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1.1 

( i ) 

INTRODUCTION 

Action Programme for the Health Services 

On the 6th February 1990 the Minister for Health, 

Dr. Rory O'Hanlon T.D., announced an Action Programme for 

the Health Services for 1990 and beyond. 

The Action Plan included a Dublin Hospitals Initiative -

to improve the integration and efficiency of the acute 

Dublin Hospital Services. 

1.2 Dublin Hospital Initiative Group - Membership 

The Minister asked David Kennedy to lead this Action 

Group. The other members of the Group were appointed for 

their experience in the provision of health services in 

Dublin. 

The following were appointed members of the Action Group: 

1. Professor David Kennedy Deputy Governor, 
(Chairman) Bank of Ireland 

2. Dr. Conor Burke Consultant in Respiratory 
Medicine, James Connolly 
Memorial Hospital 

3. Professor Davis Coakley Consultant in Geriatric 
Medicine, st. James's 
Hospital 

4 . Mr. Liam Dunbar Chief Executive, 
St. James's Hospital 
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5. Dr. Joseph Ennis 

6. Dr. Brid Fallon 

7. Professor Muiris 
FitzGerald 

8. Mr. Austin Groome 

9. Mr. David Hanly 

10. Mr. Kieran Hickey 

11. Mr. Gerard Hurley 

12. Professor Michael 
MacCormac 

13. Mr. Michael McLoone 

(ii) 

14. Mr. Gearoid MacGabhann 

15. Mr. Declan Magee 

16. Ms. Eileen Mansfield 

17. Dr. John Mason 

18. Dr. Brian O'Herlihy 

19. Mr. Desmond Rogan 

20. Mr. Niall Weldon 

21. Dr. Leo Vella 

Consultant Radiologist, 
Mater Misericordiae 
Hospital 

General Practitioner 

Consultant Physician, 
St. Vincent's Hospital 

Chairman, Eastern Health 
Board 

Chairman, Comhairle na 
nOspideal 

Chief Executive officer, 
Eastern Health Board 

Consultant Radiologist, 
Meath Hospital 

Chairman, St. Vincent's 
Hospital 

Chief Executive, 
Beaumont Hospital 

Chief Executive, 
Mater Misericordiae 
Hospital 

Consultant Surgeon, 
St. Colmcille's Hospital, 
Loughlinstown 

Matron, Adelaide Hospital 

General Practitioner 

Director of Community Care, 
Eastern Health Board 

Secretary/Manager, 
Adelaide Hospital 

Chairman, Beaumont Hospital 

Consultant in Accident and 
Emergency, 
Beaumont Hospital 
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( i i i) 

The Secretariat to the Group was provided by the 

Department of Health. 

Mr. Dermot McCarthy (Secretary) 

Mr. Paul Griffin 

Mr. Shay McGovern 

Ms. Pa·tsy Carr 

Ms. Caroline Field 

1.3 Inaugural Meeting and Terms of Reference 

On the 26th February 1990 the Minister, in addressing the 

first meeting of the group, asked that it initiate 

measures to improve the co-ordination of hospital services 

and to improve the integration of hospital and other 

services. 

The Minister asked that the initial report from this 

initiative would be presented to Government before the 

Summer Dail recess. 
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, (iv) 

The hospitals covered by the exercise are: 

Mater Misericordiae Hospital 

James Connolly Memorial Hospital 

Beaumont Hospital 

st. James's Hospital 

Meath Hospital 

Adelaide Hospital' 

st. Vincent's Hospital 

1.4 Reports Issued 

1.4.1 

The Group has completed three reports to date. 

Interim Report (June 1990) 

The recommendations fall under three main headings: 

proposals for more effective management of 

hospital workload (which do not require additional 

resources); 

proposals which have resource implications. The 

main recommendation is that there should be an 

improvement in geriatric %ervices, both within and 

without the acute hospital; 

critique of existing organisational structure in 

Dublin. 
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Following the presentation of the Interim Report, the 

Group continued in existence to complete the following 

tasks: 

oversee the implementation of recommendations in 

relation to best practices; 

evaluate further the service developments 

proposed, including development of pilot projects 

on community/hospital interface and rehabilitation 

services; 

consideration of the options for structural change 

and management development; and 

identification of other measures to support 

effective operation of Dublin hospital services. 

Proposed Organisational structures 

The Group finalised its second report on proposed 

organisational structures for the Dublin region and 

submitted it to the Minister at the beginning of October 

1990. 
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(vi) 

Geriatric Services 

A report on the development of services for the elderly, 

both in terms of the development of in-patient facilities, 

including the appointment of geriatricians, and the 

development of links with step-down facilities, was 

completed at the end of December 1990. The Group was 

aware that discussions on the future development of 

services for the elderly were taking place at that time 

and decided to submit that report to the Minister in 

advance of this report. However, the contents of that 

• • report are contained in full in Chapter 3 of this report. 

• 

• 

• 

• 

• 

1.4.4. Scope of this Report 

The issues dealt with in this report are 

Out-Patient Services 

In-Patient waiting Lists 

Geriatric Services 

Referral of patients from outside the Dublin area 

Implementation of the Group's Recommendations 

T~ese are outlined in detail in Chapters 1, 2, 3, 4 and 5 

respectively. A summary of our recommendations is set out 

on pages vii to xix. 
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SUMMARY OF RECOMMENDATIONS 

out-Patients Services 

The Group recommends that 

1. 

2. 

3. 

each hospital should immediately undertake a systematic 

review of their out-patient services, focussing on 

patient need and the manner in which the service is 

provided. 

the hospitals immediately establish, where they do. not 

already exist, Out-Patient Services Groups, 

representative of medical, nursing and administrative 

staff to assist in the co-ordination and day-to-day 

operation of out-patient services. 

standard referral forms listing demographic and clinical 

details be issued to all G.P.s and other sources of 

referral and that this method should be used to the 

greatest extent possible in requesting appointments. 

4. appointments should generally be issued by out-patients 

staff. 
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5. 

(viii) 

the parameters of the booking schedule should be 

reviewed regularly, and amended if necessary in the 

light of experience, to ensure that operational targets 

for performance of out-patient clinics are attained. 

6. patients who arrive at out-patients without an 

appointment should, in general, not be seen since to do 

so is to undermine the effectiveness of the clinic 

7. 

system. 

the appropriate method of organising out-patients is 

through the issue of specific appointment times rather 

than block-booking of patients. 

8. booking times and intervals should be reviewed regularly 

to ensure that they are appropriate. Average delays 

experienced by patients should be reviewed and measured 

regularly by the Out-Patients Services Group as a key 

indicator of the performance of the service. Such 
, 

information should be brought to the attention of 

individual consultants on a regular basis. 
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9. 

10. 

11. 

(ix) 

a flexible approach should be adopted in the case of 

non-attenders and the Out-Patients Services Group should 

agree a policy with consultant staff for dealing with 

these patients. Should patients default on their 

appointment, they should be offered a further 

appointment. However, persistent non-attenders should 

be considered to have discharged themselves from the 

clinic:and their care should be referred back to their 

G.P .. 

each consultant should prepare a simple patient plan for 

junior staff to assist them in dealing with each 

patient. 

hospitals should consider introducing a system whereby 

all new patient appointment letters give information 

describing likely tests they will receive, facilities 

and services available, stating that delays may occur 

and identifying whom they should contact if they are 

concerned or dissatisfied with the nature of the 

services being offered. 

12. the Out-Patients Services Group should arrange to have a 

regular analysis of patients' experiences and opinions. 
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(x) 

13. as a general principle, staff should be specifically 

chosen for assignment to the out-patients department on 

the basis of their suitability and commitment, 

including, in particular, their ability to communicate 

effectively with patients. 

14. 

15. 

a significant number of nursing personnel in 

out-patients'should be released from certain 

"non-nursing" duties through the employment of 

non-nursing staff as receptionists/hostesses. 

hospitals clarify who has responsibility for ensuring 

that all relevant records are available for patients 

booked to a clinic. However the lead responsibility is 

assigned, clear procedures should be developed and, 

ideally, team work on the part of all support staff 

regularly engaged in servicing discrete groups of 

out-patient clinics should be encouraged . 

16. the programme of computerisation of both pathology and 

radiology departments and the introduction of 

information transmission and retrieval systems should be 

accelerated . 
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(xi) 

17. consultants are notified regularly of the average 

waiting time for a routine appointment in their clinics. 

Furthermore, in order to minimise the disruption caused 

by non-attenders at clinics, each consultant's list 

should be regularly validated where patients are waiting 

6 months or more for a first appointment. 

18. 

19. 

20. 

details of waiting times for a first appointment in all 

out-patient departments should be circulated to G.P.s in 

the Dublin region on a regular basis. 

each hospital should, through the proposed Group and 

through their consultants, set about identifying ways of 

making the out-patients department more effective in 

dealing with patients and so further alleviate the 

pressure on the hospital's in-patient and day case 

facilities. Certain procedures, with appropriate 

selection of patients, could be performed. in 

out-patients with appropriate organisation, staffing and 

facilities and enable more demanding cases to be dealt 

with in both in-patient and day case facilities. 

hospitals review the booking system for appointments to 

ensure that patients travelling to the Dublin hospitals 

from outside the Eastern Health Board area are given 

suitable appointment times. 
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(xii) 

In-Patient waiting Lists 

The Group recommends that 

1. comprehensive, standardised information be maintained 

and reviewed by each hospital concerning the numbers and 

types of patients awaiting admission. 

2. validation to establish meaningful waiting list data be 

adopted as a firm policy in each hospital and that such 

policies ensure that appropriate management and clinical 

action is taken on foot of such reviews. 

3. 

4. 

5. 

hospitals should immediately carry out a bulk postal 

review of patients who have been on a waiting list for 

more than an agreed period of time. 

on completion of this comprehensive review and 

validation of current waiting lists, arrangements should 

be made by each hospital for the on-going review and 

validation of lists. 

hospitals target waiting lists by ensuring that 

( A) explicit account is taken of waiting times in 

scheduling admissions, including theatre lists; 
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6. 

7. 

8. 

9. 

(xiii) 

(8) specialty teams have reasonable activity targets 

to guide their attempts to minimise waiting by 

patients; 

(C) the greatest possible use is made of alternative 

modes of care, especially day care. 

where patients have been waiting for more than an agreed 

period of time and, in most cases, certainly for more 

than twelve months, this fact should be given particular 

weight in the assessment of relative need for admission. 

hospitals should take steps to establish whether their 

activity levels, having regard to case mix, are broadly 

comparable with the productivity levels of similar 

services in other locations. 

waiting times, even when validated, of themselves should 

not constitute a basis for requests for additional 

resources by hospitals. 

a systematic review of the scope for increasing levels 

of day surgery for appropriate conditions should be 

carried out in the hospitals covered by our remit. 
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10. 

11. 

12. 

(xiv) 

greater use of day surgery should be a significant 

element in hospital strategy to reach acceptable levels 

of waiting time for patients. 

the development of appropriate systems and software to 

support good practice in the management of waiting lists 

should be given a high priority in the programme of I.T. 

development in hospitals. 

G.P. should be regularly advised of average waiting 

times for admission. 
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(xv) 

Geriatric Services 

The Group recommends that: 

1. 

2. 

3. 

the provision of appropriate care for the elderly must 

be planned and managed as an integral and, indeed, 

central function of the acute hospital, on a par with 

planning and managing the A & E workload. 

physicians in geriatric medicine should be appointed as 

a matter of extreme urgency in both the MANCH and 

Northside Hospitals (Mater, Beaumont/J.C.M.H.). These 

appointments should be full-time physicians in geriatric 

medicine, rather than physicians with an interest in 

geriatrics. In view of the scale of the service need, 

these appointments should be given priority over all 

other consultants appointments in the Dublin Hospitals. 

the objective of policy should be for each major 

hospital to have: 

a major commitment from at least two physicians 

in geriatric medicine; 

an acute geriatric assessment unit; 
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4. 

5. 

6. 

(xvi) 

an active geriatric day hospital; 

an efficient transport system; 

a multi-disciplinary support team providing 

intensive nursing, occupational therapy, 

physiotherapy, speech therapy and medical social 

services. 

each department of geriatric medicine should have access 

to sufficient rehabilitation beds to enable it to 

function efficiently. 

the development of psycho-geriatric services should be 

accelerated and, in particular, that adequate in-patient 

facilities are made available for use by the 

psycho-geriatricians. 

additional long-stay facilities - of the order of 150 

places - should be provided, i.e., 50 places for each of 

the three major catchment areas in Dublin (Dublin North, 

Dublin South-East and Dublin South-West). 

7. ' ear-marked funding should be provided to allow for the 

development of properly structured Departments of 

Geriatric Medicine with appropriate structural links to 

rehabilitation and long-stay facilities. 
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(xvii) 

Arrangements for Referrals of patients from outside the 

Eastern Health Board area to Dublin Hospitals 

The Group recommends that 

1. referrals by specialty to Dublin hospitals from outside 

the region should be monitored regularly. 

2. discussions should take place on a regular basis between 

hospitals and referring health boards on all aspects of 

the process of referral and discharge of patients. 

3. the development of some specialist services which are 

highly dependent on referral to Dublin in hospitals 

outside Dublin should be considered as a matter of 

urgency. 
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(xviii) 

Implementation Strategy 

The Group recommends that 

1. 

2. 

each hospital develop an effective quality assurance 

programme. 

the main elements of ,a quali ty assurance programme 

should contain 

(a) a clear statement of objectives about processes 

• and outcomes; 

• 

• 

• 

• 

• 

(b) availability of measures of performance 

reflecting the targets; 

(c) structured, on-going arrangements for review of 

performance and feedback; 

(d) staff development and training to support 

specified targets. 

3. follow-up action in the short term should include 

(a) circulation of this Report to all hospitals 

conce rned; , 
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(xix) 

(b) the organisation of a seminar on out-patients 

departments and waiting lists; 

(c) each hospital be asked to furnish a progress 

• report within six months. 

• 

• 

• 

• 

• 

• 

• 

4. 

5. 

the Department of Health should establish a small 

advisory group to assist in the implementation exercise 

and to review progress made by hospitals on specific 

recommendations. 

each hospital undertake to have their services - either 

in whole or in part - put forward for compliance with 

international standards for quality service. 

6. the pilot project on acute hospital and community 

services be expanded. 

7 . existing activity be reviewed and focussed on the 

particular problems in relation to rehabilitation of 

patients who do not require acute hospit'al care. 
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Out-Patient Services 

1.1 Introduction 

1.1.1 

1.1.2 

out-patients departments are among the busiest areas of 

the acute general hospital, In any year, far.more people_ 

are seen at out-patients than are admitted to hospital. 

The out-patients department is therefore, in many ways, 

the public face of the hospital. We know that, for many 

patients, out-patients departments are unattractive places 

and provide services in a way which is unacceptable to 

many consumers. waiting times for appointments, delays in 

being seen and the content of the clinical consultation 

all give rise to considerable levels of complaint. Our 

primary objective in reviewing the operation of 

out-patients departments is to establish ways in which the 

quality of the service to the public can be improved, 

~hile maximising the clinical value of the out-patients 

service. 

A major objective of hospital policy is to meet the needs 

of· patients in the most cost-effective manner possible. 

This includes appropriate efforts to distribute workload 

away from traditional in-patient care to other delivery 

modes within the hospital, such as out-patie~t and day 

care, and through the operation of special u~its like day 

wards, five-day wards and programmed investigation uni ts. -

I 
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The philosophy underlying the development of out-patient 

services is based on the need to reduce hospital 

admissions for medical and surgical patients and to 

provide patients with the highest possible level of 

treatment and care within the resources available. 

An out-patient is defined as a patient attending hospital 

on referral for specialist-based consultation, 

investigation or therapeutic procedures on one or more 

occasions, and who is not admitted as an in-patient. For 

clarity, this also excludes patients attending A & E 

Departments. The main components of the service provided 

in the out-patients department, which is physically and 

functionally linked with the main hospital, are provided 

by the clinical, diagnostic and medical records 

departments of the hospital. 

1.2 Through2u~ 

1.2.1 In 1989, the total number of attendances at out-patients 

departments in the hospitals covered by the Group's work 

was 442,241. This is almost three times the number of 

patients treated on an in-patient basis, including day 

cases, in these hospitals. 
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1.3 Establishment of Sub-Group 

1.3.1 Arising from its terms of reference, because of the very 

real and obvious public dissatisfaction with the present 

organisation of out-patient services, the Group decided t9 

examine the operation of out-patient services. It was 

considered that the most appropriate means of addressing 

this issue was to establish a sub-group with the following 

terms of reference:-

to review current arrangements for the referral, 

scheduling and treatment of patients at out-patients 

departments and to develop protocols to ensure that 

the most efficient and effective use is made of this 

resource in the context of providing care which is 

appropriate to individual needs in the most 

convenient way_ 

to examine the numbers, categories, priority status 

and average waiting time of patients on the 

out-patients waiting list. 

to examine the methodology for placing persons on 

the out-patients waiting list and the frequency and 

method of review of those on such lists. 
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to develop protocols for regular monitoring and 

validation of the out-patients waiting list. 

to develop strategies designed to clear waiting list 

backlogs efficiently. 

to identify the contribution of computerisation in 

achieving the above objectives. 

The Sub-Group met on eight occasions and during the course 

of its work- visited the East Birmingham Hospital, 

Birmingham and st. Bartholomew's Hospital, London to 

discuss with hospital representatives their approach to 

the organisation and management of out-patient services. 

The Group was gteatly assisted in its work by the 

representatives whom we met from both the hospitals 

covered !:?your remit and those we visited in both 

Birmingham and London. Their enthusiastic response to our 

requests for information and at our meetings was immensely 

helpful. 

Approach to work 

The initial exercise undertaken by the Sub-Group was to 

carry out a detailed survey of waiting times fo~ new 

appointments with each consultant in each of the hospitals 

covered by the Group's remit. While the aver.age waiting 

time for a new out-patients appointment in December 1990 
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was eight weeks, there were significant variations by 

consu1tant/specialty and by hospital. The survey had 

identified long waiting times in many specialties, but 

particularly in E.N.T., Ophthalmology, Dermatology and 

Orthopaedics. 

E.N.T. 

waiting time for a new appointment varied from 11 weeks to 

38 weeks. 

Ophthalmology 

Waiting time for a new appointment varied from 3 days to 

13 weeks. 

Dermatology 

Waiting time for a new appointment varied from 1 week to 

16 weeks. 

Orthopaedics 

Waiting time for a new appointment varied from 1 week to 

39 weeks. 

The Sub-Committee also had information on the ratio of 

new/return patients to Out-patients in 1989 which 

highlighted the high proportion of return patients to 

O.P.D. (almost 80% of all attendances). Details of these 

attendance rates are given in Table 1. 
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Hospitals were also asked to provide information on the 

types of problem experienced in operating out-patients 

departments. These were subsequently discussed with 

representatives of both the nursing and administrative 

staff from each hospital. Following the meeting with 

hospital representatives, a problem-oriented questionnaire 

was issued to these staff. This approach had been found 

to be successful in previous exercises carried out by the 

Group. The questionnaire featured a problem list related 

to the progress of patients through out-patients. 

Respondents were requested to rank the various potential 

problem areas using a semi-quantitative scoring system. 

Respondents were also asked to list their Top Five 

Priority solutions to these problems. There was a 100% 

response rate by the hospital representatives which 

permitted a clear picture to be formed of the major 

problems and their priority solutions. The Group is very 

appreciative of the widespread co-operation it received 

and wishes to acknowledge the high level of commitment and 

interest of hospital representatives in scrutinising the 

deficiencies in the existing system. 

While the solution to some of the problems identified may 

have resource implications, it is clear that many can be 

overcome by changes in practice within the hospitals. 
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1.5 Definition of role 

1.5.1 

1.5.2 

1.5.3 

Although a central theme of policy in relation to hosp'ital 

care is to increase the proportion of patients treated on 

an ambulatory basis rather than as in-patients, most of 

the hospitals covered by the exercise are not oriented to 

cope with the requirements for effective ambulatory care. 

until recently, structured management and medical input 

into the organisation of the out-patient services has been 

minimal. There is a perception amongst the staff involved 

in the various departments that out-patient services are 

regarded as having a low priority within the hospitals and 

that this has manifested itself in the allocation of staff 

and resources. Staff in out-patient departments perceive 

that they rarely have an input into the decision-making 

process in relation to their service or in the 

determination of priorities. A remarkably similar picture 

emerged during our discussions with staff in out-patient 

departments in the U.K •• 

Although some hospitals have now established Out-Patient 

Services Groups, representative of medical, administrative 

and nursing staff, most have no such structure. These 

Groups, where they exist, are involved in co-ordinating 

this service and in developing standards and protocols for 

the operation of the department in order to develop an 

effective and patient-centred service. 



• 

• 

• 

• 

• 

• 

!. 

• 

• 

• 

1.5.4 

1.5.5 

- 8 -

In general, there is an absence of a clear definition of 

the role of the out-patients department and, consequently, 

of operational standards and procedures by which to 

systematically evaluate performance. This reflects the 

generally traditional and unfocussed approach to 

out-patient services within clinical practice. We are 

also struck by the generally limited application of 

information technology in this area. 

