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The National Health Consultative Forum was convened by the Minister under Part 8 of The Health Act, 
2004. This was the second National Health Consultative to be convened under the Act, to advise the 
Minister on matters relating to the provision of health and personal social services.

The theme for the 2008 Forum, which was chaired by Dr. John Bowman was: Best practice in change 
programmes having particular regard to the move from hospital to community based health services, 
incorporating current thinking on innovative practices and flexible working ways. 

The Forum attracted in the region of 350 guests representing senior public and private hospital management, 
a wide range of health professionals, academic institutions, voluntary and community groups, patients and 
user groups, professional representative bodies, trade unions and relevant Government Departments.

The day started with an opening address from the Minister for Health and Children, Mary Harney T.D. which 
highlighted the progress that has been made in health care in Ireland. This was followed by presentations 
from four guest speakers regarding their experience of change programmes in a range of fields. Professor 
Anne Marie Feyer spoke regarding change activities in the Australian health care system, Rod Hoare 
outlined his learning from over 40 years in the transport industry, John Leamy outlined his experiences in the 
Revenue Commissioners while Dr. Eddie Molloy addressed change tactics and provided recommendations 
for changing the culture of an organisation. Guest speakers presentations are available on the Department’s 
website: www.dohc.ie/issues/forum2008

This year’s Forum aimed to increase the level of interaction between participants and the speakers. In the 
afternoon, there were three separate sessions which addressed the areas of the Prevention and Management 
of Chronic Illness, Access to Health and Personal Services by Vulnerable Groups and Innovative Work 
Practices and Flexible Ways of Working. This was followed by a Q&A session. 

This report provides general account of the Forum and includes extracts from the various sessions including 
the pre-dinner presentation by Professor Tom Keane on the Cancer Control Strategy. A list of Forum 
Participants is included in Appendix 2.

Introduction by Chairman, Dr. John Bowman

The Chairman welcomed members to the Forum and invited the first speaker, the Minister for Health and 
Children, Mary Harney T.D. to address the Forum.

Introduction
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Address by Mary Harney T.D - 
Minister for Health and Children 

Prior to her opening address the Minister welcomed Forum Members, the Ministers’ for State, the Secretary 
General of the Department, Michael Scanlan, CEO of the HSE, Professor Brendan Drumm, Chairman and 
members of the HSE board and the CEO of HIQA, Tracey Cooper. She also thanked the speakers and John 
Bowman for once again acting as the facilitator. 

The Minister referred to the following points in her address to the Forum: 

·  I passionately believe in a health service that makes care available on the basis of medical need and 
on the basis of the highest possible standards of care. I believe that is an aspiration that is shared with 
everybody in this room, even if people differ on how we can achieve that. 

·  We have made enormous progress in health care in Ireland. A number of years ago Ireland had 
a life expectancy, which was one and a half to two years lower than the EU 15 average. Between 
1995 - 1999 and 2005 life expectancy here increased by three years, one of the highest increases 
anywhere in the world. A child born in Ireland can expect to live longer than a child born in Germany, 
Denmark, UK, the Netherlands and many other European countries. We have over halved the number 
of people that die from heart disease over the last 15 years. It is important to record and acknowledge 
the huge progress that has been made in for example the area of disabilities. Not only were services 
inadequate 15 years ago, they we invisible. Today 24,000 people get day services, over 8,000 people 
have residential services, 4,000 people a year get respite services. In there area of older people we 
are currently helping 10,000 older people with clinical care in their own homes, something that didn’t 
exist a number of years ago.

·  Not only is change possible but change is happening and change has to continue to happen. The 
status quo is not an option. There are finite resources and the challenge is to reform in the context of 
the resources that the tax payers can make available. There is no health care system - whether it is 
publicly funded, funded through universal insurance, social insurance or funded from general taxation 
or a combination of all of those - that doesn’t have limited resources. They all have finite resources and 
we have to manage in the context of finite resources. 

·  I strongly believe in the change process that is underway. Change is a challenge for each and every 
single person that works in the delivery of health care. How can we do it better? How can we deliver 
better services for the people that we are serving? 

·  Sometimes in health care, as in other areas, what passes for debate is the interests of those that work 
in the sector. And that is not unimportant; we want a motivated, enthusiastic, energetic workforce. But 
the reason we work in the service is to supply higher quality services to the people that need them.

·  Sometimes we only see the deficiencies in the health system we don’t acknowledge the progress. If we 
take for example the area of cancer care, there has been huge progress in a relatively short period of 
time. I recall when a significant number of people marched in Castlebar, seeking a local service, even 
though we all know that the evidence equates volume and quality. As a result of clinical buy in the lead 
clinician there has now bought in to the new Cancer Control Plan and I really welcome this, I think 
shows great courage and it is very important. We want people to be involved in the policy making. 
We want those who have the expertise to be involved in both the development of the policy and in its 
implementation. 
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·  I believe above all else that patients and their physicians will not compromise clinical care in the 
interests of local issues. Anyone I have engaged with that has had cancer wants the best possible 
chance of a good outcome. I believe we have a responsibility in our public health service to deliver the 
best quality with whatever that takes. 

·  We now have a new organisation, The Health Information Quality Authority and recently we have had 
some reports that made for painful reading. But I think it is good to examine why things went wrong 
so that we can learn from the experience. 

·  One of the first people I met when I became the Minister for Health was Margaret Murphy who’s 
son Kevin died as a result of a series of errors in hospitals in Cork. She just wanted to find out 
what happened. Nobody would answer her questions. She wasn’t capable of getting answers without 
litigation. That era is over. We are capable of investigation. We are capable, painful and all as it may 
be, of publishing reports, of learning from them and informing ourselves with a view to changing the 
way we operate.  That has to be acknowledged. We should see all of this as a positive and not as a 
negative. Because learning is an important part of the reform agenda. 

·  Like the economy in 1993 - 1994, when we set ambitious targets for Ireland, we have achieved 
extraordinary things, way beyond our wildest dreams. And equally with the health system change is 
possible, change is happening, quality can be guaranteed, and the world class economy that we’ve 
generated that’s been an envy of many countries in the world can equally be the experience of 
health.  

·  What will make the difference is our capacity, and we have many of the leading players in this room 
today. It is our capacity to embrace that change with enthusiasm, to see that glass as half full, not 
constantly as half empty, not to feel that if the government could only give us more money it would 
solve all our problems. If I stood here in 1996 as Minister for Health, and said by 2008 we’ll be 
spending 16 billion on the public health services, we will increase the spending over four fold, people 
would have said that is never going to happen, but if you were convinced it might you would think we’ll 
have a perfect system. We know that it not just about money. Investment is important, but investment 
without change will not deliver the potential that our health services have the capacity to deliver.  
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Presentation by 
Prof. Anne-Marie Feyer - 
Partner, PricewaterhouseCoopers 

The first guest speaker was Anne-Marie Feyer, who is the leader of the National Health Practice for PwC 
Australia. She has over 15 years experience in public health, occupational health, research and policy. 
She has extensive experience providing strategic as well as specialist technical advice to government and 
industry on a range of health issues.  Before joining PwC, Anne-Marie held academic appointments in 
public health in Australia and New Zealand. 

Professor Feyer referred to the following points in her address; her presentation is also available on  
www.dohc.ie/issues/forum2008:

  There are three fundamental platforms that have been critical in ensuring the success of the change 
activities that we have been involved in: 

1. The first is “the art and the science of change – an increasingly scientific approach.  

2.  The second is engaging with staff and stakeholders. The hearts and minds. Almost everyone you talk 
to who is associated with health wants better care, in fact they want the best care and they want the 
best patient experience. That is the common ground, even though there may be differences in how you 
get there. 

3.  And finally, delivering to the end user - the patient and the carer voice. There are many insights that 
come from patients and their carers that are hugely important and are a reality check for those of us 
who deliver services.

·  Distilling the magnitude of the change into scientific principles, making it much more structured and 
systematic has been a real eye opener. It has been a way of making the process much more controllable 
and increasing peoples’ capacity for self determination. 

·  The big issues in Australia are very similar to those in Ireland, access, quality and transparency. We 
have a challenging health landscape. Prevention and management are the biggest thing on our 
agenda. We are in an age where arguably cancer is already becoming a chronic disease. Melanoma 
is already a chronic disease, people live with recurrent episodes, and we want this. The Minister 
mentioned that longevity is a prime indicator; we think it’s a good thing that people live longer. The 
question is how is our health system geared up to deal with that? 

·  There are work force issues - the staff mix, staff seniority, staff skills and specialisations.  Sustainability 
is a major issue. We are not going to have parallel systems the way they do in the United States. 
There will be increasing participation from the private sector. There isn’t enough money anywhere 
to provide everything for everyone forever. So the question is how do you manage that? How do we 
make modern health systems actually work? How do we manage privatisation, how do we work with 
our private sector colleagues? 
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·  The consumer is another element, people want to have choice, people want to go after the health 
services that they want to have. 

·  Ours a hybrid model, we have a little bit of everything; we see something good somewhere else and 
think “we’ll have a bit of that”. We have tax funded publicly delivered services, tax funded privately 
delivered services and private health insurance which enjoys tax subsidies and primarily funds private 
hospital care. The responsibilities for health are split between state and commonwealth which causes 
a lot of cost shifting debate which overshadows what the real debates should be. A few months ago 
we elected a new Federal government so now we have a labour government everywhere and the issue 
of health is high on their agenda and one hopes that there should be better coalescence between the 
views of the states and the federal government.

·  Medicare was introduced in 1984 to provide care for those who cannot afford it themselves, up to a 
certain level. For instance general practice is reimbursed but only to about 50% of the full schedule. It 
does ensure that nobody goes without at least basic services, however most people have a public and 
private mix. 

· As enjoyed in Ireland we have some of the best health outcomes in the OECD.
 
·  The importance of the private hospitals has been growing steadily. The prominence and the importance 

of the public and the private inter-mix is an issue we are going to have to face. We need to have 
a better framework for understanding how the complementarity works. They are not substitutable 
products. For various elective procedures where there are waiting lists, people choose to go to private 
hospitals. Some of our private hospitals now have emergency departments; they have 24 hour medical 
care.

·  In Australia, we have a lot of trouble getting private health insurance levels above 40% even with 
rebates. 

·  The Medicare system is struggling. We have a lot of goodwill, a lot of energy and foresight but the 
needs, the models and the structures are not well matched. The needs of people are not matched by 
the models of care, and the models of care that we should have are not underpinned by the structures 
that we should have. Much of the discussion has been on cost shifting, rather than on what we should 
be doing. What we need to concentrate on is the unnecessarily overburdened acute care services, 
the need for system innovation and the underdeveloped community care for chronic and complex 
needs.  

·  The first big area that is changing is around system innovation. There is a need for structural reform. If 
we want continuum of care and integrated primary, community and acute services we need to change 
some of our structures to make that possible. We also need to shift the community mind set.  The 
Minister referred to debates on cancer centres of excellence, we have had similar debates on stoke 
care. The community needs to be educated that having a tertiary teaching hospital on their street 
corner is not necessarily what they need. 

·  There is a huge problem with the transition from initiatives to projects. The system is littered with 
thousands of good ideas but moving them to actually doing something is a big step. Being an excellent 
clinician is not necessarily enough to be an excellent agent of change. We need to recognise that 
people need some additional skills on how to come at these new problems.  We need to address the 
skills mix. We have new models of care; there are new skills that need to be acquired in addition to the 
skills that people bring with them. 

· Systemic changes and managing the day to day business need to happen in parallel.
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·  There are a lot of tools available such as Six Sigma and Lean business process re-engineering which 
rest on a central tenet, being evidence based, it is the application of the scientific method. You identify 
a problem, you collect data, you review the data, you design changes based on the data and then you 
check the data to see what has happened with your changes. 

·  The DRG system offers some of the best clinical activity data available. Real data that is generated 
about real clinical activity and real processes under real circumstances not peoples’ anecdotes. It 
enables you to approach a specialist or a clinical group and say “this isn’t what you guys said you 
wanted to be doing, I’m not quite sure why you’re doing all these other things”. That conversation has 
to be had and then you can institute change which starts to move things into the right place. 

·  You have to use the science, you need to distil the science into stuff that’s do-able but you can’t 
overemphasize the need to be systematic. You need to win hearts and minds by talking about relevant 
issues and relevant ways. The keys are systematic identification, multiple strategies, reach and 
measuring.

·  People in the health sector are technically capable, technically and evidence minded, therefore moving 
the debate out of the emotional arena and into the technical domain is probably one of the greatest 
steps forward. 

·  People usually have a number of reactions when you first show them their data. Elizabeth Kubler Ross’s 
ground breaking work on bereavement in the 1970s talked about the stages that people go through  
during bereavement the reaction is quite an analogous one when you show clinicians their data. At 
first they say “that’s not my data”, then they go “Oh my goodness that is my data” and then people 
move to “OK that is the data what do we do about it”. It completely shifts the discussion. 

·  One of the biggest mistakes that we make is that we silo, we think that things happen in the hospital, 
in fact almost nothing only happens in the hospital. If you’re looking at a surgical patient journey or 
an emergency department journey, all of those things are impinged on by all the other things that 
happen outside of the hospital. How did the person get up to the front door? And what happens to the 
person when they leave the back door? The normal system is basically a funnel with people coming 
from all over and converging on the hospital, often the emergency department. What we need is an 
hour glass, where you still have all those people in need of care but there are multiple ways that their 
care needs can be dealt with. We did a huge piece of work for the Sydney West Area Health Service. 
In getting all of those players in a geographical region working together, what sort of horse trading 
went on? For example, if GPs were prepared to participate and manage chronic and aged care and 
mental health within the agreed protocols and care models they would get something called third door 
admissions, so if they really needed an admission they could directly admit somebody. 

·  There has been the same lack of application of principles of consumer science to the carer voice. 
Consumers are an invaluable source of information if you ask the right questions and you ask them in 
the right way. 

·  Maintaining momentum and commitment is probably the biggest problem, people get initiative 
fatigue. Implementation failure is the greatest challenge that we’ve had; lots of good ideas getting to 
the precipice and then basically fading away.

·  We need to recognize that change is modular and incremental; it doesn’t happen with a big bang, 
everything that you do chips away at it. You need to have feedback loops and benchmarking. People 
need to know it is not all doom and gloom, things are moving well, some things are not moving as 
well as you would like. 
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·  Everybody has to participate, which is why my observation that taking it out of the emotional arena 
and into the evidence based arena, is actually the way forward. Science and data are what brings 
order to this. 

·  You need a combination of approaches; it should all be measurable and measured. Champions are 
essential, but it can’t be one person and they need to be nurtured. Just because they were the best 
renal physician in the country and they have the spirit and the energy, doesn’t mean they can do things 
without support. 

·  Business as usual presents a constant and significant challenge; it takes time, patience 
and resources, but not just financial resources, it takes a whole range of resources. 
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Q&A Session 

 John Bowman 
 How does change start? 

  Response from Professor Feyer - I don’t think it can be entirely bottom up or top down. It needs 
to be a combination of both. Unfortunately it usually starts with some catastrophe, “it can’t go on”, 
“this has to be changed”, “we can’t live with this”. Every so often you get visionary times where there is 
some breathing space given for it to emerge. It is a very complex thing. For us, it came from the senior 
people, Director Generals and Deputy Director Generals.

  Philomena Flood , St James’s Hospital
  You identified the need for different skills and tools to bring about change. How would you propose 

suggesting this, obviously the staff have existing skills but they need to very quickly learn new skills.   

  Response from Professor Feyer - How do you approach any of those sorts of thorny personnel 
issues? We often approach it very badly, because we make people feel like what they were doing was 
hopeless and out of date. Really this is about learning and about adding to what people already have. 
We tried to break down some of the barriers by thinking about the process in a scientific way, by giving 
Six Sigma training. It is a good thing to do because it releases people from trying to use their existing 
tools and existing mindsets. You give people a new way to look at it and then that gives them the 
confidence and the competence to go ahead. It’s a slow and long process. For me the biggest issue 
was that we were adding to people’s skills rather than deleting them and saying “that’s not relevant 
anymore”. 

 Sheila Dickson, Irish Nurses Organization
  One of the concerns we have regarding health in this country is that we never had a major debate 

regarding public versus private or the way the health system is going down the road of embracing 
change. Is the Australian model based on a specific goal at the end of it?  Has there been debate on 
public and private mix? 

  Response from Professor Feyer - I don’t think we’ve done it well at all. Some of the things that our 
new Prime Minister is doing are really amazing. He has convened a 20/20 think tank, 20,000 people 
from all over the country applied and this has been whittled down to 100 people in 10 groups of 10. 
One of these is going to be Health. None are composed of people who are exclusively bound to their 
particular topic so for example in the health arena there are a couple of sports people and a couple of 
business people. He wants to start fresh, by putting some ideas out there for a bottom up discussion. 

  We have not had the debate and indeed I think it’s a huge mistake, because the growth in the private 
sector has been organic and as you can see it plays a vital role. Probably the best place we see that is 
where we have NGO’s. St Vincent’s has an emergency department, a state of the art tertiary teaching 
hospital, public hospital, a state of the art private hospice and a state of the art private hospital. It just 
shows how the mix can work if you think about it and if you plan it, but that’s been done within an 
organisation and still they are limited by structural issues. For example many of the business structures 
that we have in Australia prohibit different multidisciplinary teams, which are essential for chronic 
disease management, because of anti-competition laws. I think the debate has to be had, I think it 
has to be public, in a sane civilised modern society, you make the decisions at a community level. That 
debate has not happened and I don’t think there is agreement. 
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Presentation by Rod Hoare, 
M.B.E. - Chairperson, North Star 
Consultancy Ltd.

