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Foreword
Ireland’s national mental health policy, A Vision for Change, describes a modern service model which is predominantly 
based in the community. In the mid 1980’s, mental health services began to develop a community orientation 
guided by the previous policy document “Planning for the Future” (1984). However, acute mental health care 
continued to revolve in large measure around hospital-based services.

The Vision Report invites mental health service providers to listen more actively to the views of service users 
in how services should be delivered and to engage more constructively with family members in this process. 
Where community-based care has been offered, service users and family members have been enthusiastic in their 
feedback. The previous ‘Building Blocks’ report provides evidence that home-based care can provide a very real 
alternative to hospitalisation and can greatly reduce the length of stay for those patients who do need inpatient care 
to help them in their recovery.

Inpatient care can be disruptive and expensive for the service user as well as for the provider, and this report 
sets out the relative financial cost of providing inpatient-oriented versus comprehensive community-based care. A 
number of previous studies have established that comprehensive care in the community can be provided without 
compromising the quality or safety of care, and is acceptable to service users as a model of care. The current report 
examines the economics of the model in terms of value for money.

A value for money analysis is always a valid undertaking but in the current economic difficulties, it takes on a particular 
importance. This report compares the true cost of delivering comprehensive acute care in the community with the cost 
of admission to a modern acute hospital setting. The report also uses the available financial data to compare two busy 
mental health sectors to illustrate the economic benefits of the comprehensive community-based model. 

Value for Money analysis in the HSE has been largely focussed on the reduction 
in the cost of services while maintaining and/or increasing the level of services 
across health and personal social care. Other than a small number of specific 
reviews, there has been little opportunity (given the scale, complexity and vast 
differences in the range of care and services provided) to adequately make the 
link between the resources used by a service, the level of services provided 
and the outcomes/quality experienced from the service. This study provides 
a robust basis for describing what is more usefully understood as a ‘value and 
productivity’ analysis of different models of service and care delivery, extending 
beyond the more narrow meaning usually ascribed to ‘value for money’.

Promoting care in the community has to be more than an ideological position: it must demonstrate equivalence in 
terms of clinical outcome, service-user acceptability and economic sustainability. If the quality of care is compromised, 
any cost-savings identified come at an unacceptable price in terms of patient care. This report demonstrates that 
high quality care can be delivered in the community setting in a cost-effective manner. While international studies 
have made similar findings, it is invaluable to have such a study conducted within the Irish context. The findings 
provide fresh impetus to the drive to develop accessible, responsive and high-quality community-based mental 
health services in Ireland. Significant new resource has been secured in 2012 to strengthen our acute community 
presence and we encourage all mental health service professionals, managers and planners to be guided by the 
findings in this excellent report in utilising this new resource.

This report is the product of a multidisciplinary process involving clinicians, researchers and colleagues from the 
HSE Finance Directorate. We would like to acknowledge the diligent work of the authors and to thank all the 
participants who contributed to this timely work.

The current report 
examines the 
economics of the 
model in terms of 
value for money.

Martin Rogan 
Assistant National Director for Mental Health, HSE.

Yvonne O’Neill 
Assisstant National Director, Value for Money, HSE.
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Both the Vision for Change Report (Dept. of Health 2006) and the Quality Framework Report (Mental Health 
Commission 2007) provide matching outlines for the future development of mental health services in Ireland. There 
is a clear overlap between the two reports in their shared emphasis on the following principles: 

 X the involvement of service users in decision-making about their own care at all stages of  
 contact with services 

 X that families, friends or chosen advocates should be involved in the process of care 

 X that services should be accessible and be provided by a multidisciplinary team 

 X that the quality of the care provided should be measured on an ongoing basis. 

In addressing the challenge of implementing these recommendations in the Kildare/West Wicklow Adult Mental 
Health Service (KWWMHS), the local Vision for Change Implementation group examined the option of extending the 
Home Care model of service delivery (already operating successfully in the North sectors of the service since 2004) 
throughout the service. In a consultation exercise with staff, concerns were raised 
about the feasibility of developing home care services in the absence of any extra 
staff being available. In response to these concerns, it was decided to carry out a 
‘Value for Money’ assessment comparing a Comprehensive Community Service 
(i.e. with access to both a Home Care Team and Day Hospital in addition to 
inpatient care) with a Traditional Model service (i.e. inpatient-orientated without 
access to Day Hospital or Home Care). The principal aim was to examine whether 
changing to a more community-based model of service would be cost-effective 
and at the same time maintain the quality of care to adult patients and their 
families. The Comprehensive Community Model service was explicitly orientated 
towards providing assessment and treatment to patients in their own community 
wherever possible, and had access to the following acute care facilities as an 
alternative to inpatient care:

 X Day Hospital

 X Home Care

 X Full Multidisciplinary Care

 X Specialist psychological therapies e.g. Dialectical Behaviour Therapy. 

The Traditional Model service had broadly similar staffing resource to the community sector team, but this resource 
was not structured specifically to provide alternatives to inpatient care for acutely ill patients and so the service 
relied heavily on using the inpatient unit for this purpose. While the Traditional Model service catered for a larger 
sector population, both referral rates and attendance rates for assessment appointments were much higher for the 
Comprehensive Community Model service, resulting in slightly more assessments being carried out in the CCM 
service.

Three groups of variables were examined in the study:

 X service demand in each area in relation to both new referrals and long-term attenders, 

 X quality of care provided (in line with parameters identified in the Vision for Change Report) 

 X the costs attributable to each sector for the study year of 2008.

eXecUTIVe sUMMarY

The Traditional 
Model service had 
broadly similar 
staffing resource 
to the community 
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Summary of findings
The main findings of the study are summarised in the following Table:

Traditional 
Model Service

Comprehensive 
Community Service

Sector Population size 53238 35510

Total New Patient assessments 192 202

Total admissions 131 41

Total bed days utilised in calendar year 3559 486

Total long term attenders at OPD 418 176

Cost per capita €57.08 €44.84

In addition to describing the demand for care and the cost of providing this care in each service, the quality of care 
in the CCM service was found to be higher in relation to the following parameters:

 X waiting times for assessments were considerably shorter

 X fewer patients in crisis had to attend the hospital A/E Dept. to access an emergency assessment,   
 which was available instead at the local mental health clinic

 X the attendance rates for assessment were much higher 

 X the rate of hospital admission was greatly reduced

 X for patients admitted to the inpatient unit, length of stay was greatly reduced, and the risk of a   
 prolonged admission or recurrent admissions was much lower

 X readmission rates were lower

 X following presentation, there were a greater range of multidisciplinary assessments and interventions  
  available to patients

 X standardised assessment tools were routinely used in assessing patient care needs

 X following assessment, Treatment and Care plans were prepared and documented for each patient   
 through a formal multidisciplinary process

 X after treatment, the pathway to discharge from the service to primary care was much shorter for   
 patients with less severe disorders and the risk of becoming a long-term attender (i.e. for more than a  
 one year period) was much lower, especially for patients presenting with less severe mental health   
 disorders

 X In addition to these findings, patients and families have been found to express greater satisfaction   
 with community-provided care compared to the inpatient based model in these same sectors, and total  
 family burden was found to be reduced (Building Blocks 2006). 

The cost of the Traditional Model service was 27% higher per capita than that of the Comprehensive Community 
service, even though service demand per head of population was significantly lower than in the CCM service. 
Overall, the salary costs for Community Mental Health Team staff were similar in each service, and the difference 
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in costs can largely be explained by the greater utilisation of inpatient care in the TM service and by the fact that 
patients being treated for less severe mental health disorders were less likely to be discharged from OPD follow-up 
following treatment. When compared with the available national data on service delivery expenditure per capita 
and on inpatient admission rates, both of the study sites were found to have lower expenditure per head and lower 
admission rates than the national average, suggesting that services nationally are even more inpatient-focussed 
than the Traditional Model service described in this report.

Limitations of the current study

The current study was carried out in the absence of any previous comparative economic analysis from Ireland on 
which this research could be based. The areas examined (quantity of service provided, quality of care and costs of 
care) did not directly address quality of life or other service-user defined measures, as would be required if carrying 
out formal cost-effectiveness or cost-utility analyses. 

There were very limited standardised performance indicators for adult mental health services in Ireland against 
which to measure the quality of service provided in the study areas, and those indicators that have been identified 
in the HSE Annual Service Plans refer only to care in the inpatient setting. The authors selected performance 
indicators for community services on the basis of their face validity in reflecting the quality of the patient experience, 
and were chosen with reference to the Vision for Change and Quality Framework Reports.

Conclusions and recommendations

The findings of the current study fit comfortably with the array of international research reported over the last 10 
years or so. We have found that the community-based model of care is unequivocally cheaper in providing care 
across the spectrum of acuity and severity i.e. for both patients presenting with acute symptom episodes and for 
patients diagnosed with long-term major mental health difficulties attending the mental health service on an ongoing 
basis. This reduction of costs has not been achieved at the cost of a reduction in  the quality of service provided 
or patient and family satisfaction with the service. On the contrary, in relation to the quality criteria identified in the 
Vision for Change Report and the Quality Framework Report, the community-based service provides a higher quality 
service across a range of relevant measures. 