The principal purpose of the information systems which 

have been developed for out-patients is the registration 

of patients. Little use is made of the data collected for 

performance evaluation or review. As a result, 

difficulties a~e experienced by patients at the various 

stages of their association with the hospital out-patients 

department. These difficulties are mirrored in the 

problems experie~ced within the hospital by all categories 

of staff in providing what is a very pressured service to 

the public. The conseqtlences are, all too often, 

frustration on the part of staff and dissatisfaction and 

complaints from patients. staff feel they are not 

providing an adequate service and patients feel that they 

are not receiving a quality service. 
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We outline below the principal sources of difficulty at 

the various stages of the interface between out-patients 

departments and the public. These are based on the 

strongly-expressed opinions of the out-patients staff with 

whom we consulted and on our own observations~ Our 

recommendations in the final section are designed to 

address both the underlying and specific factors giving 

rise to these difficulties. 

Difficulties in modes of Referral to Out-Patient Clinics 

Each clinician has one or more out-patient clinics per 

week. Appointments for these clinics are sought by a 

riumber of methods, including 

( a) 

(b) 

by the patient on the instruction of the patient's 

G.P.: or other doctor; 

.' 

by the patient's G.P. or other doctor; 

(c) by or on behalf of a consultant in another 

hospital; 

(d) by or on behalf of another consultant within the 

same hospital; 
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(e) by nursing staff on the ward on the patient's 

discharge on the instruction of a consultant or 

• member of his team 

• 

• 

• 

• 

• 

• 

• 

• 

( f ) 

(g) 

(h) 

(i) for a return appointment to this. consultant;_ 

(ii) for an appointment with another consultant. 

by a patient on the ipstruction of a doctor 

following attendance at the A & E Department; 

by a member of the medical staff in the A & E 

Department on behalf of a patient; 

by a public health nurse (review appointments which 

may have been missed - geriatrics); 

(i) by the patient following review by the consultant 

at the clinic; 

(j) by self-referral of a previously registered 

patient. 

The multiplicity of sources of referral and of requests 

for appointments give rise to many problems. 
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Urgent cases from the Accident and Emergency Department, 

special G.P. representations and ward referrals are 

generally seen at short notice at clinics, often leading 

to overbooking. In addition, a significant proportion of 

patients may attend without appointment. 

1.6.3· Appointments may be requested by telephone or in writing 

and confirmed by either of these methods. Contact by 

telephone is particularly time-consuming and does not 

• allow for any proper analysis by staff of the patient's 

status in terms of priority. The variety of methods of 

seeking and issuing appointments compounds the 

• 

• 

• 

• 

• 

1.7 

1.7.1 

difficulties arising from the diversity of sources of 

referral. Apart from the resulting confusion, these 

features make it particularly difficult for patients' 

details to be validated and urgent cases to be identified 

and dealt with appropriately. 

Problems with waiting Times for Appointments 

AS already stated, the Group undertook a survey of waiting 

times for new out-patient appointments. Long delays are 

generally experienced by new patients in obtaining an 

appointment for certain specialties! e.g. Orthopaedics, 

E.N.T., Ophthalmology, where new patients can be waiting 

up to eight months for an appointment, depending on the 

nature of the problem. Hospital representatives stated 

that they felt these longer waiting times for appointment 

were totally unacceptable. 

I 
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There were wide variations in waiting times for 

appointments between individual consultants, sometimes in 

the same specialty and hospital. The Group did not have 

an opportunity to research the reasons for such 

differences. .The Group i~ strongly of the view that 

further research into this area should be undertaken. 

There may be many reasons for delays in obtaining an 

appointment; for instance, an inadequate number of 

consultants or clinics in a particular specialty/hospital. 

However, procedures and operational practices may 

contribute significantly to such delays. 

Problems with Appointments Systems 

Most of the hospitals have recently introduced a scheduled 

appointments system, either computerised or manual. The . . 

interval between patients varies between clinics. 

Patients, if properly informed~about the appointments 

system, generally arrive on time for appointments. In the 

response to our questionnaire, hospital staff indicated 

that patients generally observe appointment times, when 

these are given. However, there seem to be wide 

.variations in practice within hospitals/clinics. 
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Considerable difficulties continue to exist because of the 

traditional method of block booking for certain clinics 

and patients' perception that they will be seen on a first 

come/first served basis. 

Difficulties can also arise with patients dependent on 

public or health board transport which may not arrive to 

suit out-patient appointment times. It is not clear to 

what extent appointment systems do, in practice, take into 

account the likely arrival time in Dublin of patients 

dependent on health board transport from the other 

regions. 

In general, each consultant determines the ratio of new to 

return patients per clinic, the time inte=val between 

patients and the time at which new patients attend his/her 

clinic. In practice, it would appear that the present 

organisation of the service militates against the 

effective operation of individual consultants clinics. 

The absence of structured review of the performance o£ 

out-patients and regular feedback means that the booking 

arrangements rarely reflect the requirement for efficient 

management of the out-patients workload. Furthermore, 

many clinics operate without any reference to stated 

policy on booking parameters. 
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1.9 Problems of Delays experienced by Patients in Out-Patients 

1.9.1 

1.9.2 

(a) Registration 

Once patients arrive in the out-patients depa~tment, they 

are registered by the clerical staff in advance of being 

seen by the relevant consultant or one of his team .. Two 

systems operate in the Dublin hospitals: the first 

involves a central registration area for all new patients, 

with return patients going directly to the relevant 

clinic. The second system involves all patients 

registering at the clinic which they are attending. 

The major problems identified in regard to registration 

were: 

. (a) patients attending without appointments leading to 

overloading of clinics; 

(b) difficulties in locating charts/test results for 

patients attending; 

(c) patients arriving early for their appointments, 

despite being given an appointment time. This 

arises mainly because of their perception that they 

will be dealt w~th on a first come/first serve 

basis. This causes congestion in the Department. 
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(d) delays experienced while all relevant details are 

recorded for new patients, whose particulars have 

• not been notified to the hospital when an 

appointment was requested. 

• 

• 

• 

• 

• 

• 

• 

1.9.3 Hospital representatives pointed out that over 20% of 

patients due to attend at a particular clinic do not 

arrive. Generally, these patients do not notify the 

hospital. This creates major difficulty for planning the 

number of patients to be booked at the clinic and at 

subsequent clinics. (Non-attenders may attend the 

consultant's next clinic without an appointment). It also 

tends to lead to over-booking which, on occasion, can 

result in long delays for patients at registration and 

subsequently. 

Cb) post-Registration 

Despite the avai.lability of booking systems for 

out-patients, both staff and patients appear to anticipate 

an inevitable delay before patients are seen by a 

consultant. While some of the problems causing delays are 

associated with patient behaviour - arriving early, 

attending without appointments - it is clear that hospital 

practice contributes significantly to the delays. Based 
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1.10.1 
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on our discussions with hospital representatives, much of 

the current pressure arises because of: competing 

commitments of medical staff in-house or in casualty; 

late arrival by doctors; cancellation of clinics at short 

notice; and an inadequate number pf doctors assigned to 

clinics to cater for the number of patients presenting. 

Furthermore, the high proportion of return to new patients 

significantly contributes to this problem. Almost 80% of 

all patients attending out-patients are return patients. 

If, as seems likely, a significant· proportion of return 

appointments could be avoided through discharge of 

patients to primary care services, the numbers attending 

out-patients could be reduced and the value of each 

out-patient consultation increased., Equally, there is 

clear potential for introducing more effective systems to 

minimise delays for p~tients when they do attend 

out-patients. 

Physical Condition of OUt-Patients Departments 

with regard to physical amenities, it is clear that some 

progress has been made in recent years. New capital 

develop~ents, such as the new out-patients department at 

st. James's, incorporate high standards of design and 

layout. Patient facilities, such as snack bars, have been 

installed in most out-patient departments, although 
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over-crowding continues to be a problem in all of the 

hospitals covered by the Group's work. We consider that 

one of the patient's fundamental rights is the right to 

privacy. Hospital representatives have informed the Group 

that this right cannot be guaranteed in some of the 

hospitals because of space/design problems. 

1.10.2 Another legitimate expectation on the part of patients is 

to be provided with adequate information on their 

condition and treatment, which are likely to be a source 

of major concern to the individual. It was strongly 

emphasised to the Group that, because of the level of 

staffing available in out-patients and the present 

organisational arrangements, patients' difficulties can be 

unnecessarily aggravated as a result of " poor 

communication. Clinics, as currently organised, often do 

not allow staff the flexibility to provide patients with 

such information. Another major source of complaint by 

patients relates to delays in receiving treatment. Again,· 

staff do ~ot generally have the time to explain the 

reasons for such delays to patients. 



\ 
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1.10.3 Hospital representatives also emphasised that delays in 

dealing with patients in out-patients can arise as the 

result of -the non-availability of charts and test/x-ray 

results. This problem is particularly acute where the 

appropriate facilities are not on-site. Ease of access to 

these services and an efficient communication system are 

1.11 

crucial to the effective operation of the out-patients 

service. The Group's recommendations in our Interim 

Report relating to the computerisation of information 

transmission and retrieval systems would directly address 

this problem and would greatly facilitate more effective 

patient management. 

Problems with Discharge from Out-Patients 

(a) Oischarge policies 

1.11.1 Apart from physical problems, discharge of patients can be 

deiayed through the operation of frequent recall of 

patients. Hospital representatives estimated that a 

significant proportion (some estimated in the region of 

20%) of patients could be discharged from out-patients, a 

large proportion of these to their G.P., if they were seen 

by more senior medical staff or if junior staff had clear 

guidelines on the discharge of patients. It is clear 

that, in the majority of cases, return patients are seen 

by quite junior hospital doctors who appear to be 
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reluctant or unable to discharge patients. The recall of 

such patients to further clinics, in addition to 

inconvenience for the patients concerned, leads to a 

lengthening in the average waiting time for new 

appointments. 

1.11.2 A study carried out in Manchester in the mid-1980s found 

1.11.3 

that, in general surgery, less than half the new patients 

and only a third of all patients were seen by a 

consultant. In the medical clinics, just over one-quarter 

of patients were seen by doctors who had less than six 

months' experience in their specialty after registration. 

(b) Transport 

The major difficulty experienced by patients when their 

out-patients consultation is finalised relates to 

transportation. Becarise of the limited nature of routine 

transport services, especially for patients attending from 

outside Dublin, some patients can be left, ,often for 

hours, in the Out-Patients Department after being seen. 

Although the number of such patients is small, this is a 

major problem for the individuals concerned . 
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1.12 Limited Role of Out-Patients 

1.12.1 It was represented to the Group that many more procedures 

could be performed in out-patients if the organisational 

1.13 

deficiencies detailed above were rectified. Internation~l 

literature details many examples of rapid turnover, 

low-tech procedures carried out in out-patients 

departments in hospitals. Such developments could 

significantly reduce the need for return out-patient 

attendances, and even for admission of patients. 

Conclusions and Recommendations 

1.13.1 In our Interim Report, we presented a range of measures 

. which we considered would enable the workload of the acute 

.~ 

general hospital in Dublin ,to be managed with greater 

effectiveness and efficiency. In dealing with the area of: 

out-patient services, the Group has endeavoured to 

"highlight the perceived deficiencies in the present 

organisation of this service and to develop 

protocols/procedures to improve the operational management 

of the Out-Patients Department. 

1.13.2 The recommendations presented in this report represent not 

only the considered views of Group members, but also the 

expert opinion of those involved in the delivery of 

out-patient services, both in Dublin and in the hospitals 

visited by the Group in the U.K. 
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1.14. Role of OUt-Patient Services 

1.14.1 It is evident from our discussions with hospital 

representatives, both in the hospitals covered by our 

remit and in those hospitals which we visited in the U.K~, 

that there is generally a low level of commitment to the 

out-patients service within the acute hospital. Despite 

stated policy that hospitals should develop modes of 

service delivery other than conventional in-patient care 

and, despite the very large numbers attending out-patients 

departments, insufficient consideration has been given to 

defining the role and objectives of this service. 

1.14.2 The Group are of the view that each hospital should 

Immediately undertake a systematic review of their 

out-patients services, focussing on patient need and the 

manner in which the service is provided. The objectives 

of this review should be to identify specific measures, 

including action on the points detailed in the following 

paragraphs, which would have the effect of making the most 

effective ~se of the resources available in out-p~tients, 

minimising delays for patients in receiving appointments 

and being seen in out-patients and facilitating the 

earliest appropriate discharge from the care of the 

hospital. 

-- - ._- ~ ----
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1.14.3 We recommend the immediate establishment, where they do 

not already exist, of Out-Patients Services Groups, 

representative of medical, nursing and administrative 

staff, to assist in the co-ordination and day-to-day 

operation of out-patient services. Such groups would be 

initially charged with carrying out the review proposed 

above and with developing and maintaining 

(a) operational procedures for all out-patient clinics 

• which would be circulated to and followed by all 

staff involved in the day-to-day running of the 

• 

• 

.' 
• 

• 

• 

Department; 

(b) target standards for the operation of out-patients 

against which performance of. clinics can be 

measured on a regular basis to ensure optimum 

patient care. A set of operational standards 

which might be applied is attached at Appendix 'A; 

(c) performance indicators reflecting the targets set 

for out-patient clinics. 

Among the specific issues to be considered by these groups 

would be: 
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the particular strategies necessary to target long 

waiting times for appointments; 

the need for more clinics in certain disciplines; 

the possibilities for developing alternative ways 

of dealing with certain types of referral, e.g., 

refraction cases in ophthalmology. 

1.14.4 Individual hospitals should determine the specific role, 

executive or advisory, of such groups. A designated 

person should, however, be responsible for and be seen to 

be responsible for the operation of this service. One 

model which operates in the U.K. involves the appointment 

of an out-patient services manager who is respol1sible for 

this service on a day-to-day basis. 

1.14.5 All matters relating to the organisation and management of 

this Department should be reviewed by this Group within 

the remit given to it by the hospital authorities. This 

should include the introduction of p~ocedures for regular 

review and monitoring of the operation of the Department 

to ensure that services are being provided in an optimum 

manner. 
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1.15 Appointments Systems in out-Patients 

1.15.1 As outlined earlier, patients are referred to out-patients 

from a number of sources. The present arrangements often 

result in out-patients staff being unaware of 

"appointments" having been made and in overloading of 

clinics. This results in long delays for patients, both 

at the point of reception/registration and in the clinics. 

1.15.2 The objectives of a booking system for appointments should 

be to: 

(a) allow staff to plan clinics and make the optimum 

(b) 

use of the time available to each consultant; 

reduce time spent clarifying details with G.P.s 

and patients on the phone and leave this facility 

available for urgent referral.; 

(c) reduce the long delays in registration of patients 

. on their first visit to out-patients. 
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1.15.3 There are two principal elements to a booking system: the 

method by which appointments are sought and the method by 

which such appointments are issued. One approach which 

operates very successfully in the N.H.S. and which the 

Group saw in the hospitals which we visited in the U.K. 

involves requests for appointments from G.P.s or from 

other consultants being sent by letter. A standard 

pre-printed letter, listing demographic and clinical 

details, is issued for use by referring doctors. 

1.15.4 We recommend that such standard referral forms should be 

issued to all G.P.s and other sources of referral and 

that this method should be used to the greatest extent 

possible in requesting appointments. We recognise that 

this will represent a major change in the way appointments 

are sought by patients and their family doctors. However, 

we are convinced that the benefits to patients and 

referring doctors will make the process of change 

worthwhile. The arrangement which we recommend, while 

resulting in a slight delay in the issue of appointments, 

would result in a major increase in the effectiveness of 

out-patients. Urgent cases could continue to be referred 

by phone or by marking the referral form appropriately. 

Consultants or their staff could then authorise the making 

. of an urgent appointment within the booking schedule. 
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1.15.5 With regard to the process of issuing appointments, the 

objective is to provide an effective booking schedule 

agreed by the relevant consultant. The schedule, which 

should be automated, would reflect the number of patients 

to be booked for an individual clinic, the intervals 

between appointments, the ratio of new to return patients 

and the provision (if any) to be made for very urgent 

cases without appointment. For the booking schedule to 

operate with the greatest effect, we consider that all 

appointments should be issued by out-patients staff. 

However, where booking systems and the supporting 

information technology facilitate it, some appointments 

could be made by other hospital staff within a common 

booking schedule. 

1.15.6 The Earameters of the booking schedule should be reviewed 

regularly, and amended if necessary in the light of 

eXEerience, to ensure· that o12erational targets for 
~ 

attained. J2erformance of o'llt-12atient clinics are 

1.15.7 patients who arrive at out-Eatients without an a12Eointment 

should, in general, not be seen since to do so is to 

undermine th& effectiveness of the clinic system. In 

cases where the issue of a future appointment would not be 

sufficient, the patient could be referred to the accident 

and emergency department or seen in the out-patients 

clinic at a time reserved for urgent cases dni' the booking 

schedule. 
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1.15.8 We are convinced that the issue of specific appdintment 

times, rather than block-booking of patients, is the· 

appropriate method of organising out-patients. While 

accepting that patients may not always be seen on time or 

may not arrive at the appropriate time, the i~sue of 

specific times for attendance is the minimum to be 

expected of a patient-centred service which is, in a very 

real sense, the "shop-window" of the hospital. Booking 

times and intervals should be reviewed regularly to ensure 

that they are .appropriate. Average delays experienced by 

patients should be reviewed and measured regularly by the 

Out-Patients Services Group as a key indicator of the 

performance of the service. Such information should be 

brought to the attention of individual consultants on a 

regular basis. 

1 .. 16. 

1.16.1 

Failure of Patients to attend for Scheduled Appointments 

Approximately ~O% of patients currently fail to attend for 

appointments, the majority of whom do not notify the 

Out-Patients Department prior to the timeof.their 

appointment. Such a high percentage of non-attenders 

probably reflects the delay in out-patient appointments in 

some specialties as well as aspects of the present 

organisation of out-patient services. 
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Dear Mr. Kennedy, 

It is clear that the Group you are presently Chairing has been established 
because of perceived difficulties within the Health Service and the composition 
of this Group suggests that the concern relates prin_cipally to the hospital end 
of the service. 

At present, perceived problems relating to the hospital service include; 

1. Patients being admitted unnecessarily to hospital beds, 

2. Admissions from Accident & Emergency Departments taking up a' 
number of beds, 

3. Limited bed resources not being used on a priority basis, 

disproportionati 
i 
I 
; 

4. General Practitioners being unable to admit emergencies directly to 
hospital and instead having to refer to Accident & Emergency Departments, 

5. Acute beds being blocked by chronic or long-stay patients, 

6. Inappropriate discharge of patients from hospital,' 

7. The New GMS Contract leading to excessive demands for hospital services. 

I believe our Group s~ould address itself to establishing whether these perceptions 
are true or false. I:believe that this can only be done by the collection and 
analysis of objective' data. ,Where it is established that there is ,,' a problem in 
any of these areas, then it will be necessary on the same oasis to measure the 
extent of that problem. As each of the major hospitals in Dublin have their own 
particular patient mix and characteristics, it will probably be necessary to look at 
data from each of the hospitals. . 

.1 

Some work has been done in relation to the appropriateness of hospital admissions. 
Several years ago, Dr. Hynes and Dr. Johnson, separately, looked at in-patients 
in a hospital to determine whether the decisi~n to admit had been appropriate. 
Although in each.instance, the work was somewhat subjective, it did show a 
significantly high percentage of hospital admissions to be appropriate. More 
recently. there'is to hand the, Accident & Emergency Survey which again shows that 

'approximately 90% of all hospital admissions originating from Accident & Emergency 
Departments were appropriate at the time of the survey. It is important to bear 
in mind that the closer one comes to 100% appropriate hospital admissions~ the more 
certain one can be that patients who should be',admitted are being refused admission. 
Consequently, the optimum percentage of appropri~te hospital admissions is open 
to some question., but probably lies somewhere in the early 90's. 

" 
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Consequently, on the basis of these studies that have been done in Dublin hospitals, 
it would appear that the hospitals are relatively efficient from the point of view 
of appropriate admissions and that the scope ·for improv,ement in this area is 

I very limi ted. 

The foregoing would suggest that the present difficulty at hospital level can only 
be resolved by; 

a) the provision of more acute hospi·tal beds. However, if this was 
desirable, which is questionable, it is probably unrealistic in the 
current climate. 

b) more effective use of acute hospital beds. 

It might be profitable to examine the whole area of use of acute hospital beds. 
It might be useful to carry out studies to determine whether unnecessary use of 
acute hospital beds is caused by; 

i. patients waiting for tests, 
ii. patients awaiting second opinions, 

iii. patients who have completed their investigations and treatment but 
cannot be discharged due to other difficulties (such as nowhere to go). 

Again I think it would be important to seek objective data and if problems were 
identified in these areas, then it would be necessary to measure the extent of the 
problem. Again it would need to be done on a hospital by hospital basis. In this 
regard, the survey by Dr. Hynes, which I referred to earlier, which was undertaken 
in a Dublin Hospital, while identifying that a high proportion of patients who were 
admitted to hospital had been appropriately admitted, also identified that with 
approximately 20% of in-patients, there were avoidable delays before discharge. 
While about half the patients who fell into this category could be classed as 
longer-stay p'atients, ~he·other half were in the category of short-stay patients. 
The work Dr. Hynes did in this regard was carried out approximately 4 years ago 
and consequently things may have changed since. However, this is an area that 
could usefully be explored in each of the hospitals and indeed in so far as a 
similar exercise has been carried out before, it could be completed quite speedily 
as the. "instruments" for undertaking such a study are already available and tested. 

Our Group might usefully examine the feasibility of having hostel-type accommodation 
available in the major hospitals for patients who do not need a high degree of 
nursing care - something along the lines of the Mayo Clinic in the United States. 
Further, the feasibility of establishing units of lower complexity for convalescent 
patients might usefully be examined. 