Rod Hoare has worked in the transport industry in the United Kingdom and worldwide for forty years. 
In British Airways and British Caledonian he led up to 8,000 staff through major change programmes 
as part of his overall business responsibilities. In shipping and rail he has been responsible for Change 
Programmes across both the private and public sector. 

Mr. Hoare referred to the following points in his address; his presentation is also available on  
www.dohc.ie/issues/forum2008:

·  I believe in ownership, I believe that simple things can make change work; I know that impossible 
things can be achieved. When harnessed properly ground up work can create actual change.

·  I believe everybody has a passion, finding that passion and getting it out is the most important thing 
that leadership has to do. I have a passion for service because at the age of 20 in Pakistan in the 
middle of the night I put the London bound passengers on a Hong Kong comet and the Hong Kong 
bound passengers on the London comet. And that gave me a passion for service! The most important 
thing was that all the passengers came up and said “it’s alright we appreciate that people make 
mistakes occasionally”. It’s a question of how you treat your customer. 

·  I try to help people understand that if you treat the customer the same way you wish to be treated 
yourself then you make progress automatically. 

·  Leaders speak to their teams, teams speak to their leaders. One of my heroes is Colin Marshall. Nine 
years ago when service levels were beginning to drop amongst the cabin crew in British Airways, 
after he brought in the initial change, he used a phrase “I will be nice to you if you will be nice to 
our customers”. Colin Marshall, who I regard as a man who changed and led civil aviation in a 
tremendous way, used that expression because he wanted staff to understand that there were better 
ways of talking to our customers. 

·  I have a view that almost everything in your job, your career, your life and your private life, come 
second to the desire to help and serve. And you only do that with job satisfaction as your reward. In 
a highly unionized society there are national agreements, there are ways of satisfying them, but you 
have to find the balance between those national agreements and the trade union representatives and 
the peoples’ views for themselves.

·  When British Airways bought into a “passion for service” they wanted to get to their people without 
automatically throwing money at them just because the service level had increased. The staff chose 
a way of doing it. The people themselves chose that they wanted the company to put something into 
charities. The company puts money into a charity, the staff would get involved in the charities; I thought 
it sounded good, probably a 30% success rate. It has been the most incredible success. 100% of the 
people are now involved in the charities, all cabin crew on British Airways are involved in some way in 
a charity and it’s their view. 
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·  There are certain keys about change that are absolutely essential. You cannot change anything in 
this world unless you have a vision. And the vision has to be simple.  Some years ago I was building 
the Heathrow Express when a tunnel collapsed. We wanted it to be rebuilt within three years. All the 
engineers, all the companies that were building it said it would take two years longer. And we said, 
“No 1st of June 97” and we said “that is our vision; this train service will open on the 1st of June 97”. 
Every single member of the 5,000 staff got a personal message of our vision and they all met with 
either myself or my deputy. You cannot undergo any change process without acts of vision.

 
·  Leadership is an absolutely vital part and it doesn’t automatically have to be leadership at the top it can 

be across a whole series of small units. When Colin Marshall joined British Airways he had a highly 
technical, good operation but the staff were unmotivated, the airline was not marketing itself and it 
didn’t have any customer focus. He had 50,000 staff and he created a programme called “Putting 
Passengers First”. The real key to its success was that every member of the staff went through it; they 
went through it in forums of 400 at a time, every single one of which was either opened or closed by 
Colin Marshall himself. Now that’s a leadership commitment and it worked. It needed refreshing in 
two years, four years and seven years but it was a wonderful thing to watch. 

·  You also can’t do anything without communication. The most interesting thing about communication 
is do you listen? Communication is all about listening. I used it very effectively when we needed to cut 
costs by 22% in an airline that was going to close down if we didn’t. I got all the staff together, with 
all my teams and we listened to what the people had to say. We found 15% of the cost cuts just by 
listening to staff. We got another 7% with a little bit of persuasion and matched the figures required by 
the company which is now called Flybe.

·  I no longer work with people I don’t trust. How many people do you work with that you don’t trust? If 
you don’t trust them do you tell them you don’t trust them and why? To most of the union leaders I’ve 
met I say “I don’t trust you and I’m sure you don’t trust me so let’s talk about that”. Its simple and it 
works. 

·  I believe the most important words in the English language are “what can I do to help you?” Try it. Go 
back to your people, go back to your offices, go to back to your hospitals, go back to your unions, 
what can I do to help you? And when you bring that in as part of a change programme, it works.  It 
worked for me over a number of years. 

·  Murphy’s Law says that if it can go wrong it will go wrong. I had a problem with an aircraft with 92 
passengers on board where a window popped out after five minutes, the captain was sucked out 
of the window, the first officer hung on to his legs, the aircraft went all over the sky. They flew the 
aircraft down for an emergency landing. That mistake happened because an engineer working in my 
organisation screwed in a pin that was about an eighteenth of an inch too short into the window. How 
do you correct that sort of issue? There is only one way. You go to the staff and ask how are we going 
to make sure this doesn’t happen again? And the staff told me. We put in a new system, and it hasn’t 
happened since.

·  Hoare’s Law says, in every major programme or problem there is a small problem or programme 
desperate to get out. In other words major problems or major programmes are all about small 
problems and I agree with that.  

 
·  In 2003, London Underground and the government in England had become a bit fed up of graffiti. 

The guys that do graffiti use chainsaws to break into depots at night. We decided between the London 
Underground and ourselves, the infrastructure company, that no train would leave a depot with graffiti. 
A bit difficult when you are trying to run an underground service where there are only 10% spare trains 
and every train has graffiti on it over night. You do it by hard work and by bringing in a change agent. 
In this case we brought in Billy Glennon and his organization Vision.  From the very first night no train 
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left the depot with graffiti and within two months we had no graffiti. Any train that had graffiti was 
immediately removed from service and we kept the service running. It didn’t use all that much money 
and the staff told us what to do. 

·  In 1927, London Underground started to replace sleepers on the tracks underneath London. From 
1927 to 2003 staff replaced two sleepers a night, mainly because the electricity is only off for four 
hours and this is the only time staff could work on it. We talked to the men who had good ideas and 
we put in a change agent to lead it. Within a month, we were doing four a shift. Within three months 
we were doing six sleepers a shift, within four months we were doing eight sleepers a shift. We took a 
risk, we took the change agent out, and within six months the staff were doing 10 a shift. 

·  The London Underground have a way of describing their staff as captive apostles, steady, dissenters 
and mercenaries. 6% are dissenters, de-motivated and dissatisfied employees who can be damaging. 
Over the past four years they have used leadership, vision and change. In 2003, 72% said they were 
satisfied with their job. In 2005 they were up to 80% and in 2007, 82%. It takes time for real change 
and a change in attitudes, it doesn’t happen overnight.

·  My heroes - Henry the Navigator, Sir Joseph Banks and Colin Marshall, all had different leadership 
styles, they all had vision, they all trusted their people and they all involved their people. 

·  I have worked in corporate societies and corporate companies for 50 years. The corporate sense 
didn’t always fit with me as an individual. I suspect that frequently professionals in business have a lot 
of differences with the corporate sense of achievement. But if you get the balance right between the 
corporate achievement and what you want out of life you can make the world change, that I believe. 
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Presentation by John Leamy - 
Chief Administrative Officer, 
An Garda Síochána 

John Leamy was appointed Chief Administrative Officer in An Garda Síochána in September 2007, he is 
the first civilian to hold the position of Deputy Commissioner.

He previously worked with the Revenue Commissioners where he held the position of Assistant Secretary. 
Mr Leamy was at the centre of some of the most far reaching changes in the organisation including the 
development of Revenue On-Line Service (ROS) which revolutionised customer service dealing in Revenue. 
He was also responsible for dismantling and rebuilding all the functional Revenue operations in Dublin 
where he led 1500 staff.

John Leamy made the following points in his presentation which is also available on www.dohc.ie/issues/
forum2008:

·  The HSE is a much larger organisation than Revenue however there are a number of similarities 
between the organisations. Firstly, the idea of the customer being at the core of the service; we are 
both a public service organisations and the customer should be at the core of everything we do. Both 
are accountable to the Oireachtas and the various Oireachtas bodies. There is public accountability. 
Strong union and staff associations. Very tight central control as there was in Revenue at the time and 
a very strong people focus within each organisation. 

·  Many people forget where Revenue has come from. A headline from the Irish Times in 1979 shows 
700,000 people marching on the streets of every city in the country demanding reform of the tax 
system. The Commission on Taxation, which was setup and in 1985, reported that the tax system was 
in danger of collapse. Things were so bad that the IMF was called in to try to shore up the Revenue 
system. 

·  In 1996, we had the Moriarty tribunal on tax evasion, twenty years on we were still grappling with 
some of the problems. The Moriarty tribunal found a lot of things wrong with how Revenue ran its 
business. The DIRT enquiry and bogus non-resident accounts and various other issues emerged from 
that tribunal. At the time Revenue was being hammered, left, right and centre. 

·  A headline from 1999 shows “Tax Claims Massive Jam”. There were queues of people out the door 
in most of our public offices, phone calls were not being answered, post was left unworked and there 
were serious problems in trying to deliver any sort of service to our customers. 

·  We have come from a situation where we had a tax system in danger of collapse, to being one of the 
leading tax administrations in the world. The IMF now regularly come to Revenue looking for experts 
to go out to tax administrations around the world to provide expertise and advice. 

·  Widespread public dissatisfaction, very low staff morale, one of the worst tax collection systems in the 
world with huge arrears and almost non-existent tax compliance. This is the background of where we 
came from. 
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·  One of the first things we did was to start to look at how customers saw us. Back in the eighties the 
customer had a myriad of people to get in touch with to file tax returns or pay taxes, it was a minefield. 
However, Revenue was quite comfortable; we had all these massive silos; we didn't care that the 
customer found us extremely difficult to deal with. 

·  The changes that happened came in two ways. The first happened in the early nineties when we stood 
back from everything and took a fundamental look at what our purpose was, what we should be trying 
to achieve. We came up with our first mission statement.

·  Putting the customer at the core of the organisation required a substantial mind shift, a substantial 
change in thinking, a substantial change in the culture of the organisation. We introduced our first 
customer charter in about 1990. I took over as head of our customer services policy unit in the mid-
nineties. I spent the best part of three years talking to our staff about customer service and about what 
it actually meant to put the customer at the core of everything we do. That was nine years after we 
initially introduced the concept. Changing the culture of an organisation is difficult, it won’t happen 
overnight. It is something that requires constant work, constant reinforcement. Because, human beings 
being what we are, we love to retreat back into the comfort zone.

·  We also started to talk to people externally for the first time to see how they perceived the organisation. 
We went out to various different representative bodies, the staff associations, the unions, to customer 
groups and residential groups. We started to build up a network of people who were prepared to talk 
to us about how they perceived the organisation, what the problems were, listening closely to what our 
customer had to tell us. 

·   Then we spent a lot of time on planning and resource management. We started with corporate planning 
and business planning. We put a significant effort into looking at what outcomes we were looking for 
in terms of the organisation and our customers. 

·  In the early nineties we spent a lot of time focusing on IT to help us to deliver the sort of change that 
was required in the organisation. We developed an integrated computer system that had the customer 
at the core. This brought significant benefits such as being easily able to add new taxes to the system 
any time the government brought in a new tax.  It also enabled us to do a major restructuring of the 
organisation over the last seven years, that wouldn't have been possible if we hadn't built an integrated 
system in the nineties. 

·  The second wave of change came in the late nineties. We started to look at customer segmentation, 
taking customer service to the next level. We set up different regions and different segments in each 
region. 

·  Revenue has now moved on to being a lot more proactive with these groups, identifying similarities 
within groups and the services that could be delivered to them. Also using technology to detect any 
common tax evasion themes within each of these groups. The services have moved on from customer 
segmentation to being a lot more proactive in terms of tax evasion and customer service. 

·  We regionalised everything to ensure that business was done as close as possible to the customer. We 
kept a central area that was responsible for national policy, for customer service delivery and audit. 
We also had a central division that was responsible for the strategic direction of the organisation and 
kept a close eye on what was happening internationally. But we also devolved responsibility, as far as 
we could, to the lowest level appropriate in the organisation. 

·  There were also major new tax investigations such as the offshore assets enquiry and the single 
premium insurance enquiry. These grew from within the organisation and had an enormous impact 
both within and outside the organisation. They showed how determined we were to tackle tax evasion. 
It had a significant impact on the public perception of Revenue.
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·  We restructured the whole organisation from top to bottom. We realised that the structure wasn't right; 
it wasn't delivering what we wanted. We had a great deal of discussion with our staff, the associations 
and the unions about what we needed to achieve in terms of restructuring. It focused on devolution, 
putting responsibility back to where we thought was appropriate. 

·  We spent a lot of time on partnership. Partnership in the mid nineties was very centralised and it was 
not working effectively. So we took a root and branch review of partnership and recognised that if we 
were serious about devolving responsibilities we should have regional partnership groups reporting 
into a central partnership group. This model is an effective one that is now used widely through out the 
public service. 

·  We did a lot of work around integration. We had three different streams of staff within the organisation 
in the early nineties. This was integrated into two different streams in mid-nineties and amalgamated 
into a single integrated stream in 2000.

·  The result of all this change was that we restored public confidence very slowly. The staff were very 
fearful of all this change and we spent a lot of time trying to allay their fears. We improved staff morale 
and substantially improved the effectiveness and the efficiency of the organisation. 

·  The Revenue Online Service (ROS) started in 1999 when the internet was in its infancy. We decided that 
it should be possible for every single tax return to be filed over the internet although at the time there 
was very limited PC Penetration. At the signing of the contract in 2000, with the minister and Board in 
attendance, I made the bold announcement that we were going to see 50% of all business tax returns 
being filed over the internet by 2005. By last year 80% of all business tax returns were filed over the 
internet. As Rod indicated, if you are brave, if you’re courageous, and if you have an idea of where 
you want to get to, it is possible. 

·  As part of the Dublin regional restructuring we wanted to build an organisation and a management 
that people would trust. I spent a great deal of time talking to and listening to our staff. Three months 
into the design of the region I brought the entire staff together in groups of two and three hundred in 
Croke Park over a period of a week. I spoke to each of the groups. I told them what my vision was for 
the future. The staff were afraid. They had all sorts of issues and I didn't have all the answers. I had 
to say, “we don't have the answers, we don't have that level of detail, I'm not sure how that is going to 
work, but bare with me, and within six months I will be back to you.” Before we went live, we brought 
them all back together in similar groups and went through it again and we had answers to their 
questions. 

·  The IR discussions were going on in parallel with this, and we were at a stage where associations and 
unions were balloting their members. We decided as the senior management team that we were going 
to communicate with our staff during that ballot. So I got 200 staff together in Dublin. I wanted to talk 
to them about the vision of what we were trying to create and the reason why we were doing what we 
were doing. I talked to them about building an organisation based on trust. At the end of my talk, as 
I left the room, they stood up and slow hand clapped me out of the hall and booed me off the stage. 
That’s how bad things were when we set out. I set about meeting every one of those groups in small 
numbers over a period of two months. 

·  It is absolutely essential to keep your vision as simple as possible and no matter what happens to keep 
coming back to the vision. 

 ·  Determination, courage, bravery, you need all those things. During the restructuring we had a customer 
service crisis. There were callers out the door, phone calls not being answered; there was a build up 
of post. It happened for a variety of reasons. The Board of Revenue called an emergency meeting 
of all the regional heads because restructuring wasn't working and there were signs of panic in the 
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organisation. I had to ask the Board to be brave, to be courageous and to be determined. We knew 
what we were doing was right; we were going through a bit of a blip and in fairness to the Board they 
listened and remained determined to achieve our vision.

·  The heroes within the organisation had to be respected in order to achieve the changes we were trying 
to do. 

·  We had a very close knit management team. We spent a lot of time building up management teams, 
the senior management team, the top management team, middle management teams. And we spoke 
with a unified voice. There was clarity around governance; people knew who was responsible for 
what. 

·  We had a very strong delivery ethos. We set very tight deadlines and insisted on meeting deadlines. So 
missing deadlines was unheard of. It just didn't happen because that culture had been built up within 
the organisation. 

·  Above all else trust is absolutely critical. If you don't know the answer you find out the answer. There’s 
no point in exaggerating. Be open and honest and you'll get there. Reputation is critical and it all leads 
to a public confidence and increased morale.  
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Q&A Session 

  Dr. John Clarke, Consultant Radiologist, Eagle Lodge Medical Centre 
  It sounds like you had a lot of autonomy to do what you had do to do? What was the relationship 

between you and the Department of Finance? Was there a lot of interaction between the political 
dimension and Revenue? Secondly were you given extra budgets to do this, and thirdly, how does what 
you've done to date translate into how you look with a blank sheet at what you'll do in the Gardaí?

 John Bowman
 Can you relate that to how the lessons you've learnt might relate to health.

  Response from John Leamy - I won’t deal with the last piece if you don’t mind because I'm only six 
months in the Guards. I'm going through my own learning curve.  

  There is a clear divide between the Department of Finance and Revenue. The Department sets the 
policy; Revenue is there to implement it. But there is a certain amount of interaction because the policy 
changes impact the delivery of service. There’s a huge autonomy in Revenue in relation to dealing with 
tax payers’ affairs. There would have been discussions between the Chairman of Revenue and with the 
Minister in terms of what we were attempting to achieve. In terms of autonomy within the organisation, 
there was a top down devolution of responsibility to line managers to achieve what we wanted to 
achieve. That was done under the Public Services Management Act. It was a deliberate decision by the 
Board that it was going to be delegated down the line. 