The principal conclusions of our findings are the following:

 X Comprehensive Community Care can be provided at a lower cost than inpatient-oriented care

 X Comprehensive Community Care can be provided at an enhanced level of quality to  
 inpatient-oriented care 

 X Comprehensive Community Care is demonstrated to fit much more closely with the principles of the  
 Vision for Change Report than inpatient-oriented care

 X Comprehensive Community Care is shown to provide a realistic, achievable and sustainable alternative  
 to the inpatient oriented model of care

 X Comparative economic analysis is a feasible and effective tool in exploring issues of quality and cost- 
 effectiveness in different models of care.
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On the basis of these conclusions, we make the following recommendations:

 X Available resources for mental health care should be invested primarily in comprehensive community- 
 based services along the lines laid out in ‘A Vision for Change’. This will require continuing the   
 process of shifting both resources and mind-sets from inpatient delivered to community-delivered   
 models of service

 X National Performance Indicators, which reference care in the community as well as inpatient care,   
 should be established against which the quality of care provision can be measured in services across  
 the country

 X The lack of a standardised national database of service demand, delivery and quality limits the extent  
 to which our findings can be generalised to other mental health services nationally. A database of   
 service demand as well as of the quantity, quality and cost of service provision should be established  
 so that service resources can be planned in a rational way based primarily on patient need

 X We recommend that further comparative economic analyses be carried out to explore how different   
 models of delivery perform in terms of value for money.  

The findings in this report challenge received wisdom both for clinicians, in moving from an institutionalised 
and institution-focussed model of care to a truly community-based approach, and for managers in adopting a 
transparent, evidence-based approach in assessing service need, in allocating resources and in structuring services 
to meet these needs in the most effective and efficient manner possible. The current study has been carried out 
in the almost complete absence of national data on which such rational service management could be based. 
The economics of mental health care provision is a vital area of research that has been almost entirely neglected 
in Ireland, and the current study, for all its methodological limitations, marks a first attempt in Ireland to address 
this information deficit. Hopefully, it will be the first of many further and better studies that will guide services in 
achieving the worthy goals of A Vision for Change.
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Framework for economic analysis of mental health  
care provision

The organisation and delivery of health care is a focus of heated debate and controversy in Ireland as in other 
developed countries. The importance of a new approach in the management of health services has been highlighted 
in a series of reports commisioned by government in recent years, which have identified inefficiencies in the 
organisation and delivery of services and which have emphasised the need for value for money to be at the heart 
of service reorganisation (e.g Prospectus Report 2003, Brennan Commission Report 2005). These reports are 
unanimous in recommending radical changes in the way in which health services are structured and organised, in 
order to improve the strategic direction, management, delivery and accountability of the health care system (McDaid 
et al 2009). Some of these recommendations have been implemented (e.g. introduction of a new Consultants 
Contract), while others (such as the introduction of the HSE) have been overtaken by further developments in health 
policy e.g. the move in the current direction of policy towards aligning governance structures with care provision, 
and the proposal to introduce a Mental Health Directorate to govern the implementation of developments in the 
area of mental health care.

The implications for the delivery of mental health care services is evident from the direct and indirect costs 
associated with mental ill-health. In Ireland, a recent baseline estimate of the financial cost of mental illness (i.e. 
excluding the human and social costs of illness) provided a figure of 2% of GDP, which in the study year of 2006, 
amounted to over €e3 billion (O’Shea & Kennelly 2008). At the same time as the costs associated with mental illness 
escalate, expenditure on mental health care has increased significantly in absolute terms. However, the proportion 
of total health expenditure dedicated to treating mental illness continues to decline, from 14% of the overall health 
budget in 1984 to a level of just over 5.3% in 2010 (Mental Health Reform 
website http://www.mentalhealthreform.ie/home/mental-health-in-ireland/) and 
compares to a figure of over 8% recommended in the Vision for Change Report.

Despite these costs, the study of economic and financial aspects of mental 
health care provision continues to be a profoundly neglected field in Ireland as 
elsewhere. A recent report commissioned by the WHO lamented the paucity 
of completed economic evaluation studies in mental health provision and the 
shallowness of the knowledge base (Chisholm 2006, WHO). In Ireland, O’Shea 
and Kennelly have highlighted the almost complete absence of published work 
in the field, pointing out that there has been “no attention paid to economic 
aspects of mental health in Ireland… there is no tradition of economic analysis of 
mental health data” (O’Shea & Kennelly 2008). In fact, in their exhaustive review 
of the relevant literature, they failed to identify a single study that addressed the 
economics of mental care provision in Ireland or provides a detailed breakdown 
of the mental health budget to indicate which model of service consumes the 
most resources. While there have been attempts to quantify the costs related to specific disorders (.e.g. In relation 
to the costs of schizophrenia: Behan et al 2008; the cost of suicide in Ireland: Kennelly 2007), these studies are 
projections based on global estimates rather than being based on specific national or service expenditure data.

What little information is gathered on the demand and provision of mental health care in Ireland is heavily focussed 
on institutional care. Comprehensive information on inpatient service provision is collated and published annually 
in the National Psychiatric Inpatient Reporting System maintained by the Health Research Board (http://www.hrb.
ie/health-information-in-house-research/mental-health/information-systems/npirs-national-psychiatric-in-patient-
reporting-system/), while no national data whatever is published on admissions into the care of community mental 
health services around the country i.e. there is no database of overall demand for specialist mental health services. 
A prototype database  was maintained in Roscommon, Westmeath and Carlow/South Kildare (the Three County 

InTrodUcTIon
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Register; Walsh et al 1980) from 1973 but was discontinued in 2003 and subsequently not replaced. On the 
expenditure side, detailed unit cost data from community and residential mental health services is not systematically 
collated or published at national or local level. 

The lack of detailed data on either demand or on expenditure means that there is a very limited evidence base for the 
rational allocation of resources based on the relative costs of different models of care, the quality of care provided or 
equity of expenditure based on patient need. Mechanisms for addressing these deficiencies in the administration of 
mental health care services have been described in recent Government policy documents (described below), which 
provide a blueprint for improving the quality of service management in future.

Policy context for the current report
The move towards community provision of mental health care and away from an institutional model of care in Ireland 
was first described in the government blueprint document “Planning for the Future” (Dept. of Health 1984). Despite 
the impetus over following years to ‘deinstitutionalise’ the delivery of mental health care, this process has focussed 
primarily on moving long-stay patients to live in non-hospital facilities, while the delivery of acute care continues to 
be largely hospital based. Of overall public expenditure on mental health care, it is noteworthy that 58% of the total 
is spent on residential care and only 27% on community care services (McDaid et al 2009), which highlights the 
historical roots of mental health care in Ireland in institutional rather than community care.

Nevertheless, the publication of the Vision for Change Report in 2006 has provided a further impetus to the 
development of community-based mental health services in Ireland. The report was commissioned by the then 
Minister of State at the Department of Health and Children with special responsibility for mental health, Tim O’Malley, 
who appointed an Expert Group for this purpose. The key recommendations of the report that relate most directly to 
the provision of care in local communities are the following (Vision for Change Report, page 9):

 X Involvement of service users and their carers should be a feature of every aspect of service    
 development and delivery

 X Well-trained, fully staffed, community based multidisciplinary CMHTs (Community Mental Health   
 Teams) should be put in place for all mental health services. These teams should provide mental   
 health services across the individual’s life span

 X To provide effective community-based care, CMHTs should offer multidisciplinary home-based and   
 assertive outreach care, and a comprehensive range of medical, psychological and social therapies   
 relevant to the needs of service users and their families 

 X A recovery orientation should inform every aspect of service delivery and service users should be   
 partners in their own care. Care plans should reflect the service user’s particular needs, goals and   
 potential and should address community factors that may impede or support recovery

 X Service provision should be prioritised and developed where there is greatest need. This should be   
 done equitably and across all service user groups

 X Services should be evaluated with meaningful performance indicators annually to assess the   
 added value the service is contributing to the mental health of the local catchment area population. 

While the Vision for Change Report made a large number of recommendations about what services should be 
available to support the recovery of those with mental health difficulties and how these should be structured, the 
report did not identify specific performance indicators by which the quality of services might be measured and 
benchmarked.
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A subsequent report commissioned and published by the Mental Health Commission in 2007 (Quality Framework: 
Mental Health Services in Ireland) focussed more specifically on providing a framework for the promotion of quality 
services for people with mental health difficulties and their families, and a context in which Continuous Quality 
Improvement would become embedded in service provision throughout the country. The Quality Framework 
report was based on an initial consultation exercise with stakeholders in mental health services (Quality in Mental 
Health: Your views. MHC 2005) and was shaped by consultation with an international expert panel, to provide input 
in relation to developments in best practice internationally. The report identified 8 main themes on which their 
recommendations were based:

1. Provision of a holistic seamless service and the full continuum of care provided by a  
 multidisciplinary team

2. Respectful, empathetic relationships are required between people using the mental health service and  
 those providing them

3. An empowering approach to service delivery is beneficial to both people using the service and those  
 providing it

4. A quality physical environment that promotes good health and upholds the security and safety of  
 service users

5. Access to services

6. Family/chosen advocate involvement and support

7. Staff skills, expertise and morale are key influencers in the delivery of a quality mental health service

8. Systematic evaluation and review of mental health services underpinned by best practice will enable  
 providers to deliver quality services. 

