4 

# Anatomy - 1 -

# A / E  or Medicine 1 - -

# Clinical Immunology 2 0  2 3  17 

# G P V T  1 - • -

# ' G P L o c u m s '  56(44%) 69(46%) 51(36%) 

# Medicine 

# Obstetrics/ 2 3 4 
Gynaecology 11 12 8 

# Paediatrics 5 1 3 

# Pathology 1 - 2 
# Pharmacology 2 3 2 
# Physiology 2 2 • 2 
# Psychiatry 16 • 2 5  

# Surgery 1 - 3 
# Other* 

*Other, includes Sports Medicine, Research, USA transitioned year, unknown 
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In the three surveys most respondents were taking posts in the specialty of 
Medicine on completion of their internships. As will be seen from Table 1 
there was in fact little difference as regards "specialty of next. posts" between 
the three survey cohorts, save that in 1993 the next posts of 11 interns were as 
Demonstrators in Anatomy - over a fivefold increase on the previous year, and 
just one (a drop of 80%) of the 1993 respondents was taking up a post in 
Pathology. When compared with the 1992 and 1993 surveys many more of 
the 1994 respondents' first posts after completion of internship were in 
surgery and anaesthetics. 

Table 2 

Principal reasons which promted interns to take posts abroad 

SURVEY OF INTERNS 1992 1993 1994 

Numbers of respondents 
'emigrating' on completion of 
internship 

19 16 14 

Principal reasons stated Frequencx ' 
for emigrating 

# Training and Research 
(e.g. more structured 
training abroad) 

7 5 7 

# Career Prospects 
(e.g. more career posts 
abroad) 

7 1 2 

# Perceived need for 
foreign experience 

1 1 2 

# Integrated rotations 
involving posts in Ireland 
and the USA 

2 2 2 

# Working Conditions - " 1 2 

# Absence of suitable Irish 
iob offers 

- 1 1 

# Personal Reasons 
(e.g. desire to travel, 
'going home', persona! 
relationships) 

6 5 4 
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The principal reasons which prompted those "emigrating" to take posts abroad 
are summarised in Table 2. Just one significant difference emerged between the 
three survey cohorts in this regard - 7 of the 19 relevant respondents in 1992 
said that career prospects played a very important part in their decision, whereas 
just 1 intern of the 1993 and 2 of the 1994 group of cohorts mentioned career 
prospects in this context. 

3 and 2 of the 1993 and 1994 cohorts respectively indicated that they were taking 
posts abroad because they did not receive suitable Irish job offers. None of the 
1992 cohort said that their decision to 'emigrate' was influenced by the absence of 
a suitable Irish job offer. 

Those of the 1993 cohort who indicated that working conditions played a 
part in their decision to take posts abroad were more likely to  indicate 
dissatisfaction with "long working hours" than the 1992 and 1994 cohorts. In 
1992 a number of respondents referred to  the "high cost of professional 
indemnity", this was not mentioned at all in 1993 and 1994. 

8 persons in 1992 said that personal reasons contributed to their decision to  take 
posts abroad; the corresponding figures in 1993 and 1994 were 10 and 4 
respectively. Thel992 cohort mentioned "personal relationships" more frequently 
in this context than did the other groups who referred to a "desire to travel" more 
often. 

The members of the Board were uncertain as to  how representative the findings 
of the three surveys could be regarded given that the response rates ranged from 
37% t o  41% were only achieved. The Board also noted that there was very little 
difference between the findings of the three surveys. The Board decided 
that it would not conduct another survey among interns in 1995. 

2.21 1995 Survey of House Officer and Registrar Career Aspirations and Views 
on Postgraduate Training 

The Board decided to conduct a survey in October, 1995 of the career aspirations 
of all house officers and registrars and of their views on postgraduate training. 

Questionnaires were distributed to all 2,101 registrars and house officers. The 
questionnaire contained a total of 48 questions relating to current posts held and 
previous employment history, training in existing posts, learning opportunities 
and career counselling. 

A total of 1,453 (69%) questionnaires have been returned. The survey is the 
biggest of its type ever undertaken of the views of registrars and house officers in 
this country and should be of great value in helping the Board to make 
recommendations to improve postgraduate training and career counselling. At 
the time of writing the information provided in the returned questionnaires is 
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being (data) processed. It is hoped that preliminary findings will be available to  
coincide with the publication of this Report. 

Matching Programme for NCHD Appointments 

2.22 An unsatisfactory feature which exists in postgraduate medical education is the 
"scramble" which takes place each six months as NCHDS apply for posts. There 
are of course a number of contributory factors including the underdevelopment of 
rotational training schemes, the wishes of young doctors to  work in or close t o  
main teaching centres, the need, for example, for young doctors t o  make multiple 
applications to various employing authorities. The principal underlying reason is, 
however, the medical manpower situation. It is inevitable under the present 
arrangements that doctors and posts are not always matched t o  the optimum. 
This clearly is unsatisfactory and when allied to the amount of resources devoted 
to  such things as advertising, interviewing, selecting represents an inefficient and 
ineffective use of talent and resources. While tackling the medical manpower 
situation could of course go a long way towards providing solutions to  this 
problem there is a need for a better more streamlined system for matching 
candidates for NCHD appointments to the posts available. 

The Board has in the past studied the feasibility of having a national computerised 
matching programme for NCHD appointments. A matching programme is 
essentially an orderly process to help applicants to obtain the positions of their 
choice in postgraduate training, and to help hospitals/institutions to  obtain the 
applicants of their choice. It alleviates unfair pressures, premature decisions, 
and other factors which generate inequity. Applicants and employers would 
continue to contact each other directly, and interview and evaluate each other 
independently of the Matching Programme. The Match is not concerned with 
how the participants reach their decisions and no offers are made during the 
interview period. Applicants and employers can properly evaluate each other 
before the employers must decide on their preferences for making offers, and 
before applicants must decide on their preferences for accepting offers. After 
all interviews are completed, each applicant submits a confidential Rank 
Order List (priority or preference list) on which the applicant lists the posts 
which he/she would accept in order of preference. Similarly, each employer 
completes a confidential priority list on which it indicates, in order of preference, 
the applicants to whom it is prepared to offer a position. The computer 
Matching Programme merely serves as a clearing-house, matching the 
applicants' and the employers' preference lists. The best possible matching 
combinations are listed. The result is that the applicant is matched with his/her 
highest ranked job which institutions are prepared to offer him/her and which 
does not fill with an applicant the institution preferred. The employers get the 
applicant they ranked highest from among those prepared to consider their post 
and who do not receive positions/posts that the applicants prefer. A person may 
not always get his/her first priority - but he/she cannot achieve a better match 
with another post which will accept him/her. 
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For a matching programme to work well, most (in the region of 80%) of all the 
posts with which applicants will be seeking employment should be involved. 
Applicants and employers should send their priority lists to  a central matching 
office by a specified date. All must agree to  be bound by the results which are 
issued at a specific time and date in the same way as they will be bound when the 
written contract is signed. Participants do not ask each other how they will rank 
each other and no premature offers are made before the match. 

The Board had a very high level of favourable response to  the 
documentation it issued in December, 1987 to  employing authorities (health 
boards, voluntary hospitals) and to other interested health agencies (including 
training bodies) seeking to gauge what level of support there might be for the 
possible introduction of a matching scheme for NCHD appointments. The vast 
majority of responses received have been favourable to the principle of a 
Matching Scheme. The favourable response rate in respect of House Officer 
posts was 92%. (A small number of agencies either reserved their positions 
or  indicated they would be unlikely to participate in a national matching scheme. 
In the instance of one training body it has been indicated that there is a general 
level of satisfaction with the matching scheme that it operates for its own 
trainees. If a national matching programme were introduced the Board 
would be disappointed if any substantial block of posts remained outside it and 
would seek to achieve as wide a coverage as possible). 

Arising from the responses received the Board has regularly sought the necessary 
funds to  enable it to prepare for the establishment and introduction of a 
matching scheme for house officer appointments initially. A full year cost 
could be of the order of £ 150,000. 

The development of such a matching programme on a national basis would of 
course be a very ambitious and large undertaking. It would be proposed to 
commence with house officers and as experience is gained extend to other NCHD 
grades. A long planning introductory period would be involved. To operate 
a match in July, 1997 would require considerable preparatory work during 
1995/6 as the legal contracts and registration and advertisement process would 
have to  be in place by early January, 1997 at the latest. 

The Board has had extensive contacts with, and advice from, the Canadian Intern 
and Resident Matching Service and the National Matching Services of Toronto 
(which njns.. and/orficence^ a number of matching programmes e.g. Canadian 
National Intern Matching Programme, National Resident Matching Programme 
in the USA, US National Matching Programmes in Oral Surgery and General 
Practice Dentistry). From these contacts the Board feels that it could operate a 
matching programme with a small core staffing working wholetime on the 
scheme. A matching scheme has the potential to be self financing if it were 
decided after a period of experience to charge fees to hospitals/health boards 
and to job applicants. It would not be possible, however, to establish a scheme 
without specific funding being made available for it initially. A matching scheme 
also has the potential to develop/evolve into a central applications service but this 
is an issue which would require further consideration as agreement to it would be 
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unlikely to be forthcoming from health boards and voluntary hospitals until 
they had gained experience of the matching process itself and were thus 
reassured that their independence as employers was not being compromised. 
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CHAPTER 3 

The Board and Continuing Education in Medicine 

3.1 Continuing medical education (CME) may be defined as all educational 
activities which relate to  improving medical care, which occur after 
qualification and are not specifically directed towards passing 
examinations or fulfilling vocational or specialist training 
requirements. 

CME applies to  all members of the profession whether they work in hospital, 
general practice, public health medicine, industry, the civil service or 
wherever. If a doctor is working he/she needs CME. 

Financing of Continuing Medical Education 

3.2 The remit of the Postgraduate Medical and Dental Board includes the 
promotion of the development of postgraduate continuing medical 
education and the co-ordination of such developments. As indicated in 
previous reports the Board believes that such education is essential and the 
need for appropriate funding is inescapable. Continuing education is 
necessary to maintain and improve competence. It must be borne in mind 
that with the rapid and increasing developments in medical knowledge 
and technology the half life of much of what young doctors learn is quite 
short. Continuing education is an essential component of professional life, 
and is necessary for continued efficiency, effectiveness and morale. 
The provision of future and updated expertise is very much part of sound 
economic planning. Medical staff must be enabled to participate in 
continuing education on a regular on-going basis. Similarly there is no doubt 
that for example ongoing investment in medical libraries and in audio-visual 
facilities must be maintained, holdings updated and improved. Without such 
an approach the standard of Medicine would gradually decline thus affecting 
the ultimate welfare and care of patients. 

3.3 In its First and Second Reports published in 1985 and 1990 the Board 
indicated that each employing authority (i.e. health boards and voluntary 
hospitals) should have a specific budget for postgraduate medical and dental 
education. During the course of those reports the Board foresaw that in the, 
periods immediately ahead health agencies would have to  strive to provide 
services against a background of severe financial constraint. That being the 
case the reports stressed the importance of health agencies not overlooking 
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the needs of postgraduate education, including continuing education, when 
finalising their budgets. The reports further stressed that the need for 
specific budgets for postgraduate education becomes essential when there is 
great demand on the resources available. 

3.4 Unfortunately there is a tendency on the part of some agencies when faced 
with budgetary difficulties to  seek to solve some of these difficulties by 
drastically reducing or eliminating provision for training generally, and in 
particular for continuing education. While recognising the difficult financial 
and resource decisions which health agencies must make the Board again 
strongly urges that an enlightened approach should be adopted in ensuring 
that an investment continues to be made in maintaining and developing the 
expertise of their medical staffs. Without such an approach the maintenance 
of standards would be seriously jeopardised. 

3.5 In general the Board feels that courses, seminars, organised by different 
bodies should be self-supporting e.g. by fees payable by or on behalf of those 
attending. Health Boards and hospital authorities are empowered to  pay or 
contribute towards the costs of Continuing Education of doctors employed by 
them. The Board has already recommended that health boards and 
voluntary hospitals should make adequate budgetary provision for the 
continuing education of their medical and dental staffs. The Board is 
strongly of the view that budgetary provision should be made t o  finance the 
level of continuing education which the Department of Health has traditionally 
been prepared to approve and which is incorporated into the contracts of 
consultants and non-consultant hospital doctors - this provides broadly for 
leave with pay and recoupment of course fees (if any) and travelling expenses 
in respect o f  attendance at courses and conferences to a limit of seven days in 
each year and attendance at clinical meetings of societies appropriate to  the 
officer's specialty, again with a limit of seven days in one year. It should be 
a matter for each employing authority in consultation with its medical staff to  
decide on the expenditure from its continuing education budget within certain 
guidelines. The Board wishes to repeat the guidelines for the operation of 
specific budgets for continuing education detailed in its First and Second 
Reports. Those guidelines are as follows: 

(a) preference should be given to courses within the country, unless there is 
knowledge or techniques to be learned abroad which are not available in 
this country. 

(b) In considering applications for help for visits abroad preference should 
be given to> 

i) Persons who wish to attend meetings with a major educational 
content - particularly scientific meetings of the major specialised 
societies - or who wish to study new and important techniques 
which are not available in this country. 
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ii) Persons who are engaged in providing continuing education. 
(Consultants going abroad should be expected to report on their 
visits to  their own departments). 

(iii) Persons who are asked to  read papers at conferences. 

(c) In the case of applications from doctors in training to attend courses 
abroad, the views of the professional body dealing with the training 
should be obtained as to  the need for attendance at the course and its 
suitability for the applicant. 

(d) In considering applications to  go abroad health boards and 
voluntary hospitals should ask themselves:-

i) is the primary purpose of the course the continuing education of 
those attending? 

ii) is all or a substantial part of what the applicant can learn at the 
course likely to  be of benefit to  him/her in the carrying out of 
his/her duties? 

(iii) will the cost represent an undue proportion of the funds available 
or could they be distributed to greater advantage? 

iv) is the course of a type to which the applicant would normally elect 
t o  go even at his/her own expense? 

(e) For the purpose of acquiring new skills and techniques associated with 
the introduction of new services, a hospital may consider it necessary to  
allow some of its staff to attend special courses. The Board considers 
that time devoted to such work should not be counted as normal study 
leave. 

The revised Consultants Contract introduced in 1991 indicated that it is the 
duty of each consultant to take the initiative in relation to a programme of 
continuing medical education relevant to his responsibilities both as a 
practising consultant and as a manager of resources. The contract recognised 
that the extensive benefits that accrue from continuing medical education 
include the maintenance of the highest standards of service - for patients, 
efficient network arrangements for patient care, rapid assessment of medical 
advances, and excellent training for non-consultant medical support staff. 
Employing authorities in recognition of the importance of continuing 
medical education for consultants, agreed, to provide, following consultation 
with individual consultants, an appropriate level of resources to facilitate 
the pursuance of continuing medical education on a systematic basis. The 
contract said that the method of allowing for the expenses involved will be 
such as to  facilitate and support the efforts of the consultant involved. In 
addition to  the existing monies available under this heading a further 
earmarked fund of £500,000 per annum was allocated for this purpose. It 
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was agreed that the requirements for individual consultants in regard to  
continuing medical education would be assessed and determined in the 
context of their practice plan. The Board welcomed the establishment of a 
special fund for continuing education as part of the consultants' new contract. 
In a short submission to the Review Body on Higher Remuneration in the 
Public Sector the Board, in July, 1995, asked that the Review Body would 
now recommend a standard CME package for all consultants which it should 
price realistically. It further asked that the Review Body recommend that 
study leave entitlements and required locum cover should be provided 
especially for consultants in smaller hospitals who have the least on-site 
opportunity for CME. The Review Body was also asked by the Board t o  
recommend that all hospitals should have on site core library facilities. In the 
Board's view all consultants should have equal financial support to  attend the 
CME programmes. 

3.7 Continuing medical education, especially outside of general practice, tends to  
be less structured than specific training leading towards accreditation. By 
and large in Ireland it is organised by clinical societies and other interested 
groups. Leave to attend and financial assistance may be provided by 
employing authorities and there is also funding from the pharmaceutical 
industry. Employing authorities must live up to their obligations in this 
regard. They should and indeed must budget therefor - any other policy is 
short-sighted. 

Grants Paid by Board \ 

3.8 The primary responsibility for the provision of adequate finance for the . 
continuing education of their staff rests with the health boards and various 
voluntary hospital authorities. Nonetheless, as mentioned in its First and 
Second Reports, the Board would hope to  be in a position on occasion to  
provide some assistance. When available such financial assistance from the 
Board will normally take the form of a grant to  help towards the purchase of 
some teaching equipment or other resource. Such equipment or resources 
would of course be also available for programmed training as well as for 
continuing education and it has already been indicated to  health boards that 
where they are grant-aided by the Board to purchase equipment facilities 
should be made available to allow private practitioners avail of the 
equipment concerned. Grants from the Board to assist health boards and 
hospital authorities with the purchase of teaching resources are unlikely to  be 
available on an annual basis. Indeed no such grants were paid in 1991. 

3.9 During the period 1992 to 1995 the Board paid grants to  health boards, 
hospitals and to postgraduate centres amounting to £101,000. These grants 
were designed not only to help towards the purchase of teaching equipment 
but also in a number of cases to help to upgrade library facilities. 
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Co-ordinators of Postgraduate Education 

3.10 Chapter 4 deals with the role and functions of the Co-ordinators of 
Postgraduate Education engaged by the Board. It will be seen that their 
involvement with the organisation and provision of continuing education 
includes: -

initiation, development and, in some instances, organisation of 
continuing education programmes in various hospitals - the 
programmes referred to here cover the full range of continuing 
education activities including regular specialty conferences, journal 
clubs, research seminars, mortality conferences, occasional 
symposia, annual meetings (e.g. study days), 

participation in the development, management and administration of 
postgraduate centres and in the organisation of the programmes of 
activities in such centres, 

participation in some of the consultative groups associated with general 
practitioner continuing education programmes. 

General Practice Continuing Education Schemes 

11 The Board's First Report set out the background leading to  the submission t o  
it in 1980 by the then Irish Institute of General Practice of proposals for a 
national structure of continuing education for general practice. In summary 
these proposals were based on the appointment of a national network of 20-
25 general practitioners as part-time tutors to organise, promote and conduct 
continuing medical education amongst their 1,800 plus general practitioner 
colleagues. The proposals produced by the Irish Institute of General Practice 
aimed to  overcome the deficiencies common to  continuing education by:-

( i) Providing the co-ordinating and organisational framework for 
existing and new educational activities. 

( ii) Motivating general practitioners by actively promoting continuing 
education rather than by compulsion or inducement. 

(iii) Providing a comprehensive system to reach all general practitioners 
and not just "the enthusiasts". 

( i v )  Establishing an ever-increasing pool of educational skill. 

( v) Accepting the discipline of the essentials of planning a programme of 
continuing education as outlined above. 
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(v i )  Adding to the existing didactic lecture programmes by 
establishing small groups of general practitioners (6-8 in each) and 
approaching individual general practitioners t o  participate in active 
learning programmes. 

(vii) Evaluating the acceptability of the proposals among the profession 
and their educational effectiveness in terms of success and outcome. 

In submitting its proposals in 1980 t o  the Postgraduate Medical and Dental 
Board for consideration, the Irish Institute of General Practice proposed that 
the Board fund a pilot study or studies to test their effectiveness. The Board 
agreed to  this suggestion and subsequently agreed to a proposal from the 
Institute that it fund a pilot study for  a period o f  two years based on an area in 
South-West Cork - this period was later extended by a further six months to 
permit the completion of a full second year of educational activity and allow 
sufficient time for completion of a report and assessment of  same. The area 
chosen for the pilot study was south and west of Blarney. It is largely a rural 
area with a number of small towns. It was then served by 65 general 
practitioners with their centres of practice separated by a maximum distance 
of 80 miles. Dr. Michael Boland, a general practitioner in Skibbereen, was 
appointed as part-time tutor and this pilot study effectively commenced at the 
beginning of April, 1981. 

It had been agreed that in the initial months, the tutor would have the tasks o f  
devising specific objectives for the study and of establishing as many small 
groups of general practitioners (6-8 in each) as possible which would meet on 
8 or 9 occasions per year. The tutor would also have the task o f  co
ordinating the activities of the small groups to  complement the lecture 
programme of the clinical society in the area. 

3.12 The first thirty months of the pilot study are described in some detail in 
paragraph 3.14 of the Board's First Report. Information is provided on 
motivation and response, numbers of groups established, determination o f  
learning needs, methods used by the groups and the content thereof, 
assessment and feedback, funding and monitoring. 56(86%) o f  the general 
practitioners in the area agreed to join in small group learning activity. 
Seven groups of eight doctors in each were established, meeting monthly, 
eight times per year. The overall monthly average attendance at the group 
meetings was 35, i.e. over 63% of those who had joined or 54% of all doctors 
in the area. Nearly 60% of the doctors in the area attended more than half o f  
their scheduled 13 monthly meetings held during the period to  summer 1983. 
Experience showed that a group of eight is perhaps somewhat too  small when 
account is taken of the unavoidable absences of some members from some 
meetings. Following a review based on the experience of the first 30  months 
the group size has now been increased from 8 to  a maximum of 12. 

3.13 The Board's First Report also relates the first twelve months experience of  a 
similar pilot study commenced in Waterford in July, 1983 and mentions that a 
third scheme commenced in October, 1984 in the West Midlands. 
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3.14 The Leeuwenhorst European Working Party (which was a grouping of 
European general practitioners aiming to  promote general practice as a 
discipline by learning and teaching) in its 1980 statement 'Continuing 
Education and General Practitioners' said "We see the small group as the most 
appropriate method for most of the established practitioner's learning needs". 
In its report published in August, 1984 the Working Party on the General 
Medical Service said that the "most effective form of continuing education for 
general practitioners is medical audit" and in a later paragraph referring to  the 
Pilot Studies in West Cork and Waterford the Working Party recommended 
"that this mode of provision of continuing education be developed and 
expanded to  the point where all doctors who are able and willing t o  
participate have the opportunity to  do so". 

3.15 The Postgraduate Medical and Dental Board welcomed and supported this 
recommendation. Indeed in April, 1984 the Board had already indicated to  
the Department of Health and to the Irish Institute of General Practice that it 
wished to encourage the expansion of such continuing education programmes 
and that it supported the concept that there should be a national network of 
such schemes. 

3.16 In the period since 1984 the Board has continued to lend its support to the 
concept of the development of a national network of GPCME schemes. It has 
in its annual budgetary submissions sought funds to enable progress to  be 
made towards the establishment of the network. To date a total of 28 
schemes have been established - the fourth scheme was set up in Sligo in 
1985; 6 schemes were established in 1987 based on Carlow/Kilkenny, 
Cavan/Meath, Louth/Monaghan, Mayo, North and East Cork, Dublin 
(William Stokes and Mount Carmel ICGP Faculty areas) and in 1988 three 
schemes were established based on Cork City, Limerick and Dun 
Laoghaire/Merrion. 15 Schemes were established in the years 1991-1993 as 
follows:- 1991: Bray, Dublin (ICGP Faculty areas: Corrigan, North 
Dublin, West Dublin/Kildare), Kerry; 1992: Clare/North Tipperary, 
Donegal, Dublin (ICGP Faculty areas: Merrion, Dublin South-West), 
Wexford; 1993: Cork City (2nd scheme), Dublin (ICGP Faculty area: 
William Stokes/Mount Carmel - 2nd scheme)., East Midlands, Galway 
and Laois/Offaly. As reported in the Board's Second Report a further 
important step in the development of the national network was also taken in 
1986 with the decision to appoint a National Director for the GPCME 
schemes (paragraph 3.18 refers). Dr. Michael Boland took up duty as 
National Director in September, 1986. The general practitioners holding 
posts as tutors at 1 February, 1996 are listed beneath. 

Bray: 

Dr. Rita Doyle, 'St. Helen's', Meath Road, Bray, Co. Wicklow 
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Carlow/Kilkenny: 

Dr Declan Murphy, 'Helios', Greensliill, Kilkenny 

Cavan/Monaghnn: 

Dr. Brian Norton, Clones Road, Ballybay, Co. Mongahan 

Clare/North Tinnerarv: 

Dr. Gerald Wheeler, 18 New Road, Ennistymon, Co. Clare 

Cork City: (Scheme A) 

Dr Ciaran Donovan, 1 Mount Prospect, Shanakiel Road, Shanakiel, 
Sundays Well, Cork 

Cork City: (Scheme B) 

Dr. Tom English, Broad Lane Family Practice, 72 Great William 
O'Brien Street, Blackpool, Cork 

North/East Cork: 

Dr. Harry Casey, Medical Centre, 15 Beecher Street, Mallow, Co. 
Cork 

South-West Cork: 

Dr. Fionnuala Quigley, Oakacre, Ballineen, Co. Cork 

Donegal: 

Dr. Philip Murphy, Health Centre, Cloghan, LifFord, Co. Donegal 

Dublin: (William Stokes/Mount Carniel - Scheme A) 

Dr. John D. Latham, 31 Eden Park Drive, Goatstown, Dublin 14 

Dublin: (William Stokes/Mount Carmel - Scheine B) 

\ 

Dr. Claire McNicholas, 5 Bushy Park Road, Rathgar, Dublin 6 

Dublin: (ICGP North Dublin Faculty area) 

Dr. Nuala O'Farrell, 20 Glasilawn Avenue, Glasnevin, Dublin 11 
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Dublin: (ICGP Corrigan Faculty area) 

Dr. John Delap, Coolock Health Centre, Cromcastle Road, Coolock, 
Dublin 13 

Dublin: (ICGP West Dublin & Kildare Faculty areas) 

Dr. Sean O'Brien, Larkfield Surgery, Celbridge, Co. Kildare 

Dublin: (Merrion ICGP Faculty area) 

Dr. Tiernan Murray, "RoundHay", Lower Kilmacud Road, 
Goatstown, Dublin 14. 

Dublin: (South-West) 

Dr. Patrick McGrath, Scholarstown Family Practice, 10A Templeroan 
Lodge, Scholarstown Road, Dublin 16. 

Dun Laoghaire: 

Dr. Paul Lacey, 48 Upper George's Street, Dun Laoghaire, Co. 
Dublin 

East Midlands/Roscommon & Longford: 

Dr. Brendan Mahon, Dunganstown, Delvin, Co Westmeath 

Galwav: 

Dr. Declan Larkin, 1 Ashleigh Grove, Ballyrnoneen Road, 
Knocknacarra, Galway 

Kerry: 

Dr. Gary Stack, Park Road, Killarney, Co. Kerry 

Laois/Offaly: 

Dr. Mary Sheehan, Bellair, Clonaslee, Co. Laois 

Limerick: 

Dr. Michael Griffin, "Dromlinn", Monaleen Road, Limerick 

Louth/Meath: 

Dr. Donncha P. O'Cuill, 60 Anne Street, Dundalk, Co. Louth 
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Mayo:  

Dr. Pat Durcan, Dillon Terrace, Ballina, Co. Mayo 

Sligo: (Sligo, Leitrim, Roscommon) 

Dr. Frank Dobbs, Castletown, Drumcliffe, Co. Sligo 

Waterford/South Tinnerarv: 

Dr. David Mahony, Ashcroft, Abbeyside, Dungarvan Co. Waterford 

West Midlands: (Ballinasloe, Loughrea, Ballygar, Athlone, Moate, Birr 

etc.) 

Dr. Henry Finnegan, Cleaghmore, Ballinasloe, Co. Galway 

Wexford/Avoca: 

Dr. Mark Walsh, Mount Elliott, New Ross, Co. Wexford 

The Board wishes to express its appreciation to the following who have also 
held appointments as Tutors for various periods during 1991 to 1995: Drs. 
G. Doyle, Trim: J. Drynan, Thomastown; M. Houston, Ashbourne: P.  
Keogh, Tallaght; M. McDonnell, Emyvale; I. McEvoy, North Dublin, F. 
O'Kelly, Templeogue and M. Rouse, Clonmel. 

Job Description and Conditions of Service of GPCME Tutors 

3.17 Tutors are appointed following competition for an initial period of two years, 
subject to review. They are responsible to the Council of the Irish College of 
General Practitioners (ICGP) and report to  the National Director. They will 
normally remain in post for five years and are eligible to re-apply. 

Tutors undertake to devote at least two sessions per week of their time to  the 
following activities: 

motivating all active general practitioners (GPs) in the designated area 
to  undertake CME including where possible participation in small group 
learning and performance review, 

notifying all participating GPs, where possible by personal contact, 
of all small group meetings. A minimum of 10 hours of CME should 
be provided directly by the tutor for each participant per annum. A 
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tutor should ensure that at least 15 hours of formally organised 
accessible and worthwhile CME is available to GPs in his/her area, 

providing a curriculum for all the small groups in consultation with the 
participants, with the National Director and with other providers of 
CME within faculties in the designated area. Where necessary tutors 
will prepare material for discussion and/or use prepared material from 
other sources. Copies of all material used should be forwarded 
monthly to the National Director CME, 

maintaining full attendance records of all meetings and returning these 
monthly to the National Director. These monthly reports should 
include the number of meetings held, their format, the attendance at 
each meeting, a copy of the agenda and material used, and any other 
relevant comments, 

working closely with those who submitted the proposal for a tutor 
(usually a local faculty or other representative GP group); where 
possible joining with them in the preparation of their educational 
programme for the coming year which should be so constructed as t o  
enable the tutor to discharge his/her responsibilities, 

convening a local advisory committee composed of participants 
(normally individual group leaders). Advisory Committees should meet 
2-3 times per year, 

convening a local consultative group consisting of the tutor, the 
advisory committee, the Co-ordinator of Postgraduate Medical 
Education appointed by the Board, a representative of local 
faculty(s) of the ICGP and other relevant CME organisers. This group 
should help in the planning of the curriculum, provide advice in relation 
to the ongoing running of the scheme, and help to  provide feedback 
from all the doctors in the area. The group should meet at least once a 

year, 

being available to attend national/regional tutors' meetings at least three 
times per year and to attend courses relevant to their role as tutors, 

being available to  serve from time to time on interview boards for new 
tutors and on visiting teams evaluating other schemes, 

using methods of assessment to evaluate the benefits of the 
programme to  individual participants, 

co-operating with the Co-ordinator of Postgraduate Medical 
Education in the area in organising multidisciplinary CME activities 
involving GPs. 
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The Board pays the Tutors' sessional fees (2 sessions per week) and their 
travelling expenses. The Board also makes a contribution towards their 
secretarial and other administrative costs. Tutors are provided at the outset 
with the means to prepare and copy typed material. The average cost per 
scheme per annum in respect of fees, travelling and administrative expenses is 
of the order of £12,000. 

Appointment of National Director of GPCME Schemes 

With monies specially provided by the Department of Health the Board was in 
a position in 1986 to fund the appointment, under the auspices of the Irish 
College of General Practitioners, of a National Director of general practice 
continuing education schemes. Following public competition Dr. Michael 
Boland was appointed to the post for a three year period with effect from 15 
September, 1986. Following reviews and competitions Dr. Boland's 
appointment has been extended for three further three year periods. 

Purpose of the Job: 

The purpose of the post of National Director is to provide at national level 
the administration, co-ordination, education support and assessment 
necessary for the efficient running of existing schemes within the national 
network of GPCME schemes, and to encourage promote and develop new 
schemes to complete the network. 