  I don't have the intimate knowledge to say how relevant my experience is to the HSE. But if you are 
implementing change, there are a lot of similarities in how you go about doing it. Like a clear vision. 
You need to know where it is you want to get to. Then it’s a question of how do you bring all the people 
with you. It is a people thing, people are affected by change, your customers are affected by change; 
your staff are affected by change. You need to bring them all with you. People move at different paces. 
I always equate change to like running a marathon. If you stand at the end of a marathon, you will 
have the leaders that will finish in two hours ten minutes and you have people that will finish five hours 
later. It's the same with change. The leaders will always get there first but others will take a lot longer 
and they will go through real emotions. One of the things I found out through the years dealing with 
change is that people suffer real loss in dealing with change. And unless you as the leader understand 
the loss that people are going through you won’t be able to lead them anywhere. And how do you 
manage that loss? By communicating, by listening, by understanding and by building up trust. In the 
examples I gave, in the Dublin regional restructuring we brought 2,500 people from where they were 
into a new organisation. In the Revenue Online Service we transformed the customer service delivery 
of the organisation from where it was in 1999 with queues out the door and huge backlogs in post, to 
where it is today. If you know where you’re going, it can be done and that’s the relevance.
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Presentation by Dr. Eddie Molloy - 
Director, Advanced Organisations

Eddie Molloy has worked as a consultant in the field of large-scale organisational change for 30 years.  He 
has been involved in many of the landmark cases of organisational transformation in Ireland including the 
restructuring of the Revenue Commissioners, the modernisation of Irish Rail and successive transformations 
of Guinness Ireland.

In 2003 he was a member of the Mullarkey Group that updated the systems of accountability of Accounting 
Officers and Secretaries General.  In 2006 – 2007 he advised Prof. Brendan Drumm on the structures and 
management processes needed at the apex of the HSE and on the establishment of a dedicated strategy 
and change management function.

Dr Molloy made the following points in his presentation which is also available on  
www.dohc.ie/issues/forum2008:

·  Before the HSE was established I was invited to get involved in the health system. When I asked 
for some background documentation a van arrived with two crates full of reports. So I thought an 
alternative title for my presentation might be “Getting from inch-thick reports to service improvement”.   
For example, I have here the Vision for Change report for Mental Health and it runs to 274 pages of 
very small print.  This report was published in 2005, but what has happened since?

·  There is no other change program in this country comparable to the HSE. There are 120,000 people. 
There are 4,000 agencies. There are probably scores of trade unions or representative bodies. It 
is geographically dispersed into every town, village and ultimately every home in Ireland. There is 
a massive legacy of inherited problems that have to be dealt with. There are 11 boards to merge. 
If that wasn't complicated enough you are also dealing with life or death issues. If a single case of 
failure occurs in the HSE's domain, it can lead to an enquiry, a report, Dáil discussions and newspaper 
editorials.

 
·  This means that the people who are responsible for trying to lead and drive change are under enormous 

pressure all the time. In the Irish Times any day of the week there are two or three very important and 
emotive issues to be addressed by the HSE. I think there is a need to step back and to be a lot fairer 
in regard to the expectations that are set for the HSE.

 
·  There are two sets of obstacles – technical and cultural. Using the metaphor of an iceberg, the technical 

obstacles are those which are above the surface, the cultural obstacles are those which lie below. 

·  The first thing that is needed in setting about large scale change is to translate inch-thick documents 
into a communicable change narrative. Why are we doing this? What’s the compelling case for 
change? Where are we trying to get to? That’s the vision. A definition of what I mean by vision is:  “A 
persuasive picture of the destination that acts as a rallying call to all staff, forms the basis of consistent 
communication to all stakeholders and informs what we need to do to get there”. It is a communicable 
picture that needs to be communicated at a macro and at local level, repeatedly. 
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  I'm aware that some excellent work has been done in the HSE in crafting a vision, certainly at a macro 
level. It has advanced beyond this in the form of the Transformation Story. The question is: has it been 
communicated relentlessly?  A best-selling Harvard article titled Why Transformation Efforts Fail, says 
that the main reason for failure in transformation is “under-communication by a factor of 10”. 

·  To get from where we are to where we want to get to, what do we need to change? The structure, the 
work practices, the processes, the industrial relations, the measurement systems. Once you understand 
what has to change you know who is going to be impacted. Some people will be impacted favourably, 
others unfavourably. An understanding of the impact on people that will determine your tactics, the 
how of change. 

·  There are two types of tactics. ‘Hard’ tactics which are, essentially, project and programme management 
and so-called soft tactics which are communications and engagement. And finally there’s the sequence, 
when? There are hugely unrealistic expectations about how long the transformation of the HSE is 
going to take. John Leamy indicated that tackling change within the Revenue has taken fifteen or 
twenty years. One of the pressures the political system puts on the HSE is making management over-
promise what can be achieved in a given time frame. 

·  Recently John Fitzgerald who has been involved in the Limerick Regeneration Project said is was going 
to take a long time but that if people are clear on where you’re trying to get to and are confident that 
you know what you are doing they will be patient. Don’t overpromise.

·  One of the ‘what’s’ in the middle of the change story is the structure of accountability. There needs 
to be movement from fudged executive responsibility to the accountable executive being named, so 
that we know who is responsible for the execution of the given initiative. Compare Vision for Change 
in Mental Health with the Cancer Strategy.  We know who is responsible for executing the Cancer 
Strategy.

·  Also there need to be clear governance processes. The spinal cord of governance particularly at the 
top two levels of the HSE needs to be crystal clear. There is huge confusion between structure and 
grade. Every time you try to refine a structure it has grade implications. One of the things that goes 
along with this is that impossible mandates are accepted by people. So tasks are being taken on as 
part of somebody’s portfolio which are simply impossible to achieve. There’s a big difference between 
this pattern and what happens in the private sector. In the private sector senior managers do not take 
on something that they cannot deliver because they know they will be held accountable and that there 
are consequences for failure. 

·  Another huge problem in health structures is the incomplete design of cross-cutting structures. Health 
more that any other domain requires collaboration across silos.

·  Misalignment of budgets is another issue. Professor Keane has the budget for cancer but who owns the 
budget in the mental health area for example? It's unlikely that money ring-fenced for cancer care will 
be diverted elsewhere whereas, if what I read in the newspapers is true, money earmarked for mental 
health has been diverted elsewhere.

·  There is an underestimation of the size of the task. For example, for one bullet point in John Leamy's 
slide on the restructuring of Revenue, Revenue assigned four top class people to work with me over 
an eighteen month period on that issue alone. They steeped themselves in the literature, travelled all 
over the world and brought all that intelligence back and applied it in the restructuring the Revenue. 
They did not try to do it on a shoe string; they understood the sheer scale of the challenge of structural 
change. 
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·  In relation to accountability, there is no point in reviewing progress one year later. There have to be 
shorter cycles, quarter one, quarter two etc. to review progress. Otherwise a year later, nothing will 
have happened. 

·  I want to say a word about another ‘what’, namely management. Managers need to work on the 
business and not in the business. I repeatedly come across people in the health system who are 
described as tremendous managers. They are actually tremendous trouble-shooters. The American 
mystic Thomas Merton said “I used to go home at the end of the day feeling like I shot my way out 
of the roughest joints in town”. Many managers within the health system go home at the end of the 
day feeling exactly like that. The more senior the person, the more they need to be working on the 
business, that is developing the structure, driving change, streamlining processes, communicating and 
embedding the values. Endemic within the health system is the concept of manager as trouble-shooter, 
working in the business. 

·  Already progress is happening in many parts of the health system. For example a quote in your own 
2008 plan regarding the implementation of the Cancer Control Strategy says: “It is the first national 
approach focused on a single disease process in the health system and as such it’s at the leading 
edge of the health reform process”. There are all kinds of details in this cancer plan, reflecting good 
programme and project management. There is a person with ability and courage taking ownership of 
the budget. There is the authority to decide and unswerving political support and there is a review and 
governance discipline in place. 

·  I was asked to address the question of how to loose and build confidence. One way to loose public 
confidence is to launch a report with a lot of ceremony, without naming the accountable person and 
without including a project roadmap or providing an adequate budget. Instead of communicating you 
forget about the report and wait until you’re found out; you wait until someone asks the questions, 
wait for a crisis, wait for outrage, wait for people protesting in the streets and so on. It's an impossible 
situation to put yourselves in. You then appear to be defending the indefensible and, under pressure, 
you end up being bounced into making promises that are not deliverable. The sequence subsequently 
repeats itself. 

·  Now to move on to the part of the iceberg that is below the surface.  The technical aspects as we’ve 
seen are straightforward enough.  The real problem is in the so called ‘soft’ aspects – culture. Culture 
is no longer just management jargon. There are good elements of culture, but dysfunctional elements 
are the root cause of recurring institutional failures and seemingly intractable problems.

·  In a class that I am giving at the moment I asked: “tell me where do you hear the words poor safety 
culture”?  Sellafield was mentioned as having a poor safety culture. The “culture of collusion, the 
culture of cover up”?  People mentioned the Donegal Gardaí. The “culture of denial and secrecy”? The 
Catholic church was mentioned. Culture is a very powerful explanatory construct and that is where the 
root problems lie. 

·  The obstacles to change range from the discussable above the surface, to the taboo below the surface 
and that is what makes it really difficult. Using the metaphor of the iceberg, there are a lot of things 
below the surface that are un-discussable. Taboos are a very powerful instrument of social control. 
Breaching a taboo may lead to being ostracised by colleagues. You may be sent to Coventry. People 
have to take risks to name these taboos, to blow the whistle. In the Gardaí this has been facilitated by 
the appointment of a confidential recipient to enable people to come forward internally. For outsiders 
to break the taboo the possible implications are exclusion and loss of contracts, consequences which 
re-enforce the taboo. The irony is, of course that breaking taboos does not destroy the community, it is 
actually the beginnings of imagination. Some examples of taboos relevant to the HSE and that make 
transformation particularly difficult are:
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1.  In political culture: (a) The politicising of decisions, the common good is frustrated by parochial 
decisions. (b) Too short a time frame, for example decentralisation in three years (c) Party loyalty.

2.  The trade union culture: (a) Trade unions require pay for all change, certainly within the public sector 
and pay before the change. It's common not to deliver the change and come back a second and a 
third time looking for the same deal again. (b) Tolerance of bad work practices and incompetence. (c) 
The question of partnership. Partnership is either a blessing, as in Revenue, or it is a blight.

3. Consultant culture: (a) Antipathy to management work. (b) The sole trader mindset. 

4.  The Civil Service culture. (a) Reluctance to accept quantifiable targets. (b) Few if any consequences for 
failure. (c) The belief that generalist skills are sufficient. For example people being appointed to very 
senior roles within the civil service where finance is part of their portfolio who do not have to have an 
accounting qualification. 

5. The managerial culture. There is a need to move from working in the business to on the business. 

· The following are some recommendations that may be of value:

1.  To reassure the public. Easier said than done, but make openness, transparency and communication 
a core value and breathe new life into that value system-wide. Open multiple communication channels; 
maybe the ‘confidential recipient’ solution is appropriate. It is imperative that you get on to the front 
foot in communication instead of always being on the back foot, defending. For example, Irish Rail 
over the last ten years has gone out and communicated again and again to the county councils of 
the twenty three counties that their railways crossed. They brought in every journalist. They kept them 
briefed about where they were going, the vision, how far they had reached for far and how long it 
would take to completion. There is a need for a strategy to reassure the public and it has to do with 
communication. 

2.  A shared vision. Provide clear direction with consensus. If there is no shared view of where you’re 
going you are in real trouble. The Futurecast PwC report which came out a couple of years ago said 
the number one critical success factor in reforming the health service in Ireland is a shared vision. To 
achieve a shared vision requires really high quality resources working relentlessly to create a common 
view of where the system is going in relation to eligibility, public/private, configuration of the system, 
insurance, etc. If you don't have that everybody will be working at cross purposes and criticising 
practically every move that is made. It’s hard work.

3.  Strengthen the apex of the HSE. You have to have a very strong united senior team, there has to 
be space created to form a team of the highest calibre. For example there have been several people 
in acting positions in key functions such as IT, HR, Hospitals and Planning. This is unfair on the people 
in these positions and it simply will not work. Reform from within is very difficult that is why the Gardaí 
are hiring civilians for example. 

4.  Sharpen accountability and gain control. Work has to be done to finish out the definition of the 
structures and then a major effort to get them to work. 
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5.  Improve management. Management development is a big job. Investment in developing managers 
in the form of training and development will take 10 to 15 years to really change the place. But a lot 
can be done by embedding basic management processes in every part of the business where there 
is the title manager. If you want two words that every manager is obliged to show evidence of it is 
“continuous improvement”. 

6.  Engage the hearts and the minds of the 120,000 people to change the culture. How do 
you do it? You articulate a set of values and you embed them over time and that creates a context in 
which the un-discussable is discussable. I do not believe that you would have had the problems for 
example in Donegal, if on an annual basis and more frequently people sat down and discussed in 
what ways are they were living the declared values of the Gardaí and in what ways they were not? 
Quality time is needed to debate and discuss the values of the HSE and to breathe life into them at 
every level. This kind of consciousness-raising and regular challenge is the key to cultural change. 

7.  There is a need to celebrate, to publish and to leverage the successes. It is important to lift 
people’s spirits. A huge amount has been achieved. The Minister in her opening remarks talked about 
life expectancy, if you want one indicator of the success of the health system it’s that. There are many 
islands of innovation and working examples of best practice but they remain as isolated instances.  
There is an urgent need to spread the word. 
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High Level Parallel Sessions

Session I: The Prevention and 
Management of Chronic Illness
Top Table:  Paul Barron, Assistant Secretary, Department of Health and Children and Pat Doorley,  

National Director of Population Health, HSE

Presentation 1: The Inter-Sectoral Response to the Prevention of 
Chronic Illness

Dr. Pat Wall - Associate Professor, University College Dublin
Dr. Wall is Associate Professor of Public Health in the School of Public Health and Population Sciences at 
University College Dublin; previously he was Chief Executive of the Food Safety Authority of Ireland. He is 
currently chair of the European Food Safety Authority.

·  There are different categories of illness, mental illness, neurological conditions like MS, motor neuron 
disease, autoimmune disease like rheumatoid arthritis, cancers and strokes. Many of these conditions 
are outside the individuals’ control; we do not know the full aetiology of some of these diseases so we 
cannot prevent them yet. However, there are quite a number of lifestyle related diseases that we can 
prevent. 

·  I think we should just move from focusing on sickness to focusing on health. In Galway for example we 
didn’t need more Infectious Disease Physicians to deal with Cryptosporidium we needed clean water. 
We don’t need more intensive care beds to deal with violence in society we need better policing by the 
Gardaí. We don’t need more orthopaedic surgeons to deal with consequences of road accidents we 
need safer roads and better enforcement. 

·  People make interesting decisions about their health often after something quite adverse has happened. 
They walk five miles a day following their by-pass, where as one mile a day could have prevented it.  

·  Not enough attention is paid to our nations’ greatest asset, our citizens and their health.  We mobilised 
the whole country when there was foot and mouth disease, we have never done anything like this for 
a health issue.

·  Probability neglect is when we worry about things that have a catastrophic occurrence that are unlikely 
to happen. For example worrying about eating chicken because of bird flu while we are happy to talk 
on the mobile phone while driving. Or worrying about genetically engineered food while lashing into 
the pints and cigarettes. Probability neglect impacts on individual citizens but it also impacts on policy 
makers and politicians. Often the policies that we get are in proportion to the media hype around the 
issue rather than the actual risk to public health. 

·  There are behaviours in Ireland that we deem normal that are considered pathological in other societies. 
For example the consequences of alcohol consumption, not only binge drinkers and young people, it 
is across the board. There are 19 funerals everyday in Ireland as a result of smoking related deaths. 
If there were 19 patients dying from Clostridium difficle infections there would be a revolution. 
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·  Tobacco, fat, salt, sugar, alcohol and lack of exercise are the big killers, things that we can control. 
To control this requires initiatives outside of the health service. Health is multi-dimensional; there are 
genetic, environmental and behavioural dimensions. We can only control aspects of the latter two.

 
·  Obesity the Policy Challenges, which was produced in 2005, talks about all government departments 

being involved and how initiatives in other government departments impact on obesity. It looks at the 
different stakeholders along the food chain, from the food industry to the citizens to schools, they all 
have a part to play. It also addresses an enabling society; do we make it easy for people to be healthy 
in Ireland? 

·  It is the new BSE crisis, Blame Someone Else – it is the government’s fault for no nutrition policy, it is 
industries’ fault for producing the junk food, the medias’ fault for all the advertising, the schools’ fault 
for the lack of playgrounds, the parents’ fault they should control their kids, it’s the individuals’ fault 
they should eat less. It is everybody’s fault and as a result there is no action.

·  People are commuting much further so the whole family fabric is disintegrating. When you get home 
after two hours in the car you can’t go to the gym or take any exercise. In the US, 15% of all food is 
eaten in cars, now that is happening in Ireland. Portions are increasing over time. There are small kids 
with their own televisions, exposed to advertising selling them salt, fat and sugar. 78% of nine year 
old in Ireland spend up to three hours sedentary in front of a screen, either a TV or a computer. Small 
children can’t tell the difference between image and reality. I saw a Barbie doll with a can of coke and 
a McDonalds hat aimed at three year olds, so very small kids are brand aware now.  

·  People have less time for volunteerism because they are commuting they have to collect their own 
kids.

·  Homogenisation of cultures is a global problem. The WHO has a new word called “Globesity”. They 
have the Global Task Force on Hunger and a Global Task Force on Obesity, we have two problems. 

·  The High Court has a role in obesity. We have a situation where skateboards, skipping ropes and 
running are banned from the playground because schools are afraid they are going to be sued. Local 
authorities are worried about litigation; we have urban sprawl with no green spaces for the kids. 

·  Opportunities for exercise are reduced, we would let the kids walk to school but we are afraid they will 
get run over or harassed. Many neighbourhoods now have a walking bus where the kids go together 
which is a good initiative. 