There is a clear overlap between the two reports in their shared emphasis on the involvement of service users in 
decision-making about their own care at all stages of contact with services, that families, friends or chosen advocates 
should be involved in the process of care, that services should be accessible and provided by a multidisciplinary 
team and that the quality of the care provided should be measured on an ongoing basis. These concerns were 
echoed in a recently published consultation exercise with service users in relation to the implementation of the 
Vision for Change Report carried out by the National Service Users Executive (NSUE 2010). The Quality Framework 
report does not suggest specific indicators by which individual services could be benchmarked in terms of the 
quality of care, although one of the recommendations in the report is that an agreed set of national performance 
indicators addressing needs, inputs, processes and outcomes should be put in place and mental health information 
systems developed to provide the raw data for the defined indicators (Quality Framework Report, page 49). 

Implications of the Vision for Change Report  
in developing local services

The authors of the Vision for Change Report anticipated that the implementation of their recommendations would 
require significant additional expenditure by government. Given the economic climate that has prevailed in recent 
years, with continuous reductions in mental health expenditure, there appears to be a tacit acceptance that 
the further development of services as planned in the report will require a return to more favourable economic 
conditions, at which point additional resources may become available. However, this approach does not consider 
the possibility that existing resources might be restructured to obtain a better quality of service for patients without 
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additional expenditure. The current study aims to test this hypothesis, using data obtained from the Kildare/West 
Wicklow Adult Mental Health Service.

A Vision for Change Implementation Group was set up in the Local Health Office of the Kildare West Wicklow Adult 
Mental Health Service (KWWMHS) following the publication of Vision For Change (VFC) in 2006. The current Value 
for Money project grew from a consultation exercise carried out by the local VFC Implementation Group in 2008. 
The aim of the group was to examine the provisions in VFC and how they might be implemented in KWWMHS. As 
part of this process, a discussion paper was prepared by the VFC Implementation Group and circulated to staff 
as the core part of a consultation exercise in 2006 which outlined an option for the reallocation of resources from 
the inpatient unit to a home-based community care model of provision. A shared Home Care service had already 
been established in the 2 mental health sectors in North Kildare in 2004, drawing on the experience gained in 
other similar services around the country, such as the Clondalkin Project (Bowe et al 2011). The new service was 
extensively evaluated in the year after its establishment, and was found to significantly decrease both admissions 
and length of stay in the inpatient unit and also to be associated with an increase in satisfaction with the service by 
both patients and their families (Gibbons & Cocoman; Building Blocks, 2006). 

Despite the success of the home care model within KWWMHS, staff and their representatives expressed scepticism 
as to whether the demand for inpatient care could be significantly reduced even with enhanced community facilities 
and whether this would be both cost effective and at the same time maintain the quality and safety of care provided 
to patients. In order to shed light on this unresolved question, the local Vision for Change Implementation Group 
proposed a research study to examine whether home-based community care provided a cost-effective model of 
mental health care compared to a traditional hospital based model, without compromising the quality of the care 
provided. A preliminary meeting was held between the HSE Local Health Manager, the Clinical Director of KWWMHS, 
Ms Yvonne O’Neill (HSE Assistant National Director, Value for Money) and Dr. Pat Gibbons, Consultant Psychiatrist 
member of the VFC Implementation Group. It was agreed that a research group would be formed from within the 
local service, with consultative support from the Value for Money Office. The research group (and authors of the 
current report) were Dr. Pat Gibbons, Justin Parkes (Area Manager), Edward Meaney (HSE Finance Directorate) 
and Dr. Alyson Lee (Consultant Psychiatrist).
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Specific objective of the study

To compare the cost and quality of care provided in a comprehensive community-based mental health service and 
an inpatient-oriented service.

General description of methodology

In assessing the relative economic efficiency of alternative models of health care provision, the emphasis is not on 
the total cost of a specific illness (i.e. as in the approach taken in examining the economic cost of schizophrenia in 
Ireland; Behan et al 2008), but on the relative costs and benefits of the comparison models, as this will determine 
the efficient use of existing resources (O’Shea & Kennelly 2008). In this study, we followed this latter approach, and 
focussed on comparing the following three groups of variables between two models of care:

1. Quantity of service demand and delivery

2. Quality of care provided

3. Costs of care delivered 

The Kildare/West Wicklow Mental Health Service (KWWMHS) is divided into 5 geographical sectors, each with its 
own Mental Health Team. We set up a small working group within the KWWMHS to collect data on two differently 
structured mental health sectors. Our aim was to make a comparison of the service demand, quality of service and 
cost of service provision in the two sectors based on available resources.

The two sectors selected were the North East Sector and the Mid East Sector. The North East Sector provided a 
comprehensive community-based service, having access to a day centre, day hospital and a homecare team (each 
of which were shared with a neighbouring sector). The team also included a full range of relevant professional 
disciplines (including psychology, occupational therapy and social work). For the purpose of this study, the North 
East sector service is characterised as a ‘Comprehensive Community Model’, given the availability of a wide range 
of community services across different structures and disciplines. The Mid East Sector at the time of this study 
had no access to day facilities or home care but did have access to an out-patients suite in the hospital. While the 
community based staff working with the team provided ongoing care in the community, patients who presented with 
more acute or severe illness were referred to the inpatient unit for acute care, and for the purposes of this study,  
the service is therefore described as a ‘Traditional Model’ service. Both Sectors had access to and use of in-patient 
acute beds in the Lakeview Unit at Naas General Hospital. These sectors were chosen as they provide the greatest 
contrast within KWWMHS in how resources were allocated between inpatient and community based services, and 
therefore the least potential for confounding results.

We selected the year 2008 as the study period because at the time of the review, it was the most recent year for 
which complete financial data were available. It was also important that the selected year represented a period when 
there was structural stability within the teams i.e. with no significant change in staffing levels or personnel during 
the study period.

objecTIVes and MeThod
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Measuring clinical activity levels
Data on clinical activity levels in each sector was collated by Dr.s Lee and Gibbons. The variables chosen to represent 
the quantity of clinical care delivered were the following:

1. New patient referral rates

2. New patient assessments completed

3. Primary and secondary diagnoses of new patients assessed

4. Total numbers of patients attending the service (at end of year)

5. Primary diagnoses of patients who were attending the service on a long term basis

6. Bed day usage in the inpatient unit 

The new patient data for the Comprehensive Community Service is derived from the log of all new patient referrals 
that has been maintained since 2006. The data on overall patient attendances during 2008 is taken from an end-
of-year audit of patients carried out in the sector, and from a log of patients with enduring mental illness that is 
maintained in the service. Information from the north east sector was available for the whole year.

 The data from the Traditional Model Service has been collated by Dr. Lee and colleagues from a range of sources. 
The new patient log was only introduced in the sector subsequent to the start date for the study period so the 
service utilisation data was incomplete. As there was only complete data available only for the second six month 
period in 2008 (July-December), we extrapolated from this data to give an estimate of activity levels of the full 
year. To establish the reliability of this extrapolation, we compared service demand and diagnostic data over the 6 
month period in 2008 for which we have data with the equivalent period in 2009 and established that these data 
correspond very closely, suggesting that service demand was stable over the study period and that the extrapolated 
data are a true estimate of service demand.

Measuring the quality of service provision

We compared the quality of the service provided in terms of the following criteria:

 X waiting times for non-emergency assessments 

 X proportion of patients attending the A/E Dept. to access an emergency assessment as against the local  
 mental health clinic

 X the attendance rates for non-emergency assessment 

 X the rate of hospital admission 

 X length of stay for patients admitted to the inpatient unit 

 X the risk of a prolonged admission or recurrent admission

 X range of multidisciplinary assessments and interventions available to patients

 X use of standardised assessment tools in assessing patient care needs

 X the extent to which Treatment and Care plans were prepared for each patient through a formal   
 multidisciplinary process

 X after treatment, the length of the pathway to discharge from the service to primary care 

 X expressed satisfaction of patients and families with community-provided care compared to the   
 inpatient based model (data from Building Blocks Report, Gibbons & Cocoman 2006).
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Measuring the cost of service provision
We considered using a ‘Cost-Effectiveness Analysis’ (C.E.A.) approach in carrying out this study, as it involves 
the comparison of costs and outcomes of alternative health interventions, as suggested in the Vision for Change 
Report. However, in most studies of the economics of health care provision, health outcomes are defined as ‘lives 
saved’ or ‘life years gained’ (O’Shea & Kennelly 2008). Given that death arising directly from mental ill-health is a 
rare occurrence in statistical terms, a strict C.E.A. approach is difficult to apply to mental health services. A ‘Cost-
Utility Analysis’ (C.U.A.) approach offers an alternative methodology which measures outcomes in ‘quality adjusted 
life years’ i.e. where gain in quality of life as well as life expectancy is used as the outcome variable (O’Shea & 
Kennelly 2008), and may be more appropriate to comparison of mental health services. Again, as quality of life 
and life expectancy data are not routinely collected in mental health services in Ireland, the resources and time-
frame available for the completion of the current study did not allow for a comprehensive ‘C.U.A.’ methodology to 
be applied. The quality indicators described above serve as an alternative to formal quality of life measures in the 
current report.