The National Director's principal duties and responsibilities are -

(a) In relation to existing schemes: 

( i) to monitor the objectives, methods and curricular content of each 
scheme on an annual basis. 

( i i )  to maintain a register of the number of GPs within each tutor's area, 
the number and membership of all small groups and their attendance 
records. 

(iii) to assist in the education and training of small group leaders; in co
operation with the tutors arranging where necessary for national and 
regional courses. 

( iv)  to establish the necessary national structures for tutors to meet and 
formulate educational priorities in consultation with interested 
statutory and academic bodies such as the Department of Health, the 
Board, the medical schools, and the Colleges, Faculties and Institutes 
representing other professional colleagues. 

( v) to establish and keep up to date a bank of educational resources for 
use by small groups including a library of simulated problems, patient 
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management problems, topic discussions and a relevant index of 
review articles on subjects related to general practice. To establish a 
computer link with the RCGP on line search service and through it to  
other larger data bases. To maintain a list of GPs, Consultants, and 
others with areas of special expertise willing to become involved in 

education. 

(v i )  to  establish and maintain a system whereby group particpants 
could gather information about different aspects of their practice 
activity and relay it. confidentially for statistical analysis. To  
process each doctor's individual results and present them in an 
understandable form using computer graphics together with 
national and area comparisons so that they can be used as the basis 
for group discussion. To liaise with the GMS Payments Board for 
the purpose of using their practice profile and prescribing 
information to supplement such data. 

(vii) to  arrange the regular visitation of schemes for the purposes of 
continuing approval and funding by the Board. To provide for the 
nomination of visitors by the Board and the College. To provide a 
framework of assessment for their approval and use. To ensure 
that regular meetings of monitoring committees are held and that 
tutors' reports are received. 

(viii) to  integrate the activities of the schemes with the educational policies 
and activities of the ICGP and others involved in organising 
meetings. 

In relation to  new schemes 

( i) to  identify areas where new schemes might successfully be 

established. 

( ii) to travel to all parts of the country to describe the advantages of 
small group education, the principles of performance review and the 
practicalities of establishing a scheme and becoming a GP tutor. 

(iii) to  keep under review the approved guidelines for selecting tutors 
and to make the necessary arrangements for holding 
competitions for the appointment of new and/or replacement 
Tutors. 

( iv) to  advise newly appointed tutors on the establishment of groups, 
their size and composition. During the initial six month start up 
period to assist in generating interest amongst the participants. 

The National Director reports annually to the Board on the activities he 
undertakes and on the operation of the GPCME schemes generally. 
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As in the case of the Tutors, the Board pays the National Director's 
sessional fees (seven sessions per week) and his travelling expenses. 
The Board also contributes towards his secretarial and other administrative 
costs and has helped in the purchase for him of teaching and secretarial 
equipment. 

3.19 GPCME Schemes: Summary of Activities, 1991 - 1995 

The first GPCME scheme funded by the Board formally commenced in 1981. 
Twenty-eight tutors are now in post. During the four academic years 1991-5 
the GPCME Tutor Network expanded rapidly. The number of tutors almost 
doubled from 15 to  28. That expansion ensures that all parts of the country 
are now served by the network. 

Tutors report regularly and in detail to  the National Director on the progress 
of their schemes. The number of small groups formed by the Tutors rose 
from 65 to 122 during the period 1991-5, the number of meetings increased 
from 431 to 806 and the number of attendances more than doubled from 2937 
to  5993. Average group size is currently 13 members, of whom 7 - 8  will 
normally attend on any given night. 

The National GPCME Tutor Scheme is intended to serve the needs of all GPs 
including the small number who are not members of the Irish College of 
General Practitioners. A key role for the tutor is to motivate his/her 
colleagues to participate in the programme and join a group. The total number 
of GPs participating rose during the period 1991-5 from 749 to  1560. Thus 
more than 75% of all GPs have agreed to participate. 

A very varied selection of methods are used by the small groups within the 
GPCME schemes including Topic Discussion, Simulated Problem Cases 
(Short), Simulated Problem Cases (Long), Problem Case Discussion, Video 
Recordings (Outside Material), Medicolegal Matters, Specific Research 
Projects, Practice Activity Analysis, Multiple Choice Questions, Random 
Case Discussion, Experts sitting in, Experts Consulted (but not sitting in), 
The Doctor's Bag, Random Prescriptions Review, Principles of Research, 
Content Planning, Theory of Groups, The 'Check' Programme, The 'Case' 
Programme, Attitude Statements, 'Mea Culpa', Video Recordings (Own 
Consultations), Modified Essay Questions, Equipment Review, 'Prompt' 
Cards, Review of Records, Practice Visiting, Skills Training, Practice 
Management, Members' presentations. 

Training of tutors has been achieved through the Tutors' Workshop. The 
workshop meets three times a year for an intensive residential day and a half 
Twelve workshops have been held in the period 1991-5 - all attended by more 
than 80% of the tutors. The aim of the workshop is to serve as a forum in 
which to exchange experience and ideas on all aspects of the tutor's task. 
During the last four years it has undergone rapid growth both in numbers and 
in the range of experience and learning needs. The task of providing training 
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in small group methods and leadership, curriculum development, educational 
methods, and scheme organisation has become increasingly complex. In 
addition it has become impossible to respond to all the requests from 
colleagues, policy makers and special interest groups for the inclusion in their 
agendas of important new information or a renewed emphasis on aspects of 
existing care. The activities of the workshop include poster sessions to  
display programmes delivered or planned; meetings of subgroups by region, 
degree of experience or special interest; and 'fishbowl' exercises where the 
task and process of an inner small group of tutors is observed and 
commented on by an outer circle. Curriculum development and 
organisational matters are also included. Several observers have asked to  
attend the workshop and occasionally outside resources have been invited. 

CME based on peer review in small groups and quality assurance are closely 
related if not identical. The GPCME National Director served as a member 
of the European Quality Assurance Working Party (EQuiP) since 1990 and 
represents it on the executive of the new European Society of General 
Practice. Quality Assurance (QA) has been identified in the Health Strategy 
published by the Minister of Health as an important goal for general practice. 
The QA Committee of the ICGP has proposed a pilot project on Waiting 
Times and Consulting Times which has been supported by the Department of 
Health. Fifteen GPCME tutors have volunteered to participate in the project. 

Most - but not all - tutors delegate the task of leading their groups to group 
leaders. Recruiting leaders is difficult as most GPs have little experience of 
group leadership and feel inadequately trained for the task. To overcome 
these difficulties tutors have come together regionally to organise group 
leadership training courses. Initially Carr Communications were employed to  
conduct the courses. Recently however the tutors have prepared and 
delivered the courses themselves. 

Following a review of the operation of the schemes in 1993 it was agreed that 
the small group meetings should be seen as a central part of the ICGP faculty 
CME programme and not as a rival activity. To give effect to this decision it 
was agreed that the GPCME tutor would become the faculty education 
officer and would sit on the faculty Board. Tutors now work with other 
faculty officers to prepare annual programmes of CME which include the 
small group activity. 

Traditional lecture based CME continues to be provided by hospitals, clinical 
societies and faculties of the ICGP. GPCME tutors now have an important 
role in working with others to co-ordinate these activities. In some instances 
they have been invited to assist in planning innovative annual hospital study 
days with very positive results. The ICGP Education Committee has 
developed a number of skills courses for GPs which are available to faculties. 
GPCME tutors are now in a position to ensure that their small group 
programmes do not clash with other worthwhile CME. It is regrettable that 
some organisers of meetings still choose to ignore this system to the detriment 
of all concerned. 
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GPCME tutors have been encouraged to work constructively with the GP 
units in their areas. This is particularly important where the policies of the 
units are to be achieved by informing, educating, or increasing the awareness 
of GPs. Adequate notice, good communication and co-ordination is essential 
here as elsewhere. 

Dr. Boland's workload, as national director has increased considerably during 
the period under review. This was recognised in 1993 when his sessional 
commitment was increased and he was given a full secretarial allowance. It 
was agreed at that time that an assistant national director would be appointed 
from amongst the existing tutors. The Board is pleased that funding has 
been made available to enable this appointment to be made in 1996. 

The national distribution of tutors has been largely successful but does require 
constant review. In 1995 the Cavan/Meath and Monaghan/Louth schemes 
were reorganised successfully as Cavan/Monaghan and Meath/Louth. The 
decision to divide Co. Tipperary and allocate lSfprth-Tipperary to the Clare 
Scheme and South Tipperary to the Waterford Scheme has not been 
successful. There is now an urgent need to appoint a separate (29th) tutor 
for Tipperary as recommended by the report of the Clare Scheme Visit. 
Funding for this has been made available and an appointment should be made 
shortly. 

Scheme visits (somewhat akin to the 'approval visits' which take place to 
inspect/approve NCHD posts for training purposes) are the most important 
element in the evaluation of the programme. The stated aim is to seek to 
visit every scheme every two to three years. To achieve this a substantial 
investment in manpower and resources is required - up to 4 general 
practitioners visit each scheme and each visit lasts a minimum of 9 hours. 

The visit reports provide detailed information on the schemes and give a 
general indication of both the theoretical basis for this form of CME and the 
practical difficulties in implementing it. The reports generally contain sets of 
recommendations dealing, inter alia, with organisational and educational 
matters. While all of the recommendations relate specifically to the scheme 
visited, many can have application to other schemes and in such cases form 
the basis of joint action/study by the national tutors group. 20 such visits 
were completed between 1991 and 1995. 

The Board has sought to ensure that the GPCME schemes develop and 
maintain international contacts. The Board funded the expenses 
incurred by the National Director as a member of the New Leeuwenhorst 
Group and now funds his involvement in the new European Society of 
General Practice. One Tutors' workshop was held during the triennial 
European Conference, of General Practice at the Hague in June 1993. The 
National Director and five tutors presented a symposium on the Irish CME 
Network. Eight other tutors participated in a demonstration of workshop 
methods. Both presentations were well attended and generated good 
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discussion. It remains the largest ever contribution by Irish GPs to an 
international conference. Tutors will play a significant part at the 3rd 
European Congress on Family Medicine/General Practice being held in 
Stockholm in July, 1996. 

Continuing Medical Education: Concluding Remarks 

3.20 It will be evident that substantial progress has been made in structuring 
continuing medical education for general practitioners. In its Second Report 
the Board noted that structuring of CME for other medical practitioners had 
not been undertaken on the same scale and indeed in many specialties it 
remained largely unstructured. The Board remarked that this lack of 
structuring represented a serious gap in the overall organisation of 
postgraduate medical education. It must be remembered that continuing 
medical education needs'to be a lifelong pursuit and as such the overall period 
of a doctor's life devoted to it will far exceed the time spent in 
undergraduate and postgraduate programmed training. The Board 
strongly advocated that each professional training body should consider the 
development of a planned approach to the delivery of continuing medical 
education. The Board is pleased that a beginning has now been made in this 
regard It looks forward to being able to assist the Training Bodies in their 
endeavours in this very important matter. Finally the Board wishes to repeat 
that not only is continuing medical education essential but there is an 
inescapable need to fund it - such funding should be provided in a planned 
budgeted way as recommended earlier in this Chapter. 

3.21 In the past there has been relatively little attention paid to the effectiveness of 
much of continuing medical education provided generally. The 
Postgraduate Medical and Dental Board has been keen to promote and 
stimulate debate on a possible introduction of time limited certification, 
recertification and credits. When it first, raised these issues with the 
professional training bodies in 1987 it is fair to say that it received in the main 
polite acknowledgements but little which would have suggested that many of 
these issues would become the focus of a lot of attention at this stage in the 
1990s. Whenever these issues have been raised in the past there has been a 
strong tendency to say that they are non European in character and 
philosophy. The 1982 Declaraton of Dublin on CME by the Standing 
Committee of Doctors in the EEC (as it was then described) illustrates this 
point clearly. CME, the declaration stated is the ethical and professional 
duty of every practising doctor throughout his or her professional life. But it 
rejected enforcement by sanctions, penalties or requirements for 
relicencing to  practice, arguing that such compulsion gives no guarantee that 
continuing education will be beneficial. Rather it argued doctors should be 
assisted and encouraged to pursue continuing education as their right and 
duty. 

3.22 For many years in the United States about 50% of the States required a good 
standing in a CME system for licence renewal and a given number of credit 
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totals are required each year or each number of years. In Canada the Royal 
College of Physicians and Surgeons has set up a Maintenance of Competence 
Programme for specialists. While the scheme is voluntary its organisers 
predict that a structured CME programme will be required by external 
agencies such as hospitals, insurance companies and the courts. In 
Australia the Royal Australian College of Obstetricians and 
Gynaecologists has since the early 1980s a programme of recertification or as 
they prefer to  call it continuous certification which is acquired through active 
participation in CME over five year cycles. A Maintenance of Professional 
Standards Programme of the Royal Australian College of Physicians is being 
phased in over a current five year period. 

3.23 We  in these islands have not been immune to these developments nor have we 
stood aloof from them. The last few years has seen an evolution in attitudes to  
the possible introduction of credits for CME. In May, 1993 the Conference 
of Medical Royal Colleges and their Faculties declared that an essential part 
of the maintenance of standards for which the Colleges and their Faculties 
are responsible is the continuum of medical education and went on to indicate 
that it is essential that CME becomes more structured. The Conference said 
that it was in the public interest that those employing medical practitioners 
and the profession recognised the need for protected time and funding for 
CME. The declaration also indicated that the Colleges will require evidence 
of satisfactory participation in CME for those wishing to be involved in 
education, assessment and examination in their various disciplines. In a 
report published in 1992 the Royal College of Physicians of Edinburgh stated 
its belief that today's needs and expectations are not being satisfied by 
voluntary participation in CME and recommended that such education 
be made obligatory for consultants. It was recommended that that College 
should commit itself to a system which at three yearly intervals would assess 
the educational and audit organisation of every clinical unit and the 
educational accreditation of individual consultants within the units. Also in 
the UK the Royal College of Obstetricians and Gynaecologists has introduced 
its mandatory CME programme. Members and Fellows of the RCOG must 
achieve 200 credits over five yearly cycles. Radiologists and Pathologists in 
the UK have also made specific recommendations about what activities are 
perceived to be "credit worthy". 

3.24 Over the past couple of years Irish professional bodies have adopted policies 
relating to continuing medical education and have put in place procedures for 
recording the level of participation in same - the general arrangements are 
outlined in Appendix 7. As a general rule participation is on a voluntary 
basis, although it is mandatory for certain staff. Most systems are based on 
the accumulation of credits over a three or five year cycle. All training 
bodies use a diary or other recording/monitoring systems. In the policies 
adopted CME activities are categorised and in certain instances minimum 
targets are to be met within certain categories and in others a ceiling is placed 
on the number of credits which may be obtained in certain categories. All 
Irish professional training bodies have stated that they will require evidence of 
satisfactory participation in continuing medical education from all those 
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wishing to be involved in the education, assessment and examination of 

trainees. 

3.25 The wider availability and accessibility of CME is facilitated by continuous 
developments in the communications media. There are now, for example, at 
least two Europe wide CME activities available through satellite. The 
weekly transmission of the EuroTransMed services is aimed primarily at 
hospital doctors while the weekly transmissions of programmes from Medical 
Television Network which is based in the UK are designed to  be of 
interest to general practitioners and hospital doctors on a SO/SO basis. In 
early 1993 60 postgraduate medical centres throughout the UK had 
subscribed to that network and a number of educational bodies were also 
using the system for special teleconferences. The Postgraduate Medical 
and Dental Board has disseminated information about these services but 
to  date the uptake in this country of the services could be described as very 
slow. The Board is pleased that University College Dublin has subscribed to  
EuroTransMed as has University College Hospital, Galway. The internet and 
information communication highways open up the possibility of up to  date 
interactive CME programmes being accessible to doctors within their own 
workplaces or homes. While these developments may be at a relatively early 
stage of development they do have enormous exciting potential. 

3.26 The Board would like to conclude this Chapter on a positive note. It 
believes that we may be on the threshold of significant changes in the delivery 
and uptake of CME within this country. Concerns expressed in the past that 
CME was underfunded may be dispelled by the commitment to provide 
funding both within consultants and GP contracts for CME. The 
organisation of CME for general practitioners has been put on a solid 
foundation and the organisation of CME for other groups of doctors is the 
subject of active and hopefully innovative thinking within the Training 
Bodies. Developments in the communications media provide scope and the 
possibilities for greater and easier access to CME. The challenge to us all is 
to  grasp the opportunities being provided by the convergence of all these 

developments. 
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CHAPTER 4 

Co-ordinators of Postgraduate Medical Education 

4.1 The Board now employs a regional network of Co-ordinators of 
Postgraduate Medical Education. The Board's first and second reports traced 
the history of the initial establishment of these posts. 

4.2 The initial six appointments in 1977 were made on the basis of one each for the 
Cork and Galway Regional Hospital Board areas and four for the Dublin 
Regional Hospital Board area. 

During the course of reviews in 1982 and subsequently, it became 
increasingly apparent that as the Co-ordinators were employed on a sessional 
basis and because of the concentration of non-consultant hospital doctors in 
Cork, Dublin and Galway, it was becoming more and more difficult for the Co
ordinators to  have any real lasting impact outside of those three centres. 

The Board decided to  increase, on a phased basis, the number of Co
ordinators as soon as finances allowed - the aim being to  make three further 
appointments as quickly as possible. Two additional appointments were 
made in 1983 - one each in the North-Western and South-Eastern Health 
Board areas; an appointment was made in 1984 in the Mid-Western Health 
Board area and in 1986 an appointment was made in the North-Eastern Health 
Board area. 

4.3 Co-ordinators in post at 1st January, 1996 

Eastern and Midland Health Board areas: 

Dr. D. O'Neill, The William Stokes Postgraduate Centre, St. James's Hospital, 
James's Street, Dublin 8. 

Professor D. Powell, Mater Hospital, Eccles Street, Dublin 7. 

Mr. D. Rawluk, Beaumont Hospital, Beaumont, Dublin 9. 

Dr. D. O'Donoghue, St. Vincent's Hospital, Elm Park, Dublin 4. 

Mid-Western Health Board area: 

Mr. P.V. Delaney, Regional Hospital, Dooradoyle, Limerick. 
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North-Eastern Health Board area: 

Dr. J. Monaghan, General Hospital, Cavan 

North-Western Health Board area: (filled on a job-sharing basis) 

Dr. S. Healy, General Hospital, The Mall, Sligo 

Dr. M.  Lawler, St. Conal's Hospital, Letterkenny, Co. Donegal. 

South-Eastern Health Board area: 

Dr. R. Tait, Regional Hospital, Ardkeen, Waterford. 

Southern Health Board area: 

Dr. J. Cooney, St. Anne's Hospital, Skibbereen, Co. Cork. 

Western Health Board area: 

Dr. Fiona Stevens, University College Hospital, Galway. 

4.4 The Board wishes to  express its appreciation to  the following who have also 
held appointments as Co-ordinators of Postgraduate Education for various 
periods since 1991: Dr. H. Comber, Cork; Professor C. Feighery, 

Dublin; Dr. S. Murphy, Dublin. 

4.5 Co-ordinators' Duties, Responsibilities and Conditions of Service 

The purpose of the post of Co-ordinator of Postgraduate Medical 
Education is to aid the Board in the co-ordination and promotion of 
postgraduate medical education. 

Duties and Responsibilities 

(a) t o  seek to  co-ordinate and encourage the development of 
postgraduate medical education, both at the level of programmed 
training and continuing education, 

(b) t o  help to  stimulate learning by all trainees, 
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(c) to co-operate with the Board, the professional training bodies, the 
health boards and the teaching hospital authorities in the promotion of 
postgraduate education, 

(d) to seek to identify the educational requirements of groups and 
individuals and help in ensuring that adequate programmes are available 
to meet these needs, 

(e) to seek to  ensure that adequate educational resources are available 
for teaching and learning throughout his/her assigned area, 

(f) to  promote the development of educational expertise at all levels, 

(g) to  participate in the management and administration of 
postgraduate centres, where such exist, and in the organisation of the 
programmes o f  activities in such centres, 

(h) to help the Postgraduate Medical and Dental Board in the 
development and organisation of its career guidance programmes, 

(i) to  participate in the consultative groups which have the tasks of helping 
the tutors on the General Practitioner Continuing Education 
Schemes in curriculum planning, advising in relation to  the ongoing 
running of those schemes, and helping to  provide feedback from the 
participants, 

(j) to help to foster links between postgraduate medical education provided 
for those who work in hospitals, general practice and public health 
medicine, 

(k) to  undertake any special tasks or projects assigned by the Board. 

Reporting and Working Relationships 

The Co-ordinators report directly to the Postgraduate Medical and Dental 
Board and have a close working relationship with the professional training 
bodies, the health boards and voluntary hospital authorities and work closely 
and co-operate with one another. The Co-ordinators in the Eastern Region 
meet together and with the Chief Officer of the Board as occasion demands to  
plan, organise and review their joint activities e.g. clinical science courses, 
basic science courses. It is customary for two Co-ordinators to attend each 
Board meeting. 

Conditions of Service 

The appointments are temporary and are for a period of three years which may 
be renewed. The current appointments are for the period to 30 June, 1996. 
Remuneration is at the rate of two sessions per week. 
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Secretarial Services for the Co-ordinators 

The Board has made arrangements with the various hospitals, health boards 
and/or universities where the Co-ordinators are based to  provide secretarial 

services for them. 

Illustrative listing of Specific Tasks undertaken by Co-ordinators 

The main tasks undertaken by the Co-ordinators are set out in this paragraph. 
It will be appreciated that the emphasis differs from area to  area but the listing 
illustrates the position generally:-

(a) the organisation of 

# basic science symposia, 

# clinical science courses, 

# regional medical, obstetrical/gynae
cological and surgical conferences, 

# surgical pathology conferences, 

# clinico-pathological conferences, 

# inter-hospital postgraduate education 
meetings, 

# seminars on topics relevant to  general 
practice and assisting local groups of 
general practitioners with the 
organisation of continuing education 
programmes, 

# postgraduate education programmes in 
various hospitals, [the programmes 
referred to here cover the full range of 
continuing education activities 
including regular specialty conferences, 
journal clubs, research seminars, 
mortality conferences, occasional 
symposia, annual meetings (e.g. study 
days), etc.,], 

# various postgraduate lecture 
programmes, 
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# computer courses for doctors, 

# pre Membership tuition courses and 
clinical tutorials, 

# a day release course for SHOs in 
internal medicine, 

# seminars in research methodology, 

# local postgraduate medical committee 
meetings in the Cork area 

participation in the development, management and administration of 
postgraduate centres and in the organisation of the programmes of activities in 
such centres - in 1992 a new permanent William Stokes Postgraduate Centre 
on the campus of St. James's Hospital was constructed and opened, 

participation in some of the consultative groups associated with the general 
practitioner continuing education programmes, 

maintaining liaison with hospitals outside their main bases and advising on the 
development of facilities in such hospitals for libraries, continuing education 
etc., 

providing career guidance to individual NCHDs and organising in Cork, Dublin 
and Galway the career guidance fairs held under the aegis of the Board, 

exploration of educational needs, at local level, of doctors in various 
specialties, 

helping the Board in the conduct of various surveys, 

monitoring postgraduate education activities and facilities in their areas and 
reporting on same to the Board. 

Concluding Remarks 

The Co-ordinators of Postgraduate Education continue to perform a range of 
important functions on behalf of the Board. They have helped in the initiation 
of many worthwhile undertakings such as the Basic Science Symposia referred 
to, the regional medical, obstetrical/gynaecological and surgical conferences 
and the Career Guidance Fairs. They are of course aware of the many tasks 
which remain to be tackled, time constraint continues to be an inhibiting factor 
as is a shortage of finance. The Co-ordinators are only too pleased, however, 
to hear from hospitals or groups which might like some advice or assistance. 
The most effective way of delivering the functions performed by the 
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Co-ordinators will continue to be kept under review and most particularly 
if the Board's proposals regarding the appointment of Postgraduate Regional 
Medical Directors are accepted and implemented. Meanwhile the Board has 
decided to  seek funding for the appointment of an additional Co-ordinator, who 
would be based on Tallaght Hospital. 
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CHAPTER 5 

DENTISTRY 

5.1 The Board has the same functions and responsibilities in regard to postgraduate 
training in dentistry as in medicine. These are t o  (a) promote the development 
of postgraduate education and training and to co-ordinate such developments; 
(b) advise the Minister for Health on all matters, including financial matters, 
relating to  the development and co-ordination of postgraduate education and 
training; and (c) provide career guidance. 

5.2 To  advise it in its task of promoting the development of postgraduate dental 
education and training and co-ordinating such developments the Board has 
appointed two special committees as follows:-

i) Dental Affairs Committee which has the task of advising the 
Board on all aspects of postgraduate training in dentistry, other 
than continuing education. The membership of this committee, 
which is drawn from within the membership of the Board is: 
Mr. C. O'Brien (Chairman), Mr. F. Brady, Dr. J. Buttimer, 
Messrs S. O'Hickey, D. O'Shea and Professor D. Shanley. 

(ii) Dental Committee: The remit of this Committee is to  advise the 
Board in relation to the promotion and co-ordination of 
continuing education in dentistry, to  suggest to  the Board the 
criteria and standards for continuing education in dentistry 
where this is not already a function of other bodies and thirdly 
to suggest national policy as to the establishment of regional 
committees (the broad function of regional committees would 
be the promotion of continuing dental education within their 
areas) and finally to examine on behalf of the Board special 
problems or, issues affecting or related to continuing education 
for dentists. 1 The membership of this Committee consists of all 
members of the Dental Affairs Committee together with Messrs. 
P. Costello, D. Goggin, P.G. Heavey, Mrs. M. Houlihan, 
Messrs. D.G. Mannix, S. McMahon, B. Murphy, M. O'Boyle, 
V.M. O'Connor, I. O'Dowling and E. O'Flynn. Mr. E. 

O'Flynn was nominated to the Committee by the Society of 
Chief and Principal Dental Surgeons of Ireland, Messrs. 
Costello, Goggin, McMahon and O'Boyle are the Chairmen of 
the Board's four regional dental committees and the other six 
persons named in this paragraph were nominated by the 
Irish Dental Association. 

The Board is indebted to the members of both committees for the manner in 
which they have undertaken the tasks assigned to them. During the period 
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under review the Dental Committee was the more active of the two 
Committees concerned and the Board wishes to express its particular 
appreciation of the contributions made to its deliberations by the Chairmen of 
the regional dental committees and by those members who were nominated by 
the Irish Dental Association and by the Society of Chief and Principal Dental 

Surgeons of Ireland. 

Joint Committees and SACs 

There is a Joint Committee for Higher Training in Dentistry. At the moment 
it has four main Specialist Advisory Committees as follows:-

• Oral Maxillofacial Surgery 

• Orthodontics and Paediatric Dentistry 

• Restorative Dentistry (comprising Conservative Dentistry, 
Periodontology and Prosthetic Dentistry) 

• Dental Public Health. 

This country is represented on the Joint Committee, the Specialist Advisory 
Committees (SACs) and on the Joint Advisory Committee for Additional 
Dental Specialties which acts, inter alia, akin to a SAC for Oral Medicine. 

Irish Organisations 

There is an Irish professional body - the Faculty of Dentistry of the Royal 
College of Surgeons in Ireland. It is concerned with general professional 
training and higher specialist training. For its purposes under the Medical 
Practitioners Act, 1978 the Board has recognised the Faculty of Dentistry. 
Agreement was reached towards the end of 1984 with the Faculty regarding 
the establishment of a special committee concerned with higher specialist 
training, and with membership drawn from the various interested parties (viz 
the Faculty, the Dental Schools, the practising profession, Department of 
Health and trainees). The present functions of the Committee are as follows: 

"To be responsible, subject to the appropriate legislation for higher 
training in dentistry in the Republic of Ireland and including in 
particular:-

i) overseeing the conduct of the higher training 
programme in dentistry 

ii) to advise the appropriate bodies on the needs for 
consultants in all aspects of dentistry and to keep such 
needs under review 
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(iii) to liaise with the Joint Committee for Higher Training in 
Dentistry and its Specialist Advisory Committees 

iv) to consider, if required, proposals for creating new 
consultant posts and the required number and location of 
training posts at senior registrar level." 

5.5 The professional organisation - the Irish Dental Association - takes a keen 
interest in continuing education. The staff of the two dental schools as well as 
providing undergraduate education, also contribute extensively to  continuing 
education. There are also a number of specialist societies which concern 
themselves, among other matters, with the provision of continuing dental 
education for their members. 

5.6 Hospitals Approved for Training 
Hospitals approved for full period of General Professional Training:-

Cork Dental Hospital 
Dublin Dental Hospital 

Programmes in Higher Specialist Training in the Republic of Ireland have been 
approved in Orthodontics, Paediatric Dentistry, Restorative Dentistry, and 
Oral and Maxillofacial Surgery and in Oral Medicine. In March, 1996 four 
senior registrars were in post - 2 in Orthodontics, 1 in Oral and Maxillofacial 
Surgery and 1 in Oral Medicine. 

Special Considerations in regard to Dentistry 

5.7 In its First and Second Reports the Board stated that in many ways the position 
in regard to postgraduate education in dentistry is similar to that in medicine, 
but acknowledged that in addition there are several factors which make 
continuing education in dentistry, if anything, more necessary than in medicine. 
It is worth repeating here the principal such factors enumerated in those 
reports:-

i) Most dentists work in their own surgeries, many in relatively 
isolated areas, the number of dentists is relatively small and 
they are not brought into regular contact with colleagues as are 
many medical practitioners. At 31 December, 1995 there were 
1,568 dentists on the Dental Register of Ireland. Less than 370 
of these are employed in the health boards and dental 
schools/hospitals, leaving the vast majority in private practice. 
Health Boards can contribute towards continuing education etc. 
for dentists employed by them but, otherwise there is no State aid 
for postgraduate education in dentistry, with the exception of the 
help provided directly by the Board to professional bodies and by 
the Board and the health boards to  the regional committees in the 
North-West, South-East, South/Mid-West and in the West. 
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ii) There is not in Dentistry, as in Medicine, a pre-
registration year during which a graduate can gain increased 
practical experience. 

(iii) There is only a very small number of hospital posts where 
graduates can obtain practical postgraduate experience. 

iv) Continuing education for dentists must include a large 
proportion of participatory courses as new techniques and the use 
of new materials and equipment can frequently be learned only by 
work with patients. 

Outline of Board's activities in relation to  Dentistry 

5.8.1 One of the first reports considered by the Postgraduate Medical 
and Dental Board when first appointed in March, 1980 was one 
prepared in January, 1980 by the Dental Committee to  the former 
Council of Postgraduate Medical and Dental Education. That 
report dealt with all aspects of postgraduate education and 
training in Dentistry, but was particularly concerned with 
continuing education. 

5.8.2 The main recommendations in the report concerned the 
establishment and funding of regional committees to promote 
continuing education in dentistry. These proposals and the 
actions taken in relation to them are discussed in paragraph 5.11 
and subsequent paragraphs. 

5.8.3 The report referred to in paragraph 5.8.1 recommended that 
"Subject to  the development of suitable programmes of 
training and an agreed need for more dental consultants, we 
consider it desirable that there should be increased provision 
for Programmed Training in this country. We consider schemes 
of training desirable not only to -enable dentists to  obtain 
training in this country, but also because of the beneficial 
effects schemes of training can have on the general practice of 
Dentistry. We recommend that the Irish Committee on Higher 
Training in Dentistry should enter into discussions on the 
matter with the Department of Health and the new Postgraduate 
Medical and Dental Board". 