The whole area of long-stay patients blocking acute beds needs to be examined. 
This would constitute defining what is meant by a long-stay or chronic patient, 
measuring the extent to which such patients block acute beds and making some 
assessment of the type of facilities required to move such patients on to a more 
appropriate care setting. I am aware of a study presently being undertaken by 
Dr. Catherine Hayes, Registrar in Community Medicine, which examines admissions to 
one Dublin Hospital for patients over 65 years of age. 

l 
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It might be useful to meet with both Dr. Hynes & Dr. Hayes to discuss the 
work they have done in this area and their findings. 

The numbers of patients who are attending at out-patient departments or 
accident & emergency departments, but who are not admitted to hospital, may at 
times be somewhat of an inconvenience, ·but they are not the root of the problem 
and consequently initially excessive time should not be spent examining the 
situation in this area. What might be usefully considered however, is having 
separate procedur.es for hospital admissions of patients referred for same by 
general practitioners. That is, having some assessment and admi·ssions system 
separate from accident & emergency departments. 

It might be useful to examine in detail the situation in some United Kingdom 
District General Hospitals to see what the case mix is for such hospitals in 
relation to hospital admissions.coming :from accident & emergency departments, 
emergency admissions referred directly from general practitioners, and elective 
admissions. Similarly, it might be worthwhile examining the relationship and 
procedures re coordination etc. that some of the hospitals in the U.K. have 
with health services in the community. Finally, an examination of the Mayo Clinic 
type operation, which is highly dependent upon hostel-type accommodation, might 
usefully be considered. 

Yours sincerely. 

Brian P. O'Herlihy, 
Director of Community Care & 
Medical Officer of Health. 
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Dublin 5. 

Dear Dr. O'Her1ihy 

An Roinn Slainte . 
Teach Haicin, Baile Atha Cliath 2 

Thank you for your very thoughtful letter on the work of our 
Group and your helpful suggestions as to how we should focus 
our attention. 

Kieran Hickey has sent me a copy of the study carried out by 
Dr. Hynes which I found extremely interesting and relevant to 
our work. On the face of it, if one assumes that our 
conclusions can be extrapolated to other hospitals, it would 
appear that the scope for improving bed utilisation, while not 
negligible, is relatively limited. This does, of course, beg 
the question as to whether there are people outside in the 
community unable to gain access to the hospital system who 
would be more appropriate users of the service. 

It would appear from Dr. Hyne~' work that there is some scope 
for improving utilisation by looking at the provision of 
extended care or respite accommodation, both for chronically 
young and elderly people and this could be achieved initially 
by focus sing on the area of discharge planning through the . 
hospital. In this respect, of course, one has to consider the 
possibility that if additional facilities are provided they 
would be taken up primarily by people who otherwise would have 
been cared for at home. 

The other area suggested from Dr. Hynes' work would be the 
elimination of delays caused by the lack of full diagnostic and 
therapeutic services at weekends and the extent to which these 
could be minimised by greater use of five-day wards. 
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I am aware of the work which is now being undertaken within 
Sub-Group B to get more objective data under these headings 
(and a number of others) at your initiative. I would hope that 
the outcome of this would be to enable us to draw firm 
conclusions in respect of the areas to be prioritised. 

I would suggest that your other proposals for areas of 
examination can and should be taken up in the short term by one 
or other of the sub-groups currently working and I have 
circulated a copy of your note to each of the three Chairmen. 
I think most of your suggestions appropriately fit into the 
terms of reference of your own working group and should 
probably be progressed in tnat forum. 

Again, thank you for taking the trouble to write to me in such 
detail. 

Yours sincerely 

David Kennedy 
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1.16.2 We believe that if delays and the level of unnecessary 

recall of patients are reduced, the problem of 

non-attenders will also reduce. However, some level of 

non-attendance is likely and this should be monitored and 

reflected in the booking schedule. A flexible approach 

should be adopted in such cases and the Out-patients 

Services Group should agree a policy with consultant staff 

for dealing with these patients. Should patients default 

on their appointment, they should be offered a further 

appointment. However, persistent non-attenders should be 

considered to have discharged themselves from the clinic 

and their care should be referred back to their G.P. 

1.17. Commitment to Out-Patients 

1.17.1 The implications for patient care of ~ancelled clinics and 

• the late start of clinics have already been documented. 

• 

• 

• 

• 

Problems which are likely to restrict clinic activity, 
-:." 

such as staff leave, should be notified to out-patients 

staff as early as possible to enable bookings to be 

restricted .. On· th'e days on which consultants hold 

clinics, these clinics should be regarded as the first 

priority of consultants and their teams. Competing 

commitments in A & E, theatre and in-house should be kept 

to the minimum. 
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1.17.2 We are of the view that many consultants do not have an 

explicit specific set of objectives for the care of their 

• patients attending the out-patients department. In 

particular, the re-attendance of the large majority of 

patients who are return patients may indicate that more 

• 

• 

• 

• 

• 

• 

• 

1.17.3 

structured arrangements for planning out-patient clinics 

could reduce the volume of attenders and consequent delays 

for patients, while increasing the benefit of attendance 

for individual patients. 

More senior input into out-patients is necessary to deal 

with the problems caused by inappropriate re-attenders. 

The Group recommends that each consultant should prepare a 

simple patient plan for junior staff to assist them in 

dealing with each patient. Consultants should consider 

allocating a short period of time in advance of each 

clinic to reviewing the case notes of all 

re-attenders/return patients. AS well as easing the 

waiting time problem, this would also lead to improved 

confidence and reporting amongst junior hospital doctors. 

.Similarly, prior review of the referral forms for new 

patients, which we 'have recommended above,. would enable 

better use to be made of the time available for 

consultation within the out~patients clinic. 
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1.18. Information to Patients 

1.18.1 Although all hospitals now state that they operate 

scheduled appointments systems of some type, patients 

still perceive that they will be treated on a first 

come/first serve basis. Hospital management must inform 

the public and referring G.P.s about the correct operation 

of the system. It must be made clear to patients who 

arrive early that they will not be seen by consultant 

staff until the appointed time and that, as a result, some 

delay will occur. 

1.18.2 Hospitals should consider introducing a system whereby all 

new patient appointment letters give information 

describing likely tests. they will receive, facilities and 

services available, stating that delays may occur and 

identifying whom they should contact if they are concerned 

or dissatisfied with the nature of the services being 

" provided. 

1.18.3 As with any consumer service, the best guide to 

performance is that based on the opinions and experiences 

of the: users of the service. For that reason, we 

recommend that the Out-Patients Services Group arrange to 

have r~gular analysis of patients' experiences and 

opinions. This would entail routine measurement o·f low 

performance compared to the target standards, eSl,)ecialJ.y 
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as regards delays for patients. Similarly, samples of 

patients should be asked regularly for their views on the 

performance of the service, covering such issues as 

delays, comfort and information provided. This should be 

drawn on in the review and amendment of operational 

procedures. 

staffing 

1.19.1 As well as the need for more senior medical input into 

out-patients, consideration must also be given to the type 

and level of other staff employed in out-patients 

departments. 

As a general principle, we recommend that staff should be 

specifically chosen for assignment to the out-patients 

department on the basis of their suitability and 

commitment, including, in particular, their ability to 

communicate effectively with patients. 

.1.19.2 Nursing staff currently assigned to out-patients presently 

spend a large amount of time engaged in administrative 

duties, regulating the flow of patients to clinics, 

following up patient records/tests/x-ray results and 

explaining delays to patients. It is questionable whether 

much of this activity represents a satisfactory outlet for 
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expert nursing skills. The authorities at st. 

Bartholomew's Hospital, London estimated that about 70% of 

the activity of nurses in out-patients did not require 

nursing skills or training. We consider that a 

significant number of nursing personnel in out-patients 

should be released from these duties through the 

employment of non-nursing staff as 

receptionists/hostesses. Such staff, who might have some 

health care background, would be selected and trained for 

the particular demands of a busy out-patients department 

operating to targets set down by the hospital. A greater 

emphasis should be placed on communicating with the public 

about delays and on developing the quality of personal 

service to patients in the Department to which they are 

entitled. In tandem with such an altered staffing mix, we 

envisage a more active involvement by clinical nurse 

specialists in future developments in out-patients 

departments as outlined in para. 1.22.5 below. 

Availability of tests/x-ray results 

1.20.1 Procedures must be instituted to ensure that, when a· 

patient attends cut-patients, all relevant records are 

a~ailable. At present, delays due to the absence of test 

results and charts can be attributed in part to the fact 

that out-patient staff may not be aware of the patient's 

attendance when arranged by the consultant or ward staff. 

I 
! ' 
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This would not arise under our proposals for booking of 

appointments. Some of the present problems arise due to 

the fact that clear responsibility is not assigned for 

ensuring that all relevant material is available for 

patients booked to a clinic. Such responsibility should 

be clarified at hospital level, whether this is seen to be 

the duty of out-patients department staff, consultants' 

secretaries or medical records staff. However the lead 

responsibility is assigned, clear procedures should be 

developed and, ideally, team work on the part of all 

support staff regularly engaged in servicing discrete 

groups of out-patient clinics should be encouraged. This 

should assist in the smooth operation of clinics and 

facilitate the prompt resolution of any difficulties which 

may arise. We recommend that the programme of 

computerisation of both pa"thology and radiology 

departments and the introduction of information 

transmission and retrieval systems referred to in 1.10.3 " 

above should be accelerated. 

Management of Waiting Lists 

1.21.1 As already stated, only four of the hospitals covered by 

this exercise notify consultants of the average waiting 

time for an appointment in their clinics. Arrangemer.ts 

do, however, exist in all of the hospitals for 

prioritising appointments for urgent cases. These include 
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consultant ot staff review of all referrals; 

consultant or staff review of all referrals marked 

urgent; 

out-patient staff responding to G.P. requests. 

It is evident from the data presented earlier that, 

despite these arrangements, patients frequently experience 

long delays before receiving a first appointment, 

particularly in some'specialties. Patient dissatisfaction 

with the present arrangements is, consequently, 

widespread. While some of these delays may reflect a lack 

of resources of manpower or out-patient department 

accommodation, some are also likely to reflect current 

practice in the organisation of out-patients services. 

Resource constraints can be addressed effectively only 

when good practice models are seen to apply. 

1.21.3 One of the key elements of good practice is for 

consultants to be notified regularly of the average 

waiting time for a ~outine appointment in their clinics. 

Furthermore, iri order to minimise the disruption caused by 

non-attenders at clinics, each consultant's list should be 

regularly validated where patients are waiting 6 months or 

more for a first appointment .. It is likely that some 

proportion of these will no longer require treatment, 

having been dealt with elsewhere or otherwise being no 
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longer interested in attending. Such cases, besides 

artificially increasing the average waiting time, directly 

affect the speed with which other-patients who require 

care can be seen. Validation would require the routine 

issue of letters to patients waiting 6 months or more anq 

the application of an agreed procedure to deal with those 

who fail to reply or who state that they are no longer 

interested in attending. 

1.21.4 Significant variations in the average waiting time between 

consultants and hospitals exist for certain specialties. 

The Group is of the opinion that the details of the 

waiting times for a first appointment in all out-patient 

departments should be circulated to G.P.s in the Dublin 

region on a regular basis. 

1.22 • Development of the OUt-Patient Service 

. 1.22.1 The Group has already recommend~d that each hospital set 

• out clear-principles of care and operational procedures 

• 

• 

• 

. for their Out-Patients Department. The Group also 

recommended the establishment of a structure - an 

out-patients Services Group - to oversee the 

implementation and management of these procedures. 
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1.22.2 Each hospital should, through the proposed Group and 

through their consultants, set about identifying ways of 

making the out-patients department more effective in 

dealing with patients and so further alleviate the 

pressure on the hospital's in-patient and day. case 

facilities. The Group is aware of certain hospitals where 

1.22.3 

L.22.4 

diagnostic, investigative and routine surgical procedures 

are carried out in the out-patients department, 

particularly in the areas such as oncology and diabetes 

clinics, which might otherwise require admission to a bed. 

Hospital-based reviews should consider the manner in which 

out-patient services can complement and support primary 

care services. Out-Patient Departments should not 

undermine the scope of General Practitioners in managing 

patient care and G.P. access to diagnostic services should 

be as streamlined as possible. 

A significant number of procedures, currently carried out 

on an in-patient basis or in day-case units, could be 

performed in out-patients with appropriate organisation, 

staffing and facilities. Such procedures, with 

appropriate selection of patients, would enable mor~ 

demanding cases to be dealt with in both in-patient and 

day case facilities, thus reducing delays for the patients 

concerned. 
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1.22.5 In the course of its review of out-patient services, 

hospitals, through. their Out-Patients Services Group, 

• should consider surveying each of the clinicians to 

ascertain what further services could be offered to 

patients in this Department, whether any additional 

• 

• 

• 

• 

• 

• 

• 

• 

facilities or staff will be required and the likely 

savings that would result from their introduction. Proper 

planning and targetting of patients would be crucial if 

hospitals were to ensure the effectiveness of this 

expanded service. The rotation of specialist staff, 

especially clinical specialist nurses, for in-patients 

departments to out-patient clinics would be necessary. 

This highlights the need for careful planning of the 

out-patients workload through the adoption of the 

inter-related good practice proposals set out in this 

report. 

1.23 Transport 

1.23.1 In our Interim Report, the Group stated that the present 

routine transport arrangements do not cater adequately for 

the needs of hospitals and that a specific level of 

service. to hospitals be explored between the relevant 

authorities. 
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1.23'.2 We further recommend that hospitals review the booking 

system for appointments to ensure that patients travelling 

to the Dublin Hospitals from outside the Eastern Health 

Board area are given suitable appointment times. In 

addition, hospitals should endeavour to ensure that, whe~e 

patients are required to wait for some time before being 

collected by the ambulance service, they are aware of 

snack bar and other facilities provided in the Department 

for their comfort. 
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• 
Hospital 

• Beaumont 

Mater 

J.C.M.H. 

• Meath 

St. Vincent's 

St. James'S 

Adelaide • 
TOTAL 

• 

• 

• 

• 

• 

Table 1 

Out-Patient Statistics - 1989 

New Return 

18,383 59,466 

20,758 71,091' 

8,373 28,931 

6,217 26,003 

14,041 53,436 

18,652 84,906 

7,053 24,931 

93,477 348,764 

.;. . .. 

--------- ---- ~ 

Total 

77,849 

91,849 

37,304 

32,220 

67,477 

103,558 

31,984 

442,241 
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APPENDIX A 

Illustrative Statement of OUt-Patients Standards 

Episode of Care 

Appointment 

Consultation 

Aft.er Consultation 

Target Standard 

An appointment should be .given within 10 
days of request, with opportunity for 
alternative date • 

First non-urgent appointment to be given 
within 12 weeks of referral. 

No appointment to be cancelled more than 
once, and new appointment to be given at 
once • 

Patients should be treated with courtesy 
by all staff. 

Patient should normally be seen within 30 
minutes • 

The patient's notes, complete with 
relevant reports, should be available. 

No patient should be seen by an SHO alone 
unsupervised • 

A clear explanation of condition and 
options for treatment on offer be given 
to patient. 

A clear explanation be given to patient 
as to the next step. 

Preventative and health promotion 
measures to be discussed with patient. 

An appointment be given to patient, if 
follow-up is decided, before patient 
leaves. 

The substantlve reports to the referring 
G.P. should be by a Senior Clinician • 
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2.1 Introduction 

2.1.1 Our Group was established primarily to provide support to 

the Dublin acute hospitals to operate with maximum 

effectiveness in balancing the various elements of their 

workload and in discharging their obligations to different 

categories of patient. In particular, there was concern 

that the Accident and Emergency workload was preventing an 

appropriate level of admission of elective patients, 

commensurate with patient need and the resources of the 

hospitals to fulfil their regional and specialty functions. 

2.1.2 In our Interim Report, submitted in June 1990, we made 

various recommendations to increase the effectiveness of 

the management of patients presenting at Accident and 

Emergency departments. We also recommended changes in the 

management of admission and discharge for elective 

patients. In our report on geriatric services, we propose 

developments in arrangements for the acute management of 

geriatric admissions. All of these recommendations would 

have the effect of reducing the level of inappropriate 

usage of acute hospital beds, thus facilitating admission 

of those patients requiring such facilities, particularly 

patients on waiting lists. 
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2.1.3 The Group decided that, because of the importance of 

• ensuring that patients have access to necessary treatment 

within a reasonable time and because of the level of public 

concern at waiting lists, a special review should be 

undertaken of arrangements in the Dublin hospitals for • 

• 

• 

• 

• 

• 

• 

• 

dealing with in-patient waiting lists. A Sub-Group was 

established with the following terms of reference: 

to examine the numbers, categories, priority status 

and average waiting time of patients on the 

in-patient waiting list; 

to examine the methodology for placing persons on 

the waiting list and the frequency and method of 

review of those on such lists; 

to develop protocols for regular monitoring and 

validation of the waiting list; 

to develop strategies designed to clear waiting 

list backlogs efficiently; 

to identify the contribution of computerisation in 

achieving the above objectives. 
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2.1.4 To assist the Sub-Group in its work, a questionnaire was 

issued to each of the admitting consultants in the Dublin 

hospitals covered by our study. This questionnaire, the 

responses to which are outlined below, covered current 

practice on the part of consultants in the management and 

review of waiting lists and general strategies to improve 

waiting times for treatment. In addition, members of the 

Sub-Group visited the Inter-Authority Comparisons and 

Consultancy at the Health Services Management Centre, 

Birmingham and the Department of Health Waiting Times Unit, 

London to discuss experience and practice in relation to 

waiting lists in the U.K •. 

2.2 Our Approach to waiting Lists 

2.2.1 Public, political and professional concern about waiting 

lists relates primarily to the possible impact on patients 

of having to wait for treatment. Such impact could 

include: 

(a) Varying levels of pain, discomfort or anxiety 

which treatment could remove or reduce; 

(b) Deterioration in the patient's condition, 

increasing the complexity of treatment or reducing 

the prospects of recovery; 
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Cc) Irrecoverable loss of patient income because of 

• incapacity or, in the case of children, delays in 

physical and educational development; 

• 

• 

•• 

• 

• 

• 

• 

Cd) Pressure on alternative and inappropriate forms of 

treatment, such as Accident and Emergency 

Departments. 

2.2.2 In all of the above-mentioned areas of concern, it is the 

length of time for which patients await treatment which 

determines the likelihood and extent of any negative 

consequence. Public concern is often focus~ed on the 

number of patients on waiting lists for treatment. Such 

figures are meaningless in isolation from the t~roughput of 

the service. The proper focus of concern should be the 

length of time patients spend on waiting lists, the 

severity of their condition, trends in waiting times and 
~ 

variations between'speciaIties and conditions. For the 

purposes of this report, therefore, our priority attention 

is focussed on waiting times and ways of reducirtg excessive 

delays, with special emphasis on cond~tions likely to be 

adversely affected by long waiting times. 

2.2.3 Cqncern about waiting lists represents a pressure point 

which may result in crude indices being regarded as 

indicative of the need for additional resources. If the 

best possible use is to be made of available resources, it 

follows that any indicators of delay in patient care should 
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be accurate and appropriate. Accordingly, waiting times on 

properly managed and regularly reviewed waiting lists, 

allied to systematic review of the efficiency with which 

in-patient treatment resources are used, should be the 

basis for allocating resources within and between hospitals 

where the objective is to improve access to elective 

treatment. Our recommendations in this report are designed 

to meet these criteria. 

2.2.4 It would be widely accepted that an appropriate objective 

for hospital services is to provide access to necessary 

treatment in the minimum time possible. It is, therefore, 

not unreasonable to establish targets for waiting times as 

a guide to performance. For example, the objective of 

policy in the U.K., where waiting lists are perceived to be 

a greater problem than in Ireland, is to reduce to the 

. greatest extent possible the number of patients waiting 

more than twelve months for treatment and to ensure that, 

by October, 1992, no patient will be required to wait more 

than two years for admission. While such general targets 

are valuable as a guide to action, our concern is that 

acceptable waiting times should reflect the nature of the 

condition to be treated. For some cases, waiting times of 

more than a few weeks may be unacceptable. In other cases, 

-such as some forms of cosmetic treatment, very lengthy 

delays may be acceptable. 
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2.2.-5 waiting time for access to necessary treatment is the 

2.3 

appropriate focus of policy concern. It is important to 

clarify that such waiting times should be measured in 

respect of conditions and patients who are appropriate to

be treated immediately, should treatment facilities be 

available. There are many patients who are diagnosed as 

requiring investigation or treatment but whose condition is 

such that they could not be treated immediately even if an 

immediate admission could be arranged. They should not be 

included in calculation of waiting lists or waiting times. 

These include patients suffering from chronic conditions 

who require periodic review and treatment and who are 

scheduled for admission at regular intervals. For other 

patients, their general state of health may make treatment 

impossible or undesirable in the short term. Such cases 

should not be included in the calculation of waiting lists 

when waiting times are a legitimate focus for concern. 

Waiting Lists in Dublin 

2.3.1 There is conside~able public and professional concern at 

waiting times for elective treatment in Ireland and in the 

Dublin acute hospitals in particular. Such waiting times, 

and the phenomenon of appointments being cancelled as a 

result of pressure from emergency admissions, were, as 

mentioned above, part of the context within which our Group 

was established. Furthermore, in 1989 earmarked funding 

... ______________________ .J 
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was made available to increase the availability of 

treatment in a number of specia1ties, especially 

orthopaedics, ophthalmology and E.N.T., where delays were 

regarded as unacceptable. 