The basic premise behind the costing methodology was to use an approach which availed of the actual  
costing data on the SAP financial reporting system for the most recent closed period (i.e. the calendar year 2008).  
 
The advantages of such an approach include: 

 X Using a system of financial data which is subject to ongoing internal financial control and  
 audit scrutiny

 X Taking a period of 12 months provides a reasonable time frame for reliable analysis

 X Use of actual financial data reduces effect of bias/subjectivity. 

Disadvantages include:

 X Risk of error associated with analysis of crossover between cost centres e.g. difficulty of apportioning  
 salary costs of staff who work between different sites. 

The initial part of the costing work was concerned with establishing the financial data relevant to each sector. This 
involved a detailed review of pay and non-pay costs, and in particular a review of staffing and coding in the period 
January-December 2008 in order to correctly code staff to work areas. Travel expenses incurred by clinical staff 
visiting patients in the community have been accounted for in the pay costings.

As well as the re-allocation of pay costs, other changes included the removal of certain non-pay costs, such as 
‘Rents’, ‘Capitation’ and ‘Contract Beds’. In the case of ‘Rent’, it would not be appropriate to compare costs between 
sectors which owned their premises and those who rented at commercial rates. Equally the removal of ‘Capitation’ 
and ‘Contract Beds’ (i.e. where care was provided to patients of the service in an alternative specialist facility) 
was appropriate as their inclusion would not be relevant to core service delivery costs within the sectors, and their 
inclusion risks introducing unwanted bias in the comparison of costs.

The stages in the process are described on page 15.
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STAGE 1: Download from SAP Financials by Line Item for the 2008 period for the following Cost Centres

Cost Centre Title

30950222 Larine House High-Support Hostel

30950223 Bramble Lodge High-Support Hostel

30950231 119 Lakelands Medium-Support Hostel

30950241 Other Hostels Med/Low Support

30950311 North East Kildare H/Q (C.C.M. service)

30950313 Whitestown Day Centre (C.C.M. service)

30950316 Celbridge Day Hospital (C.C.M. service)

30950321 Mid East Kildare H/Q (T.M. service)

30950331 Mid West Kildare H/Q

30950333 Tus Nua Day Hospital

30950341 South Kildare W/W H/Q

30950343 Athy Day Hospital

30950346 Abbeyview Day Centre

30950347 North West Kildare H/Q

38051114 Lakeview Ward (Acute Inpatient Facility)

STAGE 2: Correct Staff Postings

This involved operational staff reverting to Finance on each individual person employed in Mental Health Services 
in the above Cost Centres. Management had to allocate staff to individual Cost Centres or apportion as appropriate 
between Cost Centres

STAGE 3: Re-allocate Registrar, Senior Registrar & Psychiatrist Overtime to Acute Inpatient Service

This stage recognised that overtime paid to certain staff would be coded to the "home" Cost Centre where that 
person's costs were normally coded. This process reallocated these costs to the Acute Inpatient Unit (Lakeview) 
where the costs were more appropriately incurred.

STAGE 4: Excluding Contract Beds, Capitation and Rents in Sector HQ 

These specific non-pay costs, relating to ‘Contract Beds’, ‘Capitation’ and ‘Rents’, were taken out of the costing 
model on the basis either that their inclusion might skew results for the purpose of comparison or that the costs were 
not a relevant part of the Sector cost base.

STAGE 5: Charge-out of the Home Care Team, Celbridge Day Hosp, Whitestown Day Centre 

The named specific services were allocated out to the Sectors on a usage basis

STAGE 6: Lakeview Inpatient Unit Apportionment 

The significant cost of the Acute Inpatient Unit was allocated to the Sector HQs on the basis of activity

STAGE 7: Final Staff Adjustment 

It was later identified that some minor coding adjustments were required in respect of 2 individuals
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The following section provides a comprehensive description of the baseline population statistics, staffing levels and 
service structures in order to provide the context for the comparison of data on service demand, quality and cost 
provided later in the report. 

Population characteristics of the study sites

A general comparison of the population parameters between the two sectors is provided in Table 1:

TABLE 1: Population characteristics of study sites

Traditional  
Model service

Comprehensive 
Community service

Overall population† 53,238 35,510

SAHRU weighted scores -0.5 -1.0

% population >65 years (2006 Census) 6.5%* 4.2%

† Population statistics drawn from 2006 census of population. 

* Data for all areas in Mid East sector not available.

The base population is significantly larger in the Mid East Area, with a higher score on the SAHRU Deprivation Index 
(Kelly & Teljeur 2007) and a higher proportion of the population over the age of 65 years. 

Given that low socioeconomic status has been proposed as a risk factor for several mental disorders, the respective 
SAHRU scores were reviewed by Dr. Alan Kelly, Senior Lecturer in Biostatistics at TCD, who offered the following 
comment: “However, note that the difference is only 0.5 units – while this may be statistically significant (due to 
the population weighting) it is still a small difference given the deprivation scale and is probably of little practical 
interest” (personal communication).

serVIce conTeXT oF The reporT
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Staffing levels between the two sectors are compared in Table 2, with 20% fewer staff in the TM service. Overall 
staff costs are similar, however, with extra consultant staff in the TM service being balanced with a psychologist and 
extra nursing staff in the CCM service.

TABLE 2: Staffing and structure of the sector Community Mental Health Teams

Staff Category Traditional  
Model

Comp.  
Community Model

Consultant Psychiatrist 2 1

NCHDs 2 2

Total nursing staff (including Day 
Hospital, Day Centre and Home Care)

6 8.5

Psychologist 0 1

Occupational Therapist 0.8 0.8

Social Worker 0.8 0.8

Day Hospital (days available per week) 0 5

Home Care Team No Yes (7-day service)

Day Centre (days available per week) 0 3

description of the Traditional Model service

The Traditional Model service covered a broad geographical area with a population of 53,238 which stretches from 
the busy Dublin commuter town of Naas to more rural and remote parts of West Wicklow. There was no Day Hospital 
or Day Centre in the sector in 2008, and no access to a home care nursing team. In addition, there was no Clinical 
Psychologist appointed to the team. Psychiatric assessment and review of patients took place at the Out Patient 
Clinic or in the Lakeview Unit at Naas General Hospital. The sector had been staffed by two Consultant Psychiatrists 
since 2006 as recommended by A Vision for Change, but there were five different Locum Consultants (and no 
permanent appointee) in post from 2004-2008. 

 
Referral procedures

Referrals were received from local GPs, the A&E Department of Naas General Hospital (NGH) and other mental 
health services. The waiting time for non-urgent referrals was approximately 8 weeks. Due to the lack of community 
facilities, the majority of urgent referrals were directed to the A&E department at the local general hospital in Naas. 
Patients who required urgent assessment and were already known to the service were assessed within 1-3 days. 
The community nursing staff were not involved in the initial assessment process.

 
Role of the Clinical Nurse Specialist (CNS) team

The C.N.S. team offered crisis intervention and support to patients attending the service, but due to the lack of 
psychology services and inadequate community facilities, the availability of psychotherapeutic interventions was 
very limited. Nursing staff reviewed patients in the person’s home or in public places (commonly a coffee shop).

Comparison of Staffing levels
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Description of the Comprehensive Community Model service
The comprehensive community service provided mental health care to a geographically condensed population of 
35,510 (2006 census, Central Statistics Office), mainly in the towns of Celbridge and Leixlip. The demographic 
profile is of a relatively young and middle-aged population, with relatively fewer older residents. The sector Mental 
Health Service is based in the Health Centre in Celbridge, along with other community health services. There had 
been a single permanent Consultant Psychiatrist in post since 2002.

 
Provision of acute assessment and care

The large majority of referrals were received from local G.P.s, who were encouraged to refer urgent cases to the 
Home Care Team during office hours (Monday to Friday). Out-of-hours referrals were responded to on the following 
working day. These referrals were made by faxing a standardised referral form to the Mental Health Centre. In 
addition, G.P.s were advised to alert the Home Care Team to the referral by calling a designated mobile phone 
number. On receipt of the referral, the Home Care nurse arranged an initial assessment appointment with a team 
psychiatrist on a same-day basis where necessary, as indicated following discussion with the referring doctor. 
Assessment appointments were available to non-urgent patients within 3 weeks in the large majority of cases. Where 
further assessment was warranted, patients were referred to the nurses of the Home Care Team for:

 X structured psychosocial assessment (i.e. FACE assessment) 

 X specific symptom measurement (MADRS, PANSS etc.) 

 X routine blood screening 

 X collateral history with a family member or close friend. 

The patient was then reviewed by the Consultant Psychiatrist. Following completion of these assessments, each 
case was discussed at the weekly Multidisciplinary Treatment and Care Planning Meeting, where a formal Treatment 
and Care Plan (TCP) was formulated, intervention actions allocated and a Key Worker identified. Feedback was 
then provided to the patient in relation to the TCP, and also to the key carer with the patient’s consent. Following 
the implementation of the care plan, the patient was reviewed by the responsible psychiatrist and key worker with 
a view to planned discharge.