There are some 28 whole-time consultant posts in dentistry 
[Restorative Dentistry (including Conservative Dentistry, 
Periodontology and Prosthetic Dentistry) 8; Oral Medicine and 
Surgery 7; 13 posts in Child Dentistry, Orthodontics and 
Preventive Dentistry], Not all of these posts are filled, this is 
particularly so in the case of Orthodontics. In addition to the 
whole-time posts a small number of Orthodontists and Oral 
Surgeons are employed on a part-time basis by health boards and 
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voluntary hospitals. The Board endorsed the views expressed 
that there should be increased provision for programmed training. 
This was the principal motivating factor in it entering into 
discussions with the Faculty of Dentistry regarding the 
establishment of a special committee concerned with higher 
specialist training which would replace the former Irish 
Committee on Higher Training in Dentistry which had existed in 
the latter half of the 1970s but which was dissolved, it having 
achieved its primary objectives of considering and reporting on 
the implications in the Irish context of the November, 1972 
Report of the Joint Committee for Higher Training in 
Dentistry. As indicated in paragraph 5.4 agreement was reached 
with the Faculty of Dentistry on the establishment of a new 
committee to  oversee higher training. The new Committee 
commenced work in 1985. 

5.8.4 The 1980 report referred to earlier recommended that the costs of 
programmed training should be met in the same way as in 
Medicine. The Board agreed with this recommendation and it 
contributes to the financing of the Faculty of Dentistry in exactly 
the same manner as applies to the other bodies recognised by the 
Board. The system of financing involved is dealt with in Chapter 
6. 

5.8.5 During the period 1 January, 1991 to 31 December, 1995 the 
Board's direct expenditure on dentistry -. related matters 
amounted to £297,361 or 6.3% of total expenditure. 
Expenditure related to the Board's regional dental committees 
amounted to  £251,608 during that period and further details in 
this regard are given in paragraphs 5.22 and 6.10.5. Financial 
assistance to the Faculty of Dentistry during the same period 
amounted to  almost £44,250. 

5.8.6 Reference is made in Chapter 3 to the need for all health boards 
and hospitals to make adequate financial provision for continuing 
medical education. These comments apply with at least equal 
force to continuing education in dentistry, and all 
correspondence with employing and funding authorities has made 
this clear. 

Continuing Education. Dentistry 

As in the period prior to 1991 the main thrust of the Board's 1991/95 activities 
in relation to dentistry has concentrated on the development of continuing 
education. Soon after its establishment in 1980 the Board considered how 
best to promote continuing dental education. This appraisal or review arose 
from consideration of the 1980 report of the Dental Committee of the former 
Postgraduate Council for Medical and Dental Education. 
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5.10 Summary of Conclusions and Recommendations of 1980 Report 

In this paragraph a summary is given of the conclusions and 
recommendations of the 1980 Report in respect of providing a national 
framework for the co-ordination, promotion and provision of continuing 
education in dentistry. The report said: 

"Dentists who do not receive Continuing Education must suffer a decrease in 
professional competence. This has grave implications for the community from 
the health, social and financial aspects. It is in the interest of dentists, of their 
patients, of their employing authorities and of the community generally that 
dentists should receive Continuing Education. A large part of Continuing 
Education is self-education through reading and discussions with colleagues. 
Even in self-education some help and guidance from others may be necessary 
and organised continuing education is essential for most. Those who rely 
solely on their own reading suffer from a false sense of security. 

An appreciable, but far from adequate, amount of Continuing Education is 
already organised by a number of bodies. The chief one is the Irish Dental 
Association. It has a Scientific Committee which organises an Annual 
Scientific Meeting. \ It has a Sub-Committee dealing specifically with 
Continuing Education. The Sub-Committee has Branch Liaison Officers who 
co-operate with the Branch Secretaries and other dentists in organising 
Continuing Education at local level. While the activities of the Irish Dental 
Association are most praiseworthy and represent the greatest single effort in 
the interest of Continuing Education, they are of necessity limited and, while 
they are reasonably successful in some areas, the results in most must be 
regarded as far from adequate. The Dental Hospitals/Universities make a 
significant contribution as they supply speakers to several meetings and 
organise some Scientific Meetings each year. A number of dedicated 
individuals put a considerable amount of work into Continuing Education. 

While all the activities mentioned are beneficial, they provide no more than a 
fraction of the Continuing Education which is desirable. The 
difficidties in having an adequate and co-ordinated system of postgraduate 
education in Dentistry were appreciated but when regard is had to the obvious 
needs a serious effort must be made to meet these needs". 

The report went on to recommend that some national body be given 
responsibility to try and promote an adequate and co-ordinated system of 
Continuing Education. It recommended that this body should be the Board 
subject to the establishment of a special Dental Committee, to which persons 
who are not members of the Board could be co-opted and the arrangement 
proposed be regarded as an interim and experimental measure until a new Dental 
Council was in operation. The Report did not recommend that the Dental 
Committee should itself provide continuing education but should operate 
through regional committees. 
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It is important to recognise that under statute the Board has the responsibility of 
promoting the development of postgraduate dental education and training and 
co-ordinating such developments. Subject to this the Board accepted the 
recommendations made in the 1980 report and quoted above. It held 
discussions with the Irish Dental Association and a Dental Committee was 
formed in 1981 - its membership (in respect of the five year period to  July, 1996) 
and terms of reference are set out in paragraph 5.2(ii). 

Regional Committees 

5.11 The Postgraduate Medical and Dental Board and its Dental Committee adopted 
proposals in 1981 which envisaged the establishment of a network of regional 
committees. Stated in general terms the role/function of a regional committee 
would be the promotion of continuing dental education within its area. Particular 
functions of a regional committee would be as follows:-

(a) Co-operation with other bodies involved in postgraduate dental education. 
It should co-operate with the Dental Committee in trying to  have 
implemented criteria or standards suggested by the Dental Committee, 
with local Dental Associations and, where appropriate, with Dental 
Hospitals/Universities. It is important that the Regional Committees should 
not be seen as in any way supplanting existing bodies within their areas. 
The aim of the Regional Committees should be not only to assist and 
encourage existing bodies, but to help in co-ordinating their activities and 
in promoting additional activities. 

(b) The general guidance of the activities of a Course Organiser and co
operation with the Course Organiser in the advancement of postgraduate 
dental education in its area. 

(c) The making of recommendations to the Dental Committee as to  the 
developments necessary in its area. 

(d) A consideration of the education needs of dental practice and of the 
relevance and effectiveness of particular activities in meeting these 
needs. 

(e) An examination of the steps necessary to assure that the whole field of 
Primary Care is covered over a period. 

Appointment of Course Organisers 

5.12 To assist them in their work it was agreed that each regional committee when 
established would appoint a Course Organiser on a sessional basis. The Course 
Organiser would have the task of promoting and encouraging continuing 
education at individual, group and regional level. H e  or she would be required to  
make recommendations to the regional committee on local needs and on the best 
way to meet these needs and would be involved in the assessment of the 
relevance and effectiveness of different courses and activities organised within 
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the area covered by the regional committee. The Course Organiser would also be 
required to  liaise with all groups interested in continuing education and would be 
expected to  encourage the co-ordination of the activities of different groups. 
Another function of a Course Organiser would be the provision of continuing 
dental education in his/her area - mainly, indirectly, through the organisation 
of suitable activities, but also directly by talks on particular subjects within 
his/her competence (these could be scientific, or on matters such as self 
assessment, the formation of small group activities, desirable reading and on 
how additional information or knowledge may be obtained). 

Number and Location of Regional Committees 

5.13 The proposals originally adopted in 1981 envisaged the establishment of 5 
regional committees, based on Dublin, Cork, Galway, the North West and the 

South East. 

The regional committee based on Dublin would serve the Eastern, Midland and 
North Eastern Health Board areas; the committee based on Cork would serve 
the . Southern and Mid Western Health Board areas; the committee based on 
Galway would serve- the Western Health Board area and the North-West and 
South-Eastern Regional Committees would serve the North-Western and 
South-Eastern Health Board areas respectively. It was not intended however that 
there should be a rigid division by areas and dentists would be free to  attend 
courses or activities outside their own areas where they found it more convenient 

to  do so. 

Some consideration was given as to whether there should be a separate regional 
committee based on Limerick serving the Mid-Western Health Board area. A 
final decision on this was left in abeyance until experience was^gained in the 
operation of a regional dental committee spanning both the Mid-Western and 
Southern Health Board areas. In the event that committee has worked very well 
and there are no proposals at this time to alter its functional area. 

Membership of Regional Committees 

5.14 The Board's wish was that the regional committees should be as 
representative as possible of the dentists in the area they are serving. In general it 
was felt that there should be about 5 private dental practitioners and 3 public 
dental officers together with one member of the Dental Committee of the 
Postgraduate Medical and Dental Board and one health board representative on 
each regional committee. It was recognised that in some instances local 
circumstances might make it desirable to vary these numbers. It was also 
envisaged that the dental schools would be represented on the Dublin and Cork 
regional committees and it was hoped to appoint a dental consultant to  the other 
committees. The membership of the regional committees established to date 
conforms to the general scheme set out in this paragraph, save that dental 
consultants have not been specifically appointed. 
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Response to Proposals 

5.15 The proposals relating to the establishment of regional committees were put to 
the dental profession and to the health boards late in 1981. All registered dentists 
were also notified individually. There was a very good response to these 
proposals from the dental profession and from individual dentists throughout the 
country with over 100 indicating that if appointed they would be prepared to 
serve on the regional committees. When the proposals were prepared it was 
envisaged that the funding of the regional committees would come from the 
health boards. However, while the Health Board Chief Executive Officers 
indicated that the regional committee arrangements should be actively pursued 
the health boards have not been able to provide funding for them. 

The Board reviewed the position in the latter half of 1982 and decided to seek 
funds to enable it to appoint one or two regional committees on a pilot study 
basis. The Board was able to provide sufficient funds to establish one regional 
committee in the North-West in 1983 and to establish a second in the South and 
Mid-West in 1984. The Board subsequently established further regional 
dental committees in the South-East and in the West in 1986 and 1987 
respectively. Details in this regard are given in paragraph 5.17 and subsequent 
paragraphs. 

Policy document "Continuing Education in Dentistry" 

5.16 In conjunction with its consideration of the establishment of regional committees 
the Board and its Dental Committee had under consideration the policy aims 
which should be adopted in relation to continuing education in dentistry. These 
aims were embodied in a policy document adopted in June, 1983 and circulated 
to all interested parties. Some extracts from this document are given beneath: 

"Professional education is a continuing process. It begins when the student 
first enters a dental school and should end only when the dentist retires from 
practice. Undergraduate education and postgraduate education should thus 
be seen as two distinct phases of the same process. "The young graduate, 
upon leaving the dental school, should be imbued with the ideal of making 
continuing education a way of life. It is the task of those responsible for 
professional education to provide him with the opportunities to live and 
practice in accordance with this ideal". (W.H.O. 1970 Postgraduate Dental 
Education, W.H.O. Regional Office for Europe, EURO 0431). 

The need for continuing education in dentistry is perhaps best illustrated by the 
fact that in the past 20 years, for example, the content of the undergraduate 
programme in our Dental Schools has changed dramatically. hi 1960 the 
principles and techniques of Preventative and Childrens Dentistry and of 
Periodontology occupied a negligible part of the undergraduate curriculum and 
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yet at the present time extensive knowledge and skill in these subjects is an 
essential part of primary dental care. Since 1960 the content and range of 
knowledge and skills in the primary care aspects in Conservative Dentistry, 
Prosthetics, Orthodontics, Oral Surgery and Oral Medicine have extended 
considerably. For example, the first clinical studies of the resin that woidd 
bond to etched enamel were not reported until the late 60s and yet the technique 
is now commmonplace in many aspects of primary care dentistry. No doubt 
many of the dentists currently practising in this country either in general 
practice or in the public dental service and who qualified prior to 1960 (40%) 
have acquired the necessaiy knowledge of new developments through the many 
excellent courses provided by various 'bodies over the years. Nevertheless it is 
reasonable to suggest that many have acquired the necessary knowledge only 
through informal reading and discussion with colleagues and commercial 
interests. Few participatory courses (i.e. courses in which patients are 
treated) have been held, hence familiarisation with new techniques and with the 
use of new materials and equipment has probably occurred mostly by trial and 
error. A proportion of these dentists may indeed be depending solely on 
knowledge and skills acquired when they were undergraduates. 

Policy A im 

In the context of Continuing Education in Dentistry therefore a 
reasonable policy aim at this stage would be: 

(a) That all dentists who qualified say prior to 1976 and currently providing 
primary dental care in this country (both in general practice and in the 
public denial sen>ice) will have the opportunity to acquire at least the 
knowledge and skills expected of undergraduates taking the current final 
dental examinations in our two Dental Schools and Hospitals. 

(b) That all dentists providing primary dental care in this country will have 
the opportunity every five years to up-date their knowledge and skills to 
at least the level of that expected of undergraduates sitting the current 
final dental examinations in our two Dental Schools and Hospitals. 

(c) In addition to updating knowledge and skills to the level expected of 
undergraduates sitting the final dental examinations continuing education 
will also be arranged to ensure that skills and knowledge already 
acquired will be complemented and increased. 

It might well be argued (and probably will) that such policies are over-
ambitious and unrealistic when the availability of teachers, clinical 
facilities and finance are taken into account. However, up-dating of long-
term plans for dental teaching and the consequent clinical facilities and 
financial implications are constantly taking place, hence it is important that 
overall policy aims for continuing education in dentistry are clearly stated and 
periodically reviewed. Current short-falls in suitable manpower, clinical 
facilities and finance should not be a major factor in formulating policy. 
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Strategies to Achieve Policy 

In choosing strategies to carry out the above policy, close co-operation between 
the planned Regional Committees, the local branches of the Irish Dental 
Association and other bodies is envisaged. Such co-operation will ensure that 
overall programmes rather than isolated topics are included in continuing 
education curricula. The setting up of study groups to include case 
presentations and journal clubs for example will be encouraged. In order to 
document progress it will be important that all activities be reported to the 
Regional Committees and to the Postgraduate Medical and Dental Board 
through its Dental Committee. It is essential that the two Dental Schools play 
a leading role in carrying out the policy on continuing education. Allocation 
of staff and facilities to the Schools must take account of this essential role. 
Clinical attachments, whereby practitioners spend a period of time 
participating in the functions of a Dental School and Hospital are an efficient 
method of providing continuing education and also when regional 
consultants are appointed clinical attachments to their units should also be 
organised". 

Establishment of Regional Dental Committees: Phased Approach 

5.17 Financial constraints have dictated that a phased approach be adopted in 
establishing a national network of regional dental committees. It has been 
possible to date for the Board to establish, in partnership with the relevant 
health boards, the regional dental committees listed beneath: -

1983 North-West 

1984 South and Mid-West 

1986 South-East 

1987 Western. 

North-West Regional Dental Committee 

5.18 The Board's first regional dental committee was established in 1983 in the North
western Health Board area i.e. Donegal, Leitrim and Sligo. 

There are now some 70 dentists in the committee's catchment area spread over a 
wide area geographically. The area was chosen for the first pilot study 
principally because it is geographically distant from the Dental Schools and 
would therefore have been seen as being at some disadvantage in organising 
continuing education. 
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At its first meeting held in Ballyshannon in July 1983 Mr. S. McMahon, Sligo 
was appointed Chairman and the regional committee agreed to  proceed to  
appoint a Course Organiser. Following competition Mr. B. Flanagan was 
appointed to  this post and took up duty in September, 1983. 

In the period since its establishment to the end of 1995, the North-West 
Regional Dental Committee has organised a total of 75 courses which attracted 
total attendances of 1,251. The courses have been held mainly in Sligo and 
Letterkenny, with one course being held in Dublin. Particular features of the 
programmes organised in the North-West include an Annual Conference held 
in Letterkenny generally each October and two 'hands-on' Orthodontic 
Courses, each confined to  eight participants, held once per month for eighteen 
months. The Orthodontic courses referred to  were held during the period 1989-
91. 

South and Mid-West Regional Dental Committee 

5.19 The South and Mid-West Regional Dental Committee held its first meeting in 
Mallow in May, 1984 and elected Mr. J.F. Lemasney, Limerick as Chairman. 
Following a competition Dr. G.J. Buckley of the Cork Dental School and 
Hospital was appointed as Course Organiser and took up duty in January, 1985. 
Dr. Buckley held that post for a year and on taking up an assignment abroad 
was replaced, following competition, by Professor L. Buckley in 1986. Mr. 
J.F. Lemasney completed his term of office as Chairman in August, 1989 and 
was replaced in that position by Mr. M. O'Boyle, Mallow. 

The first academic activity organised by the South and Mid-West Regional 
Dental Committee took place in May, 1985. In the period since then to  the end 
of 1995, 126 courses have been organised by the South and Mid-West Regional 
Dental Committee. Those courses, which have been held in a total of 18 
different centres, have attracted 2,405 attendances by dentists. 

One particular feature of the programme in the South and Mid-West has been the 
number of Dental Updates which have been held. The concept of the updates is 
t o  provide current knowledge on dental subjects to the practising dentist by 
means of a series of short lectures given concurrently at a local meeting. 
These lectures are condensed information given by experts on the subject. 
They are of 15-20 minutes duration; a number of different subjects can be 
covered in a session of say 2 hours. At the end of the session the participating 
dentists are encouraged to  question the speakers who come together and hold a 
seminar for 20 minutes approximately. The Dental Update programme has also 
resulted in a number of time limited ad hoc study groups being set-up in local 
areas. A total of 49 such Updates have been held up to  end 1995 - the venues 
being Bantry, Charleville, Cork, Dunmanway, Ennis, Killarney, Limerick, 
Listowel, Mallow, Midleton, Nenagh, Thurles and Tralee. 
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The Board was one of the sponsoring partners in a 1995 submission for a grant 
made by the South and Mid-West Regional Dental Committee and Cork 
University Dental School, in association with a number of other universities 
in Europe, under Framework IV of the European Union's Telematics 
Applications Programme to develop a computer linked video 
conference/remote dental specialist advice/education system, It was intended 
that the proposed system would be piloted in Ireland, Greece, France and South 
West England (Bristol University) and would aim to  provide amongst other 
facilities a distributed electronic library containing continuing educational 
material which could be downloaded by dentists. At the same time the system 
would allow users to  access remote lectures/consultants and there would be an 
ability to set a charge for such services, were this required. While the project 
had been commended by the E U  for its strong European dimension, management 
plan and cross sectoral added-value, it has not been funded. The consortium 
which made the proposal has been advised to continue and suggestions were 
made as to how the project might be amended before being resubmitted. The 
consortium has now submitted revised proposals taking into account the 
suggestions made. The South and Mid-West Regional Dental Committee has 
obtained sponsorship from Telecom Eireann which will enable it to  beam one of 
the courses which it is holding in Cork to a Kerry venue. There will be an 
interactive audio/visual link between the two course centres. 

South-East Regional Dental Committee 

5.20 The first meeting of the South-East Regional Dental Committee was held in 
Kilkenny in April, 1986 and Mr. J.C. Healy, Clonmel was appointed Chairman. 
Its first Course Organiser, Mr. J. Browne, Wexford took up duty in July, 1986. 
Mr. Healy completed his term of office as Chairman in August, 1990 and was 
followed by Mr. J. Pierse, Tipperary. Mr. Pierse completed his term of office in 
February, 1995 when Mr. D. Goggin, Wexford was appointed. Mr. J. 
Browne served as Course Organiser for the period July, 1996 to November, 
1990 when he was succeeded by Mr. D. Tully, Waterford. 

The first course organised by the South-East Regional Dental Committee was 
held in November, 1986. To date it has organised 57 courses which have been 
held in 5 different centres and have attracted overall attendances of 1,124. 
Included in this regional dental committee's programme has been an extended 
three year 'hands-on' Orthodontics course confined to six participants. 

Western Regional Dental Committee 

5.21 At the first meeting of the Western Regional Dental Committee held in Tuam in 
June, 1987 Mr. M. Dunleavy was appointed Chairman. Its first Course 
Organiser, Mr. J. Griffin, Ballyhaunis took up duty in November, 1987. Mr. 
Dunleavy completed his term of office in January, 1993 and was succeeded in the 
Chair by Mr. P. Costello, Galway. Mr. J. Griffin served as Course Organiser 
until June, 1990, when on his resignation Ms. D. Daly was appointed; she 
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served until August, 1993 being followed by Mr. P. McCabe, Oranmore. The 
first academic activity of the Western Regional Dental Committee was held in 
Castlebar at the end of January, 1988 and in the eight years to  end December, 
1995 it has held a total of 46 courses which have attracted attendances of 732 
dentists. Six of those forty-six courses were held in Castlebar, one was held in 
Tuam and the remainder in Galway. 

Summary of Activities of Regional Dental Committees 

5.22 The four regional dental committees have between them organised some 304 
courses in the period to  end December, 1995. These 304 courses, which have 
been held in a total of 29 venues, have attracted total attendances of 5,512 
dentists. [156 of those courses, attracting attendances of 2,727, were held in 
the five year period 1991-1995], Course topics have included Crown and 
Bridge, Cross Infection Control, Dental Materials, Endodontics, 
Paedodontics, Preventive Dentistry, Periodontics, Resin-Bonded Bridges, 
Osseointegration, Other Restorative, Hepatitis B/AIDS, Oral Surgery, 
Orthodontics, Occlusion, Oral Cancer, Pharmacology, Veneers, Aesthetic 
Dentistry, Emergencies in the Dental Surgery, Implants, Dentine Bonding, 
Dental Radiographs, Relative Analgesia, Stress, Computers in Dentistry, 
Health and Safety in the Dental Surgery and the Updates already referred to. 
Various course types have been adopted e.g. lecture programmes, 
participation/ demonstration courses, evening lectures, extended 'hands-on' 
courses. A number of time-limited informal study groups have been established 
from time to time in the South and Mid-West. Library information services are 
operated by the regional dental committees in the North-West, South-East 
and in the South and Mid-West. A dental video-loan service is also operated 
in the South and Mid-West. The Regional Dental Committee in the South and 
Mid-West published in booklet form and widely distributed the presentations 
made at the symposium it held in 1992 on the topic "Health and Safety in 

Dentistry". 

Most of the organisational costs of the regional dental committees are met by the 
Board. These costs include the sessional payments of the Course Organisers, 
their travelling expenses and those of the members of the regional dental 
committees (who generally meet about 5-times a year) together with a 
contribution towards the administrative/secretarial costs provided by the health 
boards and by the Cork Dental School and Hospital (in the case of the South 
and Mid-West Regional Dental Committee). The Board has also provided 
some grants, amounting to £9,081 in the period 1992 - 1995, towards the 
purchase of some teaching aids. The Board's total expenditure on regional 
dental committees in the period 1991 - 1995 amounted to some £251,608 and 
more information in this regard is given in paragraph 6.10.5. 

The Board is pleased to take this opportunity to pay tribute to the work 
undertaken by the four regional dental committees under their chairmen and, 
assisted by their Course Organisers. The Board is more than satisfied that by 
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their combined efforts all involved have contributed significantly to  stimulating 
the growth of continuing dental education in a very cost effective manner. 

Some Issues for the Future 

5.23 The Board is conscious of the fact that although the four existing regional dental 
committees have been successful in undertaking the task of stimulating and co
ordinating continuing dental education they do not provide national coverage. 
Three health board areas viz. the Eastern, Midland and North-Eastern, are not 
covered. Somewhere in the region of 51% of the dentists in the country practise 
in those three areas. The recommendations initially accepted by the Board 
envisaged the establishment of one regional dental committee to  serve those 
three health board areas. As explained earlier a phased approach has had to  be 
adopted to  the establishment of regional dental committees and funds have not 
yet been available to the Board to enable it to  complete the national network. 
The Board is keen to proceed as quickly as possible towards providing for the 
co-ordination of continuing dental education nationwide and is very pleased that 
funds are being made available to it so as to enable significant further progress to  
be made in 1996. As indicated in its Second Report the Board recognised that 
the proposals for a network of regional dental committees would need 
modification before being implemented in a region embracing the functional 
areas of the Eastern, Midland and North-Eastern Health Boards. The Board is 
now satisfied that a single regional dental committee covering that entire area 
would find it very difficult to be responsive to  the needs of all dentists it would 
seek to serve. The Board is convinced that the establishment of separate 
regional dental committees in the Midlands and in the North-East would provide 
a much more effective structure for those areas. The Board is pleased therefore 
that with the additional monies being made available to it in 1996 that it will be 
enabled to provide the necessary funding to establish regional dental committees 
in the Midlands and in the North-East and indeed it is already in touch with the 
dentists in those areas in this regard. The Board has also agreed that when 
additional finance next becomes available to it priority will be given to  the 
co-ordination of continuing dental education in the Eastern Health Board area. 

5.24 Continuing Dentnl Education Accreditation 

The Board's Dental Committee has adopted recently a policy relating to  
recognition of participation in continuing dental education activities. The 
following principles and procedures underpin that policy: (a) CDE is essential, 
(b) participation in CDE should be on a voluntary basis, (c) incentives should be 
available to encourage participation in CDE, (d) the Dental Committee accepted 
the principle of an accreditation system based on the accumulation of credit 
points, (e) CDE accreditation should be time limited, (f) an Accreditation 
Body/Committee should be established; in the Dental Committee's view the 
PgMDB should be the agency to establish such a Body, (g) for the purposes 
of CDE accreditation, courses, seminars etc. need to be evaluated - [in 
developing policies and procedures for this it should be possible to draw on 
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the experience of other agencies and professions both at home and abroad], 
(h) the PgMDB should issue CDE accreditation certificates - such certificates 
were seen as an encouragement and incentive to  participate, (i) account must be 
taken of access to  CDE, (j) if a recognition system is introduced "due credit 
should be given to the many dentists who have made CDE part of their 
professional lives without seeking any recognition to date". 

The Sub-Committee appointed by the Dental Committee to bring forward 
proposals for the practical implementation of a policy on "Recognition for 
participation in CDE based on those principles and procedures reported in 
March, 1996. It has proposed a non bureaucratic system which will promote 
continuing dental education through a system of accreditation. It is envisaged 
that participation therein would be voluntary and non-threatening and should be 
developed in such a way as to gain maximum acceptance, support and 
participation from its inception. The Dental Committee has endorsed and 
accepted the proposals and they have been approved by the Board. The Board 
will now seek the support of the dental profession and seek the necessary 
funding from the Department of Health. The Board would hope to commence 
implementation of the CDE Accreditation system in 1997. 

5.25 Vocational Training 

In its Second Report in May, 1990 the Board anticipated that in the years 
immediately ahead consideration would need to be given to the question as to 
whether vocational training should be introduced for those who wish to pursue 
careers in general dental practice and in the public dental service. It noted 
that vocational training was introduced as a condition of employment for newly 
qualified entrants to the community dental services in the UK in 1982. It further 
noted that over the previous five years there had been a significant growth in the 
existence of vocational training schemes for general dental practice in England 
and Wales rising from 7 such schemes in 1984 to 19 with over 200 trainees in 
1988. Schemes also existed in Scotland and there was one scheme in Northern 
Ireland. The aims and objectives of the schemes had been identified as follows -

At the end of the vocational training period, as a result of working within a 
sheltered environment with an appointed trainer and participating in an 
educational course, trainees should be better able: (a) To provide unsupervised 
and with confidence a full range of general treatment and care for patients, (b) 
To be aware of their clinical limitations and to  refer patients for specialist 
opinion and treatment when necessary. (c) To undertake the management 
skills necessary for the practice of dentistry, (d) To understand the organisation 
of the National Health Service, (e) To understand the legal and ethical aspects 
of the practice of dentistry. (f) To be self-critical and be conscious of the 
responsibility to ' apply new knowledge to practice. (g) To understand that 
professional training and education should be a continuing process." 



The satisfactory completion of vocational training in general dental practice 
became a mandatory requirement for entry to [UK) General Dental Services 

from 1 October, 1993. 

At a meeting in October, 1992 between representatives of the Dental Affairs 
Committee of the Board and representatives of the Dental Council it was agreed 
to establish a joint working group to bring forward proposals for the 
establishment of vocational training in dentistry in this country. The working 
group completed its task in March, 1993 and the proposals prepared by it and 
submitted to the Department of Health in April, 1993 are set out beneath. 

"1. A Pilot Scheme 

1.1 A pilot scheme should he established in 1994. The training 
period should be one calendar year. The pilot scheme should 
be designed to test the feasibility of introducing, on a 
national basis, vocational training specifically designed for Irish 

general dental practice. 

2. Locations 

2.1 The scheme is suggested for three different locations: one in 
Cork, one in Dublin and one in some other location which would 
be close to a major centre but one without a dental teaching 

hospital. 

2.2 The total number of trainees involved should be about ten in the 

first instance. 

2.3 The trainee distribution should be influenced by the availability 
of suitable practices and other factors which will arise in the 
course of this planning process. It is envisaged that a 
minimum of two trainees would be located at each centre. 

2.4 It is important that the pilot scheme should be a realistic test for 

a national scheme. 

2.5 It is desirable to include trainees in locations removed from 
dental teaching hospitals. 

2.6 The training dental practices should reflect the normal 
environment in which dentists in Ireland carry out dental 

surgery. 

3. Sessions 
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There should be no rigid schedule of sessions. Sessions M'ould include 
placements in general practice, health board clinics and specific time 
dedicated to study and learning. An example of an average week might 
be as follows: 

2 days (four sessions) in a general dental practitioner's surgery. That 
practitioner should be designated principal trainer. 

1 day (two sessions) in a health board clinic(s) 

1 day (two sessions) in a dental teaching hospital 

up to I day (two sessions) in structured learning, workgroups etc. 

The dental teaching hospital is not an essential component of this 
arrangement. 

4. Steering Committee. Co-ordination and Trainers 

4.1 A Steering Committee, appointed by the Postgraduate Medical 
and Dental Board, would be responsible for the structured 
training programme. 

4.2 The Steering Committee will appoint a co-ordinator who will 
liaise with each trainee's principal trainer, the general dental 
practitioners, the training supervisors in the Health Board 
Clinics and the appropriate staff members in the dental teaching 
hospitals. It is envisaged that the Co-ordinator, who will 
be a registered dentist, will devote up to 4 sessions a week to the 
co-ordination role, which is seen as an extremely important one 
for the success of the pilot scheme. 

4.3 The principal trainers should be well established dental 
practitioners capable of running an efficient and modern general 
dental practice in a broad range of dental subjects, preferably 
with an MGDS qualification or its equivalent. 

5. Funding and Recognition of Trainers 

5.1 The scheme proposed should generate some funding from patient 
treatment with the aim of offsetting the level of State subvention 
required. 
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5.2 The dental practitioner trainer will need to be reimbursed 
for the loss of time spent in training and the additional practice 
costs of taking on a trainee. These costs should be offset, to some 
extent, by the productivity of the trainee. 