·  When I was in the Food Safety Authority a mother rang me up to see what the effect of creatine was 
on pre-pubescent boys. Her son was on the junior cup team of one of the rugby schools in Dublin and 
the coach had advised the boys to take it to improve their performance. Winning is the most important 
thing now.

·  There is an interesting initiative in the GAA in Donegal for under 12s. The coach shuffles the players in 
the panel after 15 minutes it changes so the kids play in four games with four different sets of players. 
Several of the old health board regions had initiatives to encourage people who weren’t competitive to 
engage in sports such as yoga and swimming. But we have to have the facilities there for them to do 
that. 

·  What about parental responsibility? We had an initiative where we asked young people in last class in 
primary school and first class in secondary school what do they thought the problems were? All of the 
kids said that they would love to have more time doing exercise, walking and playing games with their 
parents.

  What about personal responsibility? When policies are introduced to restrict personal freedom we’re 
accused of having the nanny state, at the end of the day everybody has a responsibility for their own 
health. 
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  With regard to awareness campaigns, warnings and threats don’t work. Awareness campaigns make 
people aware of the issues, then you need to give them some knowledge on the issue and then you 
have to change peoples’ attitudes. If you don’t change peoples’ attitudes you won’t get a behavioural 
change. We often evaluate the awareness campaigns along the lines of 99% people were aware of 
the ad but we should be evaluating if they changed their behaviour.

·  Psychologists talk about attitude, intention and behaviour gap. For example I am aware that fitness is 
a good thing, that it lowers my blood pressure and maintains my weight. I changed my attitude, feel 
very positive so I’ve join a gym, but I never go.

·  Physical measures include taxation, regulations and enforcement like the smoking ban. There could be 
differential taxation, for example if lower alcohol drinks were cheaper perhaps people would be more 
likely to drink them. 

·  If you can change the norms in society you can change peoples’ behaviour. At one time it was 
acceptable to smoke in public now if someone is going to smoke they’ll ask you. It is not acceptable 
to be caught drink driving anymore, there are rules against it. Even in the past when there were rules 
people would say “you were very unlucky that you went that way home”. Now if you’re caught drunk 
driving you’re socially irresponsible. 

·  We have to make it easier for people to make the right choices. Chronic disease is unevenly 
distributed in society, poor people have poor health status and poor experiences and they live in poor 
circumstances. 

·  You have to make the healthy options easier than the unhealthy ones. How many work places have 
showers for people who cycle to work? How many work places take an interest in their staff and give 
them concessions to be members of gyms? We don’t have an enabling society in Ireland we are 
actually geared up to make the population unhealthy. 

·  In the US now they are talking about a population of children who might not live as long as their 
parents. I’m not sure that we can change behaviour in adults but we have to make it easier for the 
young people.
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Q&A Session

  Andrew Murphy, Professor of General Practice, NUI Galway 
  I am delighted that somebody emphasised the population perspective to this question. Halving 

mortality in heart disease over the last 15 years came from changes in population measures. How do 
you think the population perspective can be emphasised in the HSE where a General Practitioner has 
no stakeholder involvement, it seems to me public health has been destroyed in this country.

 
  Response from Pat Wall - The whole public health dimension is bigger than the public health 

service. It needs to be cross departmental. It is amazing that government departments operate in 
isolation, when they produce new legislation for example nobody assesses the impact on health. 
For example in Galway they built all the houses, nobody thought about the sewer treatment works. 
Someone has to champion health inter departmentally, somebody has to be accountable.

  I have had this argument with Jim Kiely, Chief Medical Officer in the Department of Health, he should 
be out there, we need celebrities. When the Surgeon General in the US says things people listen. 
Our Chief Medical Officer is an advisor to the Minister. We have had some great success stories, like 
the smoking ban. We now need to tackle under age drinking, we need to tackle violence, we need 
to tackle the roads and we need to make it easier for people to exercise. The food industry have to 
play their part, they can reformulate food to take out a lot of the saturated fats, salts and sugars, and 
increase the fibre content. However, they are producing new functional foods like cholesterol lowering 
yoghurts. We are looking for absolution, rather than changing our lifestyles. 

  If our most valuable asset is our citizens what are we doing to make sure that they are staying healthy? 
An interesting statistic is that it costs e700,000 a year to keep a young offender in a correctional 
institution, what does it cost to put in a playground in a primary school? We’re not consistent in the 
way we do business in the country.

 Dr Brian Maurer, Medical Director, Irish Heart Foundation
  We couldn’t have put it better and you’ll get all the support you need from organisations like ours. 

A major problem is the lack of coordination in terms of formulating policies for creating a healthy 
environment. This is a function of government. It is something that the government and the HSE have 
to grasp and facilitate, recognising that the HSE is an implementation agent. 

  It is worst in our transport policies. We are still building roads throughout the country without cycle 
lanes and footpaths. We need joined up thinking, we need coordination between government 
departments and we need to get civil servants together from the different departments to begin to 
formulate policies. 

  Food is equally important. There are interests in the food industry who are opposed to the development 
of the healthy eating concepts, they have increased portions over the last 20 to 30 years and they will 
continue to do so. We need to be aware of it, we may even need to legislate for it. Cardiovascular 
disease, which includes stoke is one of the commonest causes of chronic disease and heart failure, is 
a growing problem so we need to address that too. 

  Response from Pat Wall - Your point is well made. The Irish Heart Foundation have done lots 
of campaigns and have made people aware that they need to take more exercise but if there is no 
footpath and there are no lights, how can you take exercise in the evening? 
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If this was a conference for the food industry they would be talking about maximising “share of throat and 
share of stomach” and this has to be changed. If they don’t change aggressive advertising voluntarily there 
will have to be regulatory changes. The trouble is that we live in the European Union and the regulations 
are EU wide. There are all kinds of regulations about health claims there isn’t too much regulation about 
conventional unhealthy food. Industry has a part to play but all of the other stakeholders have to play their 
part if we are going to have a healthier nation. Other EU member states realise that exercise is very forgiving 
and that if you manage to exercise everyday you can eat a bit more than if you don’t. It is a question of 
calories in, calories out. We’re eating too much of the right food as well as too much of the wrong food.
 
Comments from Pat Doorley – The HSE is actively working with the department in the area of  
chronic illness. 

Using the example of the smoking ban it took many years to develop the societal consensus which made 
it easier for the politicians to pass legislation which has changed the culture in this country. We brought 
various elements of civil society onboard - trade unions, women’s groups, poverty groups, who would have 
been against tobacco taxation, and we ended up with a very strong coalition giving the same message 
very consistently. Government and non government organisations communicated relentlessly with the same 
message and that was a significant factor in getting the smoking ban implemented. I think we are making 
a start, obviously we need to get other government departments and the private sector on board, that is 
going to take time.

Initiatives are underway but obesity in young people is still on the increase so we are not actually doing 
enough. The Department of Agriculture have a programme called the “Food Dudes” which supplies fruit and 
vegetables to all the primary schools in the country for a period, they are trying to break the peer pressure 
to make it trendy to eat fruit and vegetables. The kids get rewards like baseball caps, pens and badges and 
they educate the kids and the parents. They say that for bang for your buck early childhood intervention is 
how you are going to reap the rewards down the line. However, short termism is a problem, will you get a 
political champion for something that might not reap rewards for 25 years? Long term investment in young 
people will reap major rewards because the consumption patterns and behaviour patterns you establish 
when you are young, usually stay with you for the rest of your life.
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Presentation 2: The Need for a 
Structured Inter-Sectoral Approach 
to the Management of Chronic 
Illness

Colm Costigan - Consultant Paediatrician, Our Lady’s Children’s Hospital, Crumlin 

Dr Costigan is a Consultant Paediatrician in Our Lady’s Children’s Hospital in Crumlin and he also chairs 
the HSE Expert Advisory Group on Diabetes.

·  I have had a long term interest in paediatric diabetes. The thing that made this Expert Advisory Group 
different was the concept that we would be involved in actually implementing the process as opposed 
to previous reports. We all volunteered and this worked very well, a lot of people gave up their time 
and there wasn’t a lot of hierarchy, I was very impressed with the way it worked.

·  We began our work at the end of 2006 we concentrated on a number of priority areas including Type 
2 Diabetes for which prevalence is about 4.75% and increasing very significantly. A large amount of 
Type 2 Diabetes is preventable and it is directly related to the prevalence of obesity. The tragedy is that 
paediatric obesity is also increasing and another major issue is that about half the population may be 
undiagnosed at this time. It is a progressive illness so if the diagnosis is made early you have a chance 
to make lifestyle changes or minor modifications or undertake drug therapy so that you can prevent 
its progression. However, if the progress continues you can end up with complications such as poor 
metabolic control. Haemoglobin A1C is an objective measure of how control measures are working, 
if changes are made you will be able to see their impact fairly quickly. 

·  People with diabetes have a huge range of major medical problems. A person with Type 2 Diabetes has 
the same risk of a heart attack as that of a person who has already had a heart attack. Cardiovascular 
disease is a huge part of the co-morbidity problems and life expectancy is reduced. The population’s 
Body Mass Index (BMI) is rising exponentially; we are heading towards about 8% by 2025. 

·  The costs of care are largely associated with complications. If there are no complications the cost of 
diabetes care is about e1,000 to e2,000 per patient per year, with complications it can be up to 
about e5,000. The emphasis is on trying to prevent complications. Primary prevention is preventing 
the diabetes in the first place; secondary prevention is actually managing the problem and trying to 
prevent complications. 

·  At the first meeting the group identified the inadequacies - poor primary prevention, late diagnosis, 
poor support at the primary care level, difficult access to secondary care, overburdened secondary 
care, poor communication between the services and uneven standards of care around the country. 

·  We developed a set of ten standards which act as a mission statement for how to develop care and to 
provide direction to the health care professionals who are providing the care. For example, access to 

21695 Txt.indd   34 25/09/2008   12:38:46



34 35

diabetes prevention should be available to everybody. It is fairly aspirational but very fundamental to 
the whole remit of diabetes care. 

·  Once we had the standards the next step was to establish how to improve care. Change is needed 
as the current care systems cannot do the job; a new model of care is required. We have moved to 
a chronic care model. On the lower tier there is health promotion, primary prevention. At level one, 
where about 75 - 80% of the diabetes population are, people can manage or partially manage 
themselves if you help them. The next level is where they need support from their primary care teams 
and at the third level you need to address co-morbidities or complications. The aim is to provide most 
of your care at the level one and to try to prevent the need through health promotion. There is also a 
flow of people from one level to another. 

·  We proposed developing managed clinical networks where the care would be planned, structured, 
shared and integrated. A managed clinical network is a linked group of health professionals and 
organisations from primary, secondary and tertiary care working together. They are not constrained by 
existing silos and their goal is to provide equitable care for the patient. It is patient centred, it should 
not matter who the team member works for, what they are really trying to do is to improve the patient’s 
ability to self manage their condition. 

·  A national clinical leadership situation needs to be established so there is an evangelist to take this on 
and outline the vision. A mechanism for governance is also very important.

·  We felt that if we had local implementation groups the service delivery and feedback would be better 
and it would also involve the local community more. We discussed having a managed clinical network 
within an existing framework. The patient would use existing services available in the primary care 
network such as social services. The county hospital and the primary care network would work very 
similarly and appointments would be made across the two sectors. As the primary care networks 
become more important resources will move more towards the primary care network with regional 
diabetes centres which are responsible for that particular region.

·  The good thing about the GP is that they will know the family circumstances, they will be aware of 
other illnesses, they will be able to screen for the interaction of cardiovascular disease with the Type 
2 Diabetes and they can bring in the community intervention teams from the network. There is also a 
role for the community. I have been very impressed with the voluntary services and community groups 
and think that we could get a lot of support locally to help us.

·  You also need clinical guidelines. These are being championed by Velma Harkins from the Irish 
College of General Practitioners in conjunction with the Irish Diabetes Society and John Devlin in the 
Department of Health. These are supported by the Diabetes Federation of Ireland, diabetes nurses 
and dieticians. They are very practical and address issues like how to diagnose diabetes, how to screen 
for diabetes and what kind and levels of controls to aim for. Practical things to help professionals in the 
day to day management of people with diabetes. They are also valuable to the patient so they know 
what to expect. 

·  Another big area is empowerment; there is no other disease where the patient does so much of the 
work. We are like consultants advising the patient, the patient really needs to be the person who 
understands the condition and does as much as they can to manage it. Our job is to help them to do 
it properly. Often people find it hard to learn; they may have social problems that they need help with 
before they can do the diabetes empowerment properly. Structured education programmes which are 
evidence based have been working quite well. 

·  We are also looking into supporting the patients and their decision making by providing telephone 
support. Reinforcing the message that they are getting at their primary and secondary care visits. None 
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of this is possible without ICT; current communication won’t work when you are trying to coordinate 
across two service areas. There is a need for a specific ICT project to look at this area.  In an integrated 
care model using ICT all of the information in the primary and secondary care is shared. This allows 
people to be stratified, to identify patients who are higher or lower risk and to determine how often 
people need to be seen or who they need to see. It gives a good population register which we don’t 
have at the moment, unfortunately. In addition, the carers and patients have access to resources such 
as health information libraries, guidelines and protocols.   

·  Our vision is that:

    We provide a complementary programme of patient support which promotes self care and is 
tailored to suit that person at that particular point in time. The spectrum of services includes self 
care, primary care, scheduled GP visits and good practice models. 

    Our vision for secondary care services is that there are specialist clinics, involved in shared care 
systems. The model addresses a visit at initiation and every one or two years if things are going 
well and moving into a more intensive model if the person becomes pregnant or develops a 
complication. It is important that secondary and primary care work together in the interest of  
the patient. 

·  How do we achieve it? We need to ensure that there is an accountable person to take this on and run 
with the vision, to make sure it is properly governed. Without clarity on the care structure, individual 
managers, clinicians and the whole system will struggle to deliver an integrated service. It is very 
important that there is a very clear picture which we can work towards even though we can’t achieve 
it immediately.  

·  One way to achieve it would be through local implementation groups - diabetes service development 
groups - led by a local person, not necessarily a clinician, who is genuinely interested in patients 
with diabetes and who will be able to motivate people around them. They would establish a group 
for their particular area which would hopefully get important feedback, identify the needs, adapt the 
guidelines and assist in developing practice based registers and recall systems to make sure that 
everybody has been seen. They would provide primary care diabetes education locally and prepare 
local specialist services to enable communication between primary and secondary care. Their role 
would be auditing that particular region, to determine who is sticking to the protocols and guidelines. 
Making use of things like haemoglobin A1C or complication rates to see how that particular region is 
doing.  Modifying the guidelines locally as there may only be a few small hospitals and networks or 
cultural issues may need to be addressed.

·   Excellent diabetes care requires the integration of all of these recommendations and attention to all 
the risk factors. We can’t cherry pick bits and pieces. The challenges include the need for resources. 
We have looked at some of the regions where resources may have to be re-distributed. We might be 
able to make cost savings in medications as a result of using standard guidelines or protocols. The 
general practice contract is up for negotiation, the existing contract doesn’t promote care of chronic 
disease and that needs to be addressed. 

·  Excellent diabetes care is costly; however the alternative is difficult to defend both on economic grounds 
and on the grounds of human rights for patients with diabetes. 
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Q&A Session

 Martin O’Brien, President, Association of Optometrists Ireland 
  The Association of Optometrists Ireland feels that optometrists are ideally placed to get involved in 

primary care teams to provide screening services and to act as a further resource to reinforce and 
implement the messages that the HSE and the Department of Health are trying to get out to people at 
risk. At the moment there is no optometric involvement in the working group on diabetes even though 
we do screening on a regular basis. Studies from here and the UK show that up to 45% of diabetics 
do not have access to regular vision care. 

  To go back to what Rod Hoare’s “what can we do for you?” We would love to do something for you if 
people would just talk to us. Today’s conference is about change, there is something we can change, 
something we can do to help save costs and to better target resources. With regard to costs, everyone 
we prevent from having complications whether they are vision or heart disease related is a cost saving 
in the future. The money we spend on services now is money that we are saving in the future.

  Response from Colm Costigan - There are a number of other issues that the Expert Advisory 
Group have addressed. The Group is developing a standard of excellence; all groups then will be 
invited to see if they can commit to that standard. We are not excluding people like optometrists; we 
are trying to establish the criteria and then see if the optometrists can come up to speed and address 
the issues of standard. 

  John Dolan, Chief Executive, The Disability Federation of Ireland (DFI)
  Listening to the speakers I am very optimistic and then it flips and I think all of us have heard these 

things before, it is common sense. The determinants of health are clearly set out in the Health Strategy 
which is now seven years old. We have to find something that actually levers this discussion that could 
I suspect go on and on. One of the key issues mentioned here today is the fact that we have a public 
service that works in a dysfunctional way, we are always at the illness end, the crisis end rather than 
keeping things right. The DFI would be quite happy to talk to other people about this in terms of the 
disability strategy and other issues. 

  Comments from Colm Costigan - I think the whole attraction of this Expert Advisory Group was 
that we are in it for the long haul, that we are to be involved in the implementation, which does  
cross sectors. 

  We have to address the patients who are undiagnosed who have no sign of complications, the patients 
who have complications and patients who are awaiting surgery. A step by step approach is needed. 
I think that if we actually believe in the process then hopefully it will happen. If there are supporters, 
if there is a very clear vision of where you are going then hopefully people will rally around because 
most people are genuinely interested in trying to improve the service and most people feel the service 
is poor at the moment. 
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Presentation 3: 
Strengthening Primary Care

Dr Garreth Igoe - General Practitioner, Co Cavan
The presentation was in two parts, Dr. Igoe outlined his experiences in his practice in Virginia, Co Cavan 
while Alma Joyce presented regarding her time working with the primary care team in the Liberties. 