 
Role of the Day Hospital

The Day Hospital provided up to 10 care placements per day, 5 days per week (Monday to Friday), and gave 
patients presenting with acute illness a further option in relation to the assessment and acute treatment, either as 
an alternative or in combination with the home care service. Day Hospital care was more likely to be preferred where 
the initial presenting symptoms were unclear or ambiguous, were more severe or sufficiently unstable to require 
closer monitoring than was possible with home-based care. Day Hospital care was also indicated where behavioural 
activation and activity scheduling was a therapeutic priority; and where family or other social support was limited.

 
Role of Day Centre

The Day Centre provided a long-term day programme for patients with enduring mental illness who had accumulated 
significant social, psychological or cognitive deficits as a result of their illness, and who had limited access to social 
support or opportunities for socialisation outside of their immediate family. Day Centre care was available to patients 
of the service on 3 days per week only. 
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Role of the Clinical Nurse Specialist (C.N.S.) Team in providing continuing care

The 3 C.N.S. staff provided nursing care and other therapeutic interventions (e.g. formal and informal psychoeducation, 
stress and anxiety management) to those patients who had been diagnosed with an enduring mental illness and to 
their families. They did not provide acute crisis intervention as this role was carried out by the Home Care Team.

(Note: the home care, day hospital and day centre services were shared with a neighbouring sector service)

 
In Table 3, we provide a summary comparison of organisational procedures in relation to assessment and care 
provision between the two service models.

TABLE 3: Summary comparison of assessment and care procedures

Procedure Traditional 
Model

Comprehensive 
Community Model

Access to emergency assessment in 
community facilities (office hours only)

No Yes

Multidisciplinary assessment and 
formal care planning

No Yes

Routine use of formal tools in each 
patient assessment

No Yes

Availability of psychologist and of 
complex therapy interventions  
(e.g. DBT)

No Yes

Routine discharge planning by MDT No Yes
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Comparison of referral rates and attendance rates

Of note in Table 4 is that both referral rates and attendance rates are markedly higher in the Comprehensive 
Community service, so that more assessments were carried out by year end in the CCM service, while direct 
admission rates to the inpatient unit at the point of assessment are lower. A greater proportion of newly referred 
patients in the TM service were first assessed in the General Hospital A/E Department rather than at the sector 
community headquarters. The locus of initial assessment is of some importance, as it appears from the data 
presented in Table 4 that assessment in the A/E Department rather than in a community facility is associated with 
an increased likelihood of direct admission to the inpatient unit.

TABLE 4: New Patient referral* and attendance rates to Traditional Model and Comprehensive Community  
    Model (CCM) services

Number of referrals and assessments TM CCM

Total referrals 284 232

Referral rate/1000 pop. 5.3 6.5

Total patient assessments 192 202

Assessment rate/1000 pop. 3.6 5.7

No. assessed initially at A/E Dept. 52 (18%) 25 (11%)

Direct Hospital Admissions  
(i.e. at point of presentation)

32 (17%) 9 (4%)

Non-attenders 92 (32%) 30 (13%)

* New patient referrals include those who have been discharged back to the GP and then re-referred.

The speed of access to acute assessment is also of some relevance to the risk of subsequent inpatient admission. 
We audited the referral data for the first three months of 2008 for the CCM service. This audit shows that there were 
a total of 56 referrals during the period, of which 40% were referred for urgent assessment, and were seen within 
an average of 2.5 days. The remaining 60% of patients were referred for routine assessment, and were offered an 
appointment within an average of 25 days. Equivalent data are not available for the TM service, but the average 
waiting time for routine assessment is reported by the team staff to be in the region of 8-10 weeks. Where G.P.s and 
other referring doctors are confident that a patient urgently referred to the community service will be attended to 
promptly, it is much less likely that the patient will be referred to the A/E Department for urgent assessment, which 
in turn appears to decrease the likelihood of direct hospital admission.

We did not identify any data which might explain the higher referral rates to the CCM service. It may be that the 
shorter waiting time for routine referral in the CCM area made it less likely that G.P.s in the area would refer to mental 
health services in the private sector. In any event, the most likely explanation for the different referral rates to the 
two services is due to different referral practices by G.P.s in the respective areas rather than to any difference in 
the baseline rates of mental health disorders in the respective populations, given the broadly similar psychosocial 
profiles of the populations in each area.

There is a significant difference in the non-attendance rate between the Traditional Model (32%) and Comprehensive 
Community Model services (13%) for non-urgent assessment appointments. Studies have repeatedly demonstrated 
that waiting times influence attendance rates (Hamilton el al 2002) and it is therefore likely that the longer waiting time 

resUlTs
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in the Traditional Model service contributed to the reduced attendance rates. Lower attendance rates at outpatient 
clinics are considered to represent a considerable waste of resources, with non-attendance at a psychiatric service 
in the U.K. estimated to have cost up to £80 in each instance (Jayaram et al 2008), which is close to the estimated 
cost in Ireland of €94 (O’Shea & Kennelly 2008). Non-attendance rates have been identified as an important 
Performance Indicator by the U.K. Department of Health, with ≤ 11.3% being considered “acceptable”. The CCM 
service comes close to achieving this standard, in contrast to the TM service.

The structure of the TM service differed from that of the CCM service, in that the service did not have a mechanism 
in place to respond to requests for urgent assessments from GPs or other referring agents. As a result, these patients 
were frequently directed to the A&E Department. A significantly higher proportion of patients in the TM service 
(18%) had their initial assessment in the A&E department each year compared to the CCM service (11%).

Comparison of the diagnostic profile of newly  
referred patients

There were similarities in the relative number of patients with a diagnosis of Schizophrenia, Bipolar Disorder and 
Neurotic Disorders in both sectors but there is a significant difference in the number of new referrals with a primary 
diagnosis of Personality Disorder (Table 5). Whilst low family socioeconomic status has a modest effect on the 
prevalence of some types of personality disorder (Cohen et al, 2008) the levels of social deprivation are similar in 
each sector area so it is unlikely that the population prevalence rates differ significantly. The difference in prevalence 
rates identified is more likely to arise from differences in diagnostic practice in the respective services, with a formal 
rating scale (the Zanarini Rating Scale for Borderline Personality Disorder; Zanarini et al 2003) being routinely 
used as part of the assessment process in the CCM sector which may result greater sensitivity in the diagnosis of 
Personality Disorder. Of note is that the prevalence rate of Borderline Personality Disorder in psychiatric outpatients 
is found to be in the range 9-18% when a systematic assessment procedure is used (Korzekwa et al 2009), 
suggesting that personality disorders were under-diagnosed in the Traditional Model service.

TABLE 5: Comparison of the diagnostic profile of new attenders to Mid East and North East Sectors 2008*

Primary Diagnosis TM Service 
N=152

CCM Service  
N=169

Schizophrenia Spectrum 20 (13.2%) 14 (8.3%)

Bipolar Disorder 6 (4.0%) 9 (5.3%)

Personality Disorder 4 (2.6%) 31 (18.3%)

Neurotic Disorders† 104 (68.4%) 100 (59.2%)

No Acute Psychiatric Disorder 10 (6.6%) 12 (7.1%)

Not Located 4 (2.6%) -

Eating Disorder 4 (2.6%) 3 (1.8%)

*Primary substance misuse and organic brain disorder not included.

†This category includes depression, anxiety and stress related disorders.
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The Health Research Board Report on the Activities of Irish Psychiatric Units and Hospitals 2008 (Daly & Walsh 
2009) provides national summary data for the year 2008 on a number of important variables that describe the usage 
of inpatient services. These variables have been adopted by the HSE as “Performance Activity and Performance 
Indicators” for inpatient care in mental health services (HSE Service Plan 2012). In Table 6, we compare the 
performance of the TM and CCM services with these national data across these key indicators.

TABLE 6: Comparison of the diagnostic profile of new attenders to Mid East and North East Sectors 2008*

National data  
(Daly & Walsh 

2009)

TM  
service

CCM  
service

Total Bed Days
 

-

3559  
(39% of total 

bed days)

486  
(5% of total 
bed days)

Total Admissions 20,752 131 41

Admission rate/1000 pop. 4.9 2.5 1.2

First admission rate/1000 pop. 1.5 0.7 0.5 

Readmission rate/1000 pop. 3.4 1.8 0.7

Readmissions as a proportion of  
total admissions

69% 72% 58%

Involuntary admission rate/1000 pop 0.4 0.6 0.2

Average Length of Stay 25 27 12

Proportion of inpatients hospitalised  
for >90days 

4%* 10% 0%

*The HRB data include only those patients who were in hospital for >90 days on a single admission. 

Both overall admission rates and length of stay were more than twice as high for the TM compared to the CCM 
service. In addition, 10% of patients admitted from the TM service were admitted for more than 90 days in hospital 
during the year (either a single prolonged admission, or recurring admissions), compared to 0% for patients admitted 
from the CCM service.