5.3 Each practice in which a trainee works should be specifically 
designated as a training practice. 

5.4 The scheme will provide for the initial and on-going instruction 
of trainers. 

Assessment 

6.1 The range and amount of M'ork completed by the trainee in 
his/her training placements would be recorded. 

6.2 The patient profile and treatment mix should be structured 
in such a M>ay as to ensure that the trainee is given a 
sufficiently broad range of clinical experience in order to 
develop proficiency, skill and speed in the delivery of acceptable 
dental sen>ices in his or her transition from dental school to 
practice. Trainees must not be confined to a narrow range of 
clinical experience in order to meet service needs. 

6.3 The scheme should be structured in such a way so that the 
exposure in the health board clinics, in the dental hospitals and 
in general practice should be complementary and 
comprehensive, rather than repetitious. 

6.4 Those directly responsible for the trainee should meet at the 
beginning of the programme and thereafter at regular intervals 
to assess the trainee's progress and programme. It will be 
necessary to identify assessment criteria. 

Certification 

On successful completion of the training programme a certificate 
should be awarded to the trainee by the Postgraduate Medical and 
Dental Board. 



Estimated Cost of Pilot Scheme 

It is not possible at this stage to accurately cost the introduction of 
vocational training for general dental practice - one of the aims of 
the pilot scheme should be to provide data on which reasonably 
accurate estimates could be based. It is necessary, however, to give 
some indications of the likely costs of the proposed pilot scheme - what 
follows should be regarded as an indicative estimate which may 
require modification in light of experience -

10 Trainee salaries £ 180,000* 
10 Trainer fees 55,000 * * 
National Co-ordinator salary 15,650 
Secretarial services 7,100 
Employers PRSI 31,450 
Day Release Courses 45,000 
Trainer Courses - 10,000 
Travel expenses, Committee members 2,000 
Travel expenses, Co-ordinator 1,000 
Advertising 2,000 
Miscellaneous 3,000 
Total £352,200 

The working group has no role in salary determination. For the 
purposes of this estimate, it has presumed that vocational trainees 
in this country would be paid a salary similar to that currently paid in 
the U.K. 

The working group envisages that in addition fees generated by 
vocational trainees by virtue of patient treatment will accrue to their 
trainers' practices. 

Analysis 

The pilot scheme should be analysed in respect of the following 
parameters: 

9.1 Cost analysis 

9.2 Educational benefit (trainees and trainers responses) 

9.3 Quality and quantity of clinical treatment 

9.4 Long term influence on services provided 

9.5 International reciprocity." 
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In May, 1994 the then Minister for Health gave details of his Dental Health 
Action Plan to  be implemented over the next four years. The Plan included 
provision for the development on a phased basis of a routine dental treatment 
service for adults with medical card entitlement; Private practitioners under 
contract t o  the health boards to  be major providers of services to  adults. The 
first phase of that scheme was introduced on 1 November, 1994. The 
Department of Health wrote to the Board in February, 1995 indicating that it 
wished t o  have that Scheme more firmly established before the introduction of a 
pilot scheme for vocational training. The Board hopes that discussions can get 
underway, without too much further delay, to initiate a pilot scheme in 
vocational training along the lines proposed jointly by it and the Dental Council. 

5.26 Specialist Training 

The Board wishes to draw attention to two reports published in 1994 and 1995 
in the UK dealing with Specialist Dental Training. The first entitled 'Training for 
Dental Specialists in the Future" [The Mouatt Report] was published in January, 
1994. It was produced by a Working Group which was established in 1993, at 
the request of the UK Secretary of State for Health, to consider the implications 
for the future training of dental specialists arising from the 1993 report of the 
London Department of Health's CMO's Working Group on Specialist Medical 
Training [The Caiman Report] and the General Dental Council's (GDC's) 
proposals for the introduction of specialist titles and specialist lists in the UK. 
The Working Group was also asked to explore the structure and organisation of 
dental specialist training and to review current training programmes in the 
light of European Union (EU) Directives. The report set out the broad 
principles identified by the Caiman Working Group and describes the recent 
proposals of the GDC for the introduction of specialist titles and specialist lists 
within dentistry. It then details the relevant E U  Directives and highlights the 
similarities and differences between specialist medical and dental practice. It 
explains that in the UK less than 7% of dentists work in hospitals, as 
opposed to 56% of doctors, and suggests that, with the exception of Oral and 
Maxillofacial Surgery, there are good grounds for developing dental specialist 
practice outwith hospitals in the future, to  improve availability and accessibility 
for patients. The report then went on to consider how the principles identified 
by the Caiman Working Group can be applied to  individual dental specialties to  
shorten and rationalise training for all dentists. Finally, it supported the GDC's 
proposal that a range of dental specialties should be formally recognised for the 
first time in the UK. 

The second report, from the Chief Dental Officer at the Department of Health in 
London, was published in May, 1995 and is entitled "UK Specialist Dental 
Training". This report was written in the light of consultation conducted 
following the 1994 report already referred to and in the light of developments in 
medical specialist training. The recommendations contained therein aimed to 
ensure that dental specialist training in the UK meets the requirements of UK and 
European Community law. The principal recommendations contained in the 
Report have been summarised as follows -
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"1 To conform with EC law and to ensure that UK trained specialists 
are not put at a disadvantage over their EEA counterparts there 
should be only one level of CCST in respect of each specialty within 
dentistry. 

2 All holders of CCSTs and specialist dental qualifications from other 
member states to which the Directives apply, must have an equal 
opportunity to apply for posts in the UK. 

3 In future no dentist should take up an appointment as a consultant 
in a dental specialty, which has been recognised by the GDC, unless 
his/her name is included in the specialist list. 

4 Once trainees have entered medical training, the competent 
authority for the registration of specialties which require both 
medical and dental qualifications should be the GMC. 

5 Dental, oral and maxillofacial surgeons should be registered in 
both the medical and dental registers if they are to be registered in 
the lists for the specialty of dental, oral and maxillofacial surgery. 

6 In order to ensure that the requirements of the Dental Directives are 
met, the GDC should exercise its powers under the Dentists Act 
1984 as the sole competent authority for dental specialties. 

7 The Dental Faculties of the Royal Colleges, the universities and the 
Specialist Societies have played a key role in the formulation of 
curricula and syllabi and in the monitoring of training 
arrangements. They should continue to play a key role in these 
activities. The GDC is encouraged to establish a partnership with 
these bodies. 

8 Once specialist lists have been created, there should be a 
transitional period during which "de facto " specialists shoidd be 
allowed to make a case for their names to be included on a 
specialsit list. 

9 The GDC should establish an independent appeals mechanism for 
dentists M>ho wish to appeal against a decison not to award a CCST. 

10 Specialist dental practice should increasingly take place outwith 
hospitals. 

11 Subject to the provisos that they do not put the availability of NHS 
treatment at risk and are run within existing resources, pilot 
schemes should be set up to test the feasibility of introducing a two-
year period of general professional training. 
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12 There should be a move towards shorter, but no less demanding 
training pathways. It is difficult to see why high calibre trainees 
should require more than five years (two years of preliminary 
specialist/general professional plus three years of higher specialist 
training) for most dental specialties. Ultimately, it is for the GDC 
to decide this issue. 

13 The GDC should establish the dental specialty of orthodontics, 
followed as soon as possible by specialties in surgical dentistry, 
paedodontics, fixed and removable prosthodontics, endodontics, 
periodontics, dental public health and the additional dental 
specialties. 

14 The GDC should consider whether there is the need for a specialty 
of oral surgery, in addition to surgical dentistry and dental, oral 
and maxillofacial surgery or not. 

15 Access to specialists, even when treatment is provided outside a 
hospital, should normally continue to he only by referral from 
dentists or doctors. " 

It is not possible to predict what impact the changes proposed in the UK may 
have on specialist training in this country. The UK proposals relate not only to 
training but also concern the future mode of delivery of specialist dental services 
in the UK. The means through which services are delivered falls outside the 
remit of the Postgraduate Medical and Dental Board and it would not be 
appropriate for it to comment thereon here. As regards changes which may 
occur in the structure and nature of dental specialist training the Board is aware 
that the Committee for Higher Training in Dentistry of the Faculty of Dentistry, 
RCSI is considering what changes are necessary or desirable in its functions and 
constitution to enable it to oversee, if desired, a new training structure similar to 
that being introduced in the UK. The Board looks forward to receiving the 
Faculty's views in due course. 
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CHAPTER 6 

Finance 

6.1 Source of Board's Finance 

Section 39(2)(d) of the Medical Practitioners Act, 1978 provides that the 
Minister for Health may, out of moneys provided by the Oireachtas, make 
grants towards the expenses of the Board. 

6.2 Income and Expenditure 

In the period 1 January, 1991 to 31 December, 1995 the Board's income 
amounted to  £4,701,157. The income received in 1991 amounted to  
£650,000 which represented an increase at constant prices of 16% over that 
received in 1990. The Board's income in each of the next four years 
increased by 23.6%, 23.4%, 6.2% and 13.9% respectively over that received 
for the preceding year. The Board's 1996 grant has been determined at 
£1.230m. 

The Board's expenditure in the five year period 1991 - 1995 amounted to  
£4,700,530 - details are given in Table 3. The increased grants received by 
the Board during that period enabled it not only to  maintain existing services 
and projects but also to  fund the following additional activities -

# the establishment of fifteen new general practitioner continuing 
education schemes (see chapter 3), 

# the establishment of the national higher training scheme in 
psychiatry, 

#... the conduct in 1995 of a survey of registrar and house officer 
career aspirations and views on postgraduate training, 

# partial reimbursement of some of the costs being incurred by Irish 
training bodies arising from a greater involvement in UEMS 
Specialist Sections and European Boards, 

# 50% of the costs of the Royal College of Surgeons in Ireland 
Vocational Training Scheme for General Practice, 

# some of the costs incurred by the RCSI in organising 
management courses for senior registrars, 
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# provide a subsidy towards the costs o f  the Diploma Course in 
Management for Medical doctors which is organised under the 
aegis of  the RCSI and Institute of  Public Administration, 

# some o f  the costs of the UCD based Diploma Course in Healthcare 
Risk Management. x 

It is intended to maintain during 1996 the level of  services and activities 
undertaken in 1995 and fund 

the appointment of an Assistant National Director o f  GPCME 
schemes and the establishment of  a 29th GPCME Tutorship -the 
appointee to be based in Tipperary, and 

the establishment of  two additional regional dental committees 
- one each in the Midlands and in the North East. 

6.3 Audit of Accounts 

Section 21 o f  the Medical Practitioners Act, 1978 provides for the accounts of  
the Board to be audited by an auditor appointed by the Minister for Health. 
The Minister has appointed the Comptroller and Auditor General. The 
accounts in respect of  the years to 31 December, 1994 have been audited and 
as required by the Act they have been printed, published, put on sale and laid 
before each House of  the Oireachtas. The accounts in respect o f  1995 are 
ready to be audited. 1 

6.4 Board's Finance Committee 

The Board has appointed from within its own membership a Finance 
Committee to advise it on all aspects of  its financial affairs including: -

monitoring expenditure on its behalf 

preparation of estimates and budgets 

advising on the cost implications o f  proposals submitted to the 
Board 

advising on financial policies to be adopted. 

The members o f  the Finance Committee during the period covered by this report 
were Dr. C.S. Macnamara (Chairman), Professor H. Hoey, Dr. G. Hurley, 
Professor W. Kirwan, Dr. J. Maguire, Messrs. S. O'Hickey and T. Whyte. 
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Policy on the Financing of Postgraduate Education and Training 

6.5 Board's functions in regard to financing of Postgraduate Education and 
Training 

The Board has the function, after consultation with various bodies, of advising 
the Minister for Health on all matters, including financial matters, relating to  the 
development and co-ordination of postgraduate medical and dental education. 
Following these consultations it has been agreed that postgraduate education 
should be financed as set out in this policy statement. It deals with finance 
under two main headings:-

(a) Programmed Training, 

(b) Continuing Education. 

PROGRAMMED TRATNTNG 

6.6 Position of Professional Bodies 

As indicated in paragraph 2.2 the Board accepts, in principle, that programmed 
training should be under the immediate guidance of professional bodies. 
The Board has, however, been given the responsibility of promoting and 
co-ordinating the development of postgraduate education, of providing 
career guidance and, as already stated, of advising the Minister on financial 
matters. To  fulfil its functions, and with its overall view of the situation of 
postgraduate education, the Board reserves the right to ask questions, or to  
make suggestions on particular programmes, e.g. on programmes which seem 
t o  depart seriously from the general trend, on numbers being trained and on co
ordination between different programmes. The general aim of the Board, 
however, is to help and it anticipates that any differences of opinion between it 
and the professional organisations can be solved amicably. To fulfil its 
functions the Board has to exercise a general over-view of postgraduate 
education - subject to any criteria and standards laid down by the Medical 
Council. Its primary objective, however, is to  help the professional bodies 
and if it thinks that modifications in any programme are desirable it proposes to  
discuss the matter with the body concerned to reach a solution acceptable to  
both sides. As indicated in Chapters 2 and 5 the Board has recognised ten 
main Irish professional bodies as filling major roles in programmed training. 
Details as regards these bodies are given in the chapters referred to. 
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6.7 Methods of Financing 

The policies operated to date by the Board visualise broadly that:-

(a) contributions towards the expenses of  professional bodies which would 
not be applicable to any employing authority (health board or voluntary 
hospital) should be paid directly by it, 

(b) the agreed expenses directly related to trainees should be paid by the 
employing authorities i.e. health boards and voluntary hospitals. 

6.8 Expenses payable by the Board 

6.8.1 The Board assists the professional bodies in their exercise as national 
bodies, of a general control over programmed training in the 
specialties dealt with by them. The following are the types of  
expenditure in respect of  which the Board helps: 

(a) the organisational costs of  the professional bodies in activities 
wholly or substantially concerned with the development of  
postgraduate education in a recognised specialty or sub
specialty. These organisational costs relate to the 
approval o f  programmes, the setting o f  standards and similar 
matters (not the costs of running individual programmes) 
and cover administrative and travelling costs; 

(b) expenses of  representatives of  Joint Committees, or similar 
bodies, who are visiting Irish hospitals, or programmes of  
training; 

(c) approved expenses of  representatives of  the Irish 
professional bodies who have to attend meetings of Joint 
Committees, or similar bodies, or their Specialist Advisory 
Committees; 

(d) contributions of  the Irish branches of  the Joint Committees 
towards the expenses of  the Joint Committees. 

6.8 .2 The normal level of  help from the Board in respect of  organisational 
(other than travelling) costs and in respect of  financial contributions 
of  Joint Committees is calculated at two-thirds of  the cost to the 
Irish professional body. There are two principal variations from this -
the Board provides the administrative services for the Irish 
Psychiatric Training Committee and for the Dublin Regional 
Vocational Training Scheme for General Practice. 
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The Board's assistance to the training bodies to meet the various 
travelling expenses referred to in paragraph 6.8.1 are calculated by 
reference to the prevailing rates applicable in the health services 
generally and only in exceptional cases are rates in excess of  public 
transport costs applied in respect of  journeys within Ireland. Prior 
to April, 1989 the Board met the full approved travel and subsistence 
costs of representatives of Irish professional bodies who attend 
meetings o f  Joint Committees and their Specialist Advisory 
Committees. The Board's budgetary position in 1989 did not 
permit it to continue meeting these full costs and as from April, 1989 
the professional bodies themselves have been responsible for meeting 
one-third of  the costs concerned. 

6.8.3 Each professional body submits to the Board, an annual estimate of  
the costs, as set out in 6.8.1, in which it will be involved. Subject to 
agreement on the nature and extent of  costs in these estimates the 
Board visualises that claims for expenses should be submitted by the 
professional bodies as they arise in the case of  travelling claims and 
quarterly in the case of  administrative expenses. In this way the 
professional body and its members should not be out of pocket for 
extended periods and the Board should not be faced with unforeseen 
expenditure. In recent years the Board has adopted the practice of  
indicating to the training bodies as early as possible in the year the 
likely financial assistance the Board should be able to make. In 
practice in the period 1991 - 1995 the Board was able to meet, 
within the broad policy outlined above, all the claims made on it by 
the professional bodies. 

6.8.4 As shown in Table 3 the payments made by the Board to professional 
bodies during the period 1 January, 1991 to 31 December, 1995 
amounted to £900,546 (19% of all expenditure). The 
distribution of  those payments between the specialties is shown also 
in Table 3. Table 4 shows the distribution of  those payments of  
£900,546 by function. The Board has set aside £242,300 for 
payments to professional bodies in 1996 - the corresponding 
payments in 1995 amounted to £223,963. 

95 



TABLE 3 

THE POSTGRADUATE MEDICAL AND DENTAL BOARD 

Expenditure 1 January. 1991 - 31 December, 1995 

Salaries 
£ 

388,581 
Travelling and Subsistence 65,078 
General Administration 159,698 
Accommodation/Servicing 70,103 
Rates and Insurance 16,354 

Payments to Professional Bodies 

Anaesthetics 102,570 
Dentistry 45,753 
General Practice 139,494 
Medicine 190,257 

Occupational Medicine 52,341 
Public Health Medicine 72,149 
'Other' Medicine 65,767 

Obstetrics/Gynaecology 58,421 
Pathology 49,334 
Paediatrics 36,234 
Psychiatry 77,344 
Radiology 59,975 
Surgery 141,164 900,546 

Co-ordinators of  Postgraduate Education 614,296 
General Practice CME 1,708,879 
Audit Fees 6,100 
Career Guidance 12,675 
Grants to Postgraduate Centres 43,557 
Regional Dental Committees 251,608 
General Practice Vocational Training 288,981 
RCSI/IPA Management Course 102,500 
Risk Management Diploma Course 2,500 
1995 NCHD Survey 11.500 

4,700,530 

96 



TABLE 4 

Grants paid to Training Bodies 1991 - 1995 

Purpose of Grant Amount 

Administrative Costs £330, 185 
Travel expenses (a) abroad £164, 181 

(b) Ireland £223,820 
Contributions to Joint Committees £104,861 
Grants for Audio-Visual equipment, libraries, etc. £ 4,543 
Joint Committee/SAC Visitations to Ireland £ 15,321 
Senior Registrar Management Courses £ 30,000 
National Higher Training Scheme, Psychiatry £27.635 

Total £900,546 

6.9 Expenses attributable to employing authorities 

6.9.1 Most persons undergoing programmed training are employed by 
health boards and voluntary hospitals as House Officers, Registrars 
or Senior Registrars. A considerable amount of service is provided 
by the person in training. Traditionally the Board has not regarded 
it as necessary to attempt to cost, or to draw a clear distinction 
between the service element and the training element. Similarly it 
regards training by precept and example, by supervision, by clinical 
demonstration, by case conferences as forming part of the normal life 
of any hospital providing training. Again it considers that it would 
not be feasible or desirable to attempt to differentiate between the 
training element and the service element of the training staff, except 
in regard to some activities which are primarily related to  training 
e.g. the giving of special lectures. The major cost of training i.e. the 
salaries and emoluments (if any) of the trainees are borne 
automatically by the employing authority. Additional costs may 
also arise. Some of these relate to  limited number of trainees e.g. 
travelling expenses, and have to be dealt with on an individual 
basis. The question of whether such costs should be borne by 
the trainee, or by the employing authority, may be related to  the 
question of the terms and conditions of the trainees' employment - a 
matter which is outside the functions of the Board. Some 
suggestions (paragraphs 6.9.4-6.9.8) are made, however, regarding 
costs of a more general nature which may arise. 
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6.9.2 Some trainees will work outside hospital e.g. doctors receiving 
training in the community. The Board considers that similar 
financial arrangements should apply to them as apply to hospital 
doctors employed by health boards; their salaries and other 
approved expenses should be paid by health boards. 

6.9.3 Costs which are not strictly applicable to a particular employing 
authority (e.g. a lecture, or course of  lectures, provided for trainees 
from a number of  centres) may have to be apportioned between the 
authorities concerned e.g. on the basis of  the numbers of  trainees 
catered for in each centre. In the event of  disagreement, the matter 
should be referred to the Department of  Health for an apportionment 
of  costs. 

6.9.4 Most trainees will purchase standard text books and some journals 
for their own use. It is not practicable, however, to expect 
trainees to buy the wide range of  literature, the study o f  which is 
an essential part of  their training, and the Board considers that health 
boards and voluntary hospitals engaged in training should provide 
adequate library facilities and teaching aids either in hospitals or 
other centres, or by arrangement with other centres. Regard will be 
had, of  course, to the number of  trainees who will use the facilities 
provided and the ease, or otherwise, of access to alternative facilities. 

6.9.5 The Board regards special lectures as an essential part o f  training. 
The number and range of such lectures which are desirable is a 
matter for consideration, in the first instance, by the professional 
body concerned. Some consultants regard the giving of  lectures 
as part of  their normal commitment to teaching. If a fee is claimed 
the question of  whether it is to be regarded as payable, or as covered 
by the lecturer's normal duties, is a matter for consideration, in the 
first instance, by the employing authority. The rate of fees 
payable is subject to the approval of  the Minister. 

6.9.6 Health Boards and voluntary hospitals should make provision for 
study leave for trainees. In discussions in 1973 between the 
Department, representing the Minister, and the Irish Medical 
Association and the Medical Union it was agreed that adequate study 
leave arrangements were desirable for junior hospital doctors. It 
was not accepted that training requirements should take absolute 
preference, nor that officers had "entitlements" irrespective of  the 
needs of  the service. It was, however, recognised that 
essentially certain hospital posts were training posts, the holders of  
which provided a level of  service on behalf of  the hospital compatible 
with their grade and experience; in other words each post 
comprised two basic elements -training and service. The 
Department at that time urged health boards and voluntary hospitals 
that in any conflict of  needs they should, in a spirit of  goodwill, try to 
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work out a satisfactory solution in consultation with the staff 
concerned. It was agreed at that time that study leave as follows 
may be allowed: 

(a) for sitting examinations, which in the opinion of the Chief 
Executive Officer or voluntary hospital authority are relevant 
to  the work on which the officer is engaged - the leave 
necessary for the examination only with pay; 

(b) for attendance at courses, conferences, etc. recognised and 
approved by the Minister for Health and which the Chief 
Executive Officer or voluntary hospital authority is satisfied 
are relevant to the work on which the officer is engaged -
special leave with pay for 7 days in each year; 

(c) for examinations for higher degrees or diplomas - any 14 days 
with pay prior to the examination; 

(d) to attend clinical meetings of societies appropriate to  their 
specialties - not more than 7 days in any one year, with pay. 

The study leave provisions listed above apply to all NCHDs and 
apply also to third year trainees in general practice training 
programmes. The senior registrar contract makes provision for 
time for research and professional leave additional to the education 
leave applicable to NCHDs generally; provision is also made in 
that contract for a contribution of £475 per annum for continuing 
medical education. 

6.9.7 Where health boards, or voluntary hospitals, agree that trainees, as 
part of their training, should attend particular courses in 
Continuing Education appropriate costs should be paid (see the 
following section on Continuing Education). 

6.9.8 In general it is the view of the Board that if health boards and 
voluntary hospitals wish to have trainees for programmed training 
there is an obligation on them to create the conditions which will 
attract trainees and which will permit of their receiving adequate 
training. 

6.9.9 Under existing arrangements the Board has regarded most of the 
costs mentioned as part of the on-going costs of health boards and 
voluntary hospitals. It does not regard it as necessary that 
professional bodies should be involved in the payment of these costs. 
The expenses involved relate primarily to salaries for the trainees, 
travelling costs, provision of library facilities, payment where 
appropriate of lecture fees, provision where appropriate of locums, 
provision of study leave, etc. These items are for the most part 
clearly known and should therefore be budgetted for. The Board 
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now takes the view that as training programmes must become 
more structured the funding arrangements for NCHD posts should 
be such as to emphasise and draw attention to their training 
components. Funding for postgraduate training should be clearly 
identifiable and in the Board's view this could best be done by the 
assignment to it of  a fund- holding role. 

CONTINUING EDUCATION 

6.10 Method of Financing 

6.10.1 In general the Board feels that courses, seminars, etc. organised by 
different bodies should be self-supporting e.g. by fees payable by or 
on behalf of those attending. There are, however, occasionally very 
important lectures to which it is desirable to attract as many doctors 
or dentists as possible and where the charging of  a fee is not 
practicable. In such cases the Board may be able to help provided the 
organisers obtain prior agreement of the Board where its aid is being 
sought. The Board does not have funds at its disposal from which 
it can normally provide sponsorship for individual meetings. In a 
small number of  cases the Board has been able to provide to the 
Irish organisers of  international postgraduate meetings being held 
in this country a commitment to provide some assistance should the 
organisers incur a deficit. The amount of  money which the Board 
can set aside for this purpose in any one year is severely limited and 
applications must be made well in advance. The Board is pleased 
to record that in the vast majority of  cases where a guarantee was 
given in the past ten years to help meet such deficits the organisers 
did not in the event have to have recourse to such funds. 

6.10.2 Health Boards and voluntary hospitals are empowered to pay, or 
contribute towards the costs of  Continuing Education of  doctors and 
dentists employed by them. The Board has already recommended, 
see Chapter 3 of  this Report, that health boards and voluntary 
hospitals should make adequate budgetary provision for the 
continuing education of their medical and dental staffs. The Board 
is strongly of  the view that budgetary provision should be made to 
finance the level of  continuing education which the Department of  
Health has traditionally been prepared to approve and which is 
incorporated into the contracts of consultants and non-consultant 
hospital doctors - this provides broadly for leave with pay and 
recoupment of  course fees (if any) and travelling expenses in respect 
of  attendance at courses, conferences etc. to a limit of  seven days in 
each year and attendance at clinical meetings of societies appropriate 
to the officer's specialty, again with a limit of seven days in one year. 
The Memorandum of Agreement relating to the existing contract for 
consultants provided also that an earmarked fund of £500,000, 

100 



additional to existing monies, would be allocated for continuing 
medical education. Guidelines for the operation of  specific 
budgets for continuing education are detailed in paragraph 3.5 of  
this report. 

6.10.3 As indicated in Chapters 3 and 5 the Board is helping to fund (a) 
twenty-eight continuing education schemes for general 
practitioners and (b) four regional committees for continuing 
education for dentists. In the case of  the GPCME schemes the 
bulk of  the expenses are met by the Board and some expenses are 
funded with the aid of the pharmaceutical industry. The scale of  
development which has occurred over the past five years can be 
gauged from the fact that in the period 1991-95 36% of the Board's 
total expenditure was devoted to the GPCME schemes as compared 
with 18.7% and 4.7% in the periods covered by the Board's Second 
and First Reports respectively. Expenditure by the Board in 1995 
related to the GPCME schemes amounted to £422,489 (35% of the 
Board's total expenditure). The Board has set aside £463,000 for 
the schemes this year. 

6.10.5 The funding arrangements for the four regional dental 
committees include the course organisers' fees and their travelling 
together with the travelling expenses of  the members of  the 
committees being met by the Board. (In additon to a small 
quantum of sponsorship income the regional dental committees 
generate income from the fees charged to course participants - the 
fees in question are designed primarily to cover course costs and 
are not designed to generate profits although the fees received for 
some very well attended courses do provide subsidies in some 
instances for other courses which are expensive to mount, and which 
by their nature, in many cases, have to be confined to a smaller 
number of  participants). In the case o f  one committee the 
secretarial services are funded by a health board while the Board 
meets these costs in the case of  the other committees. Dental 
School facilities and Health Board hospital clinics and premises are 
o f  course made available at no cost to the committees. As indicated 
in Chapter 5 a national network of  such regional committees is 
envisaged - the network of  course can only be completed when and 
if the Board has adequate funding therefor. In the period 1991 -
1995 the Board provided £251,608 in support of  the regional dental 
committees - this represents 5.3% of overall expenditure during that 
period. In 1995 4.5% of the Board's expenditure was devoted to 
the regional dental committees and this amounted to £54,503. The 
sum set aside for this purpose in 1996 is £80,000. 
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11 Grants paid by the Board 

Information has already been provided in Chapters 3 and 5 on some special 
grants which have been made available by the Board for continuing medical 
and dental education - mainly for the purchase of some teaching equipment or 
other resources and in some limited number of cases for help towards course 
costs or helping to  defray deficits incurred in programmes. The Board is 
pleased that it has been able to provide such help but wishes to  stress that this 
help should not be seen as a substitute for adequate budgetary provision being 
made by health boards and hospital authorities. The need to  make such 
provision is strongly recommended and attention is drawn to the guidelines 
proposed in paragraph 3.5 as to the operation of specific budgets for continuing 
education. 
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CHAPTER 7 

Career Guidance and Medical Manpower 

CAREER GUIDANCE 

Introduction 

7.1 The Postgraduate Medical and Dental Board has the function of providing 
career guidance for doctors. This is an important but difficult task. Career 
Guidance is concerned with the provision of advice to  individual doctors as to 
careers they might choose, and once a choice has been made it is concerned 
with providing guidance as to how to progress in that career. 

7.2 As stated in the Board's First and Second Reports it is not practicable nor 
indeed possible for the Board to provide individual career guidance to  every 
young doctor in training. Career guidance and advice of that nature must be 
provided on a personal level by those who know the doctor and his/her 
aptitudes and abilities and by those involved in providing training 
programmes. Ultimately decisions in relation to career choice must be made 
by the individual bearing in mind his/her own talents and interests, while 
assessing the advice given by others and availing of the opportunities 
presented. It will never be easy to arrive at a final decision. The advice and 
information given to a young doctor will play a crucial role in helping him/her 
to  come to a decision. This information should be readily available and 
there should be opportunities to obtain more should it be required. 

7.3 The Board continues to see its role in the area of Career Guidance as ensuring 
that adequate information is available to young doctors both on the career 
prospects in the various branches of medicine and on the training 
requirements for each of these branches. 

7.4 The principal aim of the Board's career guidance programmes and 
activities is to help a young doctor to choose the field of medicine in which he 
or she might make a career. As mentioned in previous reports this choice is 
of course entirely personal, but the opportunity to discuss the career 
prospects and the training needs of each discipline must be available to  each 
doctor who might seek it. 

7.5 Advice should be available from many sources. The individual 
consultant with whom a young doctor is working should be only one of the 
first of a group to be consulted. The group will also include the Co
ordinator of Postgraduate Education (employed by the Postgraduate Medical 
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and Dental Board) and the persons designated by the training bodies to  give 
information on their specialties. 

7.6 The Board launched its career guidance programme at a Symposium in 1982. 
There was general agreement at the Symposium that an organised structure 
for the provision of career guidance was essential. Such a structure would 
ensure that a young graduate would have easy access to  information 
concerning the different careers in medicine, the job opportunities, the skills 
required and details of the various training programmes. In addition to  the 
advice normally obtainable from one's own teachers, a nationwide network of 
knowledgeable and interested doctors nominated by professional bodies and 
available to give individual advice to young doctors would be essential. 

Four important points emerged:-

it is essential to  provide frequently published and updated data giving 
information on the numbers in the different specialties and branches 
of medicine; 

there is a critical need to provide programmed career guidance in the 
form of lectures, question-and-answer sessions, etc. in the intern year 
giving basic information about the points mentioned above. Final year 
students could, if they so wished, attend these lectures; 

information should be available and published on the lesser known 
career outlets such as academic medicine, the army medical corps, 
pharmaceutical medicine and so forth; 

the possibilities of job opportunities/prospects abroad must be explored 
on a wider basis and the data made available. This would apply, more 
especially to positions where permanency and job satisfaction are 
most likely. 