·  Six years ago our practice in Virginia, County Cavan was selected as the first site in the north east area 
to implement the Primary Care Strategy. 

·  Our core team is made up of both GP and HSE employed staff. On the GP side there are GPs, 
practice nurses, a practice manager and administrative staff. On the HSE side there are public health 
nurses, a physiotherapist, occupational therapists, a home care coordinator, a registered nurse and 
secretarial support. We look after a defined enrolled population in a highly integrated way and have 
approximately 9,000 patients.  We have an agreed system of working as a team, with a weekly clinical 
meeting, a monthly educational meeting, an inter referral system, a shared IT system; we have worked 
hard to bond together as a team.

·  Professionals from the primary care network including a dietician and the community mental health 
team are also housed in our centre. These professionals work with several primary care teams. 

·  In our building there is a 50 bed elderly residential unit which offers respite and long stay care, an 
older persons day centre and disability services. 

·  Chronic diseases are those long term conditions such as heart disease, diabetes, asthma and arthritis 
which cannot be cured. There are four key points about chronic disease:

1.  They are very common, up to three quarters of people over 75 years have a chronic disease and 80% 
of GP consultations relate to chronic disease. 

2.  They are a huge burden on the health service for example two thirds of emergency hospital admissions 
are for chronic diseases and patients with a chronic disease or complications of chronic disease count 
for 60% of hospital bed days. 

3.  Better management of chronic diseases reduces hospitalisation and length of time in hospital, therefore 
reducing costs.

4. Primary care is the appropriate place to manage chronic diseases. 

·  Professor Drumm frequently speaks about changing the way the hospital beds are used and improving 
care in the community. Primary care will need investment and restructuring if it is to meet these needs 
and this is one of the most important challenges facing those managing our health service. 

·  Traditionally in general practice we deal with acute cases, seeing them one after the other. With chronic 
disease management we think about the number of patients registered with our team with a specific 
condition and how we can best manage them in a systematic way. So chronic disease management 
involves a population approach.
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·  As outlined earlier by Dr. Costigan, there are different levels of interventions required by our registered 
population of patients:

1.  Level one covers the majority of patients who can learn to be active participants in their own care, 
managing their conditions. All our core team members would have an impact at this level.

2.  Level two refers to conditions such as diabetes and heart disease which we try to manage in a systematic 
way within our team. There is usually an agreed protocol which is evidence based and follows best 
practice. Patients are invited for regular planned reviews and progress is judged by adhering to targets 
and goals. Network professionals such as the dietician may also be involved. Liaison with secondary 
care is important and there are agreed recording systems and referral criteria for secondary care. 

3.  Level three refers to complex patients with more than one chronic condition or co-morbidity. Their care 
is disproportionately more complex, more difficult and more expensive and requires case management. 
We would discuss these at our weekly team meeting and together try to work out the best package of 
care. 

·  The Heartwatch Programme which is delivered by general practitioners and practice nurses is in place 
in about 30% of GP practices. Patients who have had a heart attack or coronary are called in for 
regular reviews and are encouraged to meet targets for key parameters such as cholesterol, weight 
and blood pressure. The project has been a great success and is a tribute to Dr Michael Boland and 
Dr Sean McGuire and others who were instrumental in setting it up. In 2006, the Heartwatch report 
estimated that 81 deaths were prevented or postponed and 522 life years were gained in a very cost 
effective way. There are 68 patients attending our Heartwatch Programme and results have shown that 
we meet the national targets and exceed them for some parameters.

·  We also have 108 patients attending a diabetes watch programme. Several members of the team 
completed a distance learning course in diabetes management in preparation for this model of care. 
Again patients are called in for regular reviews and the adherence to key targets is encouraged. 
Results have shown improvements in care across all the parameters monitored. The service includes a 
consultation with the podiatrist and dietician. We have tried to treat a number of other conditions in a 
systematic way and some have been more successful than others.  

·  Many patients with chronic disease are on medication which requires them to have regular blood 
checks to assess their dose. We run a monitoring clinic and currently have 36 patients attending. We 
use a testing device which gives results in 60 seconds and decision support computer software prints 
out the dose instructions and a review date for the patient. Apart from the advantage of convenience 
and speed for the patients, our nurses know the patients very well and if somebody defaults on an 
appointment that is noticed and the patient is contacted.  

·  The well woman continence promotion clinic is run by Louise our physiotherapist in conjunction with 
Gillian a female GP. About 25 women come each year.

·  In terms of success and pitfalls. Our experience was that with enthusiasm, motivation and commitment 
it is possible for individuals from a GP culture to come together with the HSE culture to form a core 
team which works well. It helps to have a good understanding of roles and that a clear method of 
working together is agreed. It helps that all team members are in the same building and that all core 
team members look after the same population of patients. 

·  Why is the model not being replicated? Six years on there is no universally applicable method of 
providing the infrastructure to house the primary care teams, this is a great disappointment because it 
is a fundamental building block. More importantly is the lack of a system for the universal registration 
for all patients. The recent decision to allocate HSE staff on a geographical rather than a population 
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basis is a major problem and mitigates against the whole idea of a core team looking after a defined 
enrolled population in a highly integrated way. It makes sense that every man woman and child in the 
country registers with a primary care team and that both the GP employed and HSE employed team 
members of that core team look after the same population. 

·  General practice is one of the few parts of the health service where patients are seen on the same day 
or the next day and there is no distinction between public or private patients. There are approximately 
18 million consultations annually. It is apparent that we will struggle to cope with the avalanche of 
work coming our way as more things such as chronic disease management are shifted out from 
the hospitals. There is a capacity problem. If we want to retain our defining characteristics of open 
access and no waiting lists, there will not be a lot of time or staff resources left to run chronic disease 
management clinics.

·  I remain committed to primary care development and agree with Professor Drumm that it is the 
appropriate place for this work but to do this properly and to get this right will require a lot more 
thought and planning.  

 Alma Joyce - Occupational Therapy Manager, HSE Dublin South City 

·  I worked in the Liberties primary care team for three years and am currently line managing occupational 
therapy services in Dublin South City. 

·  Dublin south city local health area has a population of approximately 140,000 the same as the county 
of Galway. The social well being of local health areas can be divided, in the south it is quite affluent 
with Rathfarnham and Rathmines, in the north the social deprivation index is 10 out of 10. We have 
divided the area into four networks where our primary care centres have been built or will be built over 
the next couple of years. 

·  Following the closure of two local hospitals in 1998, the Adelaide and the Meath, The South Inner City 
Partnership was established. Currently there are 63 GPs involved from 30 practices. Over the last 10 
years the focus has shifted from direct access to clinical services to rolling out the primary care teams 
and networks. I think the South Inner City Partnership was very important in developing primary care 
in our area. It is a good example of where necessity brings about change and innovation. 

·  Following this we tendered for one of the implementation projects, two local GP practices came 
together and founded the Liberties primary care team. We had budget allocations, a governing 
structure and legal agreements in terms of shared patient records, how buildings were to be occupied 
and commitments to team buildings. 

·  Before establishment of the team there was inadequate staffing or no staffing in terms of social 
work, physiotherapy and occupational therapy. Following the establishment of a team we were fully 
staffed. 

·  We serve a defined population of about 8,000 people. We had no clinical space in the south inner city 
to undertake treatment so we moved to a purpose built building and then we had co-location. 

·  There was limited access in terms of ICT prior to team establishment but we have moved from a 
situation where there were people with computers on their desks which weren’t switched on to a more 
shared patient record approach. 

·  Prior to establishing the team, it was a silo model; there were public health nurses, occupational 
therapists and GPs in separate buildings not talking to each other with separate filing cabinets with the 
same information on the same clients. We moved to a team based model of working with more joint 
sessions. 
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·  I think the biggest short term win as part of a team was communication. We started talking with public 
health nurses, planning services with them, the outcomes were very different. When I do a home visit 
I can come back and I can flag something with the GP. We all are responsible for flagging issues and 
are signing from the same hymn sheet, I think that is where the behavioural change and the attitude 
change happened. 

·  We all report to heads of the discipline in our area in terms of clinical issues but we had an administrator, 
a primary care management team and an implementation team. We respond to team goals, rather 
than just individual goals. 

·  We are moving towards inter referral forms if someone needs to be referred to a public health nurse, 
occupational therapist, physiotherapist or social worker. Prior to this patients filled out four different 
forms.

·  Previously, there were complaints or there was no access to services so there was just silence. Having a 
team has improved patient confidence. By having one point of access, they are getting to know people 
on the team and people are using the services, you are very much part of the local community. These 
are populations where the education levels are quite low but they have started using services twice and 
three times the amount they had two years previously. 

·  The Ballymun primary care team has their building over Dublin City Councils office so it is highly visible. 
People can go down and pay their rent and then visit the doctor or the occupational therapist.

·  It was hard to keep staff in the inner city and morale was poor. Since establishing the team there are 
improved retention rates and improved staff satisfaction which I think is very important because it is a 
hard job.

·  In terms of outcomes, previously we were working in crisis management now we are moving towards 
early intervention and health promotion. 

·  Previously we didn’t have access to real information; we didn’t know what the priorities of the GP were 
or the current medical issues. We were using post its and written information and with waiting lists of 
a year or two years this information was out of date. Now we have better planned and coordinated 
interventions. 

·  The critical success factors include (1) co-location, shared multidisciplinary team offices so the nurse, 
physiotherapist and social worker can become our colleagues. (2) Strong commitment from the team 
members. They were very clearly champions of change, our GPs were willing to take risks and the HSE 
staff were willing to change practices. However, these champions of change need to be supported. (3) 
Good leadership with vision. (4) Professional respect and trust. (5) Ownership and involvement help 
to move the process along, for example we picked the colour of the buildings, the desks we wanted 
and what initiatives we worked on. (6) Developing links with voluntary agencies, the Home Help 
Organisations, The Carers Associations, the Irish Wheelchair Association who are the local people in 
your area. It gives you much greater options in terms of care packages, so we use limited resources 
more effectively. I think voluntary agencies and community involvement is often forgotten in primary 
care but these people are seeing local people everyday. They are the first to tell you when something 
isn’t right. 

·  We saw better patient outcomes with certain groups when we changed the structures and processes. 
These were our short terms wins. Older people make up a large percentage of our caseload, people 
with arthritis, falls and dementia. Their care needs to be managed effectively and the interface with the 
secondary services needs to happen as early as appropriate. We are getting in there earlier instead of 
when it is a crisis situation. 
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·  In terms of discharges from secondary services we are looking at in-reaching into hospitals, coordinating 
discharge in a more effective way. We know the people who are going to cause problems because we 
have them in community, we know that if they require assistance of two care staff going in they are 
going to require it coming out. 

·  For mental health problems people have direct access to psychology services, the whole experience 
has been normalised. We are looking at mental health education and stress management groups. 

·  People using our services with complex life long disabilities like MS, Cerebral palsy and Spina Bifida 
are getting better access to ongoing rehabilitation. People with a stroke or MS don’t just need someone 
for a couple of weeks during an acute flare up, they need to be reviewed, their wheelchair needs to 
be reviewed, we need to look at a home exercise programme and the success rates are higher with 
ongoing reviews.  

·  To give you an example of some better patient outcomes. Tom a 74 year old retired Guinness worker 
who lives alone up four flights of stairs is complaining of hip pain. He heard from a neighbour that 
the physio is good with hip pain so he referred himself. The physio discusses the case with the GP; 
they have a clinical meeting and decide that he needs to be referred onto secondary services. The 
orthopaedic consultant recommends treating conservatively initially but that he is certainly going to 
need surgery within the year. We have a multidisciplinary planning meeting in terms of his needs. We 
know that he is anxious about the surgery, so we support him through the journey pre and post surgery. 
Once he gets admitted we’ve established that he has a friend close by who will look after him for 
the first couple of weeks before moving back home. This helps move the process along in hospitals. 
80% of costs in relation to hip operations are hospital costs, the rehabilitation can start afterwards 
from the primary care team. Hospitals and primary care need to link in with each other more so that 
appropriate services are delivered in appropriate places. 

·  40 year old Lisa has Spina Bifida and a history of mental health problems and abuse. She requires 
a high level of personal care and there has been a comprehensive team approach for the last three 
years. We can tell by talking to Lisa on the telephone whether it is a good or a bad day, and whether the 
GP needs to do a home visit. We have looked at care packages, vocational assessment, bereavement 
therapy, rehabilitation and housing adaptations for her. She is admitted to hospital two or three times 
a year, we flag the admission with the home help person or someone from the Carers Association so 
we can get the services in place that she needs in order to come home.  Her quality of life and her 
mood have definitely improved over the last few years, we are not getting the big wins here but she is 
certainly in a happier place than where she was, she is doing a course and things are certainly moving 
on for her. We have adapted our services around her journey and where she needs to be.

· The following are some innovative projects:

1.   The Ballymun primary care team are looking at integrated care pathways for falls and injury prevention 
across all sectors including acute hospitals, primary care and residential services. They are working on 
clinical guidelines and are looking at developing screening tools for the GP and pathways of care will 
be developed from that. 

2.  The primary care team on the border of Limerick and Kerry are looking at a men’s health screening 
clinic because men are not using services as frequently as they should. They are highlighting what their 
local primary care team can do. Chronic disease management and behavioural change is going to 
happen in the local parishes, the GAA Clubs and the schools so we have to involve these people. They 
have done a piece in the media and the local parish priest has given out brochures on the service. 

3.  In the Liberties we are looking at a key worker system. In the region of 5% of people occupy 40% of 
acute patient beds. These people should be known to a primary care team and aggressively case 
managed. Key people need to be involved to ensure that their transfer into hospital and out again is 
more coordinated. 
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  In terms of challenges for primary care teams there are staffing and capacity issues for specialist 
services such as stroke teams as well as general primary care teams. There is a resource issue but there 
is also a skills issue. As mentioned earlier, clinical space is going to be an issue as is ICT. 

  In terms of progress, we need clinical leadership and enhanced integration with the acute hospital 
services. For chronic disease conditions there needs to be education for staff working on the ground 
to re-orientate our services, our knowledge and our skills in terms of working with more well people. 
We are going to need data, clinical, quality and risk audits.

  We are losing momentum in this change process, there is initiative fatigue, we have had the short term 
wins and goodwill of people like Dr Igoe but it needs to move at a faster pace or it will be viewed as 
something that didn’t work. I think we have proven that the concept works what we actually need to do 
now is to deliver it and we certainly have the knowledge. 
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Session II: Access to Health and 
Personal Services by Vulnerable People
Top table:   Sylda Langford, Director General, Office for the Minister of Children and Laverne McGuinness, 

National Director of Primary Community and Continuing Care, HSE

Ms. Langford made the following points in opening this session:

·  We tend to talk about health services and often personal social services are not named. As Eddie 
Molloy said this morning it is very important to name things. I always consider that if we don't name 
the personal social services part of the Department and the HSE then a lot of people who work in those 
services and a lot of our clients and customers become disenfranchised. 

·  This is the first year that we have had these types of sessions at the Forum. It is really heartening to see 
that people are really interested in the issues that we have here today. 

Presentation 1: Providing Primary Care Services to Socially  
Excluded Groups Including the Homeless.

Dr. Austin O'Carroll – General Practitioner, Dublin 
Dr. O'Carroll has been a GP in inner-city Dublin for 10 years. He is chairperson of Safetynet, a primary 
care outreach service for homeless people. He has a long track record in developing primary care services 
for minority groups and has extensive experience in GP research, training and education. Austin is also a 
trained counsellor.

·  In surgery recently a patient came into to me from casualty.  He said they had put him on a bed and 
that after they took his details, they took him off the bed and put him on a chair. He interpreted this 
as meaning that they knew he was homeless. He left because he felt so angry and came down to us. 
He had a very bad chest infection which we treated. A short time later another patient came in from 
casualty. Again this patient had been put on a bed and when he gave his details they asked him to go 
out to the waiting room. He waited there for about an hour before he left and came down to us. He 
actually had a Deep Vein Thrombosis so we sent him back to casualty because it is a life threatening 
condition. This summarises two of the key issues with homelessness. I believe the first person was asked 
to leave the bed because they needed it however he perceived that it was because he was homeless. It 
is that distrust of services that causes homeless people and other minority groups to disengage. I think 
the second story probably was a form of discrimination and that’s the other main reason why people 
who are disenfranchised don't engage with services. They have faced discrimination in the past.

·  Homelessness has become an accepted state. People have been using emergency accommodation for 
years and this affects their health. There are people who are physically or mentally unhealthy which 
can lead to addiction and homelessness. When they are homeless it affects their health and you end 
up with this vicious spiralling circle of homelessness and ill health.

·  The HSE has a declared corporate objective to “protect, promote and improve health and well being 
for the population based on identified needs”, particular focus is needed in relation to homeless 
people and measures to address social exclusion.

·  It has been shown internationally that homeless people have 3½ to 4 times higher mortality rates 
than the housed population. 1 in 3 people who are homeless have said that they have tried to  
commit suicide. 

·  Between 26% and 46% of homeless people don’t have a medical card. It is the classic case of the 
Tudor Hart inverse care law, that those in the worst health receive the least services.  
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  In terms of inappropriate use of services, inappropriate from our perspective, however for a homeless 
person these are the only places they feel they can go: 

1.  International literature indicates that acute hospital admissions are 2 ½ to 7 times higher and psychiatric 
hospital admissions are 4 ½ to 100 times for homeless people.

2.  In another study, average hospital stays were 4,766 days for homeless people versus 640 days for non 
homeless. 

3.  In a hospital in central London between 5% and 10% of the population is homeless, in areas where 
there isn’t a homeless problem, it was much lower. 