It is evident from these data that both the CCM and TM services have a dramatically lower admission rate than 
the national average, which reflects the fact that the Kildare/West Wicklow Service has a very low inpatient bed 
provision compared to other mental health services around the country and therefore suggests that adult mental 
health services nationally are even more inpatient-oriented than the Traditional Model service described in this 
report. On the other hand, the data from the TM service on first admission rates, involuntary admission rates, length 
of stay and proportion of patients in hospital for more than 90 days are not markedly out of line with the national 
averages. The CCM service, on the other hand, performs significantly better than the national average on each of 
these parameters.

Utilisation of inpatient care
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Although the number of new patient assessments per annum in each service is similar, there is a much higher 
long-term patient case load (i.e. attending for more than one year) in the TM service (398 vs 176 patients: Table 7). 
This difference is mainly due to the higher number of long-term attenders with neurotic disorders, who account for 
53% of long-term attenders in the TM service compared to 8% in the CCM service. The number of patients with a 
diagnosis of Schizophrenia or Bipolar Disorder attending each service on a long term basis is similar. The number of 
long-term attenders with a diagnosis of Personality Disorder in the two sectors differs to some extent (as discussed 
previously), but the overall numbers in this category are small.

TABLE 7: Diagnostic profile of Long-Term Attenders* in the Traditional Model and Comprehensive Community  
    Model services

Primary Diagnosis TM service CCM service

Schizophrenia Spectrum 121 (30%) 99 (56%)

Bipolar Disorder 48 (12%) 38 (22%)

Personality Disorder 18 (5%) 25 (14%)

Neurotic Disorders  
(chronic depression, anxiety, other)

211 (53%) 14(8%)

TOTAL 398 (100%) 176 (100%)

* Long-term attenders =attends service for > 1 year. 

There are several possible contributory factors to the difference in the number of long-term attenders with neurotic 
disorders who attend each service:

 X There was a greater availability of prompt interventions in the CCM service. These patients are  
 more likely to have been offered brief psychosocial interventions by the Home Care Team or in the   
 Day Hospital setting. There is some objective evidence that these brief interventions are effective as  
 demonstrated by a decrease in symptomatology rating scores (Gibbons & Cocoman, 2006)

 X In the CCM service, there were regular case management reviews of all patients in acute care   
 resulting in prompt discharge to primary care on completion of acute care interventions

 X Community facilities and psychosocial interventions were extremely limited in the TM service.   
 Numerous studies have suggested that a combination of psychosocial and pharmacological   
 interventions are more effective than either alone

 X In the TM service, there may have been a greater reliance on pharmacological interventions leading at  
 times to less effective treatment, slower recovery and thus longer time attending the out-patient clinic  
 service

 X There was a high turnover of consultant staff in the TM service. This is likely to have decreased the  
 continuity of case management, and delayed discharge of patients from the service. 

In the absence of active psychosocial as well as pharmacological treatment approaches, we believe that the 
therapeutic gain of long-term attendance at OPD for patients with neurotic disorders is very much open to question.

Comparison of long-term attenders
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Satisfaction of service users and family members
(Building Blocks, Gibbons & Cocoman 2006) 

The satisfaction of both patients and their families was compared between North Kildare (Comprehensive Community 
Model) and Mid East sector (Traditional Model) using the Verona Satisfaction scale, a 34 item self-report instrument 
with a 5-point Likert scale. The subjective ability of family members to manage difficulties associated with their 
relative’s ill health was measured using the Family Burden Scale, a 22 item scale which uses a 4-point Likert scale. 
The survey was completed by 33 home care patients and 30 family members of those attending the Comprehensive 
Community service and 24 inpatients and 26 family members from the Mid East sector (Traditional Model).  The 
Verona Satisfaction scale scores for Home Care patients were higher on 28 of the 34 items, and this difference 
reached statistical significance (p<0.05) for four items, and approached significance (p<0.1) for two further items. 
Carers in the Home Care group indicated a higher degree of satisfaction on all 18 Verona Questionnaire items, this 
difference reaching significance at the p<0.05 level for 4 items and at the p<0.10 level for a further 5 items. Results 
from the application of the Family Burden Interview indicate a clear and consistent lowering of subjective burden 
in the Home Care group, which had lower burden scores in 20 of the 22 items in the questionnaire. This difference 
reached statistical significance (p<0.05) for 5 of the items, including the summative item (Total Family Burden 
Score for the TM service = 36.9, for CCM service = 25.3, t=2.1, p=0.04), and was close to significance (p<0.10) for 
a further 3 items. These results indicate that both patients and their carers expressed a consistent preference for 
home-delivered care for acute episodes of illness, compared with hospital-based care. In addition, families reported 
a decrease in family burden related to the illness episode.

Comparison of the cost of service provision
(Note that a detailed comparison of Costings by Sector is available in the Appendix on page 30) 

The total cost associated with the Acute Inpatient Unit (Lakeview) was €4.5m, and was calculated by reference to 
costs which occur within KWWMHS. We recognise that other shared costs occur within the acute hospital setting 
which may not be adequately reflected in the final costing figure. However, we believe such costs to be relatively 
minor in the context of the overall costed figure of €4.5m for the inpatient unit. In addition, the figure of €4.5m is 
broken down between pay (€3.76m or 83%) and non-pay costs (€0.78m or 17%). In public sector terms, pay costs 
by their nature tend to be fixed or semi-fixed in the short to medium term. However, the implementation of the Croke 
Park Agreement may introduce flexibilities hitherto unseen in public services, for example, the transfer of skill sets 
across geographical and ‘care group’ boundaries. Nursing pay costs in the inpatient unit accounted for €3.15m 
or 84% of total Pay costs, whilst Medical/Paramedical pay costs accounted for €0.53m or 14% of total Pay costs. 
Under Non-Pay costs, ‘Cleaning/Washing’ represented the largest cost of €0.2m (or 26% of total Non-Pay costs)

The cost of running the Comprehensive Community Model service in 2008 amounted to €1,592,367 compared to 
€3,038,629 in the Traditional Model service (Table 8). The method of costing has been described above at page 
18 under the heading “Costing Methodology”. When the Sector Costs are compared to Sector population, the cost 
can be expressed as follows:

 X CCM service €44.84 per capita

 X TM service €57.08 per capita, or a variance of 27% from the CCM service per capita cost. 

The difference in costs per capita between the services is particularly stark in light of the fact that the number of patients 
attending for assessment is proportionately much higher in the CCM service (5.5 versus 3.4 assessments/1,000 
population per year). 
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TABLE 8: Comparison of Costed Analysis between the TM and CCM service

Cost Centre Total cost in 
2008

Sector 
population

Average cost 
per capita

Variance from  
least cost

TM service €3,038,629 53,238 €57.08 27%

CCM service €1,592,367 35,510 €44.84 0%

Total €4,630,996 88,748 €52.18 -

Most of the difference in costing between the Traditional Model and Comprehensive Community service can be 
attributed to the expense of hospital care. The number of hospital admissions and duration of hospital stay (bed 
days) is significantly higher in the TM service (Table 6).

Factors influencing the rate of hospital admission include:

 X The TM service offered fewer alternatives to admission when a patient suffered acute symptoms  
 or relapse

 X The CCM service offered easy access to urgent assessment in the community which was not available  
 in the TM service. In the absence of a similar service in the TM sector, more acutely unwell patients  
 from this area were assessed in the hospital A/E Department, leading to relatively more unplanned   
 admissions form this source

 X The TM service covers remote rural areas (West Wicklow) where there are few social outlets for many  
 patients leading to a higher dependence on services and where social isolation may pose an obstacle  
 to hospital discharge

 X The duration of hospital stay may be longer when there is no step down facility (such as day hospital)  
 following acute hospital admission. Of note, non-acute admissions (i.e. number of bed days >90   
 days) accounted for 46% of the total bed days in the TM service. There were 13 patients in total who  
 stayed in hospital for greater than 90 days, only one of whom was aged over 65 years. In general,  
 these prolonged hospital admissions can be explained by the limited availability of rehabilitation  
 services in the area rather than the absence of a day hospital or day centre

 X There were four different Locum Consultant Psychiatrists working in the TM sector in 2008 and again  
 in 2009. The resulting breach in the continuity of clinical care, and continuity of management   
 systems is likely to have contributed to longer hospital admission.
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General review of findings
In a systematic review of Home treatment services, Burns et al (2001) report that 6 groups of variables were 
essential to the quality with which these services were provided:

 X providing care in the patient’s home

 X psychiatrist involvement

 X caseload under 25 for team members

 X quality of service management 

 X integration of health and social care

 X skill mix and multidisciplinary input. 

In addition, flexible working hours over 7 days were considered necessary, although availablity of the service over 
the full 24-hour period of each day was not essential. In a follow-up study, it was reported that half of the home care 
services included in the initial study were found to have closed during the follow-up period, with only those services 
which were found to decrease the demand for inpatient care proving to be sustainable over time (Wright et al 2004). 
The CCM service was designed to meet these criteria, in providing a 7-day service during “office hours” each day, 
and has proven to be sustainable over time in having demonstrably reduced rate of admission and length of stay in 
inpatient care.