2.3.2 In order to establish current problems and perceptions 

regarding waiting lists in the hospitals covered by our 

2.3.3 

remit, questionnaires were issued to 240 admitting 

consultants in these hospitals •. Cardiac surgery was 

excluded from our survey because of the separate review of 

waiting lists in this specia1ty which was being carried out 

by the Department of Health. Consultants were asked for 

details of current waiting times, practice in relation to 

management of waiting lists and thei~ ranking of 

difficulties in dealing with problems of waiting time. 

Replies were received from 162 or 67.5% of the consultants 

contacted. We wish to record our appreciation of the 
~ -
assistance given to us by the many consultants who 

responded to our survey. 

Of those replying, 139 or 86%, said that they reviewed 

their waiting lists regularly. Of those who stated that 

regular reviews took place, 102 or 63% said this occurred 

at intervals of one month or less, while a further 31 or 

19% said reviews took place at intervals of not more than 

three months. The management of waiting lists was reported 
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by 108 or 66% as being a matter for hospital staff, 

including ward staff, while 33 or 20% said they maintained 

the lists themselves and a further 21 or 13% said that 

waiting lists were maintained both by themselves and by 

hospital staff. 

Of those responding to the questionnaire, 84 or 52% said 

that they used a formal scoring system in reviewing 

patients on their waiting lists, 49 or 30% said that they 

reviewed patients at out-patients clinics, 25 or 15% said 

they carried out such reviews as a result of G.P. contact, 

while .43 or 27% said that they established patients' 

continued wish to be treated as a method of reviewing their 

lists. 

2.3.5 Consultants were asked to rank in a semi-quantitative 

manner the relative importance of a number of factors which 
~ 

affect their capacity to deal with patients on their 

waiting lists. Of the 162 consultants who responded to the 

questionnaire, 123 or 76% said that access to beds was a 

dominant or major factor in such difficulty; 33 or 20% 

identified access to theatre facilities as a dominant or 

major factor; 36 or 22% identified staffing levels as a 

dominant or.major factor; 36 or 22% and 40 or 25% 

identified access to one-day and five-day wards; 

respectively, as major or dominant factors in their 
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difficulty in dealing with waiting list patients, while 59 

or 36% identified difficulties in discharging patients who 

no longer require acute hospital care as a dominant or 

major factor in their problems. It follows th.t the level 

of availability of in-patient facilities and the efficiency 

and effectiveness with which such facilities are used are 

seen by consultants as central to the prompt treatment of 

patients requiring care. 

The responses to this questionnaire varied by specialty and 

by hospital. Analysis of the responses by specialty showed 

no significant variations by specialty in reported 

frequency of review or the extent of consultant involvement 

in review of lists. Formal scoring ~ystems were most 

frequently used as a method of review by general surgeons 

and were most widely used in such disciplines as neurology, 

urology, vascular surgery and gastroenterology. 

Confirmation of a patient's wish to be treated was reported 

as a method of review by a minority of consultants in a 

wide range of disciplines. 
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2.3.7 Access to beds was widely reported to be a significant 

problem in dealing with waiting list cases. Only in 

ophthalmology did it appear not to be regarded as a 

significant problem. However, access to theatres was 

reported as a major problem in ophthalmology and also in 

neurosurgery. Staffing levels were regarded as a major 

problem in gynaecology, while difficulties in discharging 

patients was regarded particularly seriously in geriatric 

• medicine, neurosurgery and gastroenterology. 

• 

• 

• 

• 

• 

• 

2.3.8 Details of current waiting lists and average waiting times 

were sought from all admitting consultants. Consultants 

were asked to categorise their waiting list patients as 

urgent or non-urgent and, if possible, to distinguish 

between major, intermediate and minor treatments. 

Approximately 60% of those replying were in a position to 

reply, in whole or in part, to this question. Of these, 25 
o 

consultants reported that they had no waiting lists or 

operated primarily an ambulatory care service. The 

responses from those consultants identifying their waiting 

lists under some or all of the headings are summarised as 

follows: 
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Major Intermediate Minor Unclassified 

Urgent Non- Urgent Non- Urgent Non- Urgent Non-
Urgent": Urgent urgent Urgent 

55 55 31 34 20 22 8 16 

18 28 20 28 13 27 28 118 

8 20 10 19 38 15 24 14 
weeks weeks weeks weeks weeks weeks weeks weeks 

There was considerable variation by specialtyin the 

wai ting times' reported. Cases regarded as urgent' 

involving major procedure§ were generally admitted in less 
. 

than two weeks but delays of 20 weeks or more were 

reported in general surgery, orthopaedics, urology and' 

vascular surgery. urology ana vascular surgery waiting 

times wer.e very significantly greater tha~ the average in 

the other categories of urgent treatment, with vascular 

surgery significantly skewing the average waiting time in 

. the urgent but minor treatment category. Long waiting 

times for unclassified urgent cases were reported in 

E.N.T., plastic surgery and gastroenterology. Long 

average waiting times were reported for non-urgent cases 

in urology, E.N.T., endocrinology and orthopaedics. 
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Our survey reveals that the vast majority of consultants 

recognise that systematic review of waiting lists is 

important. It is encouraging that so many report at least 

some structured arrangements to carry out s'uch reviews. 

However, it is clear that a formal policy of active 

validation of waiting lists at regular intervals was not 

in operation in any of the hospitals covered by our remit. 

There is a clear acceptance on the part of admitting 

consultants that the efficient management of cases is 

central to the achievement of acceptable waiting times for 

admission of patients. It is clear that some resource 

constraints are perceived by consultants to limit the 

extent to which waiting list problems can be addressed. 

2.3.11 It must be pointed out that our remit did not extend to 

• the many specialist hospitals in the Dublin area which 

i; 

• 

• 

• 

• 

provide services of a type where high levels of elective 
:;, 

workload apply_ In our analysis and recommendations later 

in this report, we make proposals which are applicable to 

the management of wai ting li sts and wai.ting" ti-mes 

generally, and not only in the particular hospitals 

covered by our terms of reference. 
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2.4 The relevance of U.K. experience 

2.4.1 

2.4.2 

waiting lists have been a dominant issue in public debate 

about the operation of the hospital services in the U.K. -

for some time. Public concern at this issue resulted in 

the launch of a waiting List Initiative in July 1986 by 

the U.K. authorities. Central, ear-marked funding has 

been made available since then to deal with particular 

problems, especially problems of patients waiting very 

lengthy periods for necessary treatment. Including sums 

committed for the current year, a total of £154 million 

has been committed to the waiting list initiative since 

1986. Despite this investment and continuing attention, 

the numbers awaiting in-patient treatment on 30 September 

1990 had risen by 2% over the previous twelve months, 

while those awaiting day-case treatment had risen by 11% 

over the same period. However, the numbers awaiting 

in-patient treatment for twelve months or more had fallen 

by 6% in that period, reflecting the particular focus on 

long wait patients. 

Significant variations exist in the extent of the 

reduction in waiting lists and waiting times between 

regions and districts within the National Health Service. 

In particular, very substantial progress has been made in 

selected, difficult waiting list problems which have been 

addressed by a management team, led by John Yates of 

Inte'r-Authority Comparisons and Consultancy. This team 

was 
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asked to review waiting list and waiting time problems in 

22 of England's health authorities with particular waiting 

time problems. Within these districts, 43 individual 

specialty waiting lists were selected because of their 

particular problems. These 43 cases alone represented 10% 

of England's in-patient waiting lists and 16% of long-wait 

patients (waiting more than one year). Between December 

1988 and March 1990, in-patient waiting lists in these 22 

districts fell by 17% and in the 43 specialties selected 

for .particular attention, by 26%. More significantly, the' 

number of patients waiting for twelve months or more fell 

by 37% in the districts and by 49% in the specialties 

highlighted. This was against the national trend since, 

in the remaining 168 English health authorities, the 

number of long-wait patients rose during 1989. 

As a result of this experience, the I.A.C.C. were asked by 
, 

the U.K. authorities to look at the worst 100 surgical 

waiting lists in England using the same approach. This 

exercise, conducted in 1990/91, followed the same general 

approach as the earlier initiative~ The waiting lists 

selected represented 40% of the long-wait patients in 

England. By September 1990, the number waiting twelve 

months or more on these 100 selected waiting lists had 

fallen by 33%, again in contrast ~o results achieved 

elsewhere. Part of the measured reduction was achieved by 

removing, through validation, patients who were not, in 

fact, waiting for treatment as indicated on the waiting 

lists. 
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While better than average improvements could reasonably be 

expected from any exercise focus sed on worse than average 

waiting list problems, the scale of the improvement, 

relative to the national average, clearly suggests that 

there is much to be learned from the experiences of the 

I.A.C.C. team. For that reason, representatives of the 

Group visited the I.A.C.C. in Birmingham and also the 

waiting Times unit of the Department of Health in London. 

The conclusions and recommendations outlined in subsequent 

paragraphs draw on that experience and we wish to record 

our gratitude to the I.A.C.C. in particular for their 

assistance in sharing with us the fruits of their 

experience. 

2.4.5 . The general approach taken by the I.A.C.C. study team in 

e· analysing waiting list problems involves a number of 

stages: 

• (a) Formal validation of waiting lists to remove 

patients who are not, in fact, awaiting treatment; 

(b) A detailed examination of the content of the 

• waiting list, covering patient details and 

( c ) 

• 

• 

treatment requirements; 

Review of changes in routine activity levels with 

a view to identifying bottlenecks within the 

hospital system; 
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/ 
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Comparison of perfoImance and activity levels with 

national trends by specialty; 

Discussion with consultants and hospital managers 

of an interim report reviewing findings; 

(f) Preparation of an action plan to deal with 

problems with, in the case of the I.A.C.C. 

initiative, allocation of a proportionate share of 

the national fund provided for waiting list 

measures tied by contract to specific targetted 

impr.ovements. 

This approach seems entirely applicable in an Irish 

context. 

2.4.6 The re-allocation of resources may be essential to achieve 
q 

significant improvements in waiting times in particular 

specialties at particular locations. However, the national 

experience in England suggests that the allocation- of . 

additional funds to a service is not of itself sufficient 

to ensure improvement in performance. By contrast, the 

specific contracts in the districts and specialties 

reviewed by the I.A.C.C. linked .dditional resources to 

specific targets for improvement in activity and waiting 
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times. The contracts were based on rigorous assessment to 

ensure that ad.di tional resources were, in fact, required to 

secure improvements. This. process involved ensuring that 

waiting list and waiting time figures were thoIoughly 

validated and presented a real picture of the situation. 

Furthermore, a base line workload measure was agreed in the 

light of activity levels over the preceding three or four 

years, and this was compared with the levels of activity to 

be expected from similarly staffed and competent units 

elsewhere. Only when this process suggested that 

additional resources would be required was funding 

provided, and then in a way which ensured that achievement 

of the targets led to distribution of additional funds. 

The Group is satisfied that these steps in the review of 

waiting lists constitute an effective model of good 

practice. In the following paragraphs, we make specific 

recommendations as to how this good practice model should 

be applied within the context of the services which we have 

reviewed in Dublin. We make these recommendations in the 

light of the conclusion by the I.A.C.C. that the reasons so 

many patients waited so long for treatment in the areas of 

study were: a lack of accurate information on the numbers 

and types of patients awaiting treatment, maldistribution 

and poor targetting of existing resources and inefficiency 

in certain aspects of the organisation of hospital 

activity. 
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2.5 Monitoring and validation of waiting lists 

2.5.1 It is essential that action to deal with unacceptably long 

waiting times should be based on sound information. Where 

waiting times are significant, the underlying needs of 

patients may change. Unless waiting lists are reviewed to 

take account of such changes, they rapidly become worse 

than useless as a guide to need or action. We recommend 

that comprehensive, standardised information be maintained 

and reviewed by each hospital concerning the numbers and 

types of patients awaiting admission. Such information, 

which should be capable of being used in appropriate 

comparative analyses of waiting times, should (a) clearly 

distinguish those patients with a planned re-admission from 

those clearly awaiting an appointment and (b) indicate 

priorities in terms of urgency. 

2.5.2 Of the 162 consultants who replied to our qu~stionnaire, 

only 43 said that they established patients' continued need 

or wish to be treated as a method of reviewing their 

waiting lists. The I.A.C.C. have provided examples of the 

effects of validation of lists which are not regularly 

reviewed. The validation of the largest single surgical 

list in England in 1989 resulted in only 35% of the 4,000 

names on the list remaining after remova~ of the names of 

patients who had died, moved away or been treated 



• 

• 

• 

• 
2.5.3 

• 

• 

'. 
• 

• 

• 

- 19 -

elsewhere. The need for a clear policy in regard to 

validation is further indicated by such examples as that of 

a general surgical waiting list whose patients were written 

to in two successive years where, on both oc~a~ions, the -

names of all of the patients who had failed to reply were 

left on the waiting list. It is clear that regular 

validation of waiting lists is the exception rather than 

the rule in the areas of difficulty with waiting lists in 

England and the same is true of Irish hospitals. 

validation of waiting lists can be carried out either (a) 

through postal review on a partic~lar date to confirm their 

wish to remain on the waiting list, or (b) by clinical 

review involving direct contact between patients and 

medical staff. It is clear from our survey that both 

methods are employed to varying degrees within the Dublin 

hospitals. We recommend that validation to establish 
~ z 

meaningful waiting list data be adopted as a firm policy in 

each hospital and that such policies ensu~e that 

appropriate management and clinical action is taken on foot 

of such reviews. 
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2.5.4 Postal reviews can be carried out in bulk or, as part of an 

• ongoing review process, whenever patients reach the pOint 

where they have been on the list for a specified period. 

• 

• 

• 

• 

• 

• 

• 

2.5.5 

We recommend that, where this does not already. happen, 

hospitals should immediately carry out a bulk postal review 

of patients who have been on a waiting list for more than 

an agreed period of time. The period should relate to the 

nature of the condition but all patients waiting twelve 

months or more should be subject to review. Responsibility 

should be clearly assigned to one staff member to manage 

the review and to ensure that appropriate management 

reports are-produced. -It would be the responsibility of 

this person to agree the protocol for the review with the 

consultants concerned. Based on the I.A.C.C. experience, 

we outline below the main elements to be included in such 

protocols. 

Because of the importance of adherence to a clear protocol' 

in securing the benefits of validation, we feel it 

appropriate to outline details of the steps which are 

necessary to be taken in such a review. These are 

summarised in Appendix A. The first stage is to compile a 

list of all of the patients on each waiting list who meet 

the criteria for review in terms of their length of time 

~ awaiting treatment (and excluding planned review patients 

or those with booked dates for admission). An agreed 

•• i·'> 
I 
I 
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letter, on the lines given by way of example in Appendix B, 

should then be issued to these patients with a request for 

a reply within two weeks. Patients who respond indicating 

their wish to be treated should have their recprds noted -

accordingly, with any changes in patient details that may 

have arisen. 

If a reply is not received within four weeks of issue of 

the letter, a second letter should issue or, if possible, 

telephone contact should be made with the patient. If this 

again fails to evoke a response, the consultant should be 

informed, requested to review the patient's notes and 

requested to approve the issue of a letter to the referring 

G.P. advising that the patient's name has been removed from 

the list. In the event that consultants do not respond to 

the ldtter request within a stated period, h?spital policy 

should authorise the issue of such a letter to the G.P .. 

2.5.7 Where a patient responds indicating that they have already 

had the operation or where the hospital are advised that 

the patient has died or has left the country, this should 

be noted in the patient record and the name should be 

removed from the list. Where a patient indicates that they 

are no longer interested in treatment, the consultant 

should be asked to ~eview the case notes. and, unless the 
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contrary is indicated, the patient's G.P. should be advised 

of the patient's response and that the name will be removed 

from the waiting list unless the G.P. advises to the 

contrary within two weeks. If a response is not received

from the G.P. within that period, the name should be 

removed from the waiting list and the details recorded in 

the case notes. In the event that letters are returned by 

An Post, the patient's G.P. should be advised of this fact 

and that their name will be removed from the list unless 

the G.P. indicates within two weeks, with details of new 

address, that the patient is still awaiting treatment. 

2.5.8 It is imperative that clear procedures are followed in 

dealing with non-responses and indications of loss of 

interest in pursuing treatment. Without clear guidelines 

to action, the beneficial effects of validation will be 

lost. The person assigned responsibility for managing the 

review process should produce regular reports indicating 

the st.atus of the review and the numbers of patients 

responding in various ways, together with the action taken 

on foot of their response. These reports should be 

reviewed by hospital management and consultants at regular 

intervals. 



. - --------------- - _. - _ .. ---------- --- ... - ----------- - - ---

• 

• 

• 

• 

• 

~. 

". 

• 

• 
I 

!. 
! 
I 
I 

2.5.9 

- 23 -

We recommend that, on completion of this comprehensive 

review and validation of current waiting lists, 

arrangements should be made by each hospital for the 

on-going review and validation of lists. This. could take

the form of either (a) bulk postal review on particular 

dates each year or, (b) could be spread over the year as 

patients reach an agreed threshold of waiting time on 

particular lists. It should be a key responsibility of a 

designated hospital staff member, either management 

representative or consultant, to ensure that the hospital's 

policy on review and validation is followed by all 

departments. 

2.5.10 The on-going review and validation of waiting lists could 

be based on a clinical review, under which patients 

awaiting treatment for designated periods would be called 

for an out-patient appointment. During this appointment 

the consultant would be in a position to establish the 

continued need for treatment and to review the 

prioritisation of patients on waiting lists~ Out-patient 

clinics could be organised specifically to deal with review 

of waiting list cases or such reviews could be carried out 

during designated times in routine out-patient clinics. 

Where patients fail to attend for apPointments for review 

clinics without prior notification, they should be notified 
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in writing that their names have been removed from the 

waiting list and their G.P.s should also be informed. 

Clinical review is particularly appropriate where the 

numbers awaiting treatment are manageable and ~here changes 

in underlying condition and appropriate treatment might be 

anticipated. It is also a most effective way of preparing 

for any special initiative designed to increase activity in 

the specialty concerned with a view to reducing waiting 

times. 

Scheduling of Activity 

2.6.1 When the dimensions of the waiting time problem are clearly 

established, through the validation measures proposed 

above, it is then necessary to consider how admissions can 

be "arranged to reduce wai ting times. We recommend that 

hospitals target waiting lists by ensuring that: 

(a) explicit account is taken of waiting times in 

scheduling admissions, including theatre lists; 

(b) 

(c) 

specialty teams have reasonable activity targets 

to guide their attempts to minimise waiting by 

patients; 

the greatest possible use use is made of 

alternative modes of care, especially day care. 

The implications of these strategies are set out below. 
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2.6.2 priority for admission to hospital is, rightly, regarded as 

a function of medical need. However, apart from emergency 

admissions and those non-emergency referrals whose 

condition is regarded as urgent, judgements must be made . 

about the rank ordering of patients for admission. English 

experience suggests that specific regard may not always be 

had to waiting times as an element in the making of 

judgements as to priorities for admission. Where patients 

have been waiting for mor.e than an agreed target period, 

and in most cases certainly for more than twelve months, we 

recommend that this fact should be given particular weight 

in the assessment of relative need. For the majority of 

patients for whom a slight delay in admission would not 

prejudice their treatment, an increase in average waiting 

time should be acceptable if it facilitates the admission 

of patients who have been waiting more than a target 

period . 
. ' 

2.6.3 In particular, admission of surgical patients in strict 

order of clinical urgen'cy may consign patients 'wi th 

significant but less urgent conditions to indefinite waits. 

Such a strategy is unacceptable. Furthermore, it is 

unlikely that theatre time will be used efficiently if only 

urgent, major cases are scheduled for operating lists. If, 

however, a mixture of casfes is planned for operating 
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sessions, those waiting long periods for relatively minor 

treatment can be accommodated without significantly 

affecting access to treatment by patients with more serious 

conditions. Over a period of time, such a strategy should 

enable waiting times for surgery to be kept to acceptable 

levels. 

In addition to scheduling practices, the organisation of 

clinical 'activity can significantly affect throughput and, 

therefore, the relative availability of treatment. We 

recommend that hospitals should take steps to establish 

whether their activity levels, having regard to case mix, 

are broadly comparable with the productivity levels of 

similar services in other locations. Clearly, .staffing 

levels, support services and bed availability must be taken 

into account in making such comparisons. When this is 

done, any significant variations in activity levels should 

be a matter for review. Where such comparisons indicate 

scope for increasing throughput, appropriate action could 

significantly increase the availability of treatment, thus 

reducing waiting times. 
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2.6.5 The data required to make such comparisons are not readily 

available. Meeting this information requirement would, in 

our view, be an important task for improving the efficiency 

of hospital management for the future . Howeve.r, a start -

can be made drawing on the work of the I.A.C.C. in England. 

Based on their detailed analysis of activity levels, they 

have produced suggestions for average workload for surgical 

firms. An illustrative outline of possible workload 

targets drawn from U.K. experience is shown in Table 1. 

While these, or any other targets, are difficult to apply 

to specific locations, not least because of variations in 

case mix, they may be of interest in the course of 

discussion of strategies for action when the protocols for 

validation of waiting lists, outlined ~bove, have been 

applied. 

2.6.6 The achievement of throughput targets might be frustrated 

due to difficulties in access to beds or theatre sessions. 

Staffing problems may also present. Where these are 

established to to be the cause of less than target 

throughput, initial consideration should be given to 

re-deployment of resources within the hospital. If 

particular specialties have unacceptably long waiting times 

for patients, the allocation of additional beds or theatre 

time should be considered where this would not increase 

waiting times in other specialties above agreed targets. 