4.  International studies show 2.6 to 5 times the normal population usage of accident and emergency. 
With 1.8 to 2.5 visits per year to A&E versus 1.6 for the general population. An Irish Study showed 40% 
had attended A&E in the previous year. 

·  We did a study in 2005 and compared it to a 1997 study; we presumed we would see the benefits of 
a range of new services introduced for homeless people during that time. In the first study Health and 
Homelessness in Dublin, which was done by our practice on Mountjoy Street, we found that homeless 
people were getting younger and that they were more likely to be long term homeless in 2005 than in 
1997.

  
·  In a study we did in the Northside of Dublin we found that 68% of homeless people had children, while 

30% had children living with them. 

·  The range of physical health problems included diabetes, blood pressure, heart disease, arthritis, 
epilepsy, TB and respiratory disease with rates that are far higher than the normal housed 
population. 

·  We looked at infectious disease and that found 1 in 20 homeless people had HIV, 1 in 20 had Hepatitis 
B and 1 in 3 Hepatitis C, obviously this is a huge health problem. With regard to mental health 
conditions, 50% said they had been diagnosed previously with depression and 40% with anxiety. Again 
levels were significantly higher than in 1997. 

·  50% of the housed population in the study said their health was good to excellent versus 20% of 
homeless people. 

·  Illicit drug use had over doubled in the homeless population. The classic image of a homeless person 
as a drinker on the street is changing, drug use is the main issue causing people to become homeless 
and maintaining people in homelessness. 

·  In terms of service usage, 45% of homeless people didn’t have a medical card in 1997. A number of 
new services were introduced to address this including a fast track mechanism and a multi-disciplinary 
team. In 2005 we again found that 45% didn’t have a medical card. When we showed it to the HSE 
they didn’t believe us, so they did their own survey and found the exact same figure. One of the 
reasons it didn’t work was because you will never get 100% of homeless people on medical cards, 
no more than you’ll end homelessness by 2010. You’re dealing with a group of people who lack 
trust, who come with bad experiences of dealing with services and you will never get 100% of them 
integrated into the mainstream. 

·  In 2005 homeless people were using A&E much more. In the previous six months up to 40% had used 
A&E, almost 30% had used the out-patients department and almost 20% had attended in-patients. 
This is about four to five times higher than the housed population. Safetynet hadn’t been launched 
officially and we had only two centres open however 42% had attended these new services. 
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·  Often young people use drugs and that causes them to become homeless, for other people they 
become unemployed and that causes them to become homeless. Also people suffer from mental 
ill health conditions and have drink problems and become homeless. Once you become homeless 
you are likely to end up in crime and if you get involved in crime you are also more likely to become 
homeless.

·  We need to develop a service that engages people and offers them hope. It is important to understand 
the reasons that homeless people have a poor record of engaging with services. A lot of them come 
from broken families; up to one in three were in care when they were children, so they have negative 
experiences of connecting with people and of attachments. There are different types of barriers - 
physical, administrative, attitudinal and internalised. Internalised barriers are when you think there 
is no point going down because I’m not going to get a service and that is the most pervasive of all 
barriers. The main barriers to accessing GP services were GPs who look just to provide prescriptive 
services and administrative factors such as appointment systems and also attitudes and prejudices. 

·  We believe that the vast majority of the homeless population need to use mainstream services. However 
we also need Safetynet services, services that catch people who don’t go into the mainstream. Rather 
than seeing them as separate from the mainstream we see them as being an extension. For example 
an extension of normal GP service is that GPs or nurses go into hostels to provide care. We also believe 
in specialised services or targeted services for complex needs.

·  How do we address homelessness in relation to the Primary Care Strategy? We propose the following 
model which we have issued as a document to the HSE:

 We need to improve access to mainstream services. 

  We need effective mechanisms to assign patients to GPs, the three refusal rules before you are assigned 
to GP is a very effective barrier. In a primary care team in London they appointed a GP facilitator to 
reassure GPs. For most GPs the problem is fear, fear of what is going to happen to their practice and 
fear of possible aggression. Myself and Caroline Gardener are looking at appointing a facilitator to 
get people who are on methadone into GP surgeries. The facilitator can reassure both the GP and the 
person on methadone because they may feel nervous and threatened about going to the GP. 

  In Richmond in London, registration letters have been shown to be very effective. A simple letter from 
the health authorities saying that this patient needs a GP would you please provide him the services, 
these are their problems.

  Personal Medical Services (PMS) is a system in the NHS where GPs are awarded GMS contracts 
when they work in areas where there are special needs or problems. This contract provides separate 
additional remuneration. Sometimes the service can be achieved by giving them a locum to cover the 
sessions. If for example a GP goes into hostels they would be providing Safetynet services but because 
they have a PMS they are actually doing it as part of their mainstream job.

  Stop deleting medical cards for those who are entitled to them. A suggestion is to combine it with 
the social welfare system. If you are on a particular benefit you shouldn’t have your medical card 
removed. We carried out a study of patients having their medical cards deleted inappropriately. In 
our own practice between 2,000 and 6,000 were being deleted a year of whom 7% were homeless. 
90% of homeless people had been removed because they didn’t return the review form, a form they 
probably didn’t receive. In fact, 60% of the patients we serve, both housed and homeless, said they 
never got the form and they didn’t know they had been removed. 

  There are difficulties with the National Data Commissioners; however we believe a unique identifier is 
needed for homeless, travellers and asylum seekers to enable the provision of services. 
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  We believe in primary health care services for hostels. We also need to look at the impact of hostel 
policies on health. Health is not just simply about providing care, housing is a key issue. For example 
in the hostel we work in, everybody gets put out on the streets at 8 am regardless of whether they have 
a chest infection or pneumonia. There are no protocols with regard to barring people from hostels, 
you can be barred for any reason and you have no redress. Also you are not referred to another 
service, in England if you are barred you are immediately referred to another service. We are working 
with some of the agencies to develop more health oriented policies in hostels.  

  A key issue is addressing the inappropriate use of secondary care, particularly A&E and in-patient 
facilities. An intermediate inpatient facility has been shown internationally to reduce such usage. A 
long term inpatient facility is ready to be opened by the HSE on Bow Street as far as I know. In America 
it has been shown that intermediate care centres reduced hospital admissions by 60% over 12 months 
which equals 4.7 fewer days per person. They estimate per person a cost saving of $13,968. It is the 
mainstream reaching out and becoming more facilitative, more flexible and less rigid.

  Substance abuse treatment specifically for homeless people; alcohol detoxification; TB screening are 
also needed. In Holland, they have TB screening specifically for homeless people which uses a mobile 
bus. There is a high prevalence of TB in the homeless population, it is a public health risk and 
cost benefit analysis has shown that it is beneficial to detect it early because it is such an expensive 
treatment.  

 Integrated mental health services. 

·  The second tier are the Safetynet services of health care and hostels. In London alone there are 
eight Safetynet services. You will always need safety net services, but rather than visualise them as 
a separate service, you need to visualise them as an extension of the mainstream. The Safetynet we 
have in Dublin was launched in May 2007, we work out of seven different nurse/doctor run surgeries 
and have 650 to 700 patient contacts per week. Everybody is on a single computerised system and it 
is working very smoothly. We are starting a Hepatitis B vaccination programme which will be officially 
launched towards the end of the summer. We do STD screening; we have an out reach service with 
a backpack needle exchange to go to people on the streets. We have a linkage with Mater A&E and 
Consultant John McInerney will see patients we specifically ask him to see. We have started to provide 
a methadone treatment specifically for homeless people; this started three months ago and we now 
have 20 homeless people on treatment. We do case conferencing. We have arranged with the HSE 
that out of hours for North Doc and D Doc will cover homeless people in the area who don’t have 
medical cards. 

·  The cooperation between the HSE, Alice O’Flynn, Frank Mills and Eddie Matthews, the GPs and the 
voluntary agencies, who got nurses in with HSE funding, is a good example of how co-operation 
between the different sectors can work. 

  New services have been developed. We were given a mobile hospital and we’re hoping to get doctors 
to agree to voluntarily provide an outreach service. The big area we are missing is street drinkers and 
street users so we need to go out into the streets. This hospital, which will hopefully launch towards the 
end of the year, will be able to get us out there. 
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Q&A Session

 Question not captured on audio recording.

  Response from Austin O’Carroll - We are open seven days a week and the out of hours Dub Doc 
will see people on the Northside and we will see people as far as the canal on the Southside as well. 
There is an out of hours service if anybody is suicidal. 

   I do think there are big deficits in terms of mental health provision. There are some good new things, 
Joanne Fenton runs a specialised service for homeless people and there is supposed to be a new 
service launched on the Northside. I think that the mental health services need to be more inventive. 
First of all putting all homeless people into one hospital, which happens in Saint Brendan’s, is classic 
segregation. I think all hospitals should take responsibility for homeless people their area. In other 
countries they have been much more inventive, outreach teams go out and try and access people in 
the hostels and try to get them engaged. They are trained in how to bring people in for coffee and 
for tea and by engaging them they improve medicine and treatment uptake. It has been shown that 
these services will reduce admissions, compulsory admissions and psychiatric admissions and result in 
improvements in health and well being. Not only will they help the person they are reaching but it will 
also reduce the impact on secondary care services. 

  Name not captured on audio recording. · Is this something that your own energy has created or 
is this a policy across the country? 

  Response from Austin O’Carroll - Frank Mills, Alice O’Flynn and Eddie Matthews were working 
on it and the agencies were interested. Originally when our practice got involved they were having 
difficulty getting a doctor but now there are four different practices and there’s a huge amount of good 
will amongst the doctors that has been tapped into. I think there is a huge distrust between the different 
cultures, I know GPs are often reluctant to work with the HSE because they don’t trust them and think 
the HSE is out to do them. It is such a pity because when they work together there can be fantastic 
energy. If we can work through those distrusts and bring the energy from the different cultures I think 
new initiatives can come about. 
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Presentation 2: The Contribution of 
Social Work to Integrated Primary 
Care
Barbara McDonough - Acting Social Work Team Leader, Primary Care, HSE
Barbara McDonough is the Acting Social Work Team Leader in the primary care team in the North East 
area of the HSE. Before qualifying as a social worker, Barbara worked in the area of adult mental health, 
intellectual disability and with young people involved the criminal justice system. As a qualified social 
worker she commenced work for the HSE, in the area of child protection and welfare on the duty intake and 
long term teams, where she remained until taking up her current post in July 2007.

  Primary Care: A New Direction, the 2001 health strategy, focuses on the establishment of primary 
care teams and teams working within networks. These were to be the first point of contact between 
individuals and the health and personal social services. It is the ethos of easy access to services, 
located where people can access them and people can also self refer. The strategy says that primary 
care is the appropriate setting to meet 90 - 95% of our health and social needs. 

  I suppose the mission of social workers in primary care is to work within the multi-disciplinary setting to 
promote health and well being, to seek and encourage self help in the local community and to foster 
advocacy and empowerment for the community.   

  It is a generic social work service and you don’t need to have a specific diagnosis or problem to access 
the service. Referrals are accepted from all age groups.

  Some of the groups are vulnerable families and children, persons affected by domestic violence, 
carers of both the elderly and people with disabilities, minority ethnic groups, persons with disabilities, 
couples and families in conflict, parents under stress, people who are homeless or at risk of becoming 
homeless and people with substance abuse issues who are not linked in with existing services. Even 
though that is quite an extensive list it doesn’t cover everybody. 

  The social workers are not involved in the child protection or welfare cases, that continues to be the 
responsibility of the existing children and family teams working in the local areas, the duty and long 
term teams. 

  It is important to participate fully as part of the multi-disciplinary team, and in particular to ensure 
that you are represented at the development stage of a team. In our area there was a strong focus 
on medical and physical health needs with not so much emphasis on the social needs of the people  
in the area. 

  We work with clients on an individual and group basis. For example on life changing events, such 
as bereavement or separation or any kind of trauma, we undertake a full psycho-social assessment 
in conjunction with the individual and we look at co-creating early interventions or social strategies. 
We provide advice on a range of issues including housing, welfare and financial issues. We are also 
strong believers in advocacy, so we encourage people to advocate on their own behalf or where 
appropriate we advocate for them. We also provide supportive counselling to individuals. We would 
also refer onto other long term services where that is appropriate to meet the client’s needs. 

  We facilitate self help groups and workshops and are endeavouring to make the best use of resources 
by linking with existing HSE services in the community and with community and voluntary groups. 
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  We work within a key worker or case manager system where that is appropriate. If the reason the 
person is involved with the team is on medical grounds it would be more appropriate for a medical 
practitioner to take that lead, where it is mainly around social issues we would take the key role in that 
case. 

  We provide support for carers and provide supervised placements for social workers in training. It is 
important to get the word out that there is more to social work than the child protection side. 

  The area I work in is LHO North West Dublin which starts just north of the river Liffey, extends westwards 
up towards Castleknock and Dublin 15 and northwards then out towards Finglas and the M50. It is 
quite a diverse area covering urban residential areas, suburban residential and quite a number of 
industrial areas.

  Two teams have been recently established and a third is in the very early stages of development, there 
will be a total of four teams within the network. There is one team in Corduff and the other is the 
Mulhuddart/Tyrellstown team. The Corduff primary care team covers a population of just over 7,000 
people. Mulhuddart/Tyrellstown is closer to 8,000. On both of those teams we have GPs, a public 
health nurse, community nurses, GP practice nurses, a speech and language therapist, a social worker 
and community mental health nurse. At present the speech and language therapist and the community 
health nurse are working between both teams and we are awaiting the appointment of occupational 
therapists and physiotherapists.  

  We are quite lucky that there is strong community involvement and the community has been advocating 
to have primary care teams established in the area for some time. There are two separate groups, 
the Primary Health Group in Mulhuddart and the Corduff Health Action Group. They carried out 
health needs assessments which have been an excellent resource for the primary care teams as we 
were developing. It identified what people in the community wanted from primary care, what their 
expectations were and it identified some gaps in services that primary care would be able to cover.  

  The area, has seen massive development in recent years. Unfortunately the infrastructure didn’t 
develop as fast; there are apartments, houses and estates going up all over the place and a shortage 
of schools, bus services and shops and the issues that come with it. There are multiple nationalities and 
ethnicities in the area also and deprivation is above the national average. 

  The Corduff Health Action Plan identified some of the factors that people in the area identified as 
having a negative impact upon their health. They interviewed 449 different households to get these 
results. Most people identified crime and anti social behaviour, the local environment or facilities and 
money. Health services came in at 60% of those surveyed. 

  We’ve had to be innovative, to make the best use of resources and to get our thinking caps on and 
step away from the traditional way of delivering services.

  Multidisciplinary work is very important and it has had a positive impact on the individuals and the 
community that we are working with. An example of this is the opportunity to do joint home visits, I have 
conducted home visits with the community mental health nurse on the team which I found excellent. 
It gave us the opportunity to go out as soon as we got the referral and assess both the individual’s 
social and mental health needs. We were able to formulate a plan more quickly than if I had received 
the referral and then had to refer on to another service. Another social worker colleague has had the 
opportunity to conduct home visits with the GP, taking an assessment of the person’s physical health 
and social needs.  

  Attendance and participation at clinical meetings has been very important for the primary care social 
workers, not only in terms of developing the service but also in communicating to the team what we 
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do. At an early meeting, when were giving a presentation to the team on the role of social work and 
primary care, they were quite astonished to discover that we weren’t going to be dealing with child 
protection matters. We were actually asked if you are not doing child protection what are you going 
to be doing? We have been able to give practical examples to the team of what work we can do. 
When a person’s mental health or physical health needs are being discussed we can say there is a 
role for social work there as well. We can talk to the individual and see if they would like to meet with 
us because it is a voluntary service we can’t force anyone to work with us. On one occasion recently a 
man in his mid fifties was being discussed due to a number of physical health needs. During the course 
of the discussion in the clinical meeting it transpired that he was being physically abused by his adult 
son that was living in the house and a lot of his trips to A&E and to the GP were as a result of these 
assaults. I suggested that a referral be made to a social worker and over the course of two months I 
was able to work with him in securing and enforcing a barring order. Initially he was quite reluctant 
to do so because it was his son but we put a safety plan in place and that had a direct impact on the 
amount of visits this man made to the GP and to A&E. 

  We are doing some work with a local national school in the area. Last September there was a major 
panic that there were not enough school places for children starting school. One of the schools that 
was set up in response to this in Blanchardstown has a group of 80 junior infant students of which 
78 of the pupils are from non Irish backgrounds. This has raised a lot of issues for the school and 
they were finding it difficult with different parenting styles and different ways culturally of managing 
children’s behaviour. They had a lot of children coming into the school saying that they were being 
beaten at home or disclosing that they were being left at home without an adult. It resulted in a lot of 
referrals being made to the child protection team to investigate the allegations. So the school were 
looking for some kind of support and a way to get information to the parents about other ways to 
manage behaviour instead of using physical discipline and making them aware that there needs to 
be an adult in the home with the children. Myself and a colleague were involved in drawing up an 
information leaflet for the parents in conjunction with the school.  Initially they had wanted us to do 
some group work but with the number of parents in the school it wouldn’t have been practical. We also 
put the school in touch with a cultural mediator who is in a position to provide ongoing support to the 
school after we finish our piece of work. We are looking at having the information leaflet translated 
into different languages. We are hoping that by providing information as an early intervention we may 
reduce the number of referrals to the child protection team in the area. 

  We’ve had a lot of referrals from both inside and outside the team, from other services like community 
drugs teams for example. The presenting issue on the referral form could be housing, however it may 
only be when we conduct the psycho-social assessment that we can see that housing is way down 
on the list of the individual or the families needs. Providing the psycho-social assessment can get the 
bigger picture and we may be able to do that sooner being part of a primary care team. 