The quality of care provided in the Comprehensive Community Model service was found to be superior to the 
Traditional Model service across a range of parameters:

 X waiting times for assessments were considerably shorter

 X fewer patients in crisis had to attend the hospital A/E Dept. to access an emergency assessment,   
 which was available instead at the local mental health clinic

 X the attendance rates for assessment were much higher 

 X the rate of hospital admission was greatly reduced

 X for patients admitted to the inpatient unit, length of stay was greatly reduced, and the risk of a   
 prolonged admission or recurrent admissions was much lower

 X following presentation, there were a greater range of multidisciplinary assessments and interventions  
 available to patients

 X standardised assessment tools were routinely used in assessing patient care needs

 X following assessment, Treatment and Care plans were prepared and documented for each patient   
 through a formal multidisciplinary process

 X after treatment, the pathway to discharge from the service to primary care was much shorter for patients  
 with less severe disorders and the risk of becoming a long-term attender (i.e. for more than a one year  
 period) was much lower, especially for patients presenting with less severe mental health disorders

 X In addition to these findings, patients and families have been found to express greater satisfaction   
 with community-provided care compared to the inpatient based model in these same sectors, and total  
 family burden was found to be reduced (Building Blocks 2006).

dIscUssIon



27

The cost of the Traditional Model service was 27% higher per capita than that of the Comprehensive Community 
service model, even though service demand per head of population was almost double that of the Traditional 
Model service. Overall, the salary costs for Community Mental Health Team staff were similar in each service. This 
difference in service delivery costs can largely be explained by the differences in the utilisation of inpatient care 
between the services and by the fact that patients being treated for less severe mental health disorders were less 
likely to be discharged following treatment from the Traditional Model Service (Table 7).

It is noteworthy that while the Traditional Model service is considerably more costly than the Comprehensive 
Community Model, it nevertheless compares very favourably with the cost of services nationally. In a review of 
mental health spending in each catchment area around the country in 2009 (adjusted for deprivation scores), it 
was reported that KWWMHS had the lowest per capita spend (€62), rising to a maximum of €370 in Mayo, and 
with a national average per capita expenditure of approximately €180 per capita (personal communication, Martin 
Rogan, HSE Assistant National Director for Mental Health). The disparity in costs is likely to reflect the much lower 
admission rates in KWWMHS compared to national figures (Table 6) and again highlights the financial costs of the 
dependence on inpatient care in adult mental health services in Ireland.

Methodological limitations of the current study
The current study is the first of its kind in Ireland in tackling the economic evaluation of different models of mental 
health service provision. We approximated a Cost-Utility Approach in carrying out this study, but given the time-frame 
for completion of the study and in the absence of basic systems for gathering and collating clinical as well as financial 
data in the public mental health service, we were not in a position to gather specific quality of life data that this 
approach usually requires. In common with previous studies in the field, we used proxy outcome measures, including 
the quality indicators described previously and especially inpatient admission rates and length of stay to compare 
the two services. The financial data likewise had to be disentangled from a web of pragmatic accounting practices 
that had built up over years, where costs had been allocated in some cases on an ad hoc basis rather than clearly 
identifying from which cost centre the expense had accrued. However, in taking this pragmatic approach to economic 
analysis, we have followed the lead of previously published studies which are described in the following section.

There were very limited standardised performance indicators for adult mental health services in Ireland against 
which to measure the quality of service provided in the study areas, and those indicators that have been identified 
in the HSE Annual Service Plans refer only to care in the inpatient setting. The authors selected performance 
indicators for community services on the basis of their face validity in reflecting the quality of the patient experience, 
and were chosen with reference to the Vision for Change and Quality Framework Reports.

Interpretation of findings in context of previous studies
A review of existing research literature which compares home care or other community treatment models with 
traditional inpatient-based services offers some guidance in relation to their relative quality, service user and family 
acceptability and cost-effectiveness. The interpretation of study results is compromised somewhat by the fact that 
randomised control trials (RCTs) are difficult to perform in community settings, and in any event, non-randomised 
studies may provide greater external validity in reference to 'real-world' settings (O'Shea & Kennelly 2008). In their 
extensive review of the field, O'Shea & Kennelly conclude that community provision models clearly lead to better 
clinical outcomes and can be provided at an equal or lower cost to inpatient care, although they were unable to 
draw a clear conclusion as to which specific model of community provision (e.g. home care, day hospital care, crisis 
intervention teams and so on) was the most clinically and cost-effective. In a further systematic review and meta-
analysis of home-based treatment for mental health problems compared to control services, Burns et al (2001) used 
two variables (i.e. number of days spent in inpatient care and the cost of providing care) as measures of outcome. 
Ninety-one relevant studies (including non-RCTs) were identified, of which 22 studies included a cost-comparison. 
Home treatment services were found to be associated with a reduction in inpatient stay of 5 days per patient per 
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month compared to inpatient based services. The cost-comparison analysis was found to be inconclusive, due to 
the heterogeneity of services studied, of sample sizes, of outcome measures and in the quality of the analysis. 

In a study comparing community-based crisis intervention to inpatient care, it was reported that the community-
based service was associated with improved clinical and social outcomes, increased service user and family 
satisfaction, and decreased costs in terms of service provision, loss of employment and the 'opportunity costs' to 
carers of providing informal care (Marks et al 1993, Knapp et al 1993). The clinical gains and cost savings were 
not maintained at follow-up four years later, however (Knapp et al 1997). In a review of 9 studies that compared 
day hospital to inpatient care, it was found that day hospital care was associated with a significant reduction in the 
demand for inpatient care and with a modest reduction in the cost of care for both patients with long-term and 
severe mental disorders (Marshall et al 2001) and for patients in need of acute care (Marshall et al 2003). Similar 
findings were reported by Joy et al (2003) in their systematic review of home-based crisis intervention service 
compared to standard inpatient care, in which they reported improved treatment adherence, improved service user 
and family satisfaction, decreased family burden and decreased costs for the home-based service.

In a subsequent Cochrane Database Systematic Review, Shepperd et al (2008, 2009) identified 10 randomised 
control trials that compared clinical outcome data and costs for ‘hospital at home’ compared to inpatient services. 
They reported that home care was associated with a reduction in mortality at 6-month follow up and with greater 
service-user satisfaction, but with no significant difference in functional or cognitive ability, quality of life or days in 
inpatient care during the study period. Two trials conducted a full economic analysis, both of which indicated that 
home care was significantly less expensive than inpatient care.

Conclusions and recommendations
The findings of the current study fit comfortably with this array of research reported over the last 10 years or so. We 
have found that the community-based model of care is unequivocally cheaper in providing care across the spectrum of 
acuity and severity i.e. for both patients presenting with acute symptom episodes and for patients diagnosed with long-
term major mental health difficulties attending the mental health service on an ongoing basis. This reduction of costs 
has not been achieved at the cost of a reduction in  the quality of service provided or patient and family satisfaction with 
the service. On the contrary, in relation to the quality criteria identified in the Vision for Change Report and the Quality 
Framework Report, the community-based service provides a higher quality service across a range of relevant measures. 

Despite the increasing weight of research evidence and the positive experience of home-based care services 
provided in KWWMHS and other areas in the country, the development of similar services around Ireland has been 
painfully slow and the attachment of service providers to inpatient services appears to be undiminished. The anxiety 
expressed by service providers when considering the option of reallocating resources from inpatient to community 
care must be understood in the current context of flux and change induced by the continuing reductions in overall 
resources allocated to mental health services. There may also be a concern that plans to reallocate resources to 
the community may be used as an opportunity to cut mental health funding further (McDaid & Thornicroft 2005), 
with service providers fearful that they will find themselves with reduced access to inpatient facilities but without 
the promised investment in community facilities. We hope that the current findings are sufficiently robust to allay 
these fears. In the current economic climate, reductions in mental health funding are inevitable. However, instead 
of retreating to the safety of the institutional setting, our findings offer the possibility of a 'win-win' outcome for 
patients, service providers and hard-pressed managers in establishing that the lower cost option (i.e. comprehensive 
community-based care) can be provided in such a way as to improve the quality of care for patients. 

In strongly advocating for the restructuring of services to enhance community care, we are not suggesting that 
inpatient services are redundant. On the contrary, we agree with the 'balanced care' model described by Thornicroft 
(2003, 2004), which suggests that mental health care is best provided in community settings, with hospital care 
utilised for as brief a period as possible and only when necessary to meet specific clinical needs that can only 
be met in the inpatient setting. Our findings suggest that the prevailing model of service provision does not meet 
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Thornicroft's concept of 'balance' in that it continues to privilege inpatient services over community care provision. 
The fact that the improvements in the quality of care provided by the community-based service were achieved in a 
catchment area service that has for long been among the services with the lowest per capita expenditure nationally 
provides strong evidence that innovation in care provision is not simply a matter of more resources, but rather of 
how these resources are used. Indeed, it is questionable whether the tripling of mental health spending (from €326 
million in 1997 to €803 million in 2009) was linked with a similar tripling in the quality of care provided to patients. 
It could reasonably be argued that a more robust system for the assessment of the quality and cost-effectiveness 
of service delivery should by put in place before significant new resources are invested in mental health services, 
so that these resources are shown to be used in a way that maximises the benefits to patients and their families.