Panel of Doctors available to provide career guidance 

7.7 The Board has established, with the co-operation of the training bodies, a 
panel of doctors who are available to give career guidance and information to 
non-consultant hospital doctors. There are about 160 doctors on this panel, 
located mainly in Cork, Dublin and Galway with a small number outside of 
those centres. Details are given in Appendix 8. 

Career Guidance Publications 

7.8 During the period 1982-1986 the Board published a series of booklets and 
leaflets as part of its career guidance programme dealing with aspects of 
medical manpower and describing the training requirements in surgery, public 
health medicine and in psychiatry. Those publications were circulated to  all 
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interns, first-year house officers and final year medical students at the time of 
publication. They were also circulated to training bodies and to health 
boards and hospital authorities. 

7.9 In 1986 the Board reviewed its policy regarding the publication of career 
guidance literature. It found that while there was (and continues to  be) a 
demand for information dealing with training for, and prospects in, individual 
specialties the frequency of changes in the organisation of training 
programmes and the continuing changes which occur in the detailed 
manpower statistics meant that any publication had a very short lifespan. 
The Board did not and does not have the resources to revise, and prepare for 
printing, numerous updated booklets on a regular ongoing basis and in any 
event it was doubtful whether such an arrangement would make economic 
sense. The Board felt that it could provide a more useful service by 
ensuring that comprehensive hand-out material is available for distribution at 
its career guidance fairs. This material now comprises about 100 pages of 
information relating to training for different specialties together with some 
general information on medical manpower and is can be readily updated. 

Career Guidance Fairs and Meetings for Interns and House Officers 

7.10 In the period 1991 to 1995 the Board and its Co-ordinators of 
Postgraduate Medical Education organised 18 "Medical Careers Fairs". This 
programme of activities was aimed primarily for interns and first year house 
officers but others, including final year medical students, were welcome to  
attend and in fact many did so. About 1,000 young doctors and medical 
students attended these Fairs. The format adopted at the Fairs consists of 
each main specialty having a manned booth to which interested doctors or 
students can call to obtain information on training and career prospects. 
In total 15 careers fairs dealing with all specialties were held in the period 
1991 - 1995 - fairs were held each year in question in Cork, Dublin and 
Galway. Three further fairs (one each in 1993, 1994 and 1995) were held in 
Dublin dealing with medical specialties and medical sub-specialties only -
these fairs were organised arising from comments made in the evaluation 
forms completed at earlier fairs that there was a need to provide more 
detailed information in relation to medical specialties. In the period 
immediately ahead it is envisaged that career fairs will continue to be held on 
an annual basis in Cork, Dublin and Galway and the Board will keep under 
review whether a similar programme should be held in other parts of the 
country, but the size of the potential audience in those other areas would not 
be such as to  justify annual programmes. 

7.11 The issues raised by the non-consultant hospital doctors and by medical 
students attending the career fairs have been very varied but have, in the main, 
concentrated on> 

training pathways, 
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. job prospects, 

seeking information on sub-specialties, 

medical manpower, 

the effects of the EU Directives relating to  specific training for general 
practice, 

the implications for Irish doctors of the revised training arrangements 
being introduced in the UK, 

how to obtain good training posts abroad, particularly in Canada, UK 
and the USA. 

1995 was the 12th consecutive year in which the Board organised Career 
Fairs in Dublin dealing with all specialties - from 1984 to  1989 general 
practice always featured as the specialty those attending most wished to  hear 
about; in 1990 and 1991 this trend changed when Medicine overtook it. 
General Practice was in third position in 1992, fourth in 1993 and second in 
1994 and 1995. 

1995 was the third consecutive year that the Board held a Fair in Dublin 
dealing exclusively with hospital-based medical specialties. Those 
attending indicated an interest in almost all medical specialties with most 
interest being shown each year in Cardiology followed over the three years by 
General Internal Medicine and Neurology. 

7.12 The fairs referred to form the core of the Board's overall career guidance 
programme. They'enable young doctors to get at one time an overview of 
the training pathways and prospects in many different specialties and also 
provide an important forum through which the Board is able to get, at first
hand, an insight into the type of information young doctors wish to obtain. 
This two-way flow of information helps to shape the programme for the 
coming year.The evaluation forms completed by those attending have 
indicated, for instance, that interns and first year house officers not only wish 
to  obtain information from hospital consultants, general practitioners and 
others in career posts but also generally value the opportunity to obtain 
information from more experienced NCHDs (e.g. registrars and senior 
registrars). A number of questions relating to career counselling and 
guidance were included in the questionnaire which the Board sent t o  all 
house officers and registrars in October, 1995. In summary, information 
was sought on the sources from which those NCHDs sought career guidance 
and how they rated the advice obtained. Information was also sought as to 
whether feedback on performance was received from the consultants for 
whom the NCHDs work and they were also asked to rate the career fairs 
organised by the Board. The analysis of the responses received will, when 
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available, provide an important input to the future developments of the 
Board's policies relating to  career guidance. 

Medical Manpower 

7.13 Career guidance cannot be divorced from career prospects. Career 
prospects are, of course, inextricably linked with medical manpower. The 
Board's tasks in relation to career guidance are made much more difficult 
because of the many uncertainties affecting Irish medical manpower. The 
Board has commented in previous reports that while written about and 
spoken about a great deal Irish medical manpower was not a topic which had 
generated much real concerted action in the past. In its Second Report in 
May, 1990 the Board said that it was difficult to escape the conclusion that 
Irish medical manpower can provoke endless debate but little enough by way 
of action plans or sustained commitment. The Board also commented that it 
seemed to be difficult even to assemble the most basic of information - how 
many doctors are there in active practice in Ireland? No single agency has 
the task of collating what information is available; the Board has done this to  
some extent but clearly it is difficult, on occasions, to vouch for the accuracy 
of some of the figures obtained. 

7.14 In its First Report in 1985 and in its Second Report in 1990 the Board 
strongly urged that the process of looking at medical manpower issues in a 
planned cohesive integrated way begin. The Board went on in those reports 
to suggest that it would be helpful to establish a special committee or body, 
with representation drawn from various statutory agencies, charged with the 
task of bringing forward proposals. The present Board members were 
therefore pleased to learn at their first meeting that a joint Department of 
Health/Comhairle na nOspideal collaborative study, on medical manpower in 
acute hospitals had begun. When the members had regard to the study's terms 
of reference and to the fact that medical manpower issues permeate much of 
the activities of the Board they decided to request that the membership of the 
Study Group should be augmented by the appointment of a number of Board 
members. The Minister for Health reacted favourably to this request and three 
members of the Board were appointed to the Study Group. The Group 
published its Discussion Document ("The Tierney Report") in 1993 - see 
paragraphs 7.23 to 7.26. 

7.15 In the Board's Second Report a listing is given of a significant number of 
changes which had occurred, in the period 1977-89 which had an impact on 
medical manpower issues. Some of the principal changes and issues which 
have arisen since are listed in this paragraph:-

7.15.1 The number of doctors in active whole-time medical practice has 
risen from 5,345 in 1989 to 6,715 now, giving 19.0 doctors per 
10,000 population as compared with 15.0 in 1989, 12.0 in 1971 and 
12.4 in 1976; 
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7.15.2 As at 1 May, 1989 the approved establishment of consultant posts 
in the public sector was 1,100 and the number of specialists in 
private practice was 122; the corresponding figures for 1 January, 
1996 were 1,270 and 257 respectively, 

7.15.3 The number of non-consultant hospital doctors (NCHDs) in 
public sector hospitals rose by almost 600 to 2,451 in the period 
1988 to 1994 which represented an increase of 32%; the consultant 
establishment rose from 1,099 to 1,216 in the period May, 1988 
to January, 1995 representing an increase of 10.6%, 

7.15.4 In October, 1988 there were 418 non-nationals employed as 
NCHDs in the public sector hospitals and this figure has risen to 880 
(36% of the total) in October, 1994; the most significant 
differences between the 1988 and 1994 NCHD staffing figures 
were an increase of some 174 in the number of Irish females 
employed, an increase of 386 (102%) in the numbers of male non-
national NCHDs and almost a trebling (from 46 to  121) of the 
number of female non-national NCHDs. In the same period there 
was no change in the number of Irish males employed as NCHDs; 

7.15.5 There have been reports that Irish hospitals have experienced 
recently a decreased candidature for NCHD posts from Irish 
nationals; 

7.15.6 In the period 1991 to 1995 the number of graduates from the five 
Irish medical schools was 2,234, of whom about 1,515 were from 
the Republic of Ireland; 

7.15.7 Throughout the 1980s and 1990s medical unemployment has 
featured in a fair number of European countries, including the 
Netherlands, Italy, Spain, West Germany to name but a few; 

7.15.8 The average annual intake of medical students from the Republic of 
Ireland in the years 1991 to 1996 inclusive has been 313, 

7.15.9 In January, 1991 53.2% of medical undergraduates from the 
Republic of Ireland were female; this percentage increased each 
year to 1994 when it reached 57.4% and stabilised at 57% in 1995 
and 1996; 51.4% of Irish medical graduates in the years 1991 to 
1995 inclusive were female (the corresponding percentage in the 
previous five years was 47%); 

7.15.10 The number of Doctors' Panels in the General Medical Service 
increased from 1,616 at 31 December, 1991 to 1,666 three years 
later; 

7.15.11 The Board's Second Report drew attention to changes which had 
been introduced in the modes of entry by doctors to the General 
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Medical Services Scheme (GMS); Only doctors who had established 
themselves in whole-time general practice in a particular centre prior 
to 1 January, 1989, (and who informed health boards accordingly at 
the time) would be allowed to avail themselves of an automatic right 
of entry to  the Scheme in that centre of practice, subject to  satisfying 
the other criteria for entry to the GMS. Therefore the last doctors 
who had "right of entry" became entitled to enter the GMS Scheme 
as of 31 December, 1993. Entry to the scheme under the 5 year 
rule thereafter terminated. This change and the E U  Directive 
relating to specific training for general medical practice have 
important implications for Irish medical manpower; as and from 
1 January, 1995 it is an essential requirement for entry to  the GMS 
for doctors to (i) have graduated from a recognised vocational 
training scheme, or (ii) possess acquired rights under E U  Council 
Directive 93/16 on specific training in general practice. 

7.15.12 There are considerable numbers of Irish graduates were in general 
practice vocational training schemes in Great Britain; 

7.15.13 1993 saw the publication of the Discussion Document "Medical 
Manpower in Acute Hospitals" by the Department of Health/ 
Comhairle na nOspideal/Postgraduate Medical and Dental Board 
Collaborative Study on Medical Manpower in Acute Hospitals. 
This report will return later to the Board's response to  the issues 
raised in that Discussion Document. In the paragraphs immediately 
following, statistical information is given in relation to  medical 
manpower in Ireland. 

MEDICAL MANPOWER IN IRELAND 

7.16 General 

7.16.1 The General Register of Medical Practitioners published by the 
Medical Council shows that there were 9,824 doctors who were fully 
registered as at 1 April, 1994. About 7,130 of those were resident 
in Ireland and about 1,300 were over 65 years of age. 

7.16.2 In addition to those doctors who are fully registered there are in the 
region of 1,230 other doctors in practice - those who are registered 
either provisionally or temporarily (viz. about 350 interns and 880 
doctors from outside the EU). 

109 



.16.3 Number of Doctors in Practice 

Based on the numbers outlined in paragraphs 7.16.1 and 2 there could 
be up t o  8,300 doctors engaged in the practice of medicine in the State. 
However, a number of those on the register would have retired and 
many more are probably either not medically employed or are practising 
on a very part-time basis. 

Based on information which has been published elsewhere and on 
information it has gathered from various sources the Postgraduate 
Medical and Dental Board has estimated that at present there are in the 
region of 6,715 doctors in whole-time medical practice in the 
Republic of Ireland made up as follows: -

(a) Doctors in the intern year 357 

(b) Hospital Doctors (non-consultants) 2,123 

senior registrars 94 

registrars 747 

house officers 1,282 

(c) Third-year General Practice Trainees 55 

(d) Hospital Consultants 1,228 

(e) Specialists in Private Practice 257 

(f) Public Health Medicine 247 

(g) Defence Forces 27 

(h) General Practice 2,050 

(i). Occupational Medicine 15 

(j) Academic Medicine 90 

(k) Others 266* 

TOTAL 6,715 

includes about 2 0 0  doctors working in the large teaching hospitals usually at registrar or 

S H O  level who  are engaged mainly in research/teaching. They are sponsored/employed by 

the hospitals themselves, research bodies, pharmaceutical companies, medical schools and 

foreign governments. 
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7.17 Medical Posts in the Hospital Service 

Appendix 9 shows the number of consultant posts by specialty as at 1 
January, 1996 and the number of anticipated retirements to  2015. The 
appendix also shows the number of house officer, registrar and senior 
registrar posts by specialty and indicates the intake levels to  general 
professional training. 

Appendix 10 gives a more detailed breakdown of the distribution of house 
officer and registrar posts between the specialties. 

7.17.1 Further information in relation to  consultant manpower can be 
obtained from the publications of Comhairle na nOspideal. 

7.17.2 A survey of non-consultant hospital doctor staffing as at 1 October, 
1994 conducted by the Board showed that:-

2,451 NCHDs were employed in public sector hospitals (94 
senior registrars, 745 registrars, 1,259 house officers, 353 
interns); 

36% of all NCHDs were non-nationals, 46% of all 
registrars were non-nationals as were 38% of all house 
officers; 

a number of areas, notably the Midlands, Mid-West, North-
East and North-West, were very dependent on non-nationals 
for their registrar and house officer staffing; 

very high percentages of registrar and house officer staffing in 
the surgical specialties are filled by non-nationals. 

Further information is given in Appendix 11. 

7.18 NCHP Staffing Surveys 1984 and 1994 

The first survey of NCHD staffing conducted by the Postgraduate 
Medical and Dental Board was in respect of 1 April, 1984. The most 
recent survey was in respect of 1 October, 1994 and in that period -

# the approved complement of NCHD posts has increased from 
1795.5 to 2451 an increase of 655.5 (36.5%), 

# the increase in the Eastern Health Board area was 284.5 (30%) 
and the corresponding increases in the other health board areas 
were as follows: Midlands 48 (123%), Mid-Western 40.5 (39%), 
North-Eastern 49 (56%), North-Western 31 (41%), South-
Eastern 76 (87%), Southern 83.5 (33%), Western 43 (21%), 
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# there has been an increase of 79 in the approved house officer and 
registrar complements in accident and emergency; the 
corresponding increases in the other specialties were as 
follows - anaesthetics 79, medicine 192.5, obstetrics/gynaecology 
38.5, paediatrics 34, pathology 5.5, psychiatry 29.5, radiology 
18 and surgery 170.5, 

# the approved complement of senior registrar posts increased by 
24, that of registrar posts increased by 257.5, the number of 
house officer posts grew by 384 and the number of intern posts 
fell by 10, 

# the number of Irish nationals employed as NCHDs has remained 
largely unchanged at 1574 in 1984 and 1571.5 in 1994 and the 
number of non-national NCHDs increased from 242 to 879.5, 

# the ratio of approved NCHD posts to consultant posts changed 
from 1.57 : 1 in 1984 to 2.02 : 1 in 1994. 

Further information is given in Appendix 12. 

7.19 General Practice 

Precise figures are not available on the number of doctors engaged in 
general practice. The Postgraduate Medical and Dental Board 
estimates that there are at least 2,050 wholetime general practitioners. 
At 31 December, 1994 there were 1,666 doctors' panels in the General 
Medical Services as follows:-

Health Board Number Health Board Number 

Eastern 528 North-Western 110 
Midland 101 South-Eastern 187 
Mid-Western 144 Southern ~ 275 
North-Eastern 126 Western 195 

The figure of 1,666 compares with 1,421 doctors participating in the 
GMS at the end of 1982 and 1,568 at end of 1998. 

The annual intake to vocational training schemes in general practice is 
55. It is also known that that there are many Irish doctors 
undertaking general practice vocational training in Great Britain. 

Figures published by the ICGP in 1988 indicated that there may then 
have been up to 2,210 doctors in general practice of whom 1,960 were 
then estimated to be in wholetime general practice. The Board 
welcomes the surveys which are being undertaken this year by the 
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Irish College of General Practitioners and by the Irish Medical 
Organisation on various aspects of general practice. It looks forward 
to seeing the results thereof which should contribute greatly to an 
informed debate on elements of manpower planning for general 
practice. 

7.20 Women in Irish Medicine: Some Statistics 

Information gathered by the Board from various sources shows that -

57% of Irish medical undergraduates at 1 January, 1996 were 
female as compared with 51% in 1990 and 45% in 1984, 

51% of Irish medical graduates in the period 1991 - 1995 were 
female, 

50% of Irish non-consultant hospital doctors on 1 October, 1994 
were female, [it should also be borne in mind that only 30 female 
Irish nationals were employed on 1 October, 1994 in the 512.5 
posts available as registrars and house officers in the surgical 
specialties as compared with 137 male Irish and 346 non-national 
NCHDs in those grades (viz. registrars and house officers) and 
specialties (viz. all surgical specialties)], 

at 1 January, 1996 17% of Hospital Consultants were female; the 
percentage varied considerably between the specialties e.g. 40% 
and 32% of Psychiatrists and Pathologists respectively were 
female, as were 25% of Paediatricians and 22% of Anaesthetists. 
The corresponding percentages in the other hospital specialties 
were much lower viz. Accident & Emergency 14%, Radiology 
13%, Medicine 8%, Obstetrics/Gynaecology 4% and Surgery 3%. 
43 of the 123 temporary consultants in post at 1 January, 1996 
were female; 

30% of the 157 doctors who commenced consultant practice in this 
country during the years 1993-5 were female, as were 48 of the 
162 (again 30%) new consultants appointed in the three year period 
to 1 May, 1992; 

at least 23% of General Practitioners are female (62% of the 
persons commencing General Practice Vocational Training on 1 
July, 1996 are female). 
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7.21 Number of Medical Graduates from Irish Medical Schools 1985 to 

1995 

Year Total Republic of Ireland 

M F 

Northern Ireland 

M F 

Other 

1985 441 189 148 13 15 76 

1986 440 183 138 13 5 101 

1987 442 169 156 12 9 96 

1988 405 149 138 7 8 103 

1989 437 153 139 10 13 122 

1990 431 147 139 8 9 128 

1991 426 139 146 4 7 130 

1992 435 163 139 6 4 130 

1993 437 147 139 5 3 143 

1994 466 143 172 5 4 142 

1995 470 143 184 3 6 134 

7 22 Undergraduates in Irish Medical Schools 

At 1 January, 1996, there was a total of 3,238 (1,631 female and 1,607 
male) undergraduates in Irish medical schools. 1845 of those 
undergraduates (1,052 females and 753 males) were from the Republic 
of Ireland, 125 (64 female and 61 male) were from Northern Ireland 
and 1,268 (515 female and 753 male) were from elsewhere. 

7.23 Tierney Report 

In October, 1991 a joint Department of Health/Comhairle na 
nOspideal/ Postgraduate Medical and Dental Board collaborative study 
on medical manpower in acute hospitals commenced. The terms of 
reference of the study were as follows -
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"To undertake a comprehensive study of the current number of, and 
distribution of, consultant and NCHD staff in acute hospitals by 
specialty and geographic area. Based on the findings of this study, to  
identify such problems, disparities and/or anomalies as may exist. 
Within the existing framework of acute hospitals and with due regard to  
the financial constraints within which hospital services must be 
delivered, -

(i) to put forward suggested courses of action designed to  achieve 
an equitable mix and distribution of medical manpower 
throughout the country. 

(ii) to clarify any major issues which require consideration by a wider 
spectrum of interests (including medical training bodies) and to 
suggest a methodology to  arrive at a consensus on how such 
issues can be resolved." 

In June 1993, the Study Group circulated a Discussion Paper for 
consideration and comment by all agencies interested in Irish medical 
manpower. The discussion document was concerned with analysing 
the current situation, identifying issues and suggesting a way forward. 
It did not propose a definitive solution to the various hospital medical 
manpower issues. Its primary aim was to stimulate discussion and 
debate with a view to gaining consensus on the need for, and direction 
of, change. 

The statistics which were presented in the document revealed that while 
there had been a steady growth in consultant manpower, this has been 
far outstripped by the growth in NCHD numbers thus aggravating 
further the imbalances already in the system. The result was that in 
1993 there were then two hospital doctors in training for each 
consultant in the public sector. The document said that was an 
undesirable situation which has adverse implications for patient care, 
for the efficient operation of hospital services and for the future career 
prospects of doctors in training. Allied to this the report drew 
attention to a growing dependence at NCHD level on non-EU 
nationals particularly outside of the large teaching hospitals. 

The Study Group believed that there should be a definite change in 
hospital medical manpower policy to achieve a "consultant provided" 
as distinct from a "consultant led" service for all patients. 

The Study Group went on to say that in an ideal situation, the number 
of doctors in training should be broadly in alignment with the 
replacement needs for trained personnel plus an allowance for 
competition and incremental development. The Group suggested-a 
target ratio of one NCHD per consultant to be achieved on a phased 
basis over a ten year period. The Study Group believed that a target 
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of 1,500 consultants and 1,500 NCHDs by the year 2003 would be a 
feasible objective. 

Among the specific training issues raised in the study group's 
discussion document were the following 

• the quality and extent of postgraduate medical training in Ireland 

• service needs tend to predominate over those of education and 
training 

• formal postgraduate training at higher specialist level is expanding 
very slowly - there are about 90 senior registrar posts approved 
and filled 

• many medical graduates go abroad for a significant portion of 
their postgraduate training 

• the distribution of medical manpower, and Irish NCHDs, is 
skewed in favour of the larger teaching hospitals 

• some NCHD posts in smaller hospitals provide little or no 
opportunity for formal training or specialisation 

• there are very few part-time training posts. 

.24 Response to Tierney Report 

Submissions were received from approximately 70 organisations 
representing postgraduate training bodies, professional bodies, health 
boards, voluntary hospitals, and medical schools and also from a small 
number of individuals. The submissions welcomed the document and 
recognised the need to address the issues raised by it. Almost all 
concurred with the general analysis of the problems with current 
hospital medical manpower staffing in Ireland. Those few who dissented 
stressed the benefits of the current system which has been tried and 
tested. They expressed concern as to the implications of the move 
towards a "consultant-provided" service for the role of consultants and 
queried whether or not such a move would in fact improve the quality 
of patient care. The comments on the report in general were 
overwhelmingly positive. It could be said that there is a broad 
consensus on the need for change and that it is felt that present trends in 
medical manpower staffing cannot be allowed to  continue. 
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.25 Board's Response to the Tierney Report 

The Board in responding to the report in March, 1994 expressed its 
appreciation to the Minister for Health for enabling such a major review 
of the issue of medical manpower in the hospital services to be 
undertaken. The Board's response, which is summarised beneath, 
concentrated on issues relating to postgraduate medical education and 
also took into account the content of the UK report "hospital doctors: 
training for the future [The Caiman Report] which was published just 
two months before the Tierney Report. Following is an abridged 
version of the Board's response -

"The Postgraduate Medical and Dental Board (PgMDB) supports the 
objective of achieving a more "consultant provided" service. It 
further supports a major increase in consultant numbers and a 
reduction in NCHDs, with the objective of obtaining a 1 : 1 ratio 
between the groups. 

The PgMDB has major reservations about the figure of 1,500 for each 
group. 

At postgraduate level the PgMDB believes that there should be a better 
balance between the output of training programmes and available 
career posts. It is not logistically possible nor desirable for there to 
be an exact match of trainees to jobs. Irish graduates will continue to 
undertake some or all of their training abroad, both inside and 
outside the EU: This traditional and desirable practice should 
continue and such graduates should not be impeded from competing 
for career posts in Ireland. It is important to maintain an element of 
competition within the appointment system. 

Improved\ restructured and more intensive training programmes will 
require substantial extra financial and personnel resources. The 
Board requests the Department of Health to develop planning for 
resources in this area in parallel with the other changes being 
proposed on the "service" side. hi the Board's view the funds for 
postgraduate medical training programmes should be "ring-fenced" 
and protected. 

Consideration may need to be given to endoM'ing a national 
postgraduate medical institute or alternatively endowing postgraduate 
departments in the existing medical schools. 

The members of the Board oppose, in general, the introduction of a 
career grade other than consultant in the hospital service. 

The PgMDB believes that it is desirable that there should be a single 
manpower review body with the task of reviewing al[ medical 
manpower on an on-going basis. 
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The Board favours more active attempts to attract women graduates to 
continue in the hospital sendee to consultant level. Job sharing and 
part-time posts should be increased, and there should be greater 
flexibility to move between part-time andfull-time posts. 

There are many SHO rotations which are designed to provide the 
experience necessary for general professional training. There needs 
to be a review at national level of SHO posts both inside and outside 
existing rotation schemes with the object of including the vast majority 
if not all of such SHO posts in rotations in (he future. Consideration 
should be given for greater involvement of university medical schools 
in co-ordinating and delivering such training. 

It is unlikely that smaller hospitals, as currently organised, could have 
a significant role in specialty training and resources for such training 
must be clearly targeted to suitable programmes. 

Rotational schemes for the purposes of higher specialty training have 
been developed only for a relatively small number of specialties 
and are non existent for others e.g. medicine. This matter will need to 
be addressed. 

The PgMDB recommends that the Royal Colleges, their Faculties and 
the other postgraduate training bodies recognised by the Board should 
consider developing minimum requirements for CME. 

The Caiman Report represents the UK response to requirements of 
European Doctors Directives. This country is faced with similar 
constraints to change its system and given the traditional and 
continuing links at postgraduate level to the UK, there is a need to 
address the issue immediately. The broad thrust of Caiman is not 
incompatible with the Tierney discussion document proposals. The 
PgMDB welcomes moves in the direction of shorter but more 
structured postgraduate specially training. 

Ireland needs to develop processes for the issuing of certificates of 
completion of specialist training (CCST). A Specialist Register 
should be established. The Board urges the Department of Health to 
undertake an immediate comprehensive review of this whole area in 
view of the wide implications and possible need for legislative changes. 
In the course of this review, special cognisance should be taken of the 
fact that many Irish graduates undertake part of their training in non 
EU countries. Any proposals should be designed so that they do not 
preclude these Irish graduates from competing for consultant posts 
here or from getting on to an Irish specialist register. 

The Board favours the introduction of an Irish Certificate of 
Completion of Specialist Training (CCST) to be awarded by the 
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Medical Council. It will be necessary to develop a defined system 
whereby the Council can reach a decision to award a CCST-this would 
probably be done in conjunction with the specialty training bodies and 
the Postgraduate Medical and Dental Board. 

Given the movement towards the award of certificates for 
completion of general professional training and certificates for 
completion of specialist training it would seem appropriate to review 
the future ofMRCPl and FRCSI with the relevant bodies which award 
them. General agreement amongst bodies involved in postgraduate 
training needs to be reached on the issue of whether or not European 
Specially Board Examinations (or equivalent) 'will be required for 
future consultant appointees. 

In general, NCHD posts should have a clearly defined educational 
component over and above the experience gained by working in a 
ser\>ice role. A clear set of guidelines should be developed to 
determine the relationship between "sen'ice" and "training and 
education" components. 

Will Ireland institute a post of "Career Registrar" as exists in the UK? 
If so, will there be some alternative "sen'ice" registrar post which 
does not lead to further promotion or progression within the 

system? 

In regard to individuals in training posts, Caiman stresses the need for 
flexibility to allow for periods of time in research (clinical and/or non 
clinical) and overseas training. Any restructuring of the 
Registrar/Senior Registrar grades in Ireland will require similar 

flexibility. 

Another important issue to address will be the status of 
individuals who have completed their training and hold a CCST. If 
consultant posts are not available to them, how will the system cater 
for them? Given the level of investment in their training it would 
make little sense to have many of them leave the country permanently. 

Given the importance accorded to developing research skills as part of 
postgraduate training, any move to a more structured training 
progi'amme in Ireland must include resources to offer trainees such 

research opportunities. " 

7.26 Consultative Conference on Report 

The [Tierney] Collaborative Study Group ^ recently organised a 
Consultative Conference on its report. This Conference was held in 
Limerick on 28/29 March, 1996. The Conference objectives were to: 
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• ! to consult with key interests on the recommendations for changes 
in medical manpower arising out of the Discussion Document on 
Medical Manpower in Acute Hospitals; 

• to explore the implications of various models for the development 
of a more patient-centred hospital service, for hospital-based 
medical training and for hospital medical staffing. 

The general theme of the conference was "Towards a Patient Centred 
Service". Medical training issues were discussed at some length. The 
briefing papers on these issues prepared for the Conference said -

"Medical training issues are closely related to those of medical 
staffing and organisation - the training provided today provides the 
specialist medical expertise of tomorrow. In addition to their role as 
trainees, junior doctors also constitute an important staff resource in 

> Irish hospitals. The report of the collaborative study group has 
referred to the need for more formal, structured postgraduate medical 
training programmes in all specialties relevant to Irish needs and 
circumstances, with a strong emphasis on monitoring competence as 
well as measuring experience. It also highlights the need for change to 
accommodate the requirement for specialist registration in EU 
countries. 

Submissions to the report have been mainly positive in regard to its 
suggestions about postgraduate training. However, these changes, 
coupled with the proposal to reduce the number of NCHDs and 
increase the number of consultants, pose significant questions for 
training and hospital staff in the future. Discussion in the conference 
M'orkshops will start from the premise that there is general agreement 
on the need for more formal, structured training programmes. 

The discussion will include the following: 

• What are the main features of a shorter, more formal, structured 
training programme? 

• What are the main benefits and drawbacks of a move toM>ards such 
training? 

• What are the implications of the move towards such training for 
patient care? 

• What needs to happen? 

• Who needs to be involved? 

• What are the first steps? " 
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There was widespread consensus among participants at the conference 
that change is inevitable in relation to medical manpower in hospitals. 
The conference was seen as the first major step in involving the medical 
profession in the change process. Although different views were 
expressed about medical grading within hospitals, there was consensus 
on the need for various forms of senior career posts and for an 
increased input of senior clinical decision making into patient care. It 
was agreed by all that improved postgraduate medical training was an 
urgent priority, with specific improvements needed in some specialties. 
It was felt by many that some agency should be given overall 
responsibility for postgraduate medical training, and finally it was 
recognised that resources were finite and any extra resources that might 
be found would have to be deployed in the most efficacious way. 

The members of the incoming Board will begin to consider the outcome 
of the Conference as soon as they are appointed. Their deliberations 
will be informed by the Conference proceedings as a whole but will 
undoubtedly concentrate on the implications for the future development 
of postgraduate training. 
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Chapter 8 

The Immediate Future 

8.1 The main purpose of this report has been to provide basic background 
information on postgraduate medical and dental education as well as t o  provide 
brief information on the activities undertaken by the Postgraduate Medical 
and Dental Board in relation to such education and in relation to  career 
guidance. The report has been concerned mainly with the five year period to  
31 July, 1996 but has also drawn attention to some of the activities undertaken 
by the Board in the period before 1991. The Report would be incomplete 
without a very brief look to the immediate future. The purpose of this 
Chapter is to mention some of the activities which lie ahead of the incoming 
Board. 