  You don’t have to have a particular diagnosis or a particular problem to avail of this service. If 
somebody was waiting to engage with the existing community mental health service, a secondary 
service, they would have to wait until they had that appointment before accessing the social work 
service with that team, whereas they can come directly through their GP or through other services  
to us. 

  The two health needs assessments that were carried out by the community groups identified a lot of 
gaps, whether they are real gaps or whether it is that the people weren’t clear on how to access services 
is another issue. One recurring theme was that there was a lack of support for parents, that vulnerable 
families and parents only got support when they were at crisis point. Myself and a colleague have run 
a six week group for parents in stress and anger management and parenting. We’re trying to provide 
services for early intervention, to provide the support before they end up at crisis point. We’re going 
to be starting another group at the end of the month which will run for eight weeks. The feedback we 
have received has been very positive both from the people who attended and from the services that 
we contacted to make them aware that this group is running. 
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  We have also had several meetings with the community groups which has been good for opening up 
the lines of communication regarding social work. People from the community groups have indicated 
that they don’t know who is in the HSE, there is such a high turn over of staff they never know who 
to contact. Likewise we said there are so many services in Dublin 15 we would like the opportunity to 
make some information available on who is providing what service. So a lot of work has gone into 
doing a directory of services for the area. This has been done on a network basis. It is really easy to 
read and we now know what service providers are out there and can help the individuals that we are 
working with. Another issue that has come out these meetings is that a steering group is going to be 
set up to look at youth mental health as there were a lot of concerns about the number of suicides. 
Social workers will be represented on that steering group. It will look at the services that are available 
from the HSE and voluntary groups in the area to see if there is any overlap or duplication of services 
and whether we can we all work together to provide a better service and better intervention for  
young people.

  We have also met the community groups regarding drawing up a model for community participation 
to get further feedback on what they want from their primary care teams. Working with Connolly 
Hospital in Blanchardstown, groups have been set up to look at the interaction between the community 
services and the hospital services.

  We are starting up a social work clinic to make people in the community aware of our service. It will 
be a walk in service which will take place in the local GPs clinic once a week. People might feel less 
stigmatised if they are going into their GP; they could be going to their GP for anything. 

  Generic social work itself isn’t a new concept but it is in terms of providing the service as part of a 
multidisciplinary team in the community. The early intervention that we have been able to do in terms 
of the parents group and the school leaflet has been excellent. We hope that the work will help reduce 
referrals to secondary services to take some pressure of those services and more importantly to prevent 
clients from getting to crisis point. 

  A lot of focus has been on the diagnosis, prevention and cure of medical illness and we want to get the 
message out that social factors have a huge impact on a person’s health. We want to get the message 
across that we have a vital role to play on the teams and that our professional assessment skills are 
just as important as those of the other team members. 

  Our work has had a positive impact on other team members too which has in turn had a positive 
impact on the community and individuals trying to access the services from the team. In the example 
of the man who was being abused by his son, the public health nurse involved was providing an 
excellent service, she was calling in on almost a daily basis to make sure that he was ok, but because 
social work became involved, she was freed up so she had more time to provide a service to her other 
patients. Providing advice to other team members has also been an important part of the role. We 
have provided a lot of advice regarding child protection and whether or not it is appropriate for the 
case to be referred to the child protection team. We can advise other team members on what wording 
to use and what information to put into the referral, so that the referral can then be prioritised and 
followed up appropriately by the duty team. 

  The three main challenges we have initially are (1) highlighting the importance of social factors on 
health and well being (2) ensuring the role is understood (3) and preventing the duplication of the 
service. We don’t want to be involved with an individual or a family if they already have a social worker 
and if that service is appropriate for them. There is such a lack of a generic social work service in the 
community we don’t want there to be a situation where some individuals or groups are receiving twice 
the service and other families or other individuals can’t access it. 
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Q&A Session

 Representative from Nursing Homes Ireland (Irish Nursing Homes Organisation)
 There seems to be fantastic work going on in Dublin, is it policy all over the country?

  Response from Laverne McGuinness - Barbara’s presentation outlined the contribution of the 
social worker as part of the newly developed primary care team. Two of them are already operational in 
her area, a third is in development and a fourth is due to go in. There are 97 teams in implementation 
currently. The plan is for 500 across the country which are at different stages of development. 

 Frank Murray, Local Health, Manager, Mayo
  In the capital there might be a sufficient population to call in the child care team if that is appropriate. 

In other parts of the country we might be looking for truly generic social work that would take on every 
case within the primary care team. What is your opinion on that perspective?

  Response from Barbara McDonough –  Maybe in the future things will change but I would be 
quite concerned if child protection was to be taken on by primary care teams at the moment because 
of the nature of their work. I don’t think there would be enough social workers planned for primary 
care at this point to take on that work. I would be fearful that if there was a child at risk that other 
people would be pushed down the line based on the priority of need. So I’d like to see the two services 
stay separate.

  In child protection you often have to immediately make a decision and if it is a serious case you have 
to go to court and could spend the whole day there. The value of the social work and the primary care 
team is being there as part of the team and to be able to work with the other professionals and to 
provide a comprehensive generic service. So outside of Dublin it is a matter of how you organise the 
services, you have to plan for it. There wouldn’t be the same density of numbers but somebody in that 
area has to be available to do child protection work but not the person who is going to work in the 
context of the primary care team. 

 Pat Dolan, Local Health Manager, Sligo/Leitrim
  I foresee a situation in a generic service when you will have a full caseload, what will you do then? I 

was wondering how you handle referrals which have mental health indicators, where does the mental 
health service sit in the context of your service? 

  Response from Barbara McDonough - At the moment we have no waiting list so we are in a 
privileged place unlike so many other services. However, we recognise that we are going to need a 
way of prioritising cases on the basis of need and a lot of those decisions will be made in conjunction 
with the other team members who can provide a full account of what is going on for the individual at 
that time. 

  In terms of someone presenting with mental health issues, I would ask the community mental health 
nurse to do a home visit with me so that we could make a joint assessment and we could discuss the 
case at the clinical meetings as to which service best meets that persons needs. 
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 Question not captured on audio recording.

  Response from Barbara McDonough - Most people on the team were automatically referring 
children they saw with a risk to the child protection teams. Some of them were coming back as 
inappropriate referrals because the children weren’t at risk and maybe there were more appropriate 
services within the community to meet the child’s needs. So there was a lot of education involved with 
the other team members and it is ongoing on a case to case basis.

  Comment from Deirdre Carroll, Inclusion Ireland, The National Association of People 
with Intellectual Disability

  I have had many cases where I have had the child protection social worker at one end of the town and 
the disability service at the other and we as a voluntary organisation have been called in and have had 
to make the connection between the two groups, so I think that it important that there are links. 

  Comment from Barbara McDonough - In our area we have quite good links with the child 
protection team and they are aware of what we do. They are also aware that if there is no longer a risk 
to the children, but the family could do with some support, that they should refer them onto us with the 
families’ consent. We also have links with the services that work with people with intellectual disabilities 
and they are aware of how to refer to our service. We have spent quite a bit of time of getting out there 
and meeting with the different services and building up the relationships. 
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Presentation 3: The Role of Social 
Inclusion in Leading, Advising and 
Supporting Services and improving 
Integration so that Vulnerable 
Patients/Service Users are at the 
Centre of Service Delivery

Frank Mills - National Planning Specialist for Social Inclusion, HSE
The presentation was in two parts; Frank Mills addressed improving integration so that vulnerable 
patients and service users are at the centre of service delivery and Mary Martin presented a case study on 
homelessness:

  I have one key message and this is that social inclusion is the responsibility of everybody and not just 
those who have social inclusion in their job title.

  The National Health Strategy, the HSE Transformation Programme, the National Action Plans Against 
Poverty and Social Exclusion, Towards 2016 and the National Plan Against Racism are some of the key 
drivers of social inclusion and all have specific actions and targets relating to social inclusion. 

  In addition there is the Equal Status Acts and the Provision of Health Services which is a booklet, jointly 
prepared by the HSE and the Equality Authority, which sets out what constitutes an equality competent 
health service.

  Because of the complexity of the needs of many socially disadvantaged groups the health services alone 
cannot meet all their needs. The determinants of health include people’s environments, their living 
conditions, their income and their education. In order for us to be effective in terms of social inclusion 
within the HSE we have to work very closely with a range of other agencies and departments. 

  Access is very important, the main vision of the HSE is that everybody should have access to a high 
quality service that meets their needs.

  Culture, language and mobility can impact on the ability to access services. When we look at things 
like access we mainly do this by supporting mainstream services and helping to ensure that they are 
responsive to the needs of these communities.  

  It is not about setting up a parallel health system for particular groups, it is about making sure that 
mainstream services do things a little differently, more outreach, taking more account of language and 
culture. It is about developing partnership and intersectoral working. 
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  Addressing these issues can improve services for all the community and can support all staff. For 
example, we were approached by a group working with ethnic minorities about translating information 
for particular services. When we got this request we thought we would just translate the information 
and that would address the issue. However, in many cases there wasn’t any information or it wasn’t in 
a very accessible format. So we had to start by producing the information in English before we could 
translate it and that then benefited all services users.

  A key element of social inclusion is the participation of excluded groups in the planning, design, 
delivery and evaluation of services. An example is when we drew up The Intercultural Health Strategy 
a major consultation process took place. I think it serves as a good model of how to consult with 
disadvantaged groups and groups that are hard to reach to ensure that they are involved in the 
process. 

  What does it mean for clients and services? We are trying to ensure that there will be improved access, 
that there will be greater integration and continuity of care for groups, that there will be community 
involvement and participation by excluded groups, a greater involvement of other agencies, more 
intersectoral collaboration and that there will be training and support for staff.

  Social inclusion on a day to day basis involves the coordination, planning and delivery of services. 
These are not just HSE services, a lot of disadvantaged groups are provided for by the NGO sector. It is 
about advocating on behalf of clients within the HSE and with other agencies. It is about participating 
and supporting partnership structures, RAPID and CLÁR. It is about detecting and addressing blocks 
or gaps in services. If there is a blockage in a service, usually with some good will it can be easily 
addressed. If there is a gap it raises issues such as resources and it can be much more difficult to 
address. It is about working with statutory and voluntary agencies to improve services to socially 
excluded groups. Funding and working with NGOs, policies and procedures and assessing and 
evaluating the qualities and standards of services. 

  What does social inclusion mean in the context of rolling out the primary care teams? An important 
role for us is to ensure that these teams and networks take account of the complex needs, behaviours 
and sometimes the challenging lifestyles of certain groups. We have been working on the roll out 
to ensure that there is a greater awareness of issues that can concern homeless people, travellers, 
ethnic minorities and drug abusers. It involves promoting flexibility in these systems - that might mean 
providing an out of hours service, it might mean providing an outreach service like Austin mentioned 
where services go into homeless hostels. 

  There is an Ethnic Minority Health Forum in existence which is an important way of having consultation 
on an ongoing basis. 

  Another issue is identifying and assisting target groups in overcoming barriers to accessing services. 
An example here relates to the difficulty homeless people have in getting medical cards. We have 
introduced a fast tracking mechanism that ensures a medical card is issued within 24 hours and have 
developed and funded innovative and targeted services where necessary. 

  There is also the issue of better integration between hospitals and community services. For example, 
we have been working with Population Health on pilots for when people present to A&E with an 
addiction problem. An assessment is made by the A&E doctor and a referral is made if necessary 
to a community service. We’re looking at how this sort of system can be extended to all emergency 
departments and cementing the link between the hospital and the community. 

  There is the issue of appropriate discharge from hospital. If a homeless person is discharged 
inappropriately back to the streets or to a hostel that can’t meet their needs they end up back in A&E 
and the vicious cycle starts. It clearly makes sense to have something like an intermediary care facility 
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which would mean there would be a place for people to convalesce after a stay in hospital and also to 
provide services which obviate the need to go to hospital in the first place. It ticks all the boxes, it deals 
with the issue of trying to move from a hospital to a more community based system and it provides 
better health outcomes. Yet as a health system, we sometimes find it hard, even though we know it’s 
the right thing to do, to actually get down and do it. Who is responsible? Should this be provided 
by community services? Should it be provided by the hospital services? That is a challenge for us 
moving forward, how do we actually deliver on things that are the right thing to do for disadvantaged 
groups? 

  There are a number of migrant friendly hospitals where there are clear links between the hospital and 
the local health offices and there has been a lot of shared learning. An example is where Holles Street 
set up an outreach clinic in a reception centre for asylum seekers. 

 
  Partnership and inter-sectoral working is a big element. We work with a range of government 

departments, we participate in the range of EU, health and social inclusion networks and are involved 
with city and county development boards and a range of other local forums such as homeless forums. 
We work in partnership with NGOs supporting things like traveller health units. We are members 
of strategy teams to ensure that if there is a national drug strategy, a national homeless strategy, or 
a national traveller health strategy, that they become integrated into service plans. We support and 
promote good practice and research, support the all Ireland traveller health study and using service 
level agreements for joint planning and service delivery with NGOs. 

  What are the challenges moving ahead? Men are overly represented in some of the disadvantaged 
groups such as the homeless, drug users and the traveller community. If we are going to be effective 
in meeting the health needs of disadvantaged groups we have to give a greater emphasis to the issue 
of mens’ health. There are issues around alcohol consumption for some groups like homeless people, 
the underdevelopment of mental health services can impact more on disadvantaged groups and 
there has been an increase in poly drug use. There is the issue of the fragmentation of services, where 
services are not working together either within the HSE or between the HSE and other agencies. Also 
some health professionals and NGOs cherry pick who they decide to deal with and this can impact 
badly on people.

  Some examples of social inclusion projects: 

1.  Providing homeless people with access to GP services out of hours and at weekends in the north inner 
city has greatly reduced the number of homeless people presenting to A&E in the Mater. 

 
2.  We have an ethnic identifier field embedded into co data sets and that will allow us to monitor our 

service delivery to groups.
 
3.  Holistic needs assessment and care and case management have been rolled out in both the homeless 

and the drugs sector.

4. In staff inductions there is now a component dealing with equality and diversity.

5.  We have been working with the Department of Health in setting health and equality targets for cancer, 
primary care, mental health and health promotion.
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Mary Martin - Manager for Social Inclusion, HSE
 As co-presenter on the topic of social inclusion, Ms. Martin initially reviewed the following audio  
case study:  

“My name is Susie. I used to live beside my grannies house, it was nice I went to school around the corner 
and played with my friends after school. I liked it there I was 6 when we left. One day we had to move ‘cos 
all the neighbours were giving out about my Daddy. Lots of people were coming to our house looking for 
things from my Da and they made lots of noise. We went to live in a big house with lots of other people, 
and then we had to move lots of times because of Daddy not being well and fighting with everyone, so we 
got thrown out. My little sister Maggie is three, she never had a real house. Ma had to go a long way to the 
doctor, Maggie has not got her needles yet so she won’t get sick. My Mummy gets very tired and sad and we 
watch tellie a lot. Me and my brother John have gone to three different schools. My Mum used to take us to 
our old school but it is too far away, now we go to school wherever we live. All our friends are gone and we 
have nowhere to play. I keep losing my toys and my toys are in bags because we might move again. I love 
my Mummy and Daddy and brother and sister. When I grow up I’m going to buy a house with a garden for 
my Mum and my Dad. P.S. I want a dog for a pet.” 

  That story is the reality of a family in homelessness. It speaks for itself. The lack of immunisation and 
all the hardship attached to it. That family fell through a lot of gaps for a long time. 

  Susie’s family now have a home, her father remains an addict and mother is a lot stronger. How that 
came about was through a lot of hand holding, a lot of support, an awful lot of capacity building for 
the mother in particular and a lot of flexibility in making those services available to the family. 

  The main ingredient that worked was the continuity of care. In the last three or four years there has 
been an improved amount of inter agency working, working with guards, working with all of the other 
local authorities, working with NGOs and sharing information. We have a holistic needs assessment; 
care and case management. 

  What the Social Inclusion Unit in particular is trying to do is to make homelessness everybody’s 
business, getting primary care teams of the future to take notice and to bend over backwards to look 
after these vulnerable groups. 

  This morning it came across that we need to be people centred, we have to listen and then we have to 
get our services and be flexible and I hope that is what we are doing in social inclusion. 
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Q&A Session

  Fergal Black, Local Health Manager, Dublin 
  The key to come out of this session is that we need to work in partnership across all the different 

components of social inclusion. Within the HSE we’re moving towards care and case management, 
and over the last 10 years the local authorities have improved accommodation standards for homeless 
people but that’s about maintaining people in homelessness. We now need to look at moving people 
out of homelessness and the next homeless strategy will be looking at independent living and supports 
for people to ensure that people move out of homelessness. Keeping people in homelessness brings 
with it all of the attendant risks of ill health. We need to look at the Safetynet services and how they 
can compliment the primary care teams. Partnership is probably something that we have done best 
with the travelling community. We have peer led health initiatives where we have trained travellers as 
community health workers to go in and penetrate their own communities and to access the people who 
need services. In terms of ethnic minorities we have a new strategy but we have a long way to go, we 
need to look at how accessible our services are and the information we provide. In terms of vulnerable 
groups, I come from an area where there are 250 kids in care any day of the week and we haven’t 
invested a lot in that area over the last number of years. It is about working in tandem with education 
which is probably the greatest protecting factor, with the guards, with the local authorities and others 
and to see how we can make a difference in communities like Fettacairn in Tallaght and Moyross  
in Limerick.  