We suggest that the findings of the current study challenge all stakeholders in mental health services, and especially 
clinicians and service managers, to 'recalibrate' perceptions of where the balance of services should rest, in favour 
of a renewed commitment to the development of community models of care throughout the country. The current 
harsh economic climate provides many challenges in maintaining public services in an era of retrenchment and has 
required a review of how services are structured and delivered across the public service with a view to introducing 
innovation in work practices and service management. The prospect of change in work practices and environments 
is always likely to be viewed with trepidation by the staff concerned. However, the current circumstances provide 
opportunities as well as challenges. In light of the current financial constraints, analysis of the relative costs and 
benefits of different models of service delivery can no longer be considered an optional ‘extra’ and is especially 
urgent in the field of health care delivery, where inevitably, some further spending cutbacks will occur. In relation to 
mental health services in particular, the argument for the economic analysis of competing service delivery models 
has been elegantly expressed in a recent report commissioned by the WHO:

“Economic evaluation or cost-effectiveness analysis of existing service arrangements and current / new intervention 
strategies (including consideration of the amount of burden that can be avoided), is an integral part of mental health 
financing and mental health system evaluation, providing a check on unfair or inefficient practice and a basis for 
renewed action or investment. It is a necessary mechanism for identifying an efficient allocation of mental health 
resources (greatest gain for available resources), but an insufficient tool for setting overall priorities in the mental 
health system” (Chisholm et al, WHO. 2006).

In Ireland, the lack of transparency in how decisions are made in the allocation of resources in mental health has 
been highlighted by a number of reports (e.g. Indecon Report for Amnesty International, 2010). The current study 
has been carried out in the almost complete absence of national data on which rational service management 
could be based. We recommend the establishment and maintenance of a national database to record the level of 
demand for mental health services (in both the community and hospital setting) and of the quantity and quality of 
services delivered on an annual basis. The measurement of the quality of care in turn requires the establishment of 
comprehensive national performance indicators by which different models of service delivery can be compared on 
an ongoing basis, as previously recommended in the Indecon Report. Further detailed research in the comparative 
economic analysis of alternative care models across mental health care services is indicated to guide future resource 
allocation. Such research would benefit from the application of a more rigorous cost-effectiveness or cost-utility 
analysis methodology than has been possible in the current study and will depend on adequate funding being 
available from the statutory or voluntary sectors and philanthropic bodies. 

The findings in this report challenge received wisdom both for clinicians, in suggesting a move from an institutionalised 
and institution-focussed model of care to a truly community-based approach, and for managers in adopting a 
transparent, evidence-based approach in assessing service need, in allocating resources and in structuring services 
to meet these needs in the most effective and efficient manner possible. The economics of mental health care 
provision is a vital area of research that has been almost entirely neglected in Ireland, and the current study, for all its 
methodological limitations, marks a first attempt in Ireland to address this information deficit. Hopefully, it will be the 
first of many further and better studies that will guide services in achieving the worthy goals of A Vision for Change.
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appendIX:  Costing Methodology & Stages

Cost Centre Service Stage 1 (€) Stage 2 (€) Stage 3 (€) Stage 4 (€) Stage 5 (€) Stage 6 (€) Stage 7 (€)

N East Kildare H/Q Comprehensive  
Community Model

1,265,076 1,251,313 1,188,856 1,188,056 1,357,268 1,598,912 1,592,367

Mid East Kildare H/Q Traditional Model 1,843,236 1,711,951 1,649,342 1,269,057 1,269,057 3,038,629 3,038,629

N West Kildare H/Q Sector HQ Team 1,063,300 1,030,525 1,001,020 1,001,020 1,437,469 1,894,406 1,900,950

S Kildare W/W H/Q Sector HQ Team 1,231,665 1,343,491 1,290,305 1,275,910 1,235,298 1,983,102 1,983,102

Mid West Kildare H/Q Sector HQ Team 1,377,227 1,239,534 1,162,214 1,162,214 1,162,214 2,323,200 2,323,200

Sub Total Sector HQ's 6,780,504 6,576,814 6,291,736 5,896,257 6,461,306 10,838,249 10,838,249

119 Lakelands, Naas Group Home 152,571 96,995 96,995 96,995 96,995 96,995 96,995

Abbeyview Day Centre Day Centre 190,481 146,976 146,976 146,976 146,976 146,976 146,976

Athy Day Hospital Day Hospital 318,262 234,633 234,633 234,633 234,633 234,633 234,633

Bramble Lodge High Support Hostel  
(24*7  Nursing Care)

761,313 735,309 735,309 735,309 735,309 735,309 735,309

Celbridge Day Hospital Day Hospital 250,770 185,522 185,522 185,522 - - -

Hostels Med/Low Hostel 278,633 243,790 243,790 179,685 179,685 179,685 179,685

Larine House High  Support Hostel  
(24*7  Nursing Care)

869,508 824,722 824,722 824,722 824,722 824,722 824,722

Psych Admin Area Admin - 185,258 185,258 185,258 185,258 185,258 185,258

Rehab CC  Rehab Sector HQ - 268,413 256,067 256,067 256,067 397,772 397,772

Tus Nua Day Hospital Day Hospital 159,209 238,947 238,947 238,947 238,947 238,947 238,947

Whitestown Day Centre Day Centre 384,100 450,778 415,575 403,217 - -                     -

Total Community Costs  10,145,351 10,188,158 9,855,531 9,383,589 9,359,899 13,878,546 13,878,546

Acute Inpatient Service Acute Inpatient 4,246,009 4,156,635 4,503,822 4,494,957 4,518,647 - -

Non KWW  - 46,568 32,008 32,008 32,008 32,008 32,008

Excluded Item - - - 480,807 480,807 480,807 480,807

Grand Total  14,391,361 14,391,361 14,391,361 14,391,361 14,391,361 14,391,361 14,391,361

STAGE 1 - Download from SAP Financial System

STAGE 2 - Correct Staff Postings

STAGE 3 - Re-allocate Medical Overtime costs to  

 Acute Inpatient Unit

STAGE 4 - Exclude Centralised payments such as Contract  

 Beds, Capitation and Rents in Sector HQ

STAGE 5 - Chargeout of HCT, Celbridge Day Hosp,   

 Whitestown Day Centre



31

Cost Centre Service Stage 1 (€) Stage 2 (€) Stage 3 (€) Stage 4 (€) Stage 5 (€) Stage 6 (€) Stage 7 (€)

N East Kildare H/Q Comprehensive  
Community Model

1,265,076 1,251,313 1,188,856 1,188,056 1,357,268 1,598,912 1,592,367

Mid East Kildare H/Q Traditional Model 1,843,236 1,711,951 1,649,342 1,269,057 1,269,057 3,038,629 3,038,629

N West Kildare H/Q Sector HQ Team 1,063,300 1,030,525 1,001,020 1,001,020 1,437,469 1,894,406 1,900,950

S Kildare W/W H/Q Sector HQ Team 1,231,665 1,343,491 1,290,305 1,275,910 1,235,298 1,983,102 1,983,102

Mid West Kildare H/Q Sector HQ Team 1,377,227 1,239,534 1,162,214 1,162,214 1,162,214 2,323,200 2,323,200

Sub Total Sector HQ's 6,780,504 6,576,814 6,291,736 5,896,257 6,461,306 10,838,249 10,838,249

119 Lakelands, Naas Group Home 152,571 96,995 96,995 96,995 96,995 96,995 96,995

Abbeyview Day Centre Day Centre 190,481 146,976 146,976 146,976 146,976 146,976 146,976

Athy Day Hospital Day Hospital 318,262 234,633 234,633 234,633 234,633 234,633 234,633

Bramble Lodge High Support Hostel  
(24*7  Nursing Care)

761,313 735,309 735,309 735,309 735,309 735,309 735,309

Celbridge Day Hospital Day Hospital 250,770 185,522 185,522 185,522 - - -

Hostels Med/Low Hostel 278,633 243,790 243,790 179,685 179,685 179,685 179,685

Larine House High  Support Hostel  
(24*7  Nursing Care)

869,508 824,722 824,722 824,722 824,722 824,722 824,722

Psych Admin Area Admin - 185,258 185,258 185,258 185,258 185,258 185,258

Rehab CC  Rehab Sector HQ - 268,413 256,067 256,067 256,067 397,772 397,772

Tus Nua Day Hospital Day Hospital 159,209 238,947 238,947 238,947 238,947 238,947 238,947

Whitestown Day Centre Day Centre 384,100 450,778 415,575 403,217 - -                     -

Total Community Costs  10,145,351 10,188,158 9,855,531 9,383,589 9,359,899 13,878,546 13,878,546

Acute Inpatient Service Acute Inpatient 4,246,009 4,156,635 4,503,822 4,494,957 4,518,647 - -

Non KWW  - 46,568 32,008 32,008 32,008 32,008 32,008

Excluded Item - - - 480,807 480,807 480,807 480,807

Grand Total  14,391,361 14,391,361 14,391,361 14,391,361 14,391,361 14,391,361 14,391,361

STAGE 6 - Apportionment of Acute Inpatient  

 services to Community based on usage

STAGE 7 - Final Staff Adjustment
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