8.2 Reform of Postgraduate Training 

It is likely that when the incoming Board comes to write its end of term report 
the structure of postgraduate training will have changed fundamentally. The 
existing framework has been with us since the late 1960s/early 1970s. While it 
has evolved in the long period since then it has not undergone general structural 
reforms. Some specialties in Ireland provide highly structured postgraduate 
training while others do not. Very little of Ireland's requirements for higher 
specialist training in the medical specialties is provided in a systematic manner at 
home. There is a widespread consensus on the need to introduce reforms now 
into Irish postgraduate medical education. While the system which has evolved 
over the past 30 years may have served this country very well in most respects, 
there is a need to ensure that our training arrangements are geared to  meet our 
needs in the early part of the next century. It is necessary to  clearly identify the 
aims of postgraduate training and having so identified them to define the 
curriculum which will meet those aims. There is almost universal agreement 
that with some notable exceptions postgraduate medical training is too long. If 
it is to  be shortened and most agree that it should be, systems need to be devised 
and put in place which not only define the curriculum, but provide ongoing 
assessment of trainees' progress and which certify completion of training. 
Trainees must be provided with counselling and guidance. Those charged with 
the provision of training must be trained and facilitated to undertake their 
training role. Their job descriptions and practice plans must take full account of 
their training responsibilities. Employing authorities must see the facilitation of 
training as a vital and necessary part of their mission. The organisation, delivery 
and management of postgraduate training cannot be left to chance: In the 
Board's view it requires active management and commitment at hospital and 
regional level. It is for this reason that the Board has proposed the appointment 
of Regional Directors of Postgraduate Training. The task of those directors 
would be to provide the leadership at regional level for the development of all 
postgraduate training in their areas and to harness the regions' resources for that 
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purpose. In the Board's view postgraduate training can only truly flourish if 
there is overall agreement on the objective and following that agreement if a 
clear leadership role is vested in one agency. The Board has proposed in 
Chapter 2 of this Report that this role should be vested in it. 

In his 1995 Doolin Memorial Lecture the Minister for Health drew attention to 
the need for trainees to be provided with some acceptable mechanism to record 
their dissatisfaction with the training provided. The Board fully endorses this 
view. Open and accountable assessments are one means through which this can 
be achieved. Trainees must also be afforded the opportunity to participate in the 
evaluation and assessment of training schemes, posts and trainers. In October, 
1995 the Board undertook a survey of the views of all house officers and 
registrars then in post. As mentioned in Chapter 2 a 69% response rate was 
achieved. Many of the questions asked in the survey related to an assessment of 
the training and the facilities for training provided in their current employments. 
The responses received are likely to highlight many deficiencies and point to the 
need for a serious recommitment of resources and effort if training is to be 
afforded the priority attention which it deserves and needs. It is unlikely that 
any aspect of postgraduate training will escape criticism. While this may be 
predictable the challenge it provides to all to seek remedies must be faced 
squarely, honestly and vigorously. 

8.3 Medical Manpower and Postgraduate Training 

The Board has been pleased to be one of the agencies involved in the 
Collaborative Study Group on Medical Manpower in Acute Hospitals [The 
Tierney Group], The Minister for Health in his 1995 Doolin Memorial Lecture 
spoke of the obvious priority of resolving various problems in the area of 
medical manpower. He said it was critical to the future of the health of the 
medical profession and to the provision of quality service to patients that issues 
raised by the Tierney Report are addressed and resolved. There are few, if any, 
who would argue with the need to alter Irish medical manpower, and particularly 
hospital medical manpower. When a young doctor contemplates his or her 
postgraduate training options one critical input is the career opportunities at the 
end of training. As shown in Chapter 7 of this report NCHD numbers have 
grown in the period since 1984 at three times the rate of growth in consultant 
posts. Based on the latest figures available to the Postgraduate Medical and 
Dental Board the ratio of NCHDs to consultants is about 2 to 1. It is often said 
that the Irish hospital service is relying to a greater extent than ever before on 
overseas doctors and while this is taie it is also a fact that the numbers of Irish 
NCHDs has not diminished. Reforms in Irish postgraduate training will 
undoubtedly be of interest to Irish trained doctors but unless such reforms are 
coupled with greater career opportunities at home they are unlikely to have the 
effect of retaining or increasing the existing numbers of Irish NCHDs. In the 
three year period 1993 to 1995 157 persons were identified as taking up 
consultant posts in this country for the first time. In broad general terms just 
450 to 500 NCHD posts are required to produce that number of consultants. 
Taking a longer term perspective, without any increase in numbers about 900 
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consultant vacancies will arise between 1996 and the year 2016. Somewhat less 
than 400 training posts would be required to  fill those vacancies even if one 
assumed a postgraduate training period of 8 years all of which being undertaken 
in Ireland. At present the. structured general practice vocational training 
programmes require 110 hospital based NCHD posts. There are, however, 
nearly 2,500 NCHD posts. These sets of figures clearly illustrate the need for 
radical reform in career structures if an equitable balance is to be struck between 
those in training and the ultimate numbers of career opportunities available. The 
figures encapsulate and draw attention to a number of very fundamental 
issues and tensions within postgraduate training and medical manpower. They 
point, for example, to  the imbalance which exists between the number of NCHD 
posts and the numbers of career opportunities in the hospital medical service. 
This helps to highlight that NCHD posts have dual functions, not alone must 
they provide training but also they make a very significant contribution to the 
delivery of services. These two roles are not, of course, mutually exclusive and 
indeed overlap. It will never be easy to strike the right balance between them. 
The Board is, however, strongly of the view that the existing balances are not the 
correct ones. This view is widely shared. Because of their immediacy the 
service demands, rather than the training role, tend to be the dominant 
component o f  very many NCHD posts. The findings of the Board's recent 
survey of the views of registrars and house officers are likely to provide a 
powerful reinforcement of this situation. 

There is a widely held aim that manpower and training policies should be in place 
which will ensure that not only will there be no diminution in the numbers of 
Irish graduates applying for NCHD posts but which will also attract and retain 
greater numbers of such graduates. In broad general terms this will require that 
Irish graduates perceive Irish-based postgraduate training to  be appropriate to 
their needs and on a par with that which is available elsewhere together with a 
reasonable prospect of acquiring a career post in Ireland following completion of 
training. The adoption and implementation of appropriate policies in this 
regard will involve and require the commitment of many agencies including the 
postgraduate training bodies, the Department of Health, the Board and other 
statutory agencies, the health boards and voluntary hospitals. The Board has 
put forward proposals for restructuring postgraduate training. Postgraduate 
training is far too important to be left to chance - its aims must be identified, the 
curriculum must be known, evaluation and assessment systems must be put in 
place, career counselling and guidance must be available. All of these matters 
are mentioned throughout this report and are contained in the Board's 
proposals set out in Appendix 6. Each NCHD post should have a job 
specification which outlines the training as well as the service components 
of the post. The introduction of training contracts would also help greatly to 
focus attention on the postgraduate training aspects of both NCHD and 
consultant posts. 

The further development of staictured, actively managed and delivered 
postgraduate training will require in many instances a greater time commitment 
to training by both NCHDs and consultants. Much of this time for training 
purposes may need to be protected. A number of results would flow from this -
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a better system of training would be in place but less time would be available for 
service delivery. The Board recognises that one of the challenges facing the 
development of medical manpower policies is the development and 
implementation of policies which would permit a greater commitment to training 
but also provide for the maintenance and development of existing hospital 
services to patients. The detailed manpower policies needed in relation to the 
latter are outside the scope of this Report, save to say that they must be along 
the general lines envisaged in the [Tierney] Collaborative Study on Medical 
Manpower in Acute Hospitals. There must be a significant shift in the balance 
between career and training posts. The Tierney Report indicated that the 
existing balance between consultant and NCHD posts was undesirable and had 
adverse implications for patient care, for the efficient operation of hospital 
services, and for the future career prospects of doctors in training. In the period 
1988 to 1994 the rate of growth of NCHD posts was three times greater than the 
corresponding growth in consultant posts. That trend needs to be reversed if 
the deficiencies identified in the Tierney Report are to be addressed and 
corrected. The Board has put forward proposals for reforming postgraduate 
training. The implementation of those policies must be accompanied by 
improved manpower policies and career structures. The issues of reform of 
postgraduate training and medical manpower are inextricably linked and the 
Board believes that any failure to address these issues/problems in the very 
immediate future is likely to lead to a critical loss of confidence amongst 
NCHDs in Irish postgraduate training particularly at higher specialty level. It 
is essential for the sake of service delivery as much as for postgraduate training 
that these issues are resolved quickly. 

Monospecialist Training/Multidisciplinary Needs 

8.4 In its First Report the Board commented at some length on the issue of 
monospecialist training and multidisciplinary needs. It noted that this issue 
arises in the Irish context from the need to keep under review the training of 
consultant staff of all disciplines in order to satisfy the service needs of the Irish 
health services. Concerns have been, and continue to be, expressed by some 
hospital managements that current training schemes are geared to specialisation 
within disciplines as against overall general training. The Board has previously 
said that the pursuit of excellence in training programmes should not be seen as 
incompatible with ensuring that the training provided is responsive to the 
population's health needs and demands. The responsibility for. staffing our 
hospitals rests primarily with the employing authorities. Clearly this is an issue to 
which there are no easy solutions. Hospital management must identify the 
workloads of their individual hospital and make known the organisational 
structures which are required to respond effectively to that workload. Training 
bodies must take full account of this information in the determination of their 
policies. The Board has put forward proposals for reforms in postgraduate 
training. These reforms envisage, inter alia, a much greater participation in 
structured training programmes of hospitals outside the main teaching centres 
than has been the case heretofore. In the Board's view each higher specialist 
trainee's programme must include rotations and all such Irish based trainees 
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should be obliged to rotate to an Irish centre outside of Dublin for at least one 
year. 

General Practice 

In Chapter 3 of this Report the activities undertaken by the Board in relation t o  
continuing education for general practitioners are described in some detail. In the 
period since the Board published its Second Report in 1990 there has been a 
considerable expansion in the availability of vocational training for general 
practice. There is now at least one general practice training programme in each 
health board area and 55 places are available annually on the three year training 
programmes. At the present time almost all general practice vocational trainees 
spend two years in hospital posts and one year in a training practice. Whether 
this length of training should be extended will continue to be kept under review 
as will the issue as to whether there should be some alteration in the present 
arrangements whereby general practice trainees spend twice as much time in 
hospital posts than they do in general practice settings. In the Board's view the 
review being undertaken of the undergraduate medical course and the intern year 
affords a suitable opportunity to consider whether medical students should have 
more exposure to general practice and as to whether the intern year might 
incorporate a period in general practice either on a voluntary or  mandatory basis. 

It has been possible to provide the necessary funding to enable the national 
network of GPCME schemes to be established. There are now 28 GPCME 
tutors in post. The Board is satisfied that there has been a very good return on 
the investment made and is pleased that the Department of Health has made 
available additional funding this year to enable a 29th tutorship to be established 
and to enable an assistant national director to be appointed. The assistant 
national director post will contribute greatly to the ongoing management and 
evaluation of the schemes as well as facilitating their further development. 

As indicated in Chapter 2 of this report the Board has agreed to a request from 
the Department of Health that it undertake responsibility for overseeing the 
establishment and operation of a General Practice Postgraduate Centre by the 
Irish College of General Practitioners. It is envisaged that the Board with 
earmarked funds allocated by the Department will commission the ICGP to run 
the centre. The role of the centre is described in some detail in Chapter 2. In 
summary that role is 

To evaluate and refine postgraduate education and training for General 
Practitioners in the context of the Health Strategy, 

To co-ordinate and integrate curriculum development and quality 
assurance initiatives. 

To provide an educational resource to upgrade the quality of educational 
programmes including teacher training, educational material, assessment 
tools and quality initiatives. 
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This is an exciting development presenting enormous opportunities not only to  
co-ordinate existing general practice postgraduate education and training but to  
enable it to develop both quantitatively and qualitatively within a coherent 
integrated plan. The Board looks forward to its involvement with this major 

development. 

Dentistry 

Ever since its establishment in 1980 the Postgraduate Medical and Dental Board 
has afforded considerable priority to the development and co-ordination of 
continuing dental education. During the 1980s it established four regional 
dental committees with the specific remit of co-ordinating and delivering 
continuing dental education within their functional areas. The activities 
undertaken by those committees are described in Chapter 5 of this report. The 
Board believes that they have provided a very considerable quantum of 
continuing education very cost effectively. The Board has always been 
conscious of the fact that those committees, however, do not provide national 
coverage. The Board is pleased therefore that funding is being made available 
to  it this year to enable it to  establish two further regional dental committees -
one in the Midlands and one in the North-East. The Board is confident that the 
two new committees will provide a great impetus to the delivery of continuing 
education for dentists in the areas they are serving. The target dentist 
population of the two new regional dental committees and the four already in 
existence represents some 58% of all registered dentists. N o  doubt a particular 
priority of the incoming Board will be to seek the necessary funding to  enable it 
to  develop and co-ordinate continuing dental education in the Eastern Health 
Board area and thus address the needs of the 42% of registered dentists not 
catered for by the regional dental committees either already in existence or being 
established this year. The refurbished Dublin Dental School and Hospital which 
is scheduled for commissioning in 1998 will have a dedicated postgraduate unit. 
This facility will be an added boost to continuing dental education. 

The Board's Dental Committee has over the past number of years set out to 
monitor the extent to which public dental officers are afforded facilities to 
participate in continuing dental education. The information collected has been 
valuable and has been fed back to health boards to highlight variations which 
have occurred between different parts of the country. While useful and 
interesting the Dental Committee has not yet been able to produce a 
questionnaire which is interpreted uniformly and which- provides easily 
comparable information. The Dental Committee will continue to refine its 
questionnaire so as to seek to ensure that the information it gathers will give a 
reliable indication of the uptake of continuing dental education among public 
dental officers and of the facilities granted to them for this purpose. 

The Board has agreed that it will promote the concept of recognition of 
participation in continuing dental education. The principles which will underpin 
the arrangements which the Board hopes to introduce are set out in Chapter 5. 
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The intention would be to promote excellence in dental practice t o  the benefit of 
patients and generate enthusiasm and interest in the benefits of continuing dental 
education. The system envisaged by the Board will be non threatening and 
participation therein will be voluntary. It is envisaged that the incoming Board 
will hold early discussions with the profession and that early agreement can be 
reached on the nature and process of the system to be introduced. The Board 
will also seek the necessary funding from the Department of Health. 

It is a matter of regret that more progress has not been made on the introduction 
of vocational training for general dental practice. The Board was pleased to  put 
forward jointly with the Dental Council proposals for a pilot project and it hopes 
that an early opportunity will present itself for these proposals to be tested. 

Considerable attention has been paid in the UK in recent times to  the nature and 
duration of specialist training in dentistry. Issues of a similar nature need to  be 
considered by the various Irish bodies concerned. The incoming Board will no 
doubt play its part in this process. 

Career Guidance 

The Board will need to continue to keep under review its career guidance 
programme with a view to achieving maximum effectiveness. The Board's 
annual programmes based on Dublin, Cork and Galway appear to  be 
successful in providing information to young doctors. There is still a need to 
consider how best to provide information to doctors working in other centres -
undoubtedly some such doctors travel to the existing programmes but this may 
not be sufficient in itself; on the other hand experience has shown that when 
career guidance fairs have been organised in other centres they have not always 
been well attended. As mentioned in Chapter 7 a number of questions relating to 
career guidance counselling were included in the questionnaire which the Board 
issued to all house officers and registrars last October. The responses received 
will play a significant part in shaping the Board's furture career guidance 
programmes. 

Continuing Education 

Continuing education is necessary for all doctors and dentists. The Board has 
continued to devote considerable time and resources to the development of 
networks for the provision of continuing medical education for general 
practitioners and for the co-ordination and development of continuing dental 
education. As already stated the Board looks forward to being in a position to 
provide the necessary funding to extend these networks so as to provide a full 
national coverage. It has been possible to increase substantially the number of 
GPCME tutors over the past five years. Orie further tutor is being appointed 
this year. The appointment this year also of an assistant national director will 
increase significantly the amount of assistance and guidance which can be made 
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available to the GPCME tutors as well as providing an increased resource to the 
Board and to the ICGP to evaluate an review performance. The Board is 
delighted to have been provided with the necessary funding to establish later this 
year two additional regional dental committees - the aim will be to continue to 
work towards the establishment of a network of regional dental committees to 
provide full national coverage. 

The Board has welcomed the steps which have been taken by the professional 
training bodies to put in place formal structures to encourage and monitor 
participation in CME. The structures which are described briefly in Chapter 3 
and which are outlined in Appendix 7 are, relatively speaking in their infancy. 
As further funds become available to the Board it would hope to be able to 
provide financial support to the training bodies to aid in the development of the 
structures which they have put in place. Funding for continuing medical 
education is crucially important and the Board would urge all employing 
authorities to fully meet their obligations in this matter. More attention will 
need to be paid in the future to the effectiveness of continuing medical education. 
It will involve, inter alia, a greater development of arrangements which will 
enable individual doctors to identify their learning needs and to plan to  meet 
them. Learning needs are likely to extend beyond specialty interests. It will be 
necessary for doctors and employing authorities to consider how best to meet 
continuing professional development needs. Continuing professional 
development includes traditional CME but also provides 

• strategies for personal coping and professional growth, 

• career developments and role adaptations, 

• ability to manage, 

• multidisciplinary and multiprofessional working and learning. 

It is worth drawing attention here to the following recommendations and 
conclusions on Continuing Professional Developemnt (CPD) which were 
contained in the 1994 working paper issued for consultation by the [UK] 
Standing Committee on Postgradaute Medical and Dental Education -

Performance, accountability and education of doctors and dentists is 
in the public domain. 
Time for CME is being eroded by a cascade of change. 

• Role changes and career development may he required but these are 
not covered by specialty-based CME. 

• The professional development process should centre on the individual 
clinician's needs but take into account the wider context of the delivery 
of health. 

• opportunities for doctors and dentists to reflect on their professional 
experience should be a regular part of practice. 
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• Professionally led peer review should be encouraged and its 
effectiveness evaluated. 

• Professional development plans should be supported by relevant cost-
effective educational activities. 

• Purchasers and Trust management should link with postgraduate deans 
and royal colleges to ensure that CPD strategies are developed 
through contracts. 

• Funding arrangements for CME should be examined to see whether 
they support CPD. " 

European influence on postgraduate education 

There is likely to be a growing European influence on postgraduate training in 
the years ahead. Indeed this process has already begun. In June 1975 the 
Council of the European Communities adopted two directives which have 
become known as the Doctors Directives. They came into effect in December, 
1976 and their aims were threefold namely- (i) to give effect to the mutual 
recognition of medical qualifications obtained in the Member States by nationals 
of the Member States, (ii) to facilitate, in the case of doctors, the exercise of the 
right, conferred by the Treaty of Rome, of nationals of Member States to 
establish themselves and to provide their services anywhere in the Community, 
and (iii) to specify minimum standards of training of doctors at general 
practitioner and specialist levels and to provide machinery for the maintenance of 
those standards. Those Directives are being reviewed very actively at the 
moment. 

Similar directives, this time in relation to dentistry, came into effect in April, 
1980. In July, 1986 an EC Directive on specific training in general practice was 
adopted. It required, inter alia, that from 1 January, 1995 the exercise of 
general medical practice under national security systems shall be conditional on 
possession of a certificate of satisfactory completion of a specific training 
programme - the existence of that directive was a powerful influence on the 
acceptance in the 1990s of the need to expand the availability of general practice 
vocational training in this country. 

The medical profession in Ireland is playing a very active part in European non 
governmental medical organisations. The Irish Medical Organisation currently 
holds the presidency of the European Union for General Practitioners (UEMO). 
Irish doctors are represented on all, or almost all, of the over 30 sections of the 
European Union of Medical Specialists (UEMS). The UEMS is concerned with 
the interests of specialists, the quality of specialist care and co-operation within 
the medical profession in the European Union. It has been particularly active in 
the last number of years. It has, for instance, published in 1993 a Charter on 
Training of Medical Specialists; in 1994 it published a Charter of Continuing 
Medical Education and in 1995 it published a compendium describing the 
training requirements in over 30 specialties throughout the European Union. 
Many of the UEMS specialist sections have established "European Boards" for 
the purpose of guaranteeing the highest standards of care in the specialties 

130 



concerned by ensuring the training of specialists is raised to  an adequate level. 
The Boards seek to achieve these aims by the following means (i) 
recommendations for setting and maintaining standards of training, (ii) 
recommendations for training quality, (iii) recommendations for setting standards 
and recognition of training institutions, (iv) monitoring of the contents and 
quality and the evaluation of training in the EU member states, (v) facilitation of 
exchange of trainees between the EU member states, (vi) facilitation of free 
movement of specialists in the EU. 

Many of the European Boards are still in their infancy. It is difficult to  predict 
with certainty what level of influence they will ultimately wield. It is, however, 
likely that they will be very influential and it is also likely that they will have a 
significant input or influence on any future medical training directives. It is 
important that this country plays its full part in shaping the future policies of 
those Boards. The Postgraduate Medical and Dental Board is keen to  help the 
training bodies in their endeavours in this regard. The Board, unfortunately, 
does not have available to it the financial resources which would be necessary to  
enable it to fully fund Irish participation. Such funding might be of the order of 
£75,000 per annum. This will be an issue, however, which the incoming Board 
will again pursue. 

Not alone is it necessary for the Irish medical profession to be active participants 
in shaping medical training issues at a European level it is of course essential that 
the profession and indeed all other interested parties are informed regularly and 
comprehensively on decisions and policies being adopted. It could not be 
contended that the existing arrangements as regards "reporting back" are ideal. 
There is a need to review the present arrangements for channelling information 
from both the official European bodies and from the non governmental agencies. 
From the Board's perspective the aim should be to ensure that there is a simple 
effective means of keeping all interested parties informed of policies and 
decisions being taken at European level which are likely to influence and shape 
the future of Irish medical manpower and training issues. 

8.10 Medical Audit 

The Health Strategy document envisages the drawing up of a programme of 
action to support and promote clinical audit. The Board endorses the view 
expressed in that document that a structured programme of clinical audit is 
fundamental to  the provision of quality health care. It is now a required 
condition for the continued approval of many postgraduate training schemes that 
an active medical audit process is in place. Currently, however, the 
implementation of medical audit has been patchy. In the Board's view all 
consultants should have sessional commitments identified in their practice plans 
for medical audit. Hospital managements need to provide resources for the 
process and the Department of Health may need to earmark funds when 
allocating hospital budgets. In larger hospitals it may be advantageous to  have a 
single consultant in administrative charge of an Audit Unit. The Board sought 
support for these views in the submission it made in 1995 to the Review Body on 
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Higher Remuneration in the Public Sector in connection with that body's review 
of the remuneration, terms and conditions of consultant medical staff. 

11 Concluding Remarks 

The role of the Postgraduate Medical and Dental Board is to  promote the 
development of postgraduate medical and dental education and training, 
including continuing education. The Board does not itself provide such 
education and training but seeks to promote, develop and co-ordinate it. To  help 
it carry out its functions the Board is dependent on the action, the co-operation 
and the efforts of many other bodies and persons -including training bodies and 
hospitals, employing authorities, statutory agencies, individual doctors and 
dentists. The Board, like its predecessors, is appreciative of the help and co
operation which it has received. 

As their term of office reaches its conclusion the present Board members feel 
that the opportunity is now available for a great leap forward in medical and 
dental manpower and training issues. There is a strong commitment in the 
Health Strategy document to the development of human resources. There are 
grounds for optimism that concerted action will be taken in relation to  hospital 
medical manpower. There is widespread acceptance of the need for reforms in 
postgraduate training. The Board has put forward its views as to how it feels 
these reforms should be carried through. The advent of the General Practice 
Postgraduate Centre opens up new vistas and exciting opportunities for that 
specialty. Various initiatives are, or are about to be, underway in relation to  the 
formalisation of continuing education. Speaking specifically in relation to  
hospital medical manpower the Minister for Health in his 1995 Doolin Memorial 
Lecture spoke of the need for change and said that the one option which was 
not available was "no change". The same could be said in relation to  
postgraduate education and training. Changes in relation to postgraduate 
education and training would of course be multifaceted and involve any interests, 
agencies and individuals. The Postgraduate Medical and Dental Board will wish 
to  play its full part. The present Board members as they prepare to leave office 
would ask that the proposals they have put forward to enable their successors to 
play a clear leadership role in the development and co-ordination of postgraduate 
education and training should be implemented. 
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Appendix 1 

Recognition of Training Posts 

Details of the bodies responsible for the recognition of posts in training programmes are set 
out below. 

(a) Hospital specialties 

Specialty Body Responsible for recognition Notes 

Anaesthetics The Faculty of Anaesthetists of the Royal College 
of Surgeons in Ireland recognises posts for general 
professional training and the Joint Committee 
recognises posts for higher specialist training. 

Medicine The Royal College of Physicians of Ireland 
recognises posts for general professional training 
and the Irish Committee on Higher Medical 
Training recognises posts for higher specialist 
training. 

The Joint Committee 
also recognises the posts 
for higher specialist 
training 

Obstetrics and 
Gynaecology 

The Institute of Obstetricians and Gynaecologists 
of the Royal College of Physicians of Ireland 
recognises posts for training for the D.Obst. RCPI 
(designed to meet the requirements of general 
practice) and for the MRCPI (Reproductive 
Medicine) and for higher specialist training. 

Posts are also recognised 
by the Royal College of 
Obstetricians and 
Gynaecologists (London) 
for training for MRCOG 

Pathology The Royal College of Pathologists recognises 
posts for training for the Primary Examination and 
the Final Examination for Membership 
M.R.C.Path.. 

Pathology differs from 
most other specialties in 
that the Membership 
examination comes 
towards the end of 
training. 

Psychiatry The Irish Psychiatric Training Committee 
recognises posts both for general professional 
training and for higher specialist training. 

The Joint Committee 
also recognises the posts 
for higher specialist 
training. 

Radiology The Faculty of Radiologists recognises posts for 
training for the Primary and Final Examinations for 
the Fellowship. 

Surgery The Royal College of Surgeons in Ireland 
recognises posts for pre-Fellowship training and 
the Irish Surgical Postgraduate Training 
Committee recognises posts for higher specialist 
training. 

The Joint Committee 
also recognises the posts 
for higher specialist 
training. 
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(b) General Medical Practice: The Irish College of General Practitioners approves 
vocational training schemes in general practice and the Royal College of General 
Practitioners recognises posts for training for the examination for the Membership of that 
College; 

(c) Public Health Medicine: The Royal College of Physicians of Ireland recognises posts 
for general professional training and the Irish Committee on Higher Medical Training 
recognises posts for higher specialist training; 

(d) Dentistry: The Faculty of Dentistry of the RCSI recognises posts for general 
professional training and the Joint Committee recognises posts for higher specialist 
training. 
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Appendix 2 
THE PRINCIPAL CAREER STRUCTURES 

Career 
Grades 

Post
graduate 
Training 
Grades 

Registrar 

751 

2/3 years 

1 year 

Under
graduates 

6 years 

House 
Officers 

1,250 

Interns 

353 

Medical 
Students 

3,238 

Trainee 
General 

Practitioner 

Senior 
Registrar 

Higher 
Trainees in 

Public Health 
Medicine 

Hospital 
Consultant 

1,270 

General 
Practitioner 

2,050 

Public Health 
Medicine 

2 1 9  

Notes:  
1 the figures shown for the establishment of each grade are the latest published for the grades shown. 
2 The length o f  time spent in individual grades varies as between specialties. 
3 This chart does not deal with (a) careers in academic medicine, (b) occupational medicine, (c) hospital 

specialists and other hospital doctors working exclusively in the private sector. 

•Where higher training takes place in the registrar grade this period would be extended to 5/8 years depending 

o n  the specialty. 
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Appendix 3 

POSTGRADUATE TRAINING IN THE MEDICAL SPECIALTIES 

PROPOSALS FOR REFORM 

1 Non-Consultant Hospital Doctor Statistics 

The latest figures compiled by the Postgraduate Medical and Dental Board 
show that 

# on 1 October, 1994 there were 2,451 approved Non-Consultant 
Hospital Doctor (NCHD) posts in the Irish Health Services 

# a total of 880 (36%) of those posts were filled by non-nationals 

# while 655 extra NCHD posts were created in the period April, 1984 
- October, 1994 the number of Irish persons filling NCHD posts has 
remained static at about 1,570 whereas the number of non-national 
NCHDs has increased from 240 (in 1984) to  880 (in 1994). 

2 Problems 

Irish medical graduates are emigrating for a number of reasons including a 
perception by trainees, and indeed by appointment committees, that 
postgraduate training in internal medicine is unstructured and inadequate and 
partly because of poor career prospects, particularly in relation to  the number 
of consultant appointments. Reform is needed in postgraduate education to  
ensure structures appropriate to training in the 1990s are put in place. 
Postgraduate medical education is for the most part delivered by practising 
clinicians, whose time and commitment are subject to competing claims from 
public and private clinical practice, research, management and administrative 
duties. N o  individual or group has local day to  day responsibility for ensuring 
the quality of training programmes and the participation of trainees in 
postgraduate training in medicine. 

3 General Professional Training in Medicine is unstructured 

Training at general professional level in the medical specialties is much less 
structured than in most other specialties (e.g. anaesthetics, psychiatry, 
surgery). While this may appear to  avoid rigidity and permit flexibility it can 
also be questioned whether such unstructured or self-structured arrangements 
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really facilitate the training process. There is no doubt that such arrangements 
can make career guidance and manpower planning more difficult. They 
can also contribute to uncertainties on the part of trainees on the composition 
of their individual training programmes and on the direction of their ultimate 
careers. In many instances the training/experience being gained is left more to 
chance and is determined by the nature of the posts obtained every six or 12 
months rather than being determined by a personal training programme. 
Training programmes must of necessity be flexible in their structures to take 
account of the needs of trainees. However, questions can be raised as to 
whether the best interests of Irish medicine and Irish trainees are served by 
arrangements which can generate so much uncertainty. 

There are some 340 house officer posts in the medical specialties, other than 
paediatrics, 23% of which are filled by non-nationals. There are 116 house 
officer posts in paediatrics, 36% of which are filled by non-nationals. 

How Doctors Learn and Current Problems in SHO Training 

Increasing attention is being paid in this country and abroad to the processes 
through which NCHDs learn and to the problems relating to their training. 
The methods through which they learn and current problems in their training 
have been described1 recently as follows -

" HOW DOCTORS LE4RN 

Postgraduate medical education is organised on a journeyman system, 
in which doctors move from post to post to learn within different 
specialties and in a variety of clinical contexts within the same specialty. 
This system has been effective and produced good doctors and will 
continue to do so, but must renew itself to meet the new demands placed 
upon it. 

Education and training at SHO level is experiential learning while 
working in a health care team and providing a clinical service. However, 
it must be the right kind of service, with appropriate supervision, an 
opportunity to reflect on learning, and a structured system to identify 
and support progress. Furthermore, most doctors need to study and pass 
postgraduate examinations while working in the SHO grade. 

In general, people learn best when they: 

* are actively engaged in the educational process 
* have been involved in setting their own learning goals, 
* feel that their educational needs are being met 
* feel what is being taught is relevant to their own experiences 
* can see they are achieving something 
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* do not feel under threat 

For SHOs the main elements for effective learning are: 

* A working environment where the educational needs of the SHO are 
understood and met 

* Rotational programmes that are properly planned, evaluated, and 
responsive to individual needs 

* Protected time for study and opportunities for appropriate study 
leave that can be realised 

* Maintenance of educational standards by monitoring, feedback, and 
introducing necessary change 

* Educational programme based on evaluation of individual training 
needs 

* Specific personal counselling M'hen required 
* Establishment of working practices to ensure that duties are 

appropriate to the SHOs' training needs. 