Such re-deployment could be made either on a permanent 

basis or for a specific period to enable targetted 

improvements in waiting times to be achieved. 
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2.6.7 Activity levels and throughput can also be improved by 

changing the manner in which patients are treated. The 

particular scope for increasing the level of day surgery is 

outlined in the following paragraphs. It is only when the 

scope for re-deploying beds, theatre time and other 

resources within a hospital have been shown to be 

impossible, having regard to target waiting times, and when 

the scope for increasing day case activity has been 

maximised, that a valid case for resources can be made on 

the basis of waiting list problems. In short, we do not 

consider that waiting times, even when validated, of 

themselves constitute a basis for requests -for additional 

resources by hospitals. The good practice model which we 

are putting forward extends to ensuring that all· possible 

measures for increasing efficiency and effectiveness in 

dealing with elective admissions have been employed. 

2.1 Specific strategy to Expand Day surgery 

2.7.1 In our Interim Report last June, we identified the benefits 

of protected one-day and five-day beds in facilitating 

elective admissions. To maximise the benefit of these 

facilities, appropriate selection of patients and careful 

planning of in-patient activity is essential. When these 

conditions are met, very significant increases in 

throughput are possible. The experience of the Dublin 

hospitals indicate that the benefits c.n be experienced 

very 'rapidly. 
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2.7.2 The problem of waiting times for patients is particularly 

concentrated in the surgical specialties. It is, 

therefore, particularly important that the scope for 

increasing day activity in surgery should be r~alised. Day 

cases are defined as patients who do not stay in hospital 

overnight but who do need to stay for a short time after a 

procedure for recovery, typically for a ha~f-day. They are 

formally admitted to the hospital and, as such, are 

distinguished from out-patients who come for minor 

procedures, investigations or consultations and leave as 

soon as these are over. Day surgery has been introduced in 

the various surgical disciplines in Dublin but there is 

scope for development. 

2.7.3 Day surgery is of benefit to patients because they are 

i-e treated sooner than in-patients and are le~s likely to have 

admission cancelled at the last minute. They spend less 

.' 
• 

• 

• 

. 
time away from home and, througW development of specialised 

facilities, receive high-quality care. Indeed, the Royal 

College of Surgeons have stated that "day surgery is in no 

way inferior to conventional admission for those procedures 

for which it is appropriate, indeed it is better". 

(Guidelines on Day Case Surgery, 1985). In addition to 

patient benefits, day surgery in appropriate cases is 

estimated to cost 25-30% less than in-patient treatment. 

Asa result, more patients can be treated for any given 

level of resource. 
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2.7.4 Given these benefits, it may be surprising that the extent 

• of day surgery is rather less than is possible. A review 

of day surgery in England and Wales carried out by the 

Audit Commission established possible targets for the 

• 

• 

• 

•• 

• 

• 

• 

• 

proportion of surgery· for twenty surgical procedures 

suitable for day surgery. These targets were based on both 

current best practice models within England and Wales and 

on higher, optimistic target figures derived from the 

literature. The~eprocedures, and the associated targets, 

are set out in Appendix C. 

2.7.5 If these possible targets are to be achieved, with 

consequent increases in throughput and reductions in 

wai ting times., a number of rElqui rements will need to be 

met. First among these is the careful selection of 

patients, having regard to their medical and social 

circumstances and the distance they may need to travel 

following discharge. The appropriate organisation of 

facilities and staffing will also be necessary. In 

particular, the identification of specific beds for day 

surgery is essential and, ideally, designated theatres 

adjacent to such beds should also be deployed for maximum 

cost-effectiveness. However, the benefits are still 

substantial even where sharing of theatres is necessary. 
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2.7.6 When the extent of true waiting time problems are 

• established for the surgical specialties, we recommend that 

a systematic review of the scope for increasing levels of 

day surgery for appropriate conditions should be carried . 

e 

e. 

• 

• 
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• 

2.8 

out in the hospitals covered by our remit. Ideally, this 

review should be carried out on a collaborative basis so 

that variations in practici can be identified and the 

benefits of good practice generalised. Increasing 

throughput by greater use of day surgery should, therefore, 

be a significant element in hospital strategy to reach 

acceptable levels of waiting time for patients. This will 

require review of the facilities available to support safe 

and effective day surgery based on established good 

practice. 

Information Technology 

2.8.1 The efficient management of waiting lists is a task for 

which information technology is particularly suited. The 

maintenance of accurate patient data, the routine 

validation of waiting lists, the scheduling of ad~issions, 

the identification of suitable cases for day surgery and 

the analysis of trends are all made easier and more 

effective when suitable computer systems are applied. An 
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integrated patient ,administration system is the most 

appropriate basis for such applications. We therefore 

recommend that the development of appropriate systems and 

software to support good practice in the manag~ment of 

waiting lists should be given a high priority in the 

programme of I.T. development in hospitals. 

2.9 Conclusions 

2.9.1 We are satisfied that waiting lists and waiting times are a 

legitimate focus for concern. However, we believe that 

without careful definition of the problem ,to be addressed, 

policies and resources may be directed inappropriately and 

ineffectually. 

2.9.2 The protocols for validation of waiting lists outlined in 

this report are essential, if properly targetted action is 
. 

to be -taken. When valid indicators of waiting times are 

available, a comparative approach to activity and 

throughput by speciaity is necessary. In particular, the 

development of day surgery should be promoted vigorously as 

a contribution to reducing waiting times. 

I 
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2.9.3 Much of t.he on-going information requi red to operate the 

• good practice model in this report can be routinely 

gathered, analysed and reported on the patient 

administration systems which are now in place or being 

• 

• 

• 

• 

• 

•• 

• 

developed in our hospitals. What is' required is a clear 

hospital policy which will determine that such information 

is actively used. 

2.9.4 We are struck by variations in waiting times, not only 

between specialties but as between consultants within the 

same specialty, and even within the same hospital. We 

believe that, just as consultants should be regularly 

advised of average waiting times for their patients for 

admission, so G.P.s should also be regularly advised of 

average waiting times. In this way, referral behaviour 

could reflect the relative availability of treatment. 

2.9.5 waiting lists and waiting times can be used as powerful 

instruments in the debate over resources.· The extent to 

wh~ch additional resources need to be targetted at waiting 

list problems can be. clarified only when all of the 

elements of the good practice model outlined abov~ are seen 

to be applied. We are satisfied that significant increases 

in activity levels and consequent reductions in waiting 

times can·be achieved through improved organisation of 

in-patient activity and re-deployment of resources . 
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TABLE 1 i 

NEGOTIATED WORKlOADS FOR SURGICAl. FIRMS 

This table outlines the average workloa;d suggested for surgical firms. Many people would argue there 'is no such thing as an aver 
firm and. clearly, a surgeon workin9 in a district where he only has SHO support will not produce the same volume of surgery as a, 
colleague in a neighbouring district who has support from senior registrars. registrars. housemen, associate specialists and othe 
middle grade surgeons. The figures in this table provide a starting point for discussion. In some instances the level of medica 
manpower resulted in a lower figure whereas in others a higher figure was agreed. . 

These workloads are now routinely met in the vast majority of districts where IACC has negotiated waiting list contracts and our 
studies of past performance from routine data suggest that we might be negotiating higher figures next year. 

EXPECTED WRKLOAD .. -. ----------
EXPECTED 
OPERATING 

SPECIALTY -----------ADMISSIONS --- -OPERATIONS---------~ SESSIONS-~ 
Cold + Emerg DC+ Total Cold + Emerg DC + Total 

General surgery 600 600 400 1600 550 250 400 1200 3 or 4 

Urology 700 250 400 1350 650 100 400 1150 4 

Trauma and orthopaedics 465 485 150 1100 400 225 150 775 2 cold 1 trau 

Ophthalmology 400 150 50 600 350 50 50 450 2 

ENT 650 100 250 1000 600 50 250 900 3 

Gynaecology 700 350 200 1250 650 200 200 1050 2 

+ The balance between cold admissions and day cases varies considerably between surgeons, ,bu~ we would expect any increase 
or decrease in the number of day cases to be compensated for by a similar decr&ase or increase in the number of cold admissions. 

• Sessions done by Consultant him/herself. There may be additional sessions undertaken by juniors (in parallel/twin theatres or 
by juniors on their own). 

Source: Examining Some of England's Longest Waiting Lists. 
Tiil.-e r - A u t h 0 ri t Y C 0 m par i son san d Con s u 1 tan c y. 18 i r m i n 9 h a m. J u 1 y 1 990 . 



Appendix A 

• Summary of Protocol for Validation of Waiting Lists 

A. Initial Review: Bulk Postal Review 

• r List of patients selected for Validation 
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• 
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standard letter issued to confirm 
treatment needed 

2 weeks for reply waiting List 
~ status ~Note records 

Confirmed 

Patient dead, Remove 
_ gOhe away, ~Name from 

treated List 
elsewhere 

I I Not interested· 
rlin treatment ·1 ~----~l 

No response 
~within 4 weeks 

Refer to 
Consultant 

1st non-response 1 

New address 
noted 

Name 
removed 
from list 

G.P. 
notified 
that name 

~will be 
removed 
in 2 
weeks 

B. on-going Review 

2nd non-response 

Patient and 
G.P. 
notified of 
removal of 
name 

1. As at A on a fixed date or as individual patients reach a 
target waiting time on the list. 

or 

2. Clinical Review at out-patient clinics: 

Appointment issued l 
for review clinic i--~-l patient attends ---........; 

Patient and 
G.P. notified 
of removal of 
name 

Patient fails to 
attend 

2nd non-attendance 

Priority status 
Noted 

Name removed 
from list 
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Appendix B 

Sample Letter for Postal Validation of 
waiting Lists 

Dear Patient Date as postmark 

WAITING LIST REVIEW 

You are on our in-patient waiting list. Although we are not, as yet, 
able to offer you an appointment, we would be grateful if you would _ 
complete this questionnaire to update our records. This will enable 
us to plan admissions as efficiently as possible and to minimise 
delays in treatment. If we do not hear from you, w~ may have to 
assume that you no longer wish to be treated in this hospital. 

Please amend any of the following information if it is incorrect.(l) 

Name ........................ Date of Bi rth ....................... . 

Address ..................... Consultant .......................... . 

unit No ............................. . 

Telephone No. H G.P. 

w ••••••••••••• . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1. Do you wish to remain on the waiting list? YES/NO* 

2. If no, please state reason: 

no longer wish 
to be treated 

no longer resident 
at this address 

other, please state reason 

[ ] already treated "in another 
hospital 

Please return this questionnaire in the pre-paid envelope within the 
next 2 weeks. 

Thank you for your co-operation. 

Yours sincerely 

( 1 ) (preferably the data to be generated from the hospital's 
patient administration system). 

, 

* Delete as appropriate. 
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Appendix C 

• Target levels of Day Surgery for 

Common Procedures 

• 
BASED UPON THE AUDIT COMMISSION'S "BASKET" OF PROCEDURES . ' 

1. Inguinal hemia repair 

• 2. Excision of breast lump 

3. Anal fissure dl1atation or excision 

4. Varicose vein stripping or l!gallon 

•• CystOSCOPY. diagnostic and operative 

6. Circumcision 

7. Excision of Dupuytren's contracture 

•. carpal tuMeI.dacompression 

9. Atthtoscopy. dagnostic and operative 

lO: Excision of gangiion 

.11. On:hidol:lexy 

12. cataract ex1raction. with or without implant 

13. Con'ection of squint 

.14. Myrfngok)my, with Cl without /nsartion of grommets 

15. Sub mucous resection 

16. Reduetionof nasal fracture 

17. Operation for bat ears 

• 18. . OHatation and curettage 

19. Laparoseopy. with or without sterilization 

• 

PonIble target " 
tr.ated I. day ca ... 
Upper (1) 
quartile Optimistic (2) 

10! 51 

41 I 
81 

17 

58 

50 

1. 
79 

eo 
It 

24 

1 

2 

72 

• .. 
45 

73 

1. 

eo 
70 

eo 

70 

eo 
70 

IS 

85 

dJ5 

50 

20 

25 

97 

15 

1$ 

4S 

ae 

85 

" ~ -.. 

(1) Based on a sample of S. OHA's in England 1988189 
(see also appendix 4) 

Source: A Short Cut to 
Better Services. 

(2) These estimates are based on various sources including 
1"1' .,",lie:"A<'f literature and data from other countries Audit Commission, 1990 

------~-~~~','. ",,' ',' '. , ." ,~ -.. 

_._----- -
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Chapter Three 

Geriatric Services 

To be inserted in the form approved by the Group on 

20th December 1990. 

It will be stated that this report was submitted to the Minister 

on 21st December, 1990 in view of discussions then taking place on 

developing services. The provision subsequently made in the 

Programme for Economic and Social Progress and in the Budget 1991 

will be noted in this footnote. 
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Geriatric Services 

1. Introduction 

1.1 In our Interim Report, which was submitted to the Minister in 

June 1990, the Group identified a range of good practice 

• measures designed to improve the overall effectiveness of the 

Dublin acute hospital service, in particular, in balancing 

the demands of elective and emergency cases. While not in a 

• 

• 

• 

• 

• 

• 

• 

1.2 

position to determine the question of whether additional 

resources would be required to implement its recommendations, 

the Group concluded that the overall priority in resource 

allocation was to improve the geriatric services both within 

and without the acute Dublin hospitals. 

Following the presentation of our Interim Report, the Group 

continued in existence to address a range of issues, 

including a further detailed examination of the appropriate 

deployment of resources to th~ geriatric services. In 

carryin9 out this examination, the Group had available to it 

"The Years Ahead - The Report of the Workin9 Party cn Health 

and Welfare Services for the Elderly" which was published in 

1988 and which was accepted by the Government as the basis of 

policy in relation to services for the elderly. In addition, 

the Eastern Health Board's response to this report "Services 

for the Elderly" - a policy document - was also available to 

the G;coup. 



- 2 -

• 
2. Demographic Changes 

• 2.1 An assessment of the appropriate provision to be made for the 

• 

• 

• 

• 

• 

• 

• 

needs of the elderly should be based on an analysis of the 

level of demand for services. A number of studies have been 

carried out in recent years aimed at projecting the 

population and estimating the numbers of elderly within these 

projections. "The Years Ahead" makes reference to a number 

of studies which based their estimates on differing 

assumptions and base data as outlined in that report. It is 

clear that, on all plausible assumptions, the number of 

elderly in the population is set to increase significantly 

and that the rate of increase in the numbers of women 

reaching advanced old age is particularly marked. 

2.2 "The Years Ahead" also highlights the fact that the increase 

in the elderly will be most uneven around the country. The 

Na~ional Council for the Aged estimated that the numbers over 

65 years of age in the Eastern Health Board area will 

increase by almost 31% between 1981 and 2006 and that in the 

case of Dublin 'county the number of those aged over 75 years 

is expected to double in that period • 

2.3 Because of the scale of this increase, the implications for 

services are considerable. "The Years Ahead" considered that 

the objectives of public policy in relation to the elderly 

should be: 
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to maintain elderly people in dignity and 

independence in their own home; 

to restore those elderly people who become ill or 

dependent to independence at home; 

to encourage and support the care of the elderly in 

their own community by family, neighbours and 

voluntary bodies in every way possible; 

to provide a high quality of hospital and 

residential care for elderly people when they can 

no longer be maintained in dignity and independence 

at home. 

A broad range of services are required to achieve these 

objectives, both in the.community and in the hospital 

setting. These are clearly ideritified in "The Years Ahead" . 

3. Development of services 

3.1 In January 1990, the G~vernment, in recognition of the need 

to develop furthei services for the elderly in line with the 

recommendations of the Working Party on Health and welfare 

Services for the Elderly, made available an additional £5 

million to the health services. Of the £5 million allocated, 

£500,000 was retained to assist in the implementation ef the 
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Health (Nursing Homes) Act, 1990. The remaining £4.5 million 

was allocated so as to to enable the health boards to 

strengthen services for the elderly at home and in the 

community and was allocated to each board in accordance with 

their share of the national elderly population. The 

additional monies have been used to expand home ,nursing and 

home help services, to provide day centres and hospitals, to 

increase the number of physiotherapists and speech therapists 

in the community and to develop services for the elderly with 

dementia • 

4. A changing workload 

4.1 The elderly at present account for a very substantial 

proportion of the demands placed on the acute hospital 

system. Such demands are likely to grow in line with the 

projected increase in the elderly population • 

4.2 The elderly comprise over 25 per ,cent of admissions and over 

40 per cent of bed days in acute hospitals, although they 

constitute only 11 per cent'of the population. Almost 36% of 

all admissions through the Accident and Emergency Departments 

of the Dublin hospitals are aged ever 65 years and most of 

these are referred by their General Practitioners. Of this 

36%, 19% are over 75 years of age. A-~ Eastern Health Board 

survey of A & E practice which was carried out in December 

1989 found that 77% of those patients referred aged over 75 

years required admission • 

--_.-----------------------------------------------
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4.3 The Group's Interim Report stated that part of the current 

difficulties in the hospitals result from a lack of 

sufficiently flexible strategies to adapt to their changing 

workload. Most of the general hospitals in Dublin are geared 

to deal with patients with specific acute illnesses. Such an 

orientation does not regard the management or care of the 

elderly patient, who may be admitted with multiple -

pathology and whose recovery may be slow, as a core element 

of the hospital's work. As a result, the dominant approach 

to organising the acute hospital system is at variance with a 

major element of its workload. The provision of appropriate 

care for the elderly must be planned and managed as an 

integral and indeed central function of the acute hospital, 

on a par with planning and managing the A & E workload. 

4.4 A low priority has been given to the development of a 

properly staffed and resourced geriatric service in some of 

the major acute hospitals in Dublin. This has resulted in 

large numbers of "inappropriate" patients remaining in the 

acute hospi tal when they might hav'a been discharged earlier 

or been cared for more appropriately either in the community 

or in an extended care setting. A survey was carried out 

earlier this year on behalf of the Group to identify all 

patients who had been over 21 days in the hospitals covered 

by our work. It showed that 194 patients were regarded as 

being inappropriately placed in an acute hospital, accounting 

for 7 'l,.,7% of all available beds. Of these patients, 145 or 
'-~;~.::~~ .. 

75% ware over 65 years of age. 62% of the total over 65 were 

in Northside hospitals, despite the fact that there are 

almost twice as many people over 65 years of age on the 

Southside (including Kildare and Wicklow) than the Northside. 
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4.5 When one considers that one of the primary objectives of 

public policy is to restore those elderly people who become 

ill or dependent to independence at home, it is clear that 

the first priority in the future development of the services 

for the elderly is properly resourced Departments of 

Geriatric Medicine. The presence of a consultant in 

geriatric medicine with appropriate support services, 

including assessment beds and an effective role in managing a 

range of services for the elderly, can make a very 

significant difference to the efficient use of existing acute 

beds. In hospitals where specialist Departments of Geriatric 

Medicine have been established, the geriatric department 

"ensures prompt admission of elderly patients to hospital, 

specialist diagnosis and treatment, skilled nursing and 

rehabilitation and, in many cases, continuing support in a 

day hospital on discharge. Geriatric departments tend to 

encourage close liaison between domiciliary, community and 

extended care faci~~ties in the interest of a comprehensive 

response to the problems of vulnerable elderly people." (Tne 

Years Ahead) 
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4.6 The specialist Department of Geriatric Medicine encompasses 

• Out-patient services . 

Access to beds for acute admission of elderly 

patiGnts wi th mul tiple pathcl=gy as ~· ... e.ll as for 

• ,3.ssessment and rehabili tation, '..,i th access to the 

full range of specialist and diagnostic facilities 

of the acute hospital so that a comprehensive 

• treatment programme can be instituted. 

A day hospital where all of the services of the 

• acute hospital can be offered to suitable patients 

on a day basis. 

• 4.7 Transport to out-patients departments and the day hospital is 

crucial to the succ~ss of these two services which can 

?revent unnecess3ry admission to an acute bad. Discharge cf 

.' 9atients f·.lam the acute tospi tal c"equires t.h<lt ~ach pt1ysicicUi 

• . 
in geriatric medicine has access to support facilities, 

including secondary rehabilitation beds and extended care 

beds . 

• 
4.8 "The Y~ars Ahead" I in ·:iealing wi th the subj ect of the 

development of Depa:tll1ents of Geriatric Medicine, stated: 

• 
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"the facilities for these departments need not be 

additional to those existing in general hospitals. The 

patients treated by physicians in geriatric medicine are 

not 'new' patients to the health services. They are a 

group of patients who were previously treated by general 

physicians. We consider that there are sound medical 

and economic reasons for the redeployment of resources 

for specialist geriatric departments in acute hospitals 

in recognition of the medical needs of an increasingly 

elderly population •... The experience of the existing 

specialist geriatric departments shows that they restore 

the overwhelming majority of patients to independent 

living quickly, reduce admissions to long-stay beds and 

reduce pressure on other acute hospital beds. For these 

reasons; .the geriatric department is cost-effective by 

. ensuring the most efficient use of scarce resources" . 

5. Oiscussions with Physicians in Geriatric Medicine 

5.1 Following the submission of its Interim Report, the Group 

established a Sub-Group {IIllplementation Sub-Group) to over·see 

the implementation of the best practice reco~~endations in 

the Interim Report, The Implementation Sub-Group also gave 

con~ideration to the priority developments in geriatric 

services within the acute hospital setting. The Sub-Group 

approached this aspect of its remit initially by requesting 

the physicians in geriatric medicine in Dublin to complete a 

problem-oriented questionnaire . 



• 

• 

• 

• 

5.2 

. ; 
i 

- 9 -

The questionnaire, in addition to requesting details of the 

existing hospital-based facilities for the elderly, also 

featured a problem-list relating to structured access to 

services outside the acute hospital setting and a 

semi-quantitative scoring system in relation to difficulties 

experienced with admission and discliarge. The storing system 

was also supplemented by a brief commentary. Respondents 

were also asked to list what they considered to be the top 

three priority service developments. All six physicians in 

geriatric medicine responded to the questionnaire and, 

following its receipt, met with the Implementation Sub-Group. 

• 5.3 There was a clear consensus among the respondents in 

• 

• 6. 

6.1 

• 

• 

• 

identifying existing problems which related to the need for 

additional consultant manpower and support staff, the lack of 

assessment and day hospital facilities, difficulties in 

acce~sing exte~ded care and rehabilitation facilities and the 

inadequacy of the psycho-geriatric service . 

Consultant Manpower 

We pointed out in our Interim Report that there are six 

physicians in geriatric medicine for a population of over 1 

million in Dublin. This compares ex~remely unfavourably with 

the position in Northern Ireland and wales. All respondents 

considered that there is a pressing need for the appointment 

of additional ccnsultants on both sides of the city. 
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6.2 We have referred earlier to expected demographic changes in 

the Dublin area in the next two decades and to the increasing 

demands which this will place on the acute hospitals. The 

6.,3 

contribution which departments of geriatric medicine can make 

to the planning, organisation and management of acute 

hospital services makes a compelling case for the immediate 

appointment of these consultants. We consider that an 

effective department of geriatric medicine in a large acute 

hospital, with appropriate access to support services 

off-site, requires the appointment of at least two 

consultants. While there is a clear need for the appointment 

of additional consultants in South-East Dublin and in St. 

James's Hospital, the Group recommend that physicians in 

geriatric medicine should be appointed as a matter of extreme 

urgency in both the MANCH and the Northside Hospitals 

(Mater/Beaumont/J.C.M.H.). These appointments should be 

full-time physicians in geriatric medicine rather than 

physicians with an interest in geriatrics. The Group also 

recommend that, in view of the scale of ,the service need, 

these appointments should be given priority over all other 

consultant appointmen~s in the Dublin Hospitals. 

The appointment of consultants alone, without the provision 

of adequate support staff and facilities, will not have the 

desired effect of improving the efficiency and effectiveness 

of services for the elderly. As we have already stated, a 

range of services are required to allow these consultants to 

provide a comprehensive and efficient 'service . 
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Assessment/Day Facilities 

Despite the large number of elderly admissions to the general 

hospitals in Dublin and the high number of elderly patients 

attending their Accident and Emergency Departments, some of 

these hospitals do not have Departm~nts of Geriatric 

Medicine. The advantages of developing such departments have 

already been highlighted. 

7.2 The Department of Geriatric Medicine in St. James's Hospital 

has been a particularly successful model. The Group 

considers that significant progress could be made in the 

development of geriatric services if each major general 

hospital had 

a major commitment from at least two physicians in 

geriatric medicine; 

an acute geriatric assessment uniti 

an active geriatric day hospital; 

an efficient transport system • 
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A multi-disciplinary support team p~oviding intensive 

nursing, occupational therapy, physiotherapy, speech therapy 

and medical social services would also be a prerequisite. In 

the case of the South-East Dublin area, such provision should 

be made on a co-ordinated basis by st. Vincent's, 

st. Michael's and St. Colmcille's Hospitals. The Group 

therefare supports the thrust of the joint proposals for 

development in this area. 

7.4 Many of these facilities and personnel already exist and 

cater for many elderly patients •. Where proper departments of 

geriatric medicine exist, these resources can be more 

effective in avoiding acute admission and in facilitating 

early discharge. Day hospitals, in particular, enable 

investigation, treatment and rehabilitation of dependent 

elderly patients to be carried out without in-patient 

treatment or at least with short periods of in-patient care . 

8. Extended Care 

8.1 One of the major problems identified by the physictans in 

geriatric medicine and also highlighted by the Eastern Health 

Board in its report "Services for the Elderly" is the clear 

shortfall in the provision of extended care beds in the 

Dublin area. The physicians felt that there was an immediate 

need for approximately 150 places in Dublin, distributed in 

accordance with current need levels by area, and for a 

plann~d increase over the years ahead in line with the 

demographic trend . 
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8.2 "The Years Ahead" had indicated that, nationally, there was a 

significant proportion of patients in extended care who were 

inappropriately placed. This, coupled with the fact that 

extended care beds may be accessed in many areas without 

structured assessment, indicated that some improvement in the 

availability of extended care beds to those who require them 

could be achieved. However, the gross under-provision in the 

Dublin area is such that there is very litt~e contribution to 

be made by a more intensive management of available places. 

8.3 The Group acknowledges that the provision of any additional 

extended care facilities has major resource implications. 

However, the projected high proportion of el~erly persons in 

the Dublin area for the next two decades, together with the 

serious shortage of extended care facilities, is a matter of 

serious concern for the future. The Group considers that the 

provision of these additional facilities is a matter of the 

highest priority. - While 85%-90% of patients treated in a 

depactment of geriatric medicine are discharged home, the 

remainder require admission to an extended care place •. To 

ensure that these patients can be discharged to the 

appropriate setting, it is essential that the expansion of 

extended care facilities takes place in tandem with the 

development of departments of geriatric medicine. 
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9. Rehabilitation 

9.1 It is generally accepted that rehabilitation facilities for 

the elderly should ideally be located on a hospital campus. 

However, this is not always possible. There are particular 

problems with the operation of rehabilitation facilities in 

isolation from the acute hospital in that 

there is no immediate access to diagnostic 

facilities 

patients need to be stabilised in an acute unit 

before transfer 

should the rehabilitation programme fail, there is 

great difficulty in placing the patient in another 

appropriate setting . 

There is alsQ a problem in attracting medical staff to such a 

programme (but this could be overcome by an appropriate 

rotation system). 

9.2 The Group endorses the recommendations of Comhairle na 

• nOspideal for greater integration of general hospital and 

rehabilitation facilities for the elderly but acknowledges 

that the problems associated with off-site rehabilitation 

facilities will continue for the foreseeable future. The 

• 

• 

priority is to provide each department of geriatric medicine 

with access to sufficient rehabilitation beds to enable it to 

function efficiently. 
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10. Psycho-geriatric Services 

10.1 The provision of psycho-geriatric services are divided 

broadly into two main areas, viz. 

services for elderly patients with fun~tional 

mental illness, and 

services for elderly persons with varying degrees 

of dementia • 

10.2 The report on psychiatric services "Planning for the Future" 

and "The Years Ahead" form a comprehensive planning framework 

for the development of these services. Whil. it is generally 

agreed that the provision of services for elderly patients 

with functional mental illness should be provided in high 

support hostels, such hostels have not been provided to a 

sufficient degree in the Dublin area. 

10.3 One of the problems emphas'ised in "The Years Ahead" and again 

highlighted in our discussions with the physicians ~n 

geriatric medicine was the lack of adequate provision for the 

long-term care of elderly persons with dementia. If the 

needs of such patients are to be dealt with in a 

comprehensive fashion, it is clear that a co-ordinated 

multi-disciplinary approach is required . 
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! 

10.4 The Group considers that the recommendations contained in the 

liThe Years Ahead" for the future development of 

psycho-geriatric services form a concrete basis for this 

approach. While acknowledging the progress made by the 

Eastern Health Board in developing psycho-geriatric services, 

the Group are concerned that development should be 

accelerated and, in particular, that adequate in-patient 

facilities are made available for use by the 

psycho-geriatricians . 

11. Conclusion 

11.1 We are satisfied that the development of properly structured 

departments of geriatric medicine with adequate consultant 

staffing are vital to the efficient management of acute 

hospital services. While recognising that the majority of 

patients over 65 years may not require specialist geriatric 

services and that most consultants will continue to cater for 

large numbers of elderly patients~ the needs of the very 

elderly with higo dependency and'multiple pathology are such 

that a structured approach is needed. That need is all the 

greater in the Dublin area, given 'the demographic trends 

which are already apparent • 
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11.2 The Group considers that each major general hospital should 

have a major commitment from at least two consultants in 

geriatric medicine. Within this target, the immediate need, 

in the Group's view, is for the appointment of additional 

consultants in geriatric medicine to the Mater and Beaumont 

and the Meath/Adelaide and subsequently to Dublin South-East, 

MANCH/Naas and St. James's. Acute beds for treatment and 

assessment are already in use for the treatment of elderly 

patients so we do not consider that additional beds are 

required. However, additional investment is required to 

provide day hospital facilities with appropriate 

multi-disciplinary staffing and transport support. 

Addition~l long-stay places - of the order of 150 places -

should also be provided, i.e. 50 places for each of the three 

major catchment areas in Dublin (Dublin North, Dublin 

South-East and Dublin South-West). The planning for 

additional consultants and support facilities, including 

extended care places, should also commence now, in line with 

the known increase in demand which the hospitals will face in 

coming years. 

11.3 The Group accepts that the overall framework provided by the 

report "The Years Ahead" provides an appropriate guide for 

action and the Eastern Health Board's plan covers the areas 

of priority need for care in the community. The Group 

welcomes the fact that the needs of the elderly have been 

recognised by the provision of a development budget in 1990 • 

The Group considers that such ear-marked funding is desirable 

but feel that the particular needs of the Dublin area, 

notably the serious shortfall in long-stay places, should be 
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reflected in the distribution of such funds. Furthermore, 

the development of properly structured departments of 

geriatric medicine with appropriate structural links to 

rehabilitation and long-stay facilities is the vital element 

in the operation of an effective and efficient service for 

the elderly at both primary and secondary care levels. Such 

services must be planned and developed as an integral part of 

the acute hospital service but their wider contribution to 

the care of the elderly warrants support from such ear-marked 

development funds as may be available. 
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Arrangements for referrals from outside the Eastern Health Board 

area to Dublin Hospitals 

1. 

1.1 

Introduction 

Following the completion of the Interim Repo~t and the Report 

on structural Arrangements, it was considered that a number 

of other issues should be examined by the Group. As the 

number of referrals from outside the Eastern Health Board 

area to the Dublin hospitals constitutes a significant 

element of the workload in those hospitals, a Sub-Group of 

the Group was established with the following terms of 

reference: 

to examine and consider the extent and 

appropriateness of current referrals from outside 

the Eastern Health Board area; 

to review the present arrangements, including 
::- ,; 

transport, for the referral and discharge of such 

patients; 

to develop protocols for the future organisation of 

access by referrals from outside the Eastern Health 

Board area to services in the Dublin hospitals. 
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2. Approach to Work 

2.1 The Sub-Group identified a range of data requirements which 

they considered would help in their examination of this 

issue. Initially, each hospital covered by the initiative 

was asked to supply details of admissions/discharges in each 

specialty from outside the Eastern Health Board functional 

area in 1989. 

2.2 Each hospital was also asked to supply details of such 

referrals by consultant for a particular six-week period in 

1990. It was hoped that the Sub-Group would then be in a 

position to consider the extent and appropriateness of such 

referrals. However, although most of the hospitals were in a 

position to supply details of referrals by specialty in 1989, 

many did not have a breakdown by consultant readily 

available. 

2.3 Iri order to identify and review the current a~rangements for 

such referrals, each hospital was also asked to complete a 

short questionnaire. The questionnaire focussed on the same 

six-week period in 1990 and the hospitals were asked to 

indicate 
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the numbers discharged to addresses outside the 

E.H.B. region; 

the problems experienced in discharging these and 

similar patients; 

the number of bed-days lost because of these 

problems; 

the current arrangements, including transport, for 

the acceptance and discharge of such patients. 

The questionnaire, which was completed by the Bed Managers, 

Medical Records Officers and Ward Sisters, also asked for 

suggestions on how the organisation of such refarrals could 

be improved. 

2.4 Finally, the Sub-Group supplied each of the Chief Executive 

·Officers in the other seven health boards with copies of the 

questionnaire. They were also given the total number of 

referrals ~y health board area in 1989 and for the six-week 

period in 1990. The CEOs were asked for their views on 

overall access to services in Dublin and on prcblems which 

may have been experienced in referring patients to the Dublin 

hospitals, including those in need of day, diagnostic and 

O.P.D. treatment. 

I 
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3. Extent of Referrals to Dublin Hospitals 

3.1 The information supplied by the hospitals on the volume of 

referrals in 1989 showed that a total of 19,972 patients were 

referred to the Dublin Hospitals from outside the Eastern 

Health Board functional area. This equates to 19.8% of the 

total number of patients treated in that year. Details of 

the referrals are given in Table 1. The North-Eastern Health 

Board referred the largest number of patients, 6,311 (31.6%), 

3.2 

followed by the South-Eastern Health Board at 4,818 (24.1%). 

The results of the survey carried out for the six-week period 

in 1990 confirmed that the overall referral rate remained at 

approximately 20% of total patients treated. 

The returns from the questionnaire showed that a total of 

2,382 patients were discharged from the Dublin hospitals to 

areas outside the Eastern Health Board in the six-week period 

in 1990. Details are given in Table 2. The North-Eastern 
, . 
,r. ~ and south-Eastern Heal th Boards again had the highest number 

• of discharges with 705 (29.6%) and 558 .(23.4%) respectively. 

• 

• 

3.3 The returns also identified a range of problems and delays 

experienced by the hospitals in attempting to dischaige these 

patients to their respective functional areas. These 

included 
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delays in obtaining ambulance/other transport 

services; 

difficulties in co-ordinating transport with bed 

availability in the receiving hospitals; 

ambulance services from other health boards only 

available on certain days of the week; 

difficulties in admitting patients to other levels 

of care, e.g. long-stay institutions, nursing 

homes, etc.; 

inadequate community care services in some health 

board areas prevented early discharge. 

3.4 Although all of the hospitals continue to experience some of 

these difficulties in discharging such patients, none 

regarded them as major problems. While delays still occur, 

the number of bed-days lost is minimal. While each of the 

hospitals stated that no major difficulties are experienced 

in discharging such patients, most considered that an 

efficiently organised and co-ordinated transport system would 

improve the existing situation. 
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3.5 The hospitals were also asked to indicate the standard 

arrangements which exist for the acceptance and discharge of 

such patients, either with particular hospitals or health 

boards_ The returns show that, while most of the hospitals 

have ad hoc arrangements with other health boards/hospitals 

for the acceptance and discharge of these patients, no formal 

structures or protocols are in place. 

4. National Role of the Dublin Hospitals 

4.1 The acute general hospitals in Dublin are required to play a 

number of roles in the health care system. The successful 

balancing of these roles, with their competing demands, is a 

4.2 

major challenge to management and to clinical practice. The 

ebtablishment of our Group reflected, fundamentally, a 

concern to ensure that this balancing of responsibilities 

should be as effective as possible. 

~ 

In particular, hospitals are required to.provide a service to 

their immediate catchment population in respect of accident 

and emergency facilities and general, community specialties; 

to the entire region or a sub-region in respect of particular 

specialties offered at the hospital; a regional service to 

patients outside the E.H.B. area where such specialties are 

not available and, in. some cases, a national service where, 
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4.3 

within each of these services, a balance must also be struck 

between emergency and waiting list admissions. In our 

Interim Report in June 1990, we identified a range of 

measures to ensure that elective admissions would be 

protected, to the greatest extent possible, from. the impact 

of emergency requirements. 

Given the demanding tertiary role of the Dublin hospitals, it 

is clearly desirable that unnecessary admission to secondary 

care beds should be avoided. Equally, duration of stay 

beyond what is clinically necessary can directly reduce the 

availability of specialist services which are in particular 

demand. In our Interim Report, we recommended approaches to 

the management of admission and discharge to minimise such 

negative effects .. Similarly, in our report on geriatric 

services, we have proposed developments to ensure that 

appropriate and effective responses are made to the growing 

numbers of elderly patients in acute beds. 

4.4 The appropriate management of workload by Dublin hospitals is 

also of great importance to patients outside the region. In 

so far as regional services or national specialties are 

provided to such patients by Dublin.hospitals, patient access 

to these services will reflect the extent to which 

appropriate use is made of beds in the Dublin hospitals. 
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4.5 Given the possibility that patients referred to Dublin 

hospitals may require a period of care for which the 

specialist facilities of a tertiary referral centre are not 

required, concern has from time to time been expressed that 

delay in discharging patients to their referring hospital o~ 

region may result in inappropriate use of beds. Our survey 

of Dublin hospitals indicates that this is not a significant 

problem. It follows that the main focus for concern in 

ensuring that patients, whether from Dublin or elsewhere, who 

require the services of the Dublin hospitals have access to 

them is the appropriateness of the referrals to the Dublin 

hospitals. This is considered below. 

5. Appropriateness of Referral to Dublin Hospitals 

5.1 In our Interim Report, we have recommended procedures 

.,. designed to ensure that admission and discharge of patients 

are managed in such a .way as to make the most effective 

po~sible use of in-patient facilities. Su~h procedures apply 

• 

• 

• 

• 

equally to Dublin residents and patients referred from 

elsewhere. However, particular considerations arise in the 

case of referral of patients from outside Dublin, since a 

very significant level of acute general hospital services are 

provided throughout the country, although clearly many 

specialist services are not generally available. 
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Appropriateness in this context refers to the availability of 

a specialty or service in a Dublin hospital which is not 

available in the referring area. This may be a permanent 

feature because of the highly specialised nature of the 

service. It may also give rise to appropriate referral on an 

exceptional basis when the service is normally available in 

the referring region but, by reason of exceptional demand or 

lack of resources, is not available at a particular time. 

Furthermore, even where a specialist service, such as a 

diagnostic facility, is available in a regional centre, 

clinical indications may require the referral of individual 

patients to a particular centre in Dublin. 

5.2 Apart from such referrals .which would be regarded as 

appropriate on objective criteria, referral can occur in 

circumstances which are less clearly appropriate. One such 

pattern arises from the particular relationships developed 

over time between referring doctors, particularly G.P.s, and 

consultants in Dublin hospitals. Such referrals could 

involve by-passing local services which are capable of 

dealing with the condition referred to Dublin. In addition, 

individual patients may, exercise a choice and request 

referral to a particular hospital or consultant in Dublin 

from their referring G.P .. Again, such referrals could 

involve the by-passing of adequate and more local services . 
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We are not suggesting that patient and G.P. choice should be 

restricted. However, where conditions are capable of being 

treated in less specialised centres, their referral to Dublin 

acute hospitals can be at the expense of the care of the 

patients, including patients from outside Dublin, whose 

condition does require the more specialised facilities of the 

receiving hospitals. 

5.3 In order to examine the extent to which these problems may 

• arise, the Dublin hospitals were asked to provide details of 

referral levels by consultant and by specialty. 

Unfortunately, a breakdown of referrals by consultant was, in 

• 

. ~ 

• 

• 

• 

• 

.most cases, unavailable. In the time available, a detailed 

breakdown by specialty was not able to be supplied by all of 

the hospitals either. From the partial information supplied, 

it would appear that a substantial proportion of referrals -

. of the order of 40% - are in respect of special ties which are 

not formally designated as national or regional services for 

the referring regions. However, a significant proportion of 

these referrals would be in respect of treatments and 

procedures which form part of sub-specialties o~ particular 

expertise which is available within the Dublin hospitals, 

though not formally designated as providing supra-regional 

services. It is, unfortunately, impossible to measure the 

residual level of referral which would not be regarded as 

appropriate according to the objective criteria set out 

above. However, it is clear that such referrals constitute a 

relatively minor element - we estimate it to be of the order 

of 4% - in the activity levels of Dublin hospitals in respect 

of non-E.H.B. patients. 
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5.4 while most referrals may be regarded as appropriate by 

current criteria, the question arises as to whether such 

levels of referral are necessarily desirable. In particular, 

we are concerned at the level of dependence on the Dublin 

hospitals for specialist services which could, in principle,

be developed more locally. For example, the level of 

referral to E.N.T. and Gastroenterology services in Dublin is 

particularly high. Our measured referral activity excludes 

services provided in specialised hospitals in Dublin and thus 

understates the level of usage of Dublin hospitals. In the 

case of such services, where complexity levels do not require 

super-specialisation and where a significant proportion of 

procedures can be performed on a day surgery basis, there is 

a prima facie case for greater development of more local 

services. Considerations of patient convenience and comfort, 

particularly in the case of children, would tend to support 

such a case. 

~ 

5.5 It is "beyond the range of our terms of reference and our 

information to indicate what services should be re-located. 

Our findings suggest, however, that there i~ an urgent need 

to review the overall level and distribution of activity in 

specialties where there is currently a high level of 

dependence on referral to Dublin. In particular, the 

development needs of the Dublin hospitals for the years ahead 
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may be met more effectively through investment in secondary 

care services outside Dublin which are targetted at relieving 

pressure on acute beds in Dublin. It follows that the 

national and regional role of the Dublin hospitals must be 

defined in the context of the overall profile of. services to 

be provided throughout the country. This is a planning and 

management role at national level which we have already 

indicated requires urgent development. 

Views of other health boards 

We invited the Chief Executive Officers of the health boards 

outside Dublin to comment on their general experience in 

accessing services, both in-patient and out-patient, for 

their patients in Dublin hQspitals. Constraints of time did 

not permit a detailed examination of the situation on their 

part. However, the general view conveyed to us was that they 

did not perceive there to be significant difficulty in having 
~ ~ 

patients referred or treated in Dublin hospitals where this 

was ne.cessary • Their 'concern was that maximum use should be 

made of local services and that these should ·be developed to 

reduce the need for referral to Dublin, where this was viable 

and capable of being resourced. A view was expressed that 

alternative funding arrangements for the referral of such 

patients to Dublin would result in a more balanced provision 

of services. 
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6.2 A number of specific procedural difficulties with referrals 

were mentioned, such as the need to refer patients through 

the accident and emergency department even where prior 

contact was made with the admitting consultant. Similarly, 

the possibility of having follow-up of patients carried out _ 

locally rather than by recall to Dublin out-patients 

departments was mentioned as an area for possible 

improvement. 