Good quality education and training can only be provided where there 
are high standards of health care, and where the SHOs are properly 
supported and working within their competence. 

CURRENT PROBLEMS IN SHO TRAINING 

While there are many SHO posts that provide good training, there is 
increasing concern that in the majority of posts service demands 
dominate the work of SHOs, and education is seriously compromised. 
Common problems include: 

* long working hours 
* excessive workload due to service pressures 
* having to perform tasks with inadequate training 
* poor supervision 
* poor support 
* a requirement to perform non-medical tasks 
* excessive levels of stress 
* inadequate education and training 
* inadequate mentoring and formative assessme?it 
* no proper assessment of competence 
* inability to recruit locums, resulting in trainees working excessively 
* inability to take study leave entitlement 
* inadequate career advice and counselling 
* poor career advancement 
* poor working and living conditions. " 
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5 Higher Training Scheme in Medical Specialties 

Very little higher specialist training in the medical specialties takes place in 
Ireland. Whereas in the past 21 senior registrar posts in the medical specialties 
have been approved by Comhairle na nOspideal, very few, not more than a 
third, were ever filled. In the late 1970s funding for new posts was not 
provided and the creation of senior registrar posts by converting other existing 
NCHD posts was not acceptable to the vast majority of physicians who would 
have become involved in higher training. 

In reality Ireland has been relying to a very great extent on overseas higher 
medical training opportunities, mainly in the UK and in North America. The 
Postgraduate Medical and Dental Board is convinced that most of Ireland's 
higher medical training could be obtained at home provided -

properly structured training posts are made available and funded 
and which could include rotations to centres of excellence abroad, 

medical consultants are facilitated to undertake greater training 
responsibilities 

opinion leaders within the physician community are prepared to  
give such training their whole-hearted backing, and 

interview boards for consultant posts are seen to hold Irish based 
training in equal esteem to similar appropriate training obtained 
elsewhere. 

The provision of Irish based training, and increased career opportunities, would 
be greatly facilitated by the expansion of the consultant establishment in 
accordance with the June, 1993 Discussion Document by the Collaborative 
Study Group on Medical Manpower in Acute Hospitals. 

6 Reforms needed in postgraduate training in the medical specialties 

The Postgraduate Medical and Dental Board is firmly of the view that 
postgraduate training in the medical specialties must be reformed. If it is to  be 
effective it must be restructured, professionalised and adequately funded. It 
must have clear aims, and systems and personnel must be put in place not only 
to  facilitate but to ensure and be accountable for its delivery. Important 
elements of the framework which the Postgraduate Medical and Dental Board 
believes are necessary are outlined in the following paragraphs. 
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7 Training Rotations 

At present there are approximately 150 medical SHO posts in training 
rotations based on six teaching hospitals - St Vincent's, St James's/MANCH, 
the Mater and Beaumont in Dublin, Cork University Hospital and University 
College Hospital, Galway. It is envisaged that the number of SHO posts in 
training rotations should be increased to at least 200 and in particular that more 
posts in smaller peripheral hospitals should be included. 

' Training rotations should provide a balanced variety of service experience, and 
also provide the opportunity for continuity in meeting the educational needs of 
the trainee, as well as providing a degree of job security. Training needs to  be 
structured, with a defined curriculum. Experience needs to be varied, and 
properly supervised. Consideration could be given to 6 x 4 month, or 8 x 3 
month rotational slots to broaden experience in the specialty, and to  provide 
varied sub-specialty experience. 

8 Every House Officer in medical training should 

receive induction training 

have opportunities and facilities for in-service learning and the early 
provision of educational contracts should be considered, 

have an individual learning plan, 

have a structured educational programme, with a minimum of four 
hours protected educational time each week within standard working 
hours, 

be enabled to (i) avail of study leave and (ii) attend day release 
courses, 

have an educational supervisor whose principal duties would be to  
give the trainee individual attention and participate in educational 
appraisal and to give career guidance and help, 

be regularly assessed and counselled, 

be relieved of non-medical tasks by the provision of adequate 
support staff. 

9 Regional Directors of Postgraduate Training in the Medical Specialties 

In the preceding paragraph a number of the essential features of structured 
training are outlined. Without them training on a national basis would at best 
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be haphazard with little quality assurance. The provision of the necessary 
ingredients for effective high quality trainee-centered training is dependent on 
the commitment of the required goodwill by management and consultants and 
the provision of adequate resources. Also the Postgraduate Medical and 
Dental Board is convinced of the need to put in place on a regional basis 
personnel with necessary protected time, commitment, expertise and resources 
to  oversee and be accountable for the implementation of structured training 
programmes. The Board therefore proposes that a network of 5 or 6 Regional 
Directors of Postgraduate Training be based in hospitals throughout the 
country with a half-time sessional commitment to  the post. These Directors 
should have responsibility for organising postgraduate training programmes at 
general professional and higher specialist training levels. Their remit should 
extend to all medical SHO and Registrar posts in their region. They would 
report to  the Postgraduate Medical and Dental Board and to  Committees 
within the Royal College of Physicians of Ireland dealing with standards and 
accreditation of general professional and higher specialist medical training 
programmes. The exact structure of the posts, in particular the nature of the 
remaining half-time sessions, would depend on local considerations. Possible 
links would include half-time clinical consultant posts or half-time academic 
appointments at senior lecturer level in clinical departments of undergraduate 
medical schools. However, in order to attract applicants of a high calibre 
favourable salary, pension and secretarial support arrangements will be 
needed. This implies negotiation at local level to find the optimum arrangement 
in each case. Each Director should also be the budget holder in respect of day 
release courses taking place within his/her functional area. At current salary 
and price levels it is estimated that each Director post would involve an annual 
outlay of the order of £100,000 to cover a half-time sessional commitment, 
administrative support, travelling expenses and an educational budget.. 

10 Fund Holding of NCHD Salaries 

The Board has previously said2 that postgraduate training budgets should be 
protected. In order to achieve this the Board believes that the Regional 
Directors of Postgraduate Training in the Medical Specialties should hold the 
funds for the basic salaries of trainees in the discipline of medicine. This would 
confer on the Regional Directors the necessary powers to  ensure the 
implementation of appropriate education and training programmes. 

11 Need for Improved Streamlined Recruitment Procedure for NCHDs 

An unsatisfactory feature which exists in postgraduate medical education is the 
"scramble" which takes place each six months as NCHDS apply for posts. 
There are of course a number of contributory factors including the 
underdevelopment of rotational training schemes, the wishes of young doctors 
to  work in or close to  main teaching centres, the need, for example, for young 
doctors to make multiple applications to  various employing authorities etc. 
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The principal underlying reason is, however, the medical manpower situation. 
It is inevitable under the present arrangements that doctors and posts are not 
always matched to the optimum. This clearly is unsatisfactory and when allied 
to the amount of resources devoted to advertising, interviewing, selecting etc. 
represents an inefficient and ineffective use of talent and resource. While 
tackling the medical manpower situation could of course go  a long way 
towards providing solutions to this problem there is a need for a better more 
streamlined system for matching candidates for NCHD appointments to the 
posts available. 

The Board has in the past studied the feasibility of having a national 
computerised matching programme for NCHD appointments. A matching 
programme is essentially an orderly process to help applicants to  obtain the 
positions of their choice in postgraduate training, and to  help 
hospitals/institutions to  obtain the applicants of their choice. It alleviates 
unfair pressures, premature decisions, and other factors which generate 
inequity. Applicants and employers would continue to contact each other 
directly, and interview and evaluate each other independently of the Matching 
Programme. The Match is not concerned with how the participants reach 
their decisions. N o  offers are made during the interview period. Applicants 
and employers can properly evaluate each other before the employers must 
decide on their preferences for making offers, and before applicants must 
decide on their preferences for accepting offers. After all interviews are 
completed, each applicant submits a confidential Rank Order List (priority 
or preference list) on which the applicant lists the posts which he/she would 
accept in order of preference. Similarly, each employer completes a 
confidential priority list on which it indicates, in order of preference, the 
applicants to  whom it is prepared to offer a position. The computer 
Matching Programme merely serves as a clearing-house, matching the 
applicants' and the employers' preference lists. The best possible matching 
combinations are listed. The result is that the applicant is matched with 
his/her highest ranked job which institutions are prepared to offer him/her and 
which does not fill with an applicant the institution preferred. The employers 
get the applicant they ranked highest from among those prepared to  consider 
their post and who do not receive positions/posts that the applicants prefer. A 
person may not always get his/her first priority - but he/she cannot achieve a 
better match with another post which will accept him/her. 

For a matching programme to work well, most (in the region of 80%) of all the 
posts with which applicants will be seeking employment should be involved. 
Applicants and employers should send their priority lists to  a central matching 
office by a specified date. All must agree to be bound by the results which are 
issued at a specific time and date in the same way as they will be bound when 
the written contract is signed. Participants do not ask each other how they will 
rank each other and no premature offers are made before the match. 

The Board had a very high level of favourable response to the 
documentation it issued in December, 1987 to employing authorities (health 
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boards, voluntary hospitals) and to other interested health agencies (including 
training bodies) seeking to  gauge what level of support there might be for the 
possible introduction of a matching scheme for NCHD appointments. The vast 
majority of responses received have been favourable to  the principle of a 
Matching Scheme. The favourable response rate in respect of House Officer 
posts was 92%. (A small number of agencies either reserved their positions 
or indicated they would be unlikely to participate in a national matching 
scheme. In the instance of one training body it has been indicated that there is 
a general level of satisfaction with the matching scheme that it operates for its 
own trainees. If a national matching programme were introduced the 
Board would be disappointed if any substantial block of posts remained 
outside it and would seek to achieve as wide a coverage as possible). 

Arising from the responses received the Board has regularly sought the 
necessary funds to enable it to prepare for the establishment and introduction 
of a: matching scheme for house officer appointments initially. A full year 
cost could be of the order of £150,000. 

The development of such a matching programme on a national basis would of 
course be a very ambitious and large undertaking. It would be proposed to  
commence with house officers and as experience is gained extend to  other 
NCHD grades. A long planning introductory period would be involved. 
To operate a match in July, 1997 would require considerable preparatory 
work during 1995/6 as the legal contracts and registration and advertisement 
process would have to be in place by early January, 1997 at the latest. 

The Board has had extensive contacts with and advice from the Canadian 
Intern and Resident Matching Service and the National Matching Services of 
Toronto (which runs and/or licences a number of matching programmes e.g. 
Canadian National Intern Matching Programme, National Resident Matching 
Programme in the USA, US National Matching Programmes in Oral Surgery 
and General Practice Dentistry). From these contacts the Board feels that it 
could operate a matching programme with a small core staffing working 
wholetime on the scheme. A matching scheme has the potential to  be self 
financing if it were decided after a period of experience to charge fees t o  
hospitals/health boards and to job applicants. It would not be possible, 
however, to establish a scheme without specific funding being made available 
for it initially. A matching scheme also has the potential to  develop/evolve 
into a central applications service but this is an issue which would require 
further consideration as agreement to it would be unlikely to be forthcoming 
from health boards and voluntary hospitals until they had gained 
experience of the matching process itself and were thus reassured that their 
independence as employers was not being compromised. 

Postgraduate Medical and Dental Board 
June 1995 
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1 SHO Training: Tackling the Issues, Raising the Standards. A Discussion Paper by the 
Committee o f  [UK] Postgraduate Medical Deans (COPMED) and the U K  Conference of  
Postgraduate Deans, January, 1995 

2 Response (in March, 1994) by the Postgraduate Medical and Dental Board to the June, 
1993 Discussion Document by the Collaborative Study Group on Medical Manpower in 
Acute Hospitals. 

Footnote 

The proposals contained in this Appendix were prepared by a Task Force consisting of 

representatives of the Royal College of Physicians of Ireland and of the Postgraduate 

Medical and Dental Board. 
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Appendix 4 

TRAINING A T  SENIOR REGISTRAR LEVEL - THE POSITION ON 1 FEBRUARY, 1996 

No. Of Training No  of Senior Registrar 
Specialty recognised period posts approved** 

programmes (years) 

Surgical Group of Specialties 

Ophthalmology 5 4 4 
Otolaryngology 4 -> 

J 4 
Orthopaedics 8 4 8 
Cardio-Thoracic 2 4 2 
General 20 4 15 
Neuro 1 4 1 
Paediatric 2 4 2 
Plastic 2 4 2 
Urology 4 4 4 

Medical Group of Specialties 

General Internal Medicine 12 4 4 
Paediatrics 7 4 not yet decided 
Geriatrics 1 4 1 
Cardiology 3 4 *•> 

J 

Endocrinology 2 4 2 
Gastroenterology 2 4 2 
Neurology 1 4 -

Nephrology 1 4 -

Respiratory -> 
J 4 1 

Rheumatology/Rehabilitation -> 
J 4 -

Haematology -> 
J 4 -

Anaesthesia 26 -> 
J 25 

Obstetrics/Gynaecology 9 J 6 
General Psychiatry 18 4 15 
Child Psychiatry 8 4 6 
Learning Disability (Mental 
Handicap) 2 4 2 
Radiology 9 2 not yet decided 
Accident & Emergency 1 ' 4  1 

TOTAL 157 110 

** "approved" means approved by Comhairle na nOspidea! 
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Appendix 5 

Synopses of revised training arrangements being introduced in the UK by the 
Royal Colleges of (i) Anaesthetists, (ii) Obstetricians and Gynaecologists, (iiii) 
Ophthalmologists, (iv) Pathologists, (v) Psychiatrists. 

The Royal College of Anaesthetists 

Duration of training 

- 4 years basic specialist training 
- 2 years higher specialist training 
- 6 years minimum 

European requirement 

- Minimum 3 years 

Exit assessment 

• after six years doctors would be 
eligible for 'UKCCST' or its 
equivalent 

• supervision and regular assessment 
by college tutors and advisers is a 
feature of  the programme 

General  professional/basic specialist 
training 

• I o f  the 4 years may be spent other 
than in anaesthetics, might 
include research or experience in 
other specialties and may be taken 
up at any time 

• entry possible after full 
registration or equivalent. 

• initial emphasis on acquiring a 
thorough grounding in basic 
medical science 

• the three parts of  the Fellowship 
Examination are taken during this 
phase. 

Higher  professional training 

• arrangements are under review 

• entry on completion of  B S T  and 
by acquiring the Fellowship. 

• second o f  the two years 
permits either in-depth experience 
o f  general anaesthetic practice or 
opportunity to develop an interest 
in specialist practice. 
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The Royal College of Obstetricians and Gynaecologists 

STRUCTURED TRAINING in 
Obstetrics & Gynaecology 

SUMMARY o f  Agreed Arrangements 

for Training 

1. Content of training 

• Pre-registration year 

• Total o f  six years o f  training in 
the speciality (minimum) 

• Elective year either before or after 
entry to higher training 

• Basic professional training o f  two 
years, including at least one i n  the 
specialty 

• Higher training of  f ive years, with 
possibility of  using one year for 
additional experience 

2. Criteria for  entry to  specialist 
registrar grade f o r  E U  
graduates 

• Full registration 

• Part I M R C O G  

• T w o  years o f  post-registration 

training 

• Minimum of  one year training in 
obstetrics and gynaecology 

• Satisfactory assessment of  clinical 
ability 

• Appointment ratified by Regional 
Training Committee 

3 .  Progress  within specialist 
registrar grade 

• Regular formative assessment by 

trainers 

• Review of  progress at least annually 
by training programme director and 
Regional Training Committee 

• Record o f  progress maintained by 
RCOG 

• Part 2 MRCOG obtained before entry 
to penultimate year of  training 

• Appropriate appeals mechanism 
involving local, regional and central 
tiers 

• Flexible arrangements for elective 
year, research, subspecialty or special 
interest training and for training o n  a 
part-time basis. 

4 .  Transitional arrangements  f o r  
introduction of  t h e  n e w  grade: 

• All senior registrars offered a 
specialist registrar grading (may 
remain SR i f  they wish) and all given 
a national training number (NTN). 

• Existing career registrars allocated a 
N T N  if agreed criteria fulfilled 

• Assessment of  eligibility and 
remaining training requirements by 
Regional Training Committee 

• N e w  appointments to grade 
controlled by Regional Training 
Committee 

• Individual decisions about training 
ratified by RCOG Training 
Committee 

• Appeals mechanism defined 
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The Royal College of Ophthalmologists 

Duration of  training 

2 years at SHO grade 

4.5 years as higher surgical trainee 

Total: 6 .5  years - minimum 

General  professional/basic specialist 
training 

2 years as SHO within the 
specialty 

6 months experience at SHO level 
in related specialties would he an 
advantage e.g. neurosurgery, 
neurology, plastic surgery, most 
branches of  medicine 

Higher  Surgical Training in the 
Unif ied Training Grade  

Entrants to the Unified Training 
Grade will, under the present 
examination structure, be required 
to possess the Fellowship of  The 
Royal College of  Ophthalmologists 
(FRCOphth) 

There will he continuous 
assessment throughout Higher 
Specialist Training (HST). A 
Certificate o f  Completion of  
Specialist Training (CCST) will be 
awarded upon satisfactory 
completion of  the training 
programme. 

During the 4.5 year HST period, a 
maximum of  6 months' research or 
subspecialty training, both of  
which are optional, will count 
towards the aw ard of  a CCST. 
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The Royal College of Pathologists 

Duration of training 

5 years minimum 

European requirement 

5 years o f  training in recognised 
posts plus MRCPath for UK 
specialists wishing to practise in 
E U  

General  professional/basic specialist 
training 

• there is n o  common trunk in 
pathology training and an early 
commitment to the branch of  
pathology is  usual 

• distinction between basic and 
higher specialist training is not so 
relevant 

• one year's clinical experience is 
required before entry to training 
and the pre -registration year is 
acceptable. 

• a flexible and challenging 
educational programme is offered 
which can accommodate individual 
needs, e.g. research. 

• requirements for Part I o f  the new 

MRCPath are a minimum of 2.5 

years spent in the subject examined 

and three years in the discipline. 

Experience in other training 

programmes may be accepted. 

Higher  professional training 

Requirements for Part 2 MRCPath 
are f ive years full-time approved 
training, two years of  which are in 
posts recognised for higher 
specialist training and four years in 
the branch o f  pathology chosen. 

Exit assessment 

College recommends the 'UKCCST' 
will be awarded after 5 years training in 
pathology and on passing the MRCPath. 

Career  alternatives 

There are flexible arrangements for 
pursuing training in specialties such as 
neuropathology, cytopathology, paed-
iatric pathology, forensic pathology and 
virology. 
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The Royal College of Psychiatrists 

The Membership examination o f  the Royal 
College o f  Psychiatrists (MRCPsych) i s  in 
t w o  parts. Part I o f  the MRCPsych 
Examination is  taken after one  year o f  
approved psychiatric training in General 
Psychiatry, which may include Old A g e  
Psychiatry and consists o f  one  multiple-
choice question paper testing the basic 
knowledge which underpins the practice o f  
psychiatry to ensure that candidates w h o  
proceed t o  take Part 11 after a further two  
years o f  approved psychiatric training are 
equipped to undertake this additional 
training. Part 11 o f  the MRCPsych 
examination consists o f  two multiple-
choice question papers, an essay question 
paper, a short answer question paper, and 
a clinical examination which i s  in two 
parts: individual patient assessment and 
patient management problems, hi the 
patient management problems section o f  
the clinical examination, the candidates 
may be  tested on their knowledge in the 
sub-specialties and has to discuss various 
clinical vignettes with the examiners over 
a range o f  aspects o f  psychiatric practice. 

The  criteria for entry to the MRCPsych 
Examinations include: 

It i s  required to pass MRCPsych Part 1 
Examination before proceeding to the 
Registrar grade. However,  with the 
implementation o f  the Basic  Specialist Grade 
(which in psychiatry has  resulted from the 
combination o f  Senior House  Officer and 
Registrar grades), the MRCPsych Part 1 
Examination is  likely to remain a s  a 
requirement for proceeding with basic 
specialist training. The MRCPsych Part 11 
Examination will  provide a competitive 
barrier to entering the Higher Specialist 
Training Grade. The higher specialist training 
in psychiatry can h e  in any o f  the following 
specialties (Psychotherapy, Forensic 
Psychiatry, General Adult Psychiatry, Child 
and Adolescent Psychiatry, Old A g e  
Psychiatry, Learning Disability). 

The  award o f  the Cert i f icate  o f  Complet ion 
o f  Specialist  Train ing  ( C C S T )  

The recommendation for the award o f  this 
certificate, which signifies the completion o f  
specialist training, i s  by the Court o f  Electors. 

• registration with the General Medical 
Council or Irish Medical Council 

• having undergone a period o f  training 
in posts approved by the Royal 
College o f  Psychiatrists, including a 
variety o f  specialty experience and o f  
a duration that i s  consistent with the 
examination regulations. 

The college tutor sponsoring the candidate 
has  to indicate that the trainee has 
attended an academic course and that h e  or 
she is  fit and proper to be  a member o f  the 
College. 
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Faculties of Clinical Radiology and Clinical Oncology 
The Royal College of Radiologists 

Duration of training Higher  professional training 

• I year clinical practice outside of  
specialty 

• where relevant enables subspecialty 
experience 

• 3 years basic specialist training as 

registrar 

• regular college programme of  visits 
to training programmes and teaching 
departments. 

• 2 years higher specialist training 
as Senior registrar Exit assessment 

• 6 years total - minimum • Fellowship plus regular appraisal o f  
progress. 

European requirement 
Career alternatives 

Minimum 4 years 

General  professional/basic specialist 

training 

• competitive entry to both 
disciplines. 

• many doctors have either 
MRCP(UK)and some have FRCS 
or MRCOG 

• different curriculum for bolh 
faculties but structured 
programmes are in place. 

• fellowship taken before entry to 

higher training 

Source: 1996 'Guide  t o  Postgraduate Degrees,  Diplomas and Courses in Medic ine '  published b y  
I N T E L L I G E N E  in association with the  [UK] National Advice  Centre f o r  Postgraduate Medical  
Education at the  British Council. 
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Appendix 6 

Introduction 

This paper is intended to clarify some of the issues that will influence the 
development of the structures needed to deliver structured Postgraduate Medical 
Training in Ireland. 

It is almost thirty years since the Commission on Higher Education in its report 
in 1967 indicated the need for the development of one medical school to the 
highest levels of postgraduate studies and research. No  steps were taken to 
implement this recommendation. 

Much has changed since the 1960s, not least the whole area of postgraduate 
education and continuing medical education. It is now generally accepted that 
we are moving in an era of more formally structured training at all levels and it is 
therefore most important to reconsider the whole question of the structures 
necessary to deliver such training and also how they will be integrated with the 
existing service and teaching functions within the hospital system. Clearly there 
are major manpower implications both for trainees and trainers. 

> • • • • • • •  

There is already a reasonably good basis of General Professional Training in 
Ireland. Traditionally there have been individual SHO training posts but in 
recent years there has been a much greater development of rotational SHO 
programmes. These are to variable degrees developed for General Practice 
Training, as well as for hospital based specialties - medicine, surgery etc. 

Already in the General Practice field it is clear that self-structured programmes 
of training will no longer be recognised i.e. only those trainees who complete 
recognised rotational training programmes will be able to obtain official 
recognition as trained general practitioners. With EU derived pressures to 
provide structured specialty training of finite length it seems likely that only 
"recognised" rotations will qualify candidates in other specialties for official 
accreditation of the relevant stage of training. Therefore there is a need to 
greatly develop existing SHO rotational schemes aimed at providing general 
professional training. This level of training is a prerequisite for all trainees prior 
to entry to specialist training and logically should be developed as a matter of 
priority. 
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Delivery Of General Professional Training (Gpt). 

The most rapid and effective method of developing and improving delivery of 
GPT would be to build on existing SHO Rotation Schemes. 

Firstly such schemes are currently based on major teaching hospitals and/or allied 
to  undergraduate medical schools or specialty groups (e.g. GP Schemes). 
Secondly, the development of structured training will require a considerable 
cohort of teachers which is likely to be mainly available in larger centres. 
Thirdly existing major institutions are more likely to be able to provide the 
administrative backup for such schemes. 

Proposals in this area therefore would be: 

1 To centre GPT Rotational Programmes on existing major teaching 
hospitals and/or their allied undergraduate medical school. 

The fact that there is a concentration of large centres in Dublin and that 
some Health Board areas have no major centre creates some difficulty. A 
positive effort should be made to enable peripheral areas develop GPT 
programmes of their own. It might be necessary to review some 
traditional links between individual 'peripheral" hospitals and major 
centres. 

2 Identified centres should develop postgraduate training departments with 
dedicated staffing e.g. Programme Director, (or Postgraduate Dean), 
administrative assistance and representative group of consultant teachers 
and trainee representation. [This proposal is similar to that already made 
by the General Professional Training Committee of the Royal College of 
Physicians and endorsed by the Postgraduate Medical and Dental Board 
namely that there should be Regional Medical Directors specifically 
appointed for the purposes of organising general professional training for 
the medical specialties. However, it would seem to make sense to utilise 
such a person as part of a more substantial postgraduate department allied 
to one or other of the existing medical schools.] 

3 The appointment of Postgraduate Deans should be made by the 
Postgraduate Board together with the University/Major Hospital/Health 
Board authorities where appropriate. The current NHS (UK) method 
whereby the Postgraduate Dean holds 50% of the salaries of trainees 
should be examined in the Irish context as it encourages teaching and 
training as opposed to the simply service component of NCHD posts. 

4 Expand existing rotational programmes and/or develop further rotational 
programmes to help eliminate isolated 6 month posts especially in smaller 
hospitals. 

5 To develop the concept that these are training rotation programmes and 
not simply service postings. / 
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6 To provide structured teaching programmes and to ensure SHOs have 
protected time for attendance at such programmes. 

7 To monitor and ensure quality of the academic teaching programme. 

8 Special needs within GPT programmes to be catered for e.g. GP training, 
medicine, paediatrics, surgery etc. 

9 To help prepare candidates for postgraduate examinations. 

10 To provide career guidance/counselling. 

11 To encourage the introduction of trainees to medical research. 

12 The Postgraduate Board should assume a greater leadership role, in 
particular where necessary to ensure a truly national spread and to assess 
overall needs in the area of GPT. A role in the appointment of 
Postgraduate Deans would be an important function in this regard. 

Financing 

The development of such structures will clearly have cost implications. How 
this will finally be settled is unclear but the options include: 

1 The Central Exchequer provides the extra resources needed for all existing 
SHO holders to be provided with structured training. 

2 Central funding to a number of identified training programmes (as outlined 
above). 

3 Trainees to pay all or part of the cost of training e.g. they register as 
postgraduate students of medical schools to which their GPT programme 
is affiliated. The identificaiton of part of an NCHD salary as being for 
"educational costs" would help in this context. 

Recommendation 

The Postgraduate Medical and Dental Board would recommend that funding of 
professional training should be by means of a combination of central funding to 
identified training programmes with a contribution from trainees in so far as 
they will now be availing of university provided postgraduate studies. 
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The move to more structured training (both at GPT and specialist training level) 
will reduce the service commitment of NCHDs. It will also require time 
commitment from consultants. This has clear financial implications for the 
Health Service. However, the provision of resources should result in better 
training for all disciplines, with most of it carried out in Ireland. 

In the context of developing GPT programmes it is possible that not all existing 
SHO posts will be included. Major changes in the nature of SHO/Registrar 
posts may result if a differentiation should develop between recognised 
"Training" posts and other "Service" posts. This might require changes in 
contract provisions, salary, structure and duration of study leave entitlements for 
one or other group of posts. This is more properly the remit of representative 
organisations such as the IMO, which may need to be involved in revision of 
such contract terms. 

: 

i SPECIALTY TRAINING 

In the light of E U  driven policies it appears likely that there will be a change in 
training at registrar and senior registrar level. Likely changes include 
replacement of these grades by a Specialty Training Grade of approximately 4 - 5  
years duration-depending on Specialty. Such posts could include clearcut 
educational/training goals and satisfactory completion would enable the trainee 
to  obtain official recognition as a trained specialist (holder of a certificate of 
specialist training). 

At latest count there are over 50 UEMS listed major specialties and another 50 
sub-specialties. It is unlikely that Ireland will provide specialty training in all of 
these but it is highly desirable that there should be specialty training in the major 
specialties and larger volume sub-specialties. 

The intake into Specialty Training will need to be governed by the relationship 
with upcoming availability of consultant/career posts. Comhairle has had the 
responsibility of regulation of senior registrars up to now. Clearly there will be 
a need for central statutory regulation of specialty trainee numbers and specialty 
distribution. Equally, it is obvious that there will be a relatively small number of 
openings into Higher Specialty Training compared to likely numbers completing 
GPT. How this problem can be solved is outside the scope of this paper. 

There are major cross specialty differences in the availability and completeness of 
Specialty training in Ireland.: The medical specialties in particular have been 
somewhat left behind by the failure to institute a fuller Senior Registrar 
programme. The aim should be for all major specialty groups to have a 
coherent national specialist training programme with encouragement for inter-
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hospital rotations. The development and ongoing administration of such 
programmes, quality assurance review and the need to assess satisfactory 
completion of training will require a structured framework and resources. 

Clearly at Specialty Training level research opportunities/resources for trainees 
are of much greater importance than at GPT level. 

Postgraduate training cannot take place in a vacuum. The numbers of senior 
registrars and consultants together with the regulation of the type of consultant 
posts and the development and provision of postgraduate training obviously 
impinge on one another - there must be effective links and co-ordination between 
the policies of the Board and those of Comhairle na nOspideal. 

Given the existing proliferation of bodies with different roles in specialty training 
(Comhairle, Postgraduate Medical and Dental Board, Medical Council, 
Department of Health, Medical Schools Royal Colleges, ICHMT, individual 
specialty societies with or without links to UEMS and representative bodies such 
as IMO, IHCA) there is a consequent major inertia resulting from the necessity 
to clear all proposals with a multitude of interests. It would therefore appear 
desirable that there should be one body with a clear leadership role in the whole 
area of specialty training. 

Proposals at this level might include the following: 

1 The functions of the Postgraduate Medical and Dental Board should be 
expanded in the area of Specialist Training either directly or via a national 
committee on specialist medical training. Powers devolved to  this could 
include decisions in relation to numbers entering specialist training, instead 
of having this function devolved to Comhairle whose primary interest is 
consultant staffing and not postgraduate education. The Board should 
function as the budget holder for the educational component of all higher 
specialty training programmes. 

2 The Board would of necessity have a close working relationship with the 
specialty sections of the Royal Colleges which would continue to organise 
specific programmes. 

The relevant specialty section would be responsible for approving 
proposals from hospital specialist units or groups of units for a particular 
"Specialist Training Programme". This might involve liaison with 
specialty societies as well as with individual hospital specialty units, so that 
there would be an agreed national programme for those specialties able to  
offer training within Ireland. 

Having a cadre of fully committed individuals at Board level should help to  
sort out potential conflicts of interest between specialist units. 
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As the central budget holder for specialty training it would be an important 
function of the Board to ensure equitable distribution of funds across 
different specialty areas. 