6.3 An area of particular concern which was mentioned was the 

cost implication of the treatment of patients referred to 

Dublin hospitals. While the cost of their treatment within 

the Dublin hospitals is met from their own budgets, the 

follow-on costs at both in-patient and community care levels 

fall to be met by the referring health board. Without 

adequate planning and liaison arrangements, such costs, even 

in the case of individual patients, can be very substantial. 

A mechanism to improve communication and planning would be 

desirable. 

6.4 On balance, it did not emerge that health boards outside -

Dublin perceived major difficulties with the operation of

current arrangements. While specific operational 

improvements could be made, these did not suggest that 

present arrangements were unsatisfactory. Overall, there 

would appear to be acceptance on the part of health boards 

nationally that a review and definition of the service role 

of the Dublin hospitals in the context of balanced 

development of services in general hospitals throughout the 

country was desirable. 
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7. Conclusions and Recommendations 

7.1 Our survey of the Dublin Hospitals has shown that no 

significant problems occur in delays in discharge of patients 

7.2 

referred from outside Dublin. The main focus of our concern, 

therefore, has been to examine the appropriateness of such 

referrals which we have outlined in section 5. 

We have already referred to the need to review the overall 

level and distribution of activity in specialties and the 

need to define explicitly the national and regional role of 

the Dublin Hospitals. While these objectives should be met 

through consultations at national level, the Group recommend 

that: 

referrals by specialty to Dublin hospitals from 

outside the region should be monitored regularly; 

" discussions should take place on a yegular basis 

between hospitals and referring health boards on all 

aspects of the process of referral and dis~harge of 

patients; 

the development of some specialist services which 

are highly dependent on referral to Dublin in 

hospitals outside Dublin should be considered as a 

matter or urgency. 
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'D\BLE 1 

Number of 1\daaissions/Discharges by Health Board area in 1989 

Hospital others Eastern Midland Mid-West North-East North-West SOUth-East SOUthern western Total % admission 
outside EBB 

st. James's 89 16,383 629 300 1,080 321 1,114 121 309 20,346 19% 

Mater 472 14,767 590 . 368 1,901 447 612 157 271 19,585 22.2% 

Beaumont 86 15,557 543 ·369 1,397 849 971 142 485 20,399 23.7% 

Meath * 10 8,387 193 112 171 145 325 92 77 9,512 11.7% 

Adelaide * 7 3,972 105 53 138 63 208 24 82 4,652 14.5% 

st. Vincent"s 11 72 14,856 688 348 655 425 1,548 98 159 18,849 20.8\ 

J.C.M.H. * 23 5,975 67 23 969 128 40 19 41 7,285 17.6\ 

'1UI'AL 759 79,897 2,815 1,573 6,311 2,378 4,818 653 1,424 100,628 19.8\ 

I • 

'1UI'AL 19,972 

* approximate figures 
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TABLE 2 

Referrals froila Oltside the Eastem Bealth Board area 

1st Oct:dler 1990 - 16th RJveIIber 1990 

Beaumont Mater J.C.M.H. Meath St. Vincent's St. James's Adelaide Total 

NUmber of discharges 
by health board 
area from 1st oct.-
16th Nov. of 
patients resident 
outside EBB 

N.E.H.B. 128 219 119 19 103 86 31 70S 
N.W.H.B. 103 63 12 24 56 28 15 301 
W.H.B. 33 34 6 13 25 43 2 156 
M.W.H.B. 43 43 6 15 61 36 10 214 
S.H.B. 6 22 8 10 17 15 3 81 
S.E.H.B. 55 79 2 43 225 123 31 558 
M.H.B. 58 73 6 13 107 86 24 367 

TOTAL 426 533 159* 137 594 417 116 2382 

* approximate figure 
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Areas requiring further research 

In the Interim Report, the Group identified the 

desirability of pilot schemes to develop and test models 

for structuring the relationship between acute hospital 

and community services and for, dev~loping more effective 

.arrangements to provide rehabilitation services to 

patients no longer requiring the services of tertiary 

referral hospitals. 

In the case of the proposed study of hospital/community 

relations, among the issues which, in the light of the 

Group's analysis of the process of admission and discharge 

of patients, require further investigation are: 

the factors which influence general practitioners 

to refer patients to hospital for various types of 

service; 

the perception of referral behaviour of G.P.s 

within the hospital system; 

the opportunities which exist to improve liaison 
,. 

with community services, including G.P.s, on 

admission and prior to discharge; 
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the scope for improving physical arrangements for 

communication between hospitals and community 

services (liaison personnel, FAX machines, etc.); 

the potential to develop treatment plans for 

patients which integrate the in-patient and 

community-based elements of their care; 

the extent to which access to hospital-based 

resources could enhance the community care of 

patients and the extent to which specification of 

community service needs by hospital personnel 

could enhance more effective use of resources. 

The exploration of these issues would require a project 

which was rooted in a particular hospital and its 

catchment area and would requi~e an appropriate research 

design to evaluate the effectiveness of various aspects of 

the issued to be examined. 

The Group became aware of a research project which was 

being developed in the Department. of Preventive 

Medicine/Cardiology in st. Vincent's Hospital. The study, 

whose pilot phase has been supported by the Health 

Research Board, was designed to look at integration of 

hospital and community services. The focus of the study 

was patients in designated G.P. practices in the catchment 

area of st. Vincent's Hospital who are considered by their 

family doctor to require hospital care or who, otherwise, 

received hospital care. 
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The essential question being considered by the study Group 

was the natural history of patients who are considered to 

require admission to an acute general hospital. With that 

in view, the pilot phase developed methods for recording 

details on all patients referred to hospital and patients 

from the study G.P. practices actually admitted to 

hospital. Having reviewed this material, we are satisfied 

that the study design can be extended to address the 

question of what community resources might obviate the 

need for admission to an acute general hospital or reduce 

the length of stay in hospital. 

We therefore recommend that steps be taken to expand the 

scope of this study to address, in the light of evidence 

on the nature of patients' needs, the organisation of 

services which might obviate admission or reduce length of 

stay in that catchment area. The a~tive co-operation of a 

significant number of G.P. practices, the development of 

patient recording systems in both hospital and general 

practice within the s~udy ,and the availability within the 

catchment area of a broad range of support services should 

make an action research programme· both viable and useful. 

We recommend that the study team be expanded to enable 

this wider range of issues to be incorporated in the 

design. The Eastern Health Board are already actively 
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collaborating in this study and we recommend that, with 

the support of the Department of Health, all necessary 

steps be taken to enable changes in the level and type of 

community service to be assessed in the interests of a 

more effective division of labour between primary care and 

acute hospital care. 

The second area where additional research is required 

relates to rehabilitation of patients. The concern which 

gave rise to the proposal for pilot arrangements in this 

area arose from the survey of inappropriately placed 

in-patients who were awaiting specialist rehabilitation 

services. The scope of a research project in this area 

would have particular application to the needs of elderly 

patients, for example, stroke victims, but would not be 

confined to the elderly. Areas of particular concern 

identified in the survey related to limb fitting and 

patients recovering from skin grafts. 

On this basis, the Group "recommended that, on a pilot 

basis, a comprehensive rehabilitation service geared to , 

the needs of such patients and drawing on the appropriate 

range of disciplines should be introduced in a special 

unit. The purpose of the pilot scheme would be to 

establish the level of intervention which patients with 

appropriate levels of incapacity require and the most 

effective means of supplying such services." 
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In approachin9 the question of desi9n of a pilot project, 

the Group were in a position to draw on its experiences 

when meetin9 the various hospital staffin9 9roups, 

includin9 the Physicians in Geriatric Medicine in addition 

to reports from Comhairle na nOspideal and the Irish 

Association of Rheumatolo9Y and Rehabilitation. The 

Group, in association with the various institutions 

involved, drew up an inventory of existin9 rehabilitation 

facilities in Dublin and made contact with the Royal 

Hospital, Donnybrook and Our Lady's Hospice, Harold's 

Cross. 

1.5.10 Our information shows that a wide range of rehabilitation 

facilities exist for the treatment of various cate90ries 

of patients, includin9 geriatric, spinal injuries, head 

injuries, multiple sclerosis, spina bifida, rheumatic, 

stroke, etc. However, althou9h some shared clinical 

appointments exist, it is clear that, generally, services 

are provided in stand alone institutions without any 

formal structural links to the major acute general 

hospitals. 
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In the case of geriatric patients, we have already 

referred to the need for the development of specialist 

Departments of Geriatric Medicine. In that Chapter, the 

Group, while acknowledging that the problems associated 

with the operation of rehabilitation services in isolation 

from the acute general hospital would continue for the 

forseeable future, also endorsed the recommendations of 

Comhairle na nOspideal for a greater integration of 

general hospital and rehabilitation facilities. It is the 

Group's view that the development of specialist 

Departments in Getiatric Medicine in general hospitals, 

which would include a rehabilitation unit and day hospital 

facilities, would represent a significant improvement in 

the co-ordination and integration of rehabilitation 

services for the elderly. 

1.5.12 In our discussions with the various clinical and 

para-medical staff groupings, it was represented to the 

Group that staffing levels and facilities for the 

treatment of patients in need of rehabilitation services 

were inadequate. While the inventory of facilities and 

staffing levels shown on Table 1 ~ndicates that the 

numbers of staff in some disciplines are low, the Group 

considers that it is the organisation and direction of 

rehabilitation services which require priority attention. 

This applied both to the overall structure of services, as 

well as to the specific direction of services targetted at 

specific catchment populations. 
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1.5.13 The immediate priority is to identify what organisational 

and staffing changes would most effectively improve the 

prospects for early discharge of patients from acute beds. 

This can most effectively be done in the context of a 

specific acute hospital and its catchment area. One 

option would be to focus on the Dublin south-East area, 

where we have reco~endedan action research programme on 

acute hospital/community service linkages. There are a 

number of agencies in this area providing a range of 

rehabilitation services. However, we leave the selection 

of the location to the Department of Health and the 

Eastern Health Board. Our concern is that the existing 

activity be reviewed and focus sed on the particular 

problems which the Group's work has shown to apply in 

relation to rehabilitation of patients who do not require 

acute hospital care. 



Rehabili taUon units 

Hospital No. of category of Consultant Staff Physiotherapists OjTs Speech 
beds (not all patient Therapists 
currently funded) 

Beaumont 7 ( elective) Neurological 1 x Consultant 1 Grade 3 1 head 1 senior 
physician 1 Grade 2 1 senior 1 basic' 
Rheumatology / 5 senior 2 basic 1 sessional 
Rehabilitation 15 basic 

St. James's 48 Geriatric 2 x Consultant 2 2 N/A 
Geriatrician~ (Wl'E 1) 

Our Lady's 70 Rheumatic 2 x physician 5 
. 

3 N/A 
Hospice, Harold's Rheumatologists 
Cross 

James Connolly 28 Geriatric 2 x Consultant 2 2 1 
MelOOrial Geriatricians 

(shared) 

St. Vincent's Day-care only Stroke, Rheumatologist 3 2 W.T.E. 1 
Rheumatic, 
Neurological, 
etc. 

St. Colmcille's 30 Geriatric 1 x Consultant 1 1 N/A 
Geriatrician 
(shared) 

N.M.R.C. 140 Spinal Injuries 2 x Consultants 16 7 3.5 Wl'E 
M.S., Spina Rheumatology/ 
Bifida, Rehabili tation 
Neurological, 
Stroke 

Royal Hospi W, 1 x Geriatrician 2 2 1 (sessional) 
Donnybrook 

St. Mary's, 51 Geriatric 2 x Consultant 1 1 N/A 
Phoenix Park Geriatricians 
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I enclose documentation for the next plenary meeting of the Group, 
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(a) a draft third re~ort incorporating reports on 
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1. Introduction and Background 

2. Significant achievements by the Group 

(a) The Group received full co-operation from hospital 

managements and staff of all grades; access to data and 

open sharing of views and experiences. 

(b) The Group demonstrated that there is a capacity to 

identify models of good practice in dealing with common 

problems which can be of general application. 

(c) rhe Group demonstrated that there is a clear willingness 

to learn from other institutions' experiences and ideas, 

where tangible benefits can be expected. 

3. Strengths of the Group in carrying out its Tasks 

(a) The Group co~sistently applied a multi-disciplinary 

approach, reflecting the variety of backgrounds of its 

members. 

(b) The Group's work was based on an inter-sectoral 

approach, with valuable inputs from the areas of public 

health and general practice, as well as the variety of 

hospital experience. 
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(c) The Group was able to bring, and was seen to bring, a 

degree of independence to the analysis of problems and 

formulation of responses. 

(d) The Group benefited from access to information and 

support from the Department. 

4. Difficulties experienced by the Group 

(a) There is generally an absence of clearly defined 

objectives and roles for hospitals and other services. 

(b) There is a striking absence of reliable and comparative 

data on performance, costs, etc. on most key areas of 

operation of the hospital services. 

(c) The extent of certain problems in the hospital system 

reflects the absence of analytical skills in comparing 

and evaluating many aspects of activity. 
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5. General Conclusions 

, 

(a) Hospital services are not organised to identify and 

respond explic{tly to many of the key demands placed 

upon them. Specification of service 'objectives and 

targets must be central to planning and management. 

(b) The autonomy of the Dublin hospitals has tended to 

result in an unnecessary and unhelpful degree of 

isolation. 

(c) Planning and evaluation should be based on an integrated 

approach, embracing acute, community and continuing care 

services. 

(~) There is a policy and management vacuum at national 

level in relation to some key issues affecting hospital 

services which needs to be addressed. 

(e) Structural arrangements in the. Dublin region need 

radical overhaul, as per our second Report. 

(f) Management development, for both lay managers and 

clinicians, is an urgent·priority. 
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(g) Regular service reviews on a cross-disciplinary and 

cross-sectoral basis should be a feature of management, 

pursuing important issues in-depth. 

(h) Resource allocation to hospitals and other agencies 

should be used as an instrument for clarifying 

objectives and securing performance. 

(i) The consumer perspective on performance should receive 

much more attention through appropriate feedback 

mechanisms. 

6. Appendix: Overall Summary of the Group's Recommendations 
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Implementation and follow-up of the Group's recommendations 

1.1 Introduction 

1.1.1 

1.1.2 

1.1. 3 

The Group was established to identify tangible 

improvements which could be made in the operation of the' 

Dublin hospitals so that patients could have the best 

possible access to the highest level of care that 

available resources could provide. The Group's work must, 

therefore, be judged on the basis of action rather than 

analysis. The impact of our recommendations on the 

day-to-day running of the acute hospital system is, 

therefore, the main focus of our concern . 

Within our terms of reference, our approach to our work 

focussed very specifically on the areas of greatest 

difficulty in meeting hospitals' service roles and in 

identifying realistic measures to produce improvements. 

We have been able to draw more general conclusions - about 

overall structure~ and policies - based on insights gained 

from this approach. 

The emphasis on identifying workable solutions to common 

problems was facilitated by: 
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(a) the fact that our membership included a wide 

range of backgrounds with many different 

perspectives on the problems experienced by 

hospitals and their staff; 

(b) on each issue, we consulted in detail with the 

hospital staff most directly involved and 

assessed the relative significance of the issues 

they raised; 

(c) we focussed on identifying models of good 

practice already operating in some centres; 

(d) we have framed our recommendations in such a way 

as to emphasise tangible, measurable steps which 

can be taken by hospitals. 

We believe that implementation of our recommendations is 

enhanced by the fact that they are grounded in the 

experience and priorities of the hospital personnel with 

practical experience of the difficulties which gave rise 

to our establishment. Furthermore, we have proposed 

remedies for these difficulties which are based on proven 

benefits experienced by those already operating the good 

practice models which we outline. Our conclusions are, 

therefore, neither academic nor speculative; they derive 

from the real world of the busy acute hospital. The 

benefits to be expected from their implementation can be 

seen and verified. 
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Despite these structural elements which are conducive to 

implementation, we recognise that change can be difficult 

in any organisation. Many of the recommendations which we 

have made involve changing long-established and 

widely-observed practices. More importantly,. many of them 

require a change in attitude and orientation. It follows 

that the issue of a report of itself, no matter how 

compelling the case for its conclusions, is unlikely to be 

sufficient to bring about change. We, therefore, 

recognise the need for a specific implementation strategy. 

This is not to say that hospital staff have been unwilling 

to change. On the contrary, we have been impressed by the 

openness with which our analysis and conclusions have been 

received and the readiness of hospitals to review and 

adapt their policies when provided 'with models of good 

practice. 

In the followina section, we outline our experience in 

regard to implementation of .the recommendations of our 

Interim Report, submitted in June 1990. Drawing on that 

experience, we subsequently make recommendation~ on the 

implementation strategy which should apply in respect of 

the recommendations contained in this report. Finally, we 

deal with a number of areas where further analysis and 

research are required. 
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1.2 Implementation of the Interim ~eport 

1.2.1 The Interim Report of the Group was presented to the 

Minister on 22nd June. Recommendations were made under 

three main headings: 

proposals for more effective management of the 

hospitals' workload;· 

proposals which have resource implications. The 

main recommendation was that there should be an 

improvement in geriatric services, both within and 

without the acute hospital system; 

critique of existing organisational structure in 

Dublin. 

Following the presentation of the Interim Report, the 

Group continued in existence to complete a numb&r of 

tasks, including overseeing the implementation of the 

recoIr.mendations in relation to best practice. 
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1.2.2. In July, the Department of Health wrote to each of the 

hospitals covered by the exercise and to the Eastern 

Health Board, enclosing a copy of the Interim Report and 

asking them to implement the series of recommendations 

which were designed to enhance the performanc~ of the 

acute hospital system. Implementation was sought not 

later than 1st October, which was the target date given in 

our Report. Each hospital was asked to prepare a plan to 

give effect to these recommendations and to submit it to 

the Department. 

1.2.3. A Sub-Group of the Dublin H~spital Initiative Group was 

set up to provide advice and support to these hospitals 

and to the Eastern Health Board in developing their plans 

and to ensure that they had taken all possible measures to 

implement fully the recommendations. 

1.2~4. The proposals for better management of the hospital 

workload recommended that each hospital 

(aT should introduce, if it did not already have, an 

effective admissions policy involving the active 

co-operation of consultants, nursing staff and 

management; 

---- -
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(b) .should have an effective bed management policy in 

operation to ensure maximum utilisation of 

• available bed stock, including the appointment of 

senior nursing personnel as bed managers to operate 

this policy; 

• 

• 

• 

(c) should arrange its bed complement so as to reflect 

demands made as a result of its case mix and, in 

particular, to introduce an appropriate number of 

protected 1-day and 5-day wards; 

(d) should arrange, where necessary, for an increase in 

the ratio of senior to junior medical staff in 

A & E Departments; 

(e) should arrange that senior members of the "on-take" 

• team become more involved in decision-making in 

• 
( f) 

• 

• 

• 

A & E with clear protocols to expedite and 

rationalise the assessment and admission process in 

A & E; 

should ensure that teams rostered for A & E duties 

are sufficiently free of other commitments to meet 

the increasing needs of A & E Departments; 
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(g) should have an observation ward adjacent to the 

A & E Department under the overall administrative 

• control of the A & E consultant; 

• 

• 

• 

• 

• 

• 

• 

• 

1. 2.5 

(h) should develop better communications w.ith Genera1_ 

Practitioners. Every A & E Department should have 

available the services of a medical social worker; 

(i) should ensure that expert interpretative radiology 

and pathology skills are available to the A & E 

Department, proportionate to its workload, to 

facilitate prompt decision-making; 

(j) should ensure that discharge planning begins at the 

point of admission and is a structured process 

involving the key disciplines as appropriate. 

On 30th July 1990, the Implementation Sub-Group met with 

representatives of the hospitals covered by the exercise 

in the Royal College of Physicians in Ireland. The 

purpose of the meeting was to outline the background to 

the "best practice" recommendations and to disG:uss ways in 

which the Sub-Group could be of assistance. papers were 

delivered by representatives of those hospitals where 

certain best practice models were operating. Following 

the meeting, detailed summar~ies of the presentation were 

circulated ta~~€ach of the hospitals to assist them in 

preparing their plans. 
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The Sub-Group has surveyed the hospitals and met with 

hospital representatives on a number of occasions since 

July. It is clear that a considerable amount of 

discussion has taken place, both within and between 

hospitals, to give effect to the recommendations. This 

has required, in some instances, their addressing complex 

problems, some of which are unique to the circumstances of 

individual hospitals. 

The Sub-Group decided in September, 1990 to provide 

hospitals with a summary of the implementation plans· 

received from each hospital, as it was felt that these 

might indicate possible lines of action to those hospitals 

which had yet to adopt policies in respect of particular 

recommendations. The Sub-Group also stressed that the 

recommendations were based on best practice profiles which 

had already been introduced and were wo~king succ~ssfully 

in certain hospitals. All the hospitals were urged once 

again to introduce best practice policies based on 

(a) alte~ation of the configuration of existing bed 

stock; 

(b) re-deployment of.existing human resources; 

(c) flexible rostering arrangements; and 

(d) other appropriate strategies that do not depend 

on additional monetary allocations. 
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It is clear that, for the most part, hospitals took steps 

to put in place all possible measures in advance of the 

anticipated pressure of the Winter season. It is 

recognised that some of the recommendations will require a 

longer period for full implement~tion. However, it is 

also clear fiom the contents of the hospitals' 

implementation plans that the discussions and 

consultations have, in some instances, failed to result in 

clear-cut decisions or policies, for instance: 

the absence to date of agreed admission/discharge 

policies in the Mater MisericQrdiae Hospital; 

the lack of progress in opening a 5-day ward in 

Beaumont and the Adelaide Hospitals. The Adelaide 

Hospital do not propose to open s~ch a ward; 

the lack of observation beds in both St. Vincent's 

and the Meath Hospitals. 