3 The Board would be responsible for encouraging active supervision of 
standards and assessment of trainee satisfaction in all programmes. This 
function could be devolved to the relevant specialty section of the Royal 
Colleges but with national norms for inspection of approved programmes 
set by the Board. 

4 The Board would liaise with the HRB or other equivalent body with regard 
to  encouraging research opportunities for specialist trainees. It might be 
desirable that the Board would have a role in ensuring approved trainees 
are linked to earmarked research funding for MD or PhD purposes. 

5 The Board would encourage/provide specialist training/teaching material 
suitable for cross specialty usage e.g. specialty overview seminars, special 
topic seminars. These would be suitable for within-specialty trainees, for 
interested trainees from other specialties and for CME. A comprehensive 
cycle of topics over 3 - 5  years could also be used as a resource for 
distance learning/CME. 

6 The Board would develop core programmes in teaching methods and 
management for consultants, applicable to all trainees. Courses in 
research methods and/or statistical analysis might also be appropriate. 
The Board should also ensure that such programmes are available in major 
centres outside Dublin in order to improve ease of access for all. A 
budget holding role for the Board would help to discourage unnecessary 
duplication of effort whilst ensuring equitable access for all. 

7 All programmes should include career guidance/counselling for trainees. 

8 All programmes should encourage trainees seeking to obtain a period of 
specialty training abroad, possibly at the end of their training in Ireland. 
While some existing specialty training programmes include a structured 
period abroad it is debatable whether or not this is feasible and/or desirable 
in all cases. The trainee should have scope to plan this phase of his/her 
training depending on his/her special interests and where these might best 
be developed abroad. The possibility that the Board would administer a 
number of postgraduate scholarships for overseas training should also be 
considered as part of its budget holding role. 

9 An expanded role for the Board in overseeing training, in collaboration 
with the professional bodies, would require extra resources. As alluded to 
in Paragraph 1 above it would be desirable that the Board's functions in 
this area be directed by a Sub-Committee of the Board with nominated 
representatives from the Colleges and Faculties. It would be essential that 
the Board have a close association with or be the Body that will certify 
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completion of specialty training (CCST) and notify the Medical Council 
thereof. 

Financing 

The cost of such programmes of specialty training and the expansion of the role 
of the Board should not add greatly to the burden on national resources. The 
number of trainees would be relatively small and programmes exist in several 
specialties already at registrar and senior registrar level. As with general 
professional training, the establishment of a limited range of approved higher 
specialty training posts will again raise questions about the training status of 
other existing registrar posts. More importantly, the major cost of moving to 
structured training at Specialty level (as for GPT) relates to protected 
educational time for trainers and teachers/consultants and the consequent effects 
on service delivery to patients. These are issues which urgently need to be taken 
up by the Postgraduate Board and with the Department of Health and the 
Tierney Review Group. 

Medico-Politics 

Clearly the proposal cuts across existing medico - political - academic bodies. 
However, it is now both necessary and desirable that Ireland should have a body 
with a clear leadership role in relation to specialist postgraduate education. This 
body should act on a truly national basis and should ensure a reasonable balance 
between Dublin and other centres which meet the requisite standards. If we are 
to  achieve the development of specialty training to the highest standards a 
number of the bodies working in this area will need to undergo major changes in 
regards to their structure, administration and finances. 

Postgraduate Medical and Dental Board 
February, 1996 
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CME Policies and Procedures 

Training Body 

Policy/Procedure N .  

Anaesthetics RCPI (Medicine, Obstetrics/ 
Gynaecology, Pathology, 
Paediatrics, Public Health 
Medicine, Occupational 
Medicine) 

Psychiatry Radiology Surgery Training Body 

Policy/Procedure N .  

Anaesthetics RCPI (Medicine, Obstetrics/ 
Gynaecology, Pathology, 
Paediatrics, Public Health 
Medicine, Occupational 
Medicine) 

Psychiatry Radiology 

Existing 1996 
CME Cycle annual 5 years 3 years 5 vears annual 5 years 
Credits • 250 (over 5 years) 483 hours 

(over 3 years) 
250 (over 5 
years) 

- 250 (over 5 
years) 

Voluntary (or Mandatory) Voluntary Voluntary (except'that Institute 
of Obstetricians & 
Gynaecologists says it is 
mandatory) 

Voluntary (but 
mandatory for 
Psychiatric 
Tutors) 

Voluntary Voluntary Voluntary 

Diary and/or other recording/ 
monitoring system 

yes yes yes ves yes yes' 

CME activities cagetorised yes yes yes yes yes yes 

# with certain minimum 
targets to be met within 
some categories 

- - yes yes yes yes 

# with certain categories 
'capped' (i.e. a ceiling on the 
number of credits which may 
be obtained in certain 
categories) 

- yes 

(except occupational medicine) 

yes yes - -

Notes: 

Incentives/Sanctions: All the Professional Bodies other than the Royal College of  Psychiatrists, have stated that they will require evidence of  satisfactory 
participation i n  continuing medical education from all those wishing to be involved in the education, assessment and examination of 
trainees. 

December  1995 



Appendix 8 

PERSONS NOMINATED BY TRAINING BODIES TO PROVIDE CAREER 

GUIDANCE ADVICE/INFORMATION 

Anaesthetics: Dr. P. Kenefick, Cork University Hospital, Wilton, Cork 
Professor P. Keane, University College Hospital, Galway 
Dr. J. Gardiner, Rotunda Hospital, Parnell Street, Dublin 1 

General Practice: Dr. F. O'Kelly, Dublin Regional Vocational Training Scheme for 
General Practice, Corrigan House, Fenian Street, Dublin 2 
Dr. P. Ryan, Vocational Training Scheme for General 
Practice, 'Knocknacool', College Road, Cork 
Dr. P. Money, Vocational Training Scheme for General 
Practice, General Hospital, Sligo 
Dr. C.S. Macnamara, Chatsfort, Newtown, Waterford 
Dr. G. McGuire, General Practitioner Training Scheme, c/o 
University College Hospital, Galway 
Professor W. Shannon, RCSI Department of General Practice, 
Mercer's Health Centre, Stephen Street Lower, Dublin 2 
Dr. J.P.R. Stewart, Ballintemple, Falcarragh, Co. Donegal 
Dr. M. Griffin, Vocational Training Scheme for General 
Practice, 2 St. John's Square, Limerick 
Dr. G. Kidney, Vocational Training Scheme for General 
Practice, Midland Health Board, Arden Road, Tullamore, Co. 
Offaly 
Dr. M. Rouse, Vocational Training Scheme for General 
Practice, Regional Hospital, Ardkeen, Waterford 
Dr. G.B. Cummins, Vocational Training Scheme for General 
Practice, The Surgery, Drumconrath, Navan, Co. Meath 
Professor G. Bury, UCD GP Professorial Unit, Earlsfort 
Terrace, Dublin 2 
Dr. K. Harkin, RCSI Department of General Practice, Mercers 
Health Centre, Stephen Street Lower, Dublin 2 
Dr. E. Shanahan, Knockaderry, Farranfore, Killarney, Co. 
Kerry 

Dr. M. Flynn, 42 Sefton, Rochestown Avenue, Dun Laoghaire, 
Co. Dublin 

Dr. M. Dunne, Elmwood, Curraghconway Frankfield, Douglas, 
Cork 
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General Professional 
Training, Medicine: 

Dr. B. Ferris, Cork University Hospital, Wilton, Cork 
Dr. G. Chadwick, Duns Tutor, RCPI, 6 Kildare Street, Dublin 2 
Dr. G. Burke, Regional Hospital, Dooradoyle, Limerick 
Dr. B. Callaghan, General Hospital, Letterkenny 
Dr. G. Fitzgerald, Regional Hospital, Ardkeen, Waterford 
Dr. P. Kieman, General Hospital, Wexford 
Dr. B.C.Muldoon, Our Lady of Lourdes Hospital, Drogheda 
Dr. C. Quinlan, General Hospital, Mullingar 
Professor C.F. McCarthy, University College Hospital, Galway 

Cardiology: Dr. P. Crean, St. James's Hospital, James's Street, Dublin 8 

Chest Diseases: Dr. C. Bredin, Cork University Hospital, Wilton, Cork 
Dr. C. Burke, James Connolly Memorial Hospital, 
Blanchardstown, Dublin 15 
Dr. L. Clancy, St. James's Hospital, James's Street, Dublin 8 
Professor,M. Fitzgerald, St. Vincent's Hospital, Elm Park,Dublin 
4 
Dr. J.J. Gilmartin, University College Hospital, Galway 
Dr. W. McNicholas, St. Vincent's Hospital, Elm Park, Dublin 4 
Dr. S. O'Neill, Beaumont Hospital, PO Box 1297, Beaumont, 
Dublin 9 

Dermatology: 

Endocrinology: 

Dr. M.M. Young, Adelaide Hospital, Peter Street, Dublin 8 

Dr. T.J. McKenna, St. Vincent's Hospital, Elm Park, Dublin 4 

Gastroenterology: Dr. D. O'Donoghue, St. Vincent's Hospital, Elm Park, Dublin 4 
Dr. H. O'Connor, General Hospital, Tullamore, Co. Offaly 
Dr. C. O'Morain, Meath Hospital, Heytesbury Street, Dublin 8 

General Internal 
Medicine: 

Dr. J. Fennell, St. Columcille's Hospital, Loughlinstown, Co. 
Dublin 
Dr. J. Kellett, General Hospital, Nenagh, Co. Tipperary 
Dr. P. Sullivan, General Hospital, Mallow, Co. Cork 
Dr. J. Taffe, General Hospital, Tullamore, Co. Offaly 

Geriatrics: Dr. D. Clinch, Regional Hospital,. Dooradoyle, Limerick 
Dr. M. Crowe, St. Vincent's,Hospital, Elm Park, Dublin 4 
Dr. J. Duggan, James Connolly Memorial Hospital, 
Blanchardstown, Dublin 15 
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Dr. J. Gibbon, Waterford Regional Hospital, Ardkeen, 
Waterford 
Dr. D. Keating, St. Vincent's Hospital, Elm Park, Dublin 4 
Dr. E. Mulkerrin, General Hospital, Roscommon 
Dr. K. Mulpeter, General Hospital, Letterkenny, Co. Donegal 
Dr. J. Murphy, General Hospital, Castlebar, Co. Mayo 
Dr. P. Murphy, General Hospital, Tullamore, Co. Offaly 
Dr. S. Murphy, Longford-Westmeath General Hospital, 
Mullingar, Co. Westmeath 
Dr. P. McCormack, General Hospital, Naas, Co. Kildare 
Dr. C. O'Malley, General Hospital, Nenagh, Co. Tipperary 
Dr. D. O'Neill, Meath Hospital, Heytesbury Street, Dublin 8 
Dr. B. Walsh, St. James's Hospital, James's Street, Dublin 8 

Haematologv: Professor E. Egan, University College Hospital, Galway 

Public Health Dr. B P. O'Herlihy, Director of Public-Health, Eastern Health 
Board, Dr. Steevens Hospital, Dublin 8 
Dr. E. Keane, Director of Public Health, Southern Health Board, 
Wilton Road, Cork 
Dr. M. O'Shea, Specialist in Public Health Medicine, Department 
of Public Health, Child Care Unit, Western Health Board, 
Finance Building, Merlin Park Hospital, Galway 

Nephrology: Professor B. Keogh, Meath Hospital, Heytsbury Street, Dublin 8 

Neurology: Dr. J. Redmond, St. James's Hospital, James's Street, Dublin 

Occupational Dr C.E. Dick, Chief Medical Officer, Arthur Guinness & Son, 
Medicine: St. James's Gate, Dublin 8 

Oncology: Dr. F. Breathnach, Our Lady's Hospital for Sick Children, 
Crumlin, Dublin 12 
Dr. D. Carney, Mater Private Hospital, Eccles Street, Dublin 7 
Dr. J. Crown, St. Vincent's Hospital, Elm Park, Dublin 4 
Dr. PA Daly, St. James's Hospital, James's Street, Dublin 8 
Professor E. Egan, University College Hospital, Galway 
Professor J. Fennelly, St. Vincent's Private Clinic, Herbert 
Avenue, Dublin 4 
Dr. G. Mullins, Bon Secours Hospital, College Road, Cork 
Dr. A. O'Meara, Our Lady's Hospital for Sick Children, 
Crumlin, Dublin 12 
Dr. M. Pomeroy, Suite 19, Blackrock Clinic, Rock Road, 
Blackrock, Co. Dublin 

162 



Paediatrics: Professor B.G. Loftus, Department of Paediatrics, University 
College Hospital, Galway 
Professor H. Hoey, National Children's Hospital, Harcourt Street 
and Our Lady's Hospital for Sick Children, Crumlin 
Professor P. Kearney, Department of Paediatrics, Cork 
University Hospital, Wilton, Cork 
D r  T.A. Clarke, Rounda Hospital, Dublin 1 
Professor B. Drumm, Our Lady's Hospital for Sick Children, 
Crumlin 

Rheumatology: Professor B. Bresnihan, St. Vincent's Hospital, Elm Park, 
Dublin 4 
Dr. E. Casey, St. James's Hospital, James's Street, Dublin 8 
Dr. R. Coughlan, Merlin Park Hospital, Merlin Park, Galway 
Dr. M. Molloy, University College Hospital, Wilton Cork 

Obstetrics/Gynaecology: Dr. J. Clinch, Coombe Womens Hospital, Dolphins Barn Street, 
Dublin 8 
Professor D. Jenkins, Erinville Hospital, Western Road, Cork 
Dr. M. Mylotte, University College Hospital, Galway 
Dr. H. Lamki, Royal Maternity Hospital, Grosvenor Road, 
Belfast 

Pathology: Professor C.T. Doyle, Cork University Hospital, Wilton, Cork 
Dr. M. Farrell, Beaumont Hospital, PO Box 1297, Beaumont, 
Dublin 9 
Professor J. Flynn, University College Hospital, Galway 
Dr. S. Kirrane, Mater Hospital, Eccles Street, Dublin 7 
Professor E C. Sweeney, St. James's Hospital, James's Street, 
Dublin 8 
Dr. P. Kelly, Pathology Department, Mater Hospital, Eccles 
Street, Dublin 7 
Dr. M. Madden, Haematology Department, Mercy Hospital,Cork 
Professor R. O'Moore, Pathology Department, St. James's 
Hospital, James's Street, Dublin 8 
Dr. D. McCarthy, Haematology Department, St. Vincent's 
Hospital, Elm Park, Dublin 4 
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Psychiatry: Dr. P.A. Carney, Department of Psychiatry, University 
College Hospital, Galway 
Dr. A G. Carroll, Department of Child Psychiatry, University 
College Hospital, Galway . 
Dr. P. Doyle, Department of Psychiatry, Regional Hospital, 
Dooradoyle, Limerick 
Dr. B. Corkery, Department of Psychiatry, Cork University 
Hospital, Wilton, Cork 
Professor R.J. Daly, Department of Psychiatry, Cork 
University Hospital, Wilton, Cork 
Dr. J. Daly, St. Canice's Psychiatric Hospital, Kilkenny 
Dr. A. Jackson, St. Brigid's Hospital, Ardee, Co. Louth 
Dr. P. Melia, St. Finan's Hospital, Killarney, Co. Kerry; . 
Advice in the Eastern Region may be obtained from anyone of the 
recognised psychiatric tutors in the Region (Current up-to-date 
lists may be obtained from Dr. B. Lawlor, Academic 
Organiser, IPTC (Eastern Region), St. Patrick's Hospital, PO 
Box 136, James's Street, Dublin 8) 

Radiology: Dr. E. Breathnach, Department of Radiology, Mater Hospital, 
Eccles Street, Dublin 7 
Dr. R. Gibney, Department of Radiology, St. Vincent's Hospital, 
Elm Park, Dublin 4 
Dr. G. Hurley, Department of Radiology, Meath Hospital, 
Heytesbury Street, Dublin 8 
Professor P. McCarthy, Department of Radiology, University 
College Hospital, Galway 
Dr. J. A:  O'Dwyer, Department of Radiology, Beaumont Hospital, 
PO Box 1297, Beaumont, Dublin 9 
Dr. M. O'Neill, Department of Radiology, Cork University 
Hospital, Wilton, Cork 

General Surgery: Mr. 0. McAnena, Department of Surgery, University College 
Hospital, Galway 
Mr. P. Harte, Mercy Hospital, Cork 
Mr. P. V. Delaney, Regional Hospital, Dooradoyle, Limerick. 
Mr. J. Duignan, Dean, Postgraduate Surgical Studies, Royal 
College of Surgeons in Ireland, St. Stephen's Green, Dublin 2 
Mr. M.K. O'Malley, 71 Eccles Street, Dublin 2 
Mr. J. A. O'Donnell, Cork University Hospital, Wilton, Cork 

Accident & 
Emergency: 

Mr. L. Vella, Accident and Emergency Consultant, Beaumont 
Hospital, Beaumont Road, Dublin 9 

Cardiothoracic 
Surgery: 

Mr. A.E. Wood, Blackrock Clinic, Rock Road, Blackrock 
Co. Dublin 
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Neurosurgery: Mr. T.P. Buckley, Cork University Hospital, Wilton, Cork 

Ophthalmology: 

Otolaryngology: 

Orthopaedic 
Surgery: 

Mr. P. Moriarty, Charlemont Clinic. Charlemont Mall, Dublin 2 

Professor M. Walsh, RCSI Professorial Unit, ..Beaumont 
Hospital, Beaumont, Dublin 9 
Mr. A.W. Blayney, Suite 2, Mater Private Hospital, Eccles 
Street, Dublin 7 

Professor T. O'Brien, RCSI Professorial Unit, Cappagh 
Hospital, Dublin 11 

Paediatric 
Surgery: 

Professor E.J. Guiney, Our Lady's Hospital for Sick 
Children, Crumlin, Dublin 12 

Plastic & Recon
structive Surgery: 

Mr. T.P. O'Connor, Cork University Hospital, Wilton, Cork 

Urological Surgery: Mr. D. Quinlan, St. Vincent's Hospital, Elm Park, Dublin 4 
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PANEL OF CAREER GUIDANCE ADVISORS IN DENTISTRY 

Child Dental Health: L P. Convery, TCD 
T. Holland, UCC 

Dental Public Health: S.O'Hickey,TCD 
D. O'Mullane, UCC 

General Practice: B. Harrington, TCD 
N. Walsh, UCC . 

Oral Surgery: H.J. Barry, TCD 
D. Sleeman, UCC 

Oral Medicine: B. McCartan, TCD 
C. O'Brien, UCC 

Orthodontics: M. Hegarty, UCC 
L. Lagerstrom, TCD 

•Restorative Dentistry: 
(comprising Conservative 
Dentistry, Periodontology 
and Prosthetic Dentistry) 

R. McConnell, UCC 
L.A. Buckley, UCC 
L. McDevitt, TCD 
D.B. Shanley, TCD 
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Medical  Manpower  Statistics hv  Specialty 

A&E Anaes
thetics 

E N T  
Surg. 

Medicine Obs./ 
Gynae. 

Ophthal
mology 

Ortho
paedics 

Path
ology 

Paed
iatrics 

Psych
iatry 

Radio
logy 

Surgery 

Consultants 

1 Establishment (1/1/96) 14 206  2 9  226 84  32 55 100 67  205 103 149 

2 Vacancies (1/1/96) - 3 0  2 38  7 4 2 13 7 37 10 15 

3 No. of  retirals by end 2000 - 8 p 
*3 17 17 4 4 10 3 18 5 27 . : 

4 No. of retirals 2001 lo  2005 1 21 5 2 9  13 c % 9 6 26 12 35 

5 No. of  rctirals 2006/2015 5 6 6  . - 5 79  33 % 4 0  31 58  45 108 

N C H D s  

6 House Officcr Posts (1994) 100 88  25  339.5 90  26 6 9  28.5 116 167.5 9 192 • 

7 Registrar Posls (1994) 26 7 8  19.5 189 40.5 18 56 32 50  102 33 107 ' 

8 Senior Registrars (1994) - 23 4 4 5 3 10 - - 20 - 27 

9 Annual intake into General 
Professional Training . 21 4 350 15 3/4 - 11 144 33 10 23 

10 Approximate No. In 
General Professional 
Training - 77  1 2 .  ; 6 0 0  45  9 - 4 2  1 5 9  100 37 71 : 

Footnotes: 

(1) Radiotherapy is  included with Medicine. (2) In this Appendix the establishment (and vacancies) for "surgery" excludes surgeons in ophthalmology, orthopaedics and ENT; 

however/the retirement figures shown for "surgery" relate to all surgical specialties. 



Appendix 10 

DISTRIBUTION By SPECIALTY OF REGISTRAR AND HOUSE OFFICER 
COMPLEMENT (1994) 

SPECIALTY REGISTRARS HOUSE OFFICERS 

Anaesthetics 78 88 
Casualty/Accident & Emergency 26 100 
Cardiology 19 18 
Clinical Pharmacology 4 1 
Communicable Diseases 2 10 
Dermatology 5 7.5 
Endocrinology and Diabetes Mellitus 14 18 
Gastroenterology 20 22 
General (Internal) Medicine 48 138 
Genito-Urinary Medicine J 2 
Geriatrics 17 34 
Liver Medicine 2 _ 

Metabolic Medicine 1 - .  

Renal Medicine (Nephrology) 10 10 
Neurology 4.5 19< 
Oncology 7 8.5 
Palliative Medicine 3 1 
Radiotherapy/Oncology 4 11 
Respiratory Medicine 18 21.75 
Rheumatology (Physical Medicine) 8 12.5 
Rehabilitation - 5 
Obstetrics/Gynaecology 40.5 90 
Paediatrics/Neonatology 50 116 
Chemical Pathology 2 1 
Clinical Immunology 1 -

Haematology 8 12.5 
Microbiology 5 3 
Gynaecological Pathology 1 -

Morbid Anatomy/Histopathology 10 9 
Neuro-pathology - 1 
Pathology 5 2 
General Psychiatry 76 152.5 
Child and Adolescent Psychiatry 11 4 
Child Psychiatry/Mental Handicap 2 -

Mental Handicap 5 5 
Old Age Psychiatry 2 2 
Forensic Psychiatry 4 -

Substance Misuse (Drug dependence) 2 4 
Diagnostic Radiology 33 9 
Cardio-Thoracic Surgery 8.3 6.2 
General Surgery 67.7 142.5 
Oral and Maxillofacial Surgery 1 -

Neurological Surgery 7 8 
Ophthalmology 18 26 
Orthopaedic Surgery 56 69 
Otolaryngology 19.5 25 
Paediatric Surgery 3 9 
Plastic Surgery 8 9.5 
Urology 10 11 : 

Vascular Surgery 2 5.8 
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Appendix 11 

Survey of NCHPs Employed at 1 October, 1994 

1 The following statement shows the numbers of NCHDs employed on 1 October, 1994 in the public 
sector:-

Grade 
Approved 
Complement (a) 

Numbers employed 

Nationals Non-Nationals Total 

M. F. M. F. M.  F. T. 

Senior Registrars (b) 96 59 33 2 • - 6 1  33 9 4  

Registrars 751.5 234.5 166.5 317.5 2 6  552 192.5 744.5 

House Officers 1250.5 364 415.5 396 84  760  499.5 1259.5 

Interns 353 130 169 43 11 173 180 353 

Totals 2451 787.5 784 758.5 121 1546 905 2451 

(a) Approved complement means the complement authorised and funded by Department of Health. 

(b) Information was sought only in relation to Senior Registrar posts which are approved by the appropriate 
Joint Committee or Training Body and which have also been approved by Comhairle na nOspideal arid 
which have been funded either specifically or by the 'conversion' of some other NCHD post. 

(c) The figures above do not include the 55 third-year trainee posts in the general practice vocational training 
schemes. 
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Male/Female Ratios 

2.1 General 

The following table shows the percentages of males and females employed: 

Nationals Non-Nationals Totals 
M. F. M. F. M. F. 

Senior Registrars 64 36 100 _ 65 35 
Registrars 58 42 .92 8 74 26 
House Officers 47 53 83 7 60 40 
Interns 43 57 80 20 49 51 

All Grades 50 50 . 86 14 63 37 

2.2 Analysis by Gender and Specialty of Irish Nationals employed as NCHDs 

Specialty Senior Registrar Registrar House Officer 

M F M F M F 

% % % % % % 

A/E & Casualty - - 65 35 47 53 

Anaesthetics 35 65 55 45 50 50 

Medicine 75 25 58 42 46 54 

Obstet./Gynae. 40 60 43 57 31 69 

Paediatrics - - 44 56 32 68 

Pathology - - 40 60 38 62 

Psychiatry 40 60 48 '52 35 65 

Radiology - - 67 -> 56 44 

Surgery (all 
specialties) 95 5 85 15 80 20 

All 64 36 58 42 47 53 
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Numbers of Non-Nationals employed 

3.1 The survey shows a total of 879.5 non-nationals employed as NCHDs at 1 October, 1994. 
This figure, which represents 35.88% of the total, was made up as follows:-

Senior Registrars 2 (2.12% of all Senior Registrars) 
Registrar 343.5 (46.13% of all Registrars) 
House Officers 480 (38.11% of all House Officers) 
Interns 54 (15.29% of all interns) 
Total 879.5 (35.88%) 

3.2 Percentages of Registrar and House Officer posts filled by Non-Nationals, analysed by 
employing authority. 

Employing Authority Registrars House Officers 

% % 

Eastern HB 39 33 

Midland HB 88 61 

Mid-Western HB 82 62 

North-Eastern HB 71 60 

North-Western HB 81 55 

South-Eastern HB 82 51 

Southern HB ' 43 36 

Western HB 57 31 

Voluntary Hospitals 34 27 
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Percentages of Registrar and House Officer posts filled by Non-Nationals analysed bv Specialty 

Specialty Registrars House Officers 

A&E & Casualty 35% 34% . 
Anasethetics 49% 34% 
Medicine 35% 23% 
Obstetrics/Gynaecology 72% 47% 
Paediatrics 64% 36% 
Pathology 17% 13% 
Psychiatry 16% 26% 
Radiology 27% -

Surgery (all specialties) 69% 66% 

All Specialties 46% 38% 

Distribution by Specialty of registrar and house officer complement 

Specialty Registrars House Officers Total 

A&E & Casualty 26 100 126 
Anasethetics 78 88 166 
Medicine 189.5 339.5 529 
Obstetrics/Gynaecology 40.5 90 130.5 
Paediatrics 50 116 166 
Pathology 32 28.5 60.5 
Psychiatry 102 167.5 269.5 
Radiology 9 42 
Surgery (all specialties) 200.5 312 512.5 

All Specialties 751.5 1250.5 2002 
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5 Comparisons with 1984 survey 

There was an interval of 10.5 years between the Board's October, 1994 survey of NCHD staffing and 
the first such survey conducted by it in April, 1984. In that period -

# the approved complement of NCHD posts has increased from 1795.5 to 2451 an increase of 
655.5 (36.5%), 

# the increase in the Eastern Health Board area was 284.5 (30%) and the corresponding increases 
in the other health board areas were as follows: Midlands 48 (123%), Mid-Western 40.5 (39%), 
North-Eastern 49 (56%), North-Western 31 (41%), South-Eastern 76 (87%), Southern 83.5 
(33%), Western 43 (21%), 

# there has been an increase of 79 in the approved house officer and registrar complements in 
accident and emergency; the corresponding increases in the other specialties were as follows 
- anaesthetics 79, medicine 192.5, obstetrics/gynaecology 38.5, paediatrics 34, pathology 5.5, 
psychiatry 29.5, radiology 18 and surgery 170.5, 

# the approved complement of senior registrar posts increased by 24, that of registrar posts 
increased by 257.5, the number of house officer posts grew by 384 and the number of intern 
posts fell by 10, 

# the number of Irish nationals employed as NCHDs has remained largely unchanged at 1574 in 
1984 and 1571.5 in 1994 and the number of non-national NCHDs increased from 242 to 879.5, 

# the ratio of approved NCHD posts to consultant posts changed from 1.57 : 1 in 1984 to 2.02 : 1 
in 1994. 

Private Hospitals 

On 1 October, 1994 29 wholetime NCHDs were employed in 6 private hospitals. Those NCHDs were 
comprised of 2 registrars, 23 house officers and 4 interns. Most of the registrars and house officers 
concerned worked in General Medicine and/or provided cover in alj,disciplines. 

Source: Surveys conducted by Postgraduate Medical and Dental Board in 1984 and 1994. 
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Appendix 12 

Comparisons between 1984 and 1994 NCHD Staffing Surveys 

(public sector hospitals only) 

NCHD Census 1984 1994 

X Appr0\cd NCI1D Complements 
;i n,il\see! b\ "trade 

# senior registrars 72  96 

# registrars 494 751.5 

# house officers 866.4 1,250.5 

# interns 363 353 

# all grades 1.795.5 2,451 

2 Approved total NCHD complements 
annlvsed bv health board area 

Eastern 944.5 1.,229 

Midland 39  87 

Mid-Western 104 144.5 

North-Eastern 88  137 

North-Western 75 106 

South-Eastern 87 163 

Southern 253 336.5 

Western 205 248 

National 1.795.5 2.451 
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NCHD Census 1984 1994 

•X;l » (a> Approved Registrar complements 
analjscd b j  health board area 

Eastern 305 433.5 

Midland 9 17 

Mid-Western 21  3 9  

North-Eastern 20  31 

North-Western 17 33 

South-Eastern 21 4 8  

Southern 59  92  

Western 4 2  58  

National 494  751.5 

(b) Approved House Officer complements 
anal\scd b\ health board aica 

Eastern 391.5 533.5 

Midland 22  6 2  

Mid-Western . 61  85.5 

North-Eastern 4 6  89  

North-Western 51 6 4  

South-Eastern 56 105 

Southern 129 174.5 

Western 110 137 

National 866.5 1,250.5 
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NCHD Census 1984 1994 

3 Approved House Officer Complement 
analysed by specialty 

A & E  & Casualty 4 2  100 

Anaesthetics 5 0  8 8  

Medicine 234.5 339.5 

Obstetrics/Gynaecology 77  9 0  

Paediatrics 105 116 

Pathology 28  28.5 

Psychiatry 97 167.5 

Radiology 13 9 

Surgery (all specialties) 220  312  

4 Approved registrar complement 
analysed b y  specialty 

A & E  & Casualty 5 2 6  

Anaesthetics 37 2 8  

Medicine 102 189.5 

Obstetrics/Gynaecology 25  40.5 

Paediatrics 27 50  

Pathology 22  32 

Psychiatry 143 102 

Radiology 11 33 

Surgery (all specialties) 122 200.5 

5 NCHD Consultant Ratio 1 £ ** 1 . y.-. l \ t  v.vl.-. 2 0 2  . 1 
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NCHD Census 1984 1994 

6 Percentage ofTrish nationals employed 
a s  NCHDs  who  were female 

# senior registrars 24% 36% 

# registrars 42% 42% 

# house officers 39% 53% 

# interns 39% 57% 

# all grades 39% 50% 

7 Numbers Of non-nationals employed 
a s  NCHDs  

# senior registrars 2 2 

# registrars 103 343.5 

# house officers 119 4 8 0  

# interns 18 54  

# all grades 242 879.5 

8 Percentage o f  NCHDs who were 

non-nationals 

# senior registrars 3% 2 %  

# registrars 21% 46% 

# house officers 13% 38% 

# interns 5% 15% 

# all grades 13% 36% 
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