While accepting that some of these recommendations may 

have resource implications, their proven benefits in other 

hospitals justify their introduction as a matter of 

urgency. 

A summary table outlining progress to date in implementing 

these recommendations is attached. 
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1.3 Implications of the Follow-up to the Interim Report 

1.3.1 

1.3.2 

The implementation of the good practice recommendations in 
/ 

our Interim Report has been broadly satisfactory. Most of 

the specific, tangible actions recommended to. hospitals 

have been taken. There is also evidence that the 

implications of active management of bed stock, admissions 

and discharge are more widely appreciated within the 

hospitals. 

It is difficult to quantify the impact which various 

elements of the implementation strategy had in securing 

this result. Our judgement is that a number of 

significant elements were of particular significance: 

(a) The recommendations were targetted at widely 

• shared problems (such as the impact of A & E 

activity on waiting list admissions); 

• (b) The good practice recommendations were outlined 

in quite specific terms; 

(c) The benefits of good practice models were clear 

• from those already operating them, particularly 

from those who had participated in the general 

~eeting for hospital staff; 

• 

• 
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(d) Implementation was given a high priority by the 

Department of Health; 

(e) The Implementation Sub-Group actively pursued 

hospitals for details of progress made and 

circulation and discussion of these reports 

undoubtedly influenced the priority given to 

action within the various hospitals. 

The Group concludes that the implementation of good 

practice in hospitals generally, and in particular the 

good practice recommendations made elsewhere in this 

report, will be facilitated if: the benefits can be 

proven from experience elsewhere; the action to be taken 

is specific and measurable and some external stimulus to 

change is provided by a structured review of action taken 

and progress made. In our report on organisational 

structures in the Dublin area, we made recommendations 

designed to enhance the "process of development of good 

practice models and of structured, on-going review of the 

performance of hospitals and other agencies. In the rest 

of this Chapter, we focus on the action which we feel 

should be taken, within present organisational 

arrangements, to ensure implementation of our 

recommendations on management of waiting lists and 

out-patients. departments. '-, 
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1.4 Developing a quality service 

1.4.1 

1.4.2 

It is clear that our health services, and in particular 

the hospitals covered by our remit, are committed to 

excellence in patient care. This is reflecteq in the 

ethos of teaching hospitals in particular, where emphasis 

is placed upon research and utilisation of the most modern 

and effective therapies and procedures. This commitment 

by medical, nursing and other staff is a fundamental 

resource which must be valued and developed. 

The primary orientation of this commitment to excellence 

has been to the care of individual patients. The care of 

patients is, of course, the fundamental criterion for 

assessing clinical performance. Within the various 

professional disciplines, there is a growing realisation 

that such excellence is best promoted in an atmos9here of 

critital appraisal of performance. For that reason l audit 

procedures have been introduced in most disciplines. The 

operation of an audit programme is increasingly regarded 

as a criterion for recognition of a hospital for training 

purposes by the relevant professional body. Such audit 

requires review of activity and outcome on a comparative 

basis. In this way, the highest standards of achievement 

within a particular discipline are taken as the target for 

development of clinical practice. 
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Our good practice recommendations, both in this and 

earlier reports, are designed to broaden the scope of the 

concern for quali ty. Our .focus has been upon the 

efficiency and effectiveness with which hospital resources 

are organised. Our concern has been with the. way in which 

hospitals approach the management of their workload and 

the· management of the flow of patients, both out-patients 

and in-patients. If this management task is not addressed 

properly, the resulting inefficiencies can result in too 

few patients or the wrong mix of patients being dea~with 

for any given level of resource. A concern for quality 

patient care must, therefore, extend to a concern for all 

aspects of the hospital's service to patlents. This 

includes aspects of hospital activity which are not 

immediately clinical in nature,'such as the organisation 

of out-patient clinics. However, as we have shown in 

Chapter One, organisational problems in this area can~have 

clinical consequences through, for example, the impact of 

high levels of recall of patients to clinics and the 

anxiety experienced by patients if they are unable to have 

the time and privacy to discuss their concerns about their 

conditlon and treatment. 
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Our central conclusion regarding implementation of the 

good practice recommendations on management of 

out-patients and waiting lists is for hospitals. to develop 

an effective quality assurance programme. Such an 

explicit commitment to: the review of the care. of patients 

would serve to broaden and deepen the existing strong 

commitment to proviSion of the highest possible quality of 

care. 

The main elements of a quality assurance programme are: 

(a) 

(b) 

A clear statements of objectives about processes 

and outcomes; 

Availability of measures of performance 

reflecting the targets; 

(c) Structured, on-going arrangements for review of 

performance and feedback; 

(cl) Staff development and training to support 

specified targets. 
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With regard to targets to be attained, we have suggested 

some specific targets in relation to both out-patients and 

waiting lists. For example, maximum acceptable waiting 

times for the issue of an out-patients appointment or for 

admission from an elective waiting list should be 

specified for particular disciplines or conditions. 

Operational targets in relation to the issue of 

appointments or delays experienced by patients within the 

hospital can also be specified. What is important is that 

these targets should reflect an attainable standard of 

performance when elements of good practice are operating. 

They should also reflect a mix of what is clinically 

desirable with standards of patient service, such as might 

apply in any consumer-based organisation. The process by 

which standards are generated should involve participation 

by, and therefore active support from, all relevant 

interests within the hospital. Ideally, performance 

relative to these standards would be assessed in respect 

of all relevant departments and personnel. 

If quality care is to be provided on a sustained basis, 

hospitals must be able to establish how they are 

performing relative to their own targets and relative to 

other, similar in~titutions. Performance indicators are 

measurements of some process or activity which enables the 

achievement of a hospital or department to be measured. 
,!::.:~ ;{ 

-,"';7:' 
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Indicators should be reliable guides to the area of 

activity in question. Clear definitions, adequate 

validation procedures and regular feedback are essential 

if they are to be useful measures of activity. 

Standardisation of the indicators to be used ~s also 

essential if comparative assessments are to be made. Our 

experience to date suggests that the stimulus provided by 

, better performance in another institution can be a very 

powerful contributor to change in a hospital. Ideally, 

the performance indicators should be comp~ehensive and 

cover all aspects of hospital activity, from clinical case 

mix through to average waiting times for patients 

attending out-patient clinics. The development of 

adequate information systems is essential if these basic 

aids to quality service are to have full effect . 

The review of targets and the gathering of information on 

performance will be effective only if it is undertaken in 

the context of a clear and structured commitment on the 

part of the hospital authorities. We have proposed the 

cre.ation of mechanisms, such as ·the Out-Patient Services 

Group, to provide a focus for this commitment in certain 

areas. Overall, however, there is a need for hospitals to 

develop a corporate arrangement for ensuring that all 

aspects of the commitment to quality are pursued. The 

particular structures may vary but all should involve 
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opportunities for particular participation by the relevant 

interests and staff. They should also involve the 

allocation of specific responsibility to named individuals 

for ensuring that various elements of the quality 

assurance programme are, in fact, operated. ~n 

particular~ they should ensure that patient complaints and 

feedback are given a high priority in the review of the 

performance of the hospital. 

Hospital policies can be successful only if they are 

applied on a day-to-day basis by the relevant hospital 

personnel. This is likely to happen on a sustained basis 

only if these personnel are committed to the objectives of 

the policy and recognise that the action taken to 

implem~nt policy are appropriate. We have already 

emphasised the importance of participation by relevant 

staff groups into the formulation of policy and of 

feedback on performance to departments and staff 
:) 

concerned. We also recognise the importance of staff 

development and training. At one level, such training can 

take the form of specific support for staff dealing with 

the public as a major element in their work. There are 

well-established staff development progra~~es operating in 

other service sectors designed to improve the quality of 

consumer contact. At another level, this development 

effort can be focus sed on those, including consultants, 

who have a major role in shaping hospital performance. 
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This wo~ld be designed to strengthen the process of 

quality assurance by helping to develop the range and 

effectiveness of the quality assurance programme overall . 
... 

Commitment from senior hospital personnel, in line with a 

perceived commitment from the Department of H~alth, would 

be crucial to the effective application of these 

initiatives, including training initiatives. 

1.4.10 The adoption of internal policies by hospitals to promote 

1.4.11 

quality care is of vital importance. Our experience to 

date suggests that some degree of external monitoring and 

stimulus will be required if progress is to be sustained 

and reasonably uniform. In part, this role can be played 

by the Department of Health in its dealings with the 

indivIdual hospitals concerned. In the long term, 

structural changes may provide a more effective basis for 

this review of performance. 

In the short term, however, we feel that a specific 

follow-up is required in regard to the particular 

recommendations contained in this Report. We envisage' 

that this might take the following form: 
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(a) circulation of this Report to all the hospitals 

concerned; 

(b) 

(c) 

the organising of a seminar on out-patient 

departments and waiting lists so that the models 

of good practice can be developed, with 

opportunity for questions, with a sufficiently 

large representation from the hospitals 

participating; 

a period of, say, six months during which each 

hospital will be asked to furnish a progress 

report on the steps taken to apply the specific 

recommendations contained in this Report. 

We recommend that the Department of Health should 

establish a small advisory group to assist in this 

implementation exercise and to review the progress made by 

hospitals on the specific recommendations regarding 

out-patients and waiting lists. 

With regard to the broader strategy of quality assurance, 

we feel that there are a variety'of possible means of 

reinforcing external stimulus to action by hospitals. One 

of the options which we would recommend for careful 

consideration is the adoption by hospitals o~ a commitment 

to taking action to have their services ither in whole 

or in part (such as in respect of out-patients services) -
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put forward for compliance with international standards 

for quality service. The National Standards Authority, 

based in Eolas, is the national agency entitled to award 

certification of compliance with Irish standards. While 

such standards have typically been developed in respect of 

certification of products and processes, the international 

quality standard is now applicable to services. 

Certification of compliance with this quality standard for 

services involves audit of the steps taken by 

organisations to specify and achieve quality performance. 

The organisation itself, to a large extent, specifies the 

substantive component of the quality service being 

attempted. The external audit, carried out by or on 

behalf of the National Standards Authority, measures the 

extent to which the organisation's own objectives are 

being achieved. It is a process which is eminently 

applicable to health care and, in particular, to patient 

service activi~ies, such as the operation of out-patients 

department;. It would enable independent verification of 

quality programmes to be carried out without creating new 

organisational structures. This process iould extend over 

time to a wider range of hospitals' activities but we 

recommend that serious consideration be given to making a 

start in the patient care area of out-patients 

departments. 
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1.5 Areas requiring further research 

1.5.1 

1.5.2 

In the Interim Report, the Group identified the 

desi rabili ty o·f pilot schemes to develop and test models 

for structuring the relationship between acute hospital 

and community services and for developing more effective 

arrangements to provide rehabilitation services to 

patients no longer requiring the services of tertiary 

referral hospitals. 

In the case of the proposed study of hospital/community 

relations, among the issues which, in the light of the 

Group's analysis of the process of admission and discharge 

of patients, require further investigation are: 

the factors which influence general practitioners 

to refer patients to hospital for various types of 

service; 

the perception of referral behaviour of G.P.s 

within the hospital system; 

the opportunities which exist to improve liaison 

with community services, including G.P.s, on 

admission and prior to discharge; 
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the scope for improving physical arrangements for 

communication between hospitals and community 

services (liaison personnel, FAX machines, etc.); 

the potential to develop treatment pl~ns for 

patients which integrate the in-patient and 

community-based elements of their care; 

the extent to which access to hospital-based 

resources could enhance the community care of 

patients and the extent to which specific~tion of 

community service needs by hospital personnel 

could enhance more effective use of resources. 

The exploration of these issues would require a project 

which was rooted in a particular hospital and its 

catchment area and would require an appropriate research 

design to evaluate the effectiveness of various aspects of 

the issued to be examined. 

The Group became aware of a research project which was 

being developed in the Department of Preventive 

Medicine/Cardiology in st. Vincent's Hospital. The study, 

whose pilot phase has been supported by the Health 

Research Board, was designed to look at integration of 

hospital and community services. The focus of- the study 

was patients in designated G.P. practices in the catchment 

area of st. Vincent's Hospital who are considered by. their 

family doctor to require hospital care or who, otherwise, 

. received hospital care. 
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The essential question being considered by the study Group 

was the natural history of patients who are considered to 

require admission to an acute general hospital. With that 

in view, the pilot phase developed methods for recording 

details on all patients referred to hospital and patients 

from the study G.P. practices actually admitted to 

hospital. Having reviewed this material, we are satisfied 

that the study design can be extended to address the 

question of what community resources might obviate the 

need for admission to an acute general hospital or reduce 

the length of stay in hospital. 

We therefore recommend that steps be taken to expand the 

scope of this study to address, in the light of evidence 

on the nature of patients' needs, the organisation of 

services which might obviate admission or reduce length of 

stay in that catchment area. The active co-operation of a 

significant number of G.P. practices, the development of 
~ 

patient recording systems in both hospital and general 

practice within the study and the availability within the 

catchment area of a broad range of support services should 

make an action research programme both viable and useful. 

We recommend that the study team be expanded to enable 

this wider range of issues to be incorporated in the 

deaign. The Eastern Health Board are already actively 
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collaborating in this study and we recommend that, with 

the support of the Department of Health, all necessary 

steps be taken to enable changes in the level and type of 

community service to be assessed in the interests of a 

more effective division of labour between pri~ary care and 

acute hospital care. 

The second area where additional research is required 

relates to rehabilitation of patients. The concern which 

gave rise to the proposal fQr pilot arrangements in this 

area arose from the survey of inappropriately placed 

in-patients who were awaiting specialist rehabilitation 

services. The scope of a research project in this area 

would have particular application to the needs of elderly 

patients, for example, stroke victims, but would not be 

confined to the elderly. Areas of particular concern 

identified in the survey related to limb fitting and 

patients recovering from skin grafts. 

On this basis, the Group "recommended that, on a pilot 

basis, a comprehensive rehabilitation service geared to 

the needs of such patients and drawing on the appropriate 

range of disciplines should be introduced in a special 

unit~ The purpose of the pilot scheme would be to 

establish the level of intervention which patients with 

appropriate levels of incapacity require and the most 

effective means of supplying such services." 
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In approaching the question of design of a pilot project, 

the Group were in a position to draw on its experiences 

when meeting the various hospital staffing groups, 

including the Physicians in Geriatric Medicine in addition 

to reports from Comhairle na nOspideal and the Irish 

Association of Rheumatology and Rehabilitation. The 

Group, in association with the various institutions 

involved, drew up an inventory of existing rehabilitation 

facilities in Dublin and made contact with the Royal 

Hospi tal., Donnybrook and Our Lady's Hospice, Harold' s 

Cross. 

1.5.10 Our information shows that a wide range of rehabilitation 

facilities exist for the treatment of various categories 

of patients, including geriatric, spinal injuries, head 

.. 
injuries, multiple sclerosis, spina bifida, rheumatic, 

stroke, etc. However, although some shared clinical 

appointments exist, it is clear that, generally, services 
':' ' ~ 

are provided in stand 'alone institutions without any 

formal structural links to the major acute general 

hospitals. 

------------------------------------------------------
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1.5.11 In the case of geriatric patients, we have already 

referred to the need for the development of specialist 

Departments of Geriatric Medicine. In that Chapter, the 

Group, while acknowledging that the problems associated 

with the operation of rehabilitation services. in isolation 

from the acute general hospital would continue for the 

forseeable future, also endorsed the recommendations of 

Comhairle na nOspideal for a greater integration of 

general hospital and rehabilitation facilities. It is the 

Group's view that the development of specialist 

Departments in Geriatric Medicine in general hospitals, 

which would include a rehabilitation unit and day hospital 

. facilities, would represent a significant improvement in 

the co-ordination and integration of rehabilitation 

services for the elderly . 

1.5.12 In our discussions with the various clinical and 

para-medical staff groupings, it was represented to the 

Group that staffing levels and facilities for the 

treatment of patients in need of rehabilitation services 

were inadequate. While the inventory of facilities and 

staffing levels shown on Table 1 indicates that the 

numbers of staff in some disciplines are low, the Group 

considers that it is the organisation and direction of 

rehabilitation services which require priority attention. 

This applied both to the overall structure of services, as 

well as to the specific direction of services targetted at 

specific catchment populations. 
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1.5.13 The immediate priority is to identify what organisational 

and staffing changes would most effectively improve the 

prospects for early discharge of patients from acute beds. 

This can most effectively be done in the context of a 

specific acute hospital and its catchment area. One 

option would be to focus on the Dublin South-East area, 

where we have recommended an action research programme on 

acute hospital/community service linkages. There are a 

number of agencies in this area providing a range of 

rehabilitation services. However, we leave the selection 

of the location to the Department of Health and the 

Eastern Health Board. Our concern is tha~ the existing 

activity be reviewed and focussed on the particular 

problems which the Group's work has shown to apply in 

relation to rehabilitation of patients who do not require 

acute hospital care. 
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Bed Manager 

sed Management 
Committee 

AdnUssions policy 

• 

J.C.M.H. 

Operational. 
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Progress Report 28 January 1991 

st. James's Mater 
. Hospital ... Hospital 

Had previously Bed Manager 
been Post 
appointed. advertised 

on 16.12.90. 
Interviews 
taking place 
shortly. 

Beaumont 
Hospital 

St. Vincent's Meath 
Hospital Hospital 

Had'previously Temporary 
existed. appointment 

made on 
17.12.90. 
Awaiting 
approval from 
Department 
for permanent 
post. 

Bed Manager 
appointed on 
7.1.91. 

Operational. Had previously Operational. Already in Has been 
appointed. 
Operational. 

Has been 
appointed. 
Operational. 

Has been 
circulated to 
all 
appropriate 
staff. 

existed. existence. 

New policy 
agreed. 
In place. 

Has yet to be 
agreed by the 
Executive 

~.' Commi ttee of 
the Medical 
Council. 

CUrrently Circulated 
being revised and agreed. 
to a specialty 
by special ty 
approach. 
Not yet 
completed. 

In place. 

• 

Adelaide 
Hospital 

• 

AdnUssions 
Officer acts 
as bed 
manager. 

Previously 
existed. 

Now in place. 
Circulated to 
all appropriate 
staff. 



I. • • • • • • • • • • 
.:... 2 -

J.C.M.H. St. James's Mater Beaumont st. Vincent's Meath Adelaide 
Hospital . Hospital Hospital Hospital Hospital Hospital 

Protected 1-day 27 1-day beds 1-day beds 1-day ward to 1-day ward Have been Have been 16 1-day beds 
and 5-day beds open. 5-day previously be opened on (12 beds) established established. available. 

ward - existed. A 1st March. currently in and are in No proposal to 
principle S-day ward 5-day ward operation. use. open 5-day 

1, 

agreed. (18 beds) (31 beds) A proposal beds. 
Conflict of opened on has also been to open a 
opinion 5th November. opened. 5-day ward 

- -~.---. 

between still under 
medical and consideration. 
surgical 
consultants 
as to format. 
Hospital hopes 
to have ward 
in place by 
eady , " February. 

Observation Beds 8 observation Had previously A revised Had already Not possible Available but Not applicable. 
beds existed. bed schedule existed. to open not opened 
available. . ... is at present observation due to lack 

being drawn beds due to of resources. 
up which lack of 
includes 15 resources. 
observation 
beds. 
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J.C.M.H. st. James's Mat.er Beaumont st. Vincent's Meath Adelaide 
Hospital Hospital Hospital Hospital Hospital Hospital 

Discharge Has been New policy This is New policy . In place. In place but Previously 
Planning Policy circulated agreed. currently being Has been limited existed. 

to all under developed. circulated to success as Has been 
appropriate consideration all there are no circulated to 
staff. by the appropriate support staff all appropriate 

medical staff. staff. - para- ·staff. 
medical. 
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Rehabili tation units 

Hospital No. of category of Consultant Staff Physiotherapists O/!,s Speech 
beds (not all patient Therapists 
currently funded) 

Beaumont 7 (elective) Neurological 1 x Consultant 1 Grade 3 1 head 1 senior 
Physician 1 Grade 2 1 senior 1 basic 
Rheumatology/ 5 senior 2 basic 1 sessional 
Rehabili tation 15 basic 

St. James's 48 Geriatric 2 x Consultant 2 2 N/A 
Geriatrician~ (WTE 1) 

Our Lady's 70 Rheumatic 2 x Physician 5 - 3 N/A Hospice, Harold's Rheumatologists 
Cross 

James Connolly 28 Geriatric 2 x Consultant 2 2 1 
Memorial Geriatricians 

( shared) 

st. Vincent's Day-care only Stroke, 
Rheumatic, 

Rheumatologist 3 2 W.T.E. 1 

Neurological, 
etc. 

St. Colmcille's 30 Geriatric 1 x Consultant 1 1 N/A 
Geriatrician 
( shared) 

N.M.R.C. 140 Spinal Injuries 2 x Consultants 16 7 3.5 Wl'E 
M.S., Spina Rheumatology/ 
Bifida, Rehabilitation 
Neurological, 
Stroke 

Royal Hospital, 1 x Geriatrician 2 2 1 (sessional) 
Donnybrook 

St. Mary's, 51 Geriatric 2 x Consultant 1 1 N/A Phoenix Park Geriatricians 