  Finally, if you take addiction services in Dublin we have about 7,000 people on maintenance 
programmes. We had a situation in October last year where the pharmacists withdrew methadone 
services as a form of industrial action. Staff within addiction services provided services on a 12 to 14 
hour day basis to ensure that people received their service. These were people that had moved on in 
their life, who had got employment, who had a job, ultimately I think we served them well. 
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Session III: Innovative Work Practices 
and Flexible Ways of Working
Top Table:  Bernard Carey, Assistant Secretary, Department of Health and Children and Martin McDonald, 

National Director for HR, HSE

Mr Carey made the following points in opening this session:

  One of the criticisms of the last Forum was that there wasn’t enough interactive dialogue between the 
participants and the speakers, so we have tried to address that this year and I hope that you will find this 
session beneficial. 

  This workshop is about innovation, better working practices and about trying to make sure that we have 
the best and the most appropriate model of care for people. You will see interaction and integration 
between the hospital and the community. Great work is being done in the community for particular 
care groups. It’s also important that for the staff involved in delivering these services that their jobs are 
rewarding.

  The common thread in today’s presentations is being innovative in delivering services and improving 
service users and doing this as close as possible to their homes. 

Presentation 1:  The Desmond Project (Diabetes Management, 
integration between primary and secondary care)

The presentation was in three parts, an introduction by Dr Sean Dineen which put in context how diabetes care 
is delivered, a description of what is involved in the Desmond programme from Ciara Heverin, followed by a 
patient’s perspective of receiving the programme from Thomas Moran.

Dr. Sean Dineen - Consultant Physician

  In the diabetes journey, from the time of diagnosis through initial management to ongoing care, there 
is the potential for lots of things to happen. It is a life long condition and at times different members of 
the health care team need to participate in the care of the patient. The members of this team are likely 
to be different at different times. 

  The initial management and the initial messages that people get are really important and that is what 
Desmond focuses on. 

  In diabetes care there is a lot of discussion around where people should receive their care, there is a lot 
of debate around primary versus secondary care. Clearly at different times people may need to go to 
the GPs office or a large hospital but what I have found very positive about Desmond is that it gets us 
to work together and gets us to think differently, to look at the person with diabetes as being the main 
player. 

  The Expert Advisory Group for Diabetes will shortly present their first report which will include the 
standards of care that people with diabetes can expect to receive, it will emphasise education and patient 
empowerment as being key to delivering good diabetes care and it will support a shared model of care 
between hospitals and the community. The Desmond programme reflects a lot of these key elements.

Ciara Heverin - Diabetes Specialist Nurse

 Desmond is a new approach for providing structured education for patients with Type 2 Diabetes. 
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  Our vision is to develop an integrated pathway of care for patients with Type 2 Diabetes from diagnosis 
onward with structured education, integrated into clinical management. Desmond for those newly 
diagnosed is the first step. 

  A randomised controlled trial of over 800 patients showed significant improvement in HPO & C, a 
clinical marker for control of diabetes, blood pressure, physical activity and greater weight reduction 
and smoking cessation for patients who attended Desmond. There was also an increase in perceived 
personal responsibility, they understood their diabetes better and were more likely to agree that they 
could affect the course of their diabetes. 

  The philosophy for Desmond is that people are ultimately responsible for their own self management; 
the person with diabetes is the person in charge of the diabetes. People want to maximise their quality 
of life to have the best life they can.

  Desmond is a different way of delivering an education programme, there are no lectures involved, we 
just facilitate the group. Everyone is encouraged to discuss their thoughts, their feelings and what they 
think about diabetes and the barriers they have already experienced. We use open questions to check 
that they are learning. Their knowledge is checked to ensure that their understanding of diabetes is 
accurate and correct. We use a health profile to work out what their risks are and what they need to 
do. Goals and an action plan are developed by the individual; it is not us the healthcare professionals 
saying “you need to do this”, the client with diabetes sets their goals. 

  Desmond is six hours of structured education, either as a full day or two half days. We tend to take 
two half days a week apart as it is a lot of information. Two healthcare professionals are involved, a 
dietician and a diabetes nurse. In each group we have about six to ten patients newly diagnosed with 
Type 2 Diabetes and an accompanying person, so we could have up to 20 people in the group. It can 
be delivered anywhere such as a community or a primary care venue. There are a lot of resources and 
the patient gets a folder to take away. 

  The first afternoon it is called “Getting the big picture” where we go through the different parts of 
diabetes. 

  The first and probably the most important thing is the patient’s story. We want to learn how they found 
out that they had diabetes, what they know about diabetes, what they would like to know, what are 
their biggest concerns about having diabetes. 

  Then we have a professional story outlining what happens in the body, where things go wrong, how 
that relates to their symptoms and what it means regarding treatment. So getting them to understand 
more about their diabetes. 

  There is a monitoring diabetes session which addresses how a health care professional like the GP 
might monitor their diabetes and how they can monitor their diabetes at home. 

  The dietician looks at food choices using food games to get people to understand food, food labels 
and different types of food.

 We end the afternoon asking them how they found the afternoon and if there are any concerns. 

  The second session is about a self management plan, about the future and how we are going to use 
the knowledge. We discuss risk factors and complications and how those risk factors can be reduced. 
We address physical activity and how they can be more active. There is also another food choices 
session regarding using fats and what are good fats, bad fats and hidden fats.
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  The diabetes self management plan is probably one of the biggest parts of the course. It involves 
getting patients to set their goals and what they would like to achieve. Then we discuss what happens 
next now that they have completed Desmond. We try to get them to bring their health profile when 
going back to their GP or the clinic. 

  In a health profile the patients have a list of all their blood results. If they are in the red zone then 
it may be a risk and there may be something they need to work on. If it is in the white zone then it 
is controlled and it is quite good. It enables patients to take ownership of their results. The patient 
can actually choose what they would like to focus on, that could be anything from blood pressure to 
depression whatever they feel is their biggest issue. They look at what they will do to tackle it, what will 
stop them and how to get around that. We are trying to get them to think about the problem before 
the problems arise. 

  With Desmond in Galway we’re very lucky that we have collaboration between community care and the 
hospital. One dietician and three nurses have been trained. Since we started in August 81 participants 
have been through the courses, we book about two courses per month. We’re linking in with newly 
established primary care teams and are delivering in community venues; our aim is to join up the 
expertise. By using Desmond we are hoping that the person with Diabetes will link in with both primary 
and secondary care as needed and that the person with diabetes will be the biggest indicator for self 
management. 

Thomas Moran - Desmond Course Attendee 
  About 15 months ago I was having a cup of tea with a fella and he got out a machine and pricked 

himself, he went on to tell me that he was a diabetic and he had to test himself two or three times a 
day. He put on a new needle head on it and said “have a go yourself” and I was 10.7 and he said 
“it’s pretty high, you could have diabetes”

  I had heard about diabetes and knew that it was to do with blood sugars and that people had to give 
themselves insulin. I checked out about the symptoms, blurred vision, tiredness, drink a lot of water, 
pee a lot, slow healing of infections – I answered no to all of them. Male erectile problems, I paused 
on that, I was 53 and kind of over the hill so I thought “there’s definitely a problem but I hope it is not 
all down to diabetes”. 

  I’m like most men my age, I don’t want to go to doctors because I don’t want him to tell me he has 
found something. But I braved it and went to see the doctor. He was not happy with my bloody sugar 
and said he would send me to the diabetic clinic. 

  About six weeks later I got a letter saying that I had an appointment in six months time and I thought 
that’s fine there was nothing wrong with me because if there was they would see me a lot faster. 
When I went to the clinic I was told I had Type 2 Diabetes and I was introduced to a new friend called 
Desmond. 

  Ever since then I have been looked after by a fantastic professional bunch of people. People that 
allayed my fears from the minute I went in. The doctor went through everything talking to me about 
my lifestyle, about my blood pressure and started looking into my eyes.  For a man who didn’t know 
anything about diabetes I was beginning learn about it awfully fast. A nurse showed me the monitor 
and how to prick my finger, she basically told me to take ownership of diabetes through the monitor. 
She also told me that as it is a recognised long term illness plan by the government that all the services 
would be free. It was a nice little lift to get when you considered that I would be having hospital visits, 
buying needles and medicines. The only negative note that I have is that I have to pay for one tablet 
which is for blood pressure. I would have thought it would have been covered by it but its not. 

  After that appointment I got another letter to say that I had to get my eyes photographed. They looked 
for white spots at the back of my eyes and thankfully they didn’t find any. 

21695 Txt.indd   62 25/09/2008   12:38:48



62 63

  The next appointment was with Ciara and Elaine where we went through everything, it was absolutely 
the most informative and fulfilling personal education I have ever had about anything. There were six 
other first time diagnosed diabetics like myself. The team went through what to eat and what not to eat, 
the sugar values on things. I would never have known that there are 23 spoons of sugar in a bottle of 
lucozade, I drank it by the gallon never mind anything else, so I have a fair idea of how I got diabetes 
in the first place. It was such a relaxing four hours, you collaborated with the six other people and you 
were totally at ease with them.

  I don’t know how it can be done but if people actually knew the things that I learned a lot of diabetes 
could be avoided, you can deal with it before it gets worse. I will finish off by thanking everyone in the 
hospital, all the doctors, all the nurses, all the dieticians, I guarantee you anyone who goes up there 
will be looked after rightly. 
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Q&A Session

   Christine Jendoubi, Director of Primary and Community Care, Department of Health, 
Social Services & Public Safety Northern Ireland

 Would you say that Desmond keeps people motivated and on the right track?

  Response from Ciara Heverin - This is the Desmond newly diagnosed programme, the ongoing 
model is the next stage and that has just been released just this week. It will be offered to patients a 
year after diagnosis; it will be very similar to the newly diagnosed programme but will focus on the 
self management plan and trying to get those coordinated. If patients do Desmond they get the folder 
with more health profiles and more action plans. We’re encouraging patients to keep using them, to 
go back to their GP or their practice nurse and to use them in as part of their care, they are not to be 
filed away they are ongoing all the time.

  Cathal O’Regan, Head of Workplace Strategy, National Centre for Partnership and 
Performance

  That was a very impressive case study demonstrating a patient focused model of delivering services. 
I am interested in what it meant in terms of the professional roles and responsibilities. Did delivering 
the Desmond type model have significant changes in terms of how different professionals worked 
together?

  Response from Sean Dineen - I may not be the best person to answer that because I don’t actually 
deliver Desmond. In the traditional model the doctor is at the centre but this really shifts the emphasis 
and the person with diabetes is at the heart of it. I don’t think that Ciara or Elaine feel they are working 
differently as a dietician or a nurse. I think where you have two different health care professionals 
from different backgrounds coming together there is a huge cross fertilisation of learning. So in these 
kind of programmes dieticians become aware of what nurses teach and nurses become aware of what 
dieticians teach. In other jurisdictions like in the US people talk about diabetes educators and that is 
what it is, we shouldn’t silo ourselves into doctors or nurses or dieticians. It’s about helping the person 
with diabetes to manage their condition properly. One of the things that I think is very exciting about 
this is that it is very brave of Mossy to stand up and talk. People with diabetes can become educators 
too; an awful lot of the learning can come from the person with diabetes. 

  Ms Mary Vasseghi, Patient Advocate, World Alliance For Patient Safety
  Is this the only place this is happening or can you share it with other hospitals or primary care centres 

around the country? Are you planning to roll it out?

  Response from Ciara Heverin – We are the only ones offering it in southern Ireland at the moment 
but it can be rolled out everywhere. We have had people from different areas viewing our sessions who 
are very keen to take on this structured education approach. 

 Name not captured on audio recording
  What are the greatest barriers to implementing and maintaining this programme, if any? Secondly, is 

it just Type 2 Diabetes or is it applicable to Type 1 Diabetes, particularly in children?

  Response from Ciara Heverin – To roll it out you need somebody with enthusiasm to just go with 
it, a pioneer. There is nothing that couldn’t be done with the approach. At lunchtime we were talking 
about if you could translate into Irish? Yes I think you could. Could it go into different communities? 
Yes it could. It is applicable to everybody because it is self caring and that is really what the role is. 
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With regard to children and adolescence there are definitely some areas that could use Desmond, it gives 
them the knowledge and then they set their own goals. As health care professionals we are always amazed 
what the patient chooses as it might be so different from what we think. The patient’s choice will give the 
most success because it is something they actually want to do whether it is stopping smoking or losing 
weight, they are more likely to succeed.
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Presentation 2: Skill Mix Project – 
Caring for the Elderly at Home 
(Home help service in Falcarragh, 
Donegal)

Three home support workers Mary McCarry, Mary Grant and Rose Baird presented about the impact of the 
skills course on their work. This was followed by a presentation by Eileen Sweeney who’s mother Nora is a 
client of the home help service. 

Mary McCarry - Home Support Worker

  Completing the VTEC Level 5 skills course increased my knowledge, raised my self esteem and 
increased awareness of the skills needed for my work. I’m more focused on the clients needs and 
respect their choices even if I don’t always agree with them. I work with a blind man who lives alone 
and respect the choice that he wants to continue living at home, even though he might be better off in 
full time care. 

  My role is to help elderly in their own homes, to do the jobs that they are no longer able to do. 
My duties include helping clients to get out of bed, preparing a meal, cleaning and general house 
keeping, doing the shopping, collecting their pension and dropping their laundry in. 

  Helping older people to remain living in their homes, in their own communities is a rewarding 
opportunity where I can use my skills, empathy and compassion. I listen to the clients’ fears and 
anxieties. As I am with most of my clients for a number of years I have become very fond of them and 
if they become ill and die it is a great personal loss to me, it is like a death in my own family. 

  I am now more aware of the importance of washing your hands when entering and leaving a client’s 
home. Understanding hand hygiene and the principles of effective hand washing is an important part 
of infection control. 

  In this course I learned how big the health service is. It employs 65,000 full time workers and 35,000 
part time workers. It made me realise that home support workers are part of the structure too. It made 
me realise how everyone’s role in the organisation is important in order to deliver a good, caring 
health service to people. 

  This course has given me the opportunity to gain a nationally recognised qualification, to meet other 
home support workers and to hear their views on issues. It has helped me understand different illness 
and how they affect the client. Early last year one of my clients was diagnosed with the early stage of 
Alzheimers. During the course I had to choose an illness to research and I found it most interesting 
and most helpful in the course of my work. 

  I have a greater understanding of health and safety in both personal and working life. I check the 
clients’ homes regularly to ensure safety measures are in place and up to date based on a list given to 
me by my home support organiser. I suggested adding a hand rail in a bathroom to give one of my 
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clients more comfort getting out of the shower; she feels much safer and confident. I am also more 
aware of the clients need for privacy and dignity while carrying out personal care duties and I always 
address the client by name. 

  My life has improved as a result of this course, I am more confident when dealing with issues that arise 
through the course of my work, it has made me realise that I am totally responsible for the care of the 
client. 

Mary Grant - Home Support Worker

  I have been a home support worker for six years. My role is to support clients in their own environment 
by helping them to stay as independent as possible, for as long as possible. This helps to free up 
community hospital beds for patients needing more urgent care. 

  I successfully completed the course in January this year. The course consisted of eight modules, five 
of which were mandatory, the others were chosen by the student and had to be relative to their area 
of employment. I found the course interesting and quite a challenge. Going back to education wasn’t 
easy after a long time away from it. I had to find a way to balance it with a busy home and work life. 
The work load was heavy at times and it was stressful trying to complete so many assignments.

  I have learned a great deal, from new care skills to better ways of communicating with clients, their 
families and colleagues. I have a better understanding of common illnesses and elderly conditions 
which allows me to better care for my clients. I have become more aware of signs and symptoms that 
may indicate the need to contact a public health nurse or a GP, to seek advice or a home visit or to 
attend accident and emergency. I am qualified to perform first aid and CPR. 

  I have become more assertive in dealing with clients and families in relation to health and safety and 
infection control. I have also gained a better understanding of the HSE and its structures. I see my role 
in the community as an important one, I now feel like part of the primary health care team instead of 
feeling isolated from it. Home support is a vital link between community and hospital care and vice 
versa. 

  Skill Mix training has had positive impact on the clients; they feel they are being cared for in a more 
professional manner. Should a situation arise they are more confident that I can assess the right 
actions needed to help and reassure them. 

  They confide and share their health concerns with me; this information can be helpful and sometimes 
vital to other health care members. 

  I encourage clients to be as independent as possible while also supporting them to remain at home. I 
am told on a daily basis that without this service this would not be possible. Clients needs change as 
they get older, most become more dependent. By adapting to their circumstances I can continue for to 
care for them under the review of the home support organiser and the public health nurse. Basic care 
skills that I have learnt through Skill Mix will ensure this. 

  For me the Skill Mix course was invaluable, if I did it six years ago I would have been better equipped 
for the job. Apart from a list of duties and procedures to follow nothing prepared me for working with 
individual clients, their needs or the different social and cultural backgrounds they came from. Apart 
from good common sense and life experience, I learned through trial and error. 

  The programme encourages good practice and ensures clients receive a good standard of care across 
the whole community. It encourages personal development for home care workers and reinforces 
the importance of following different procedures. It encourages better communication between work 
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colleagues, supervisors and health care team members. It also emphasises the important role of the 
home support worker within the community and makes them feel valued for their contribution. 

Rose Baird - Home Support Worker

  I have eight clients aged between 78 and 98. I am extremely dedicated to my work looking after the 
elderly in their own home, treating them with respect and dignity. 

  I thought long and hard about attending the course, the long hours of studying and the impact it would 
have on my family life. To me it was the greatest challenge of my life. Standing up here today to talk 
about it today makes me so proud of myself. 

  Since commencing the Skill Mix course I have had the opportunity to acquire new skills and it has 
made me feel more confident about all aspects of my work. Take for example an elderly client who 
is living in a council prefab where water started coming down through the light bulb holder. I had 
a battle with the council, as I knew from the course that this was a health risk to my client. I also 
immediately got on the phone to my local T.D. I reported the situation to him. We are the carers; we 
are there to make sure we give the elderly the best care that we can give them in our community. Two 
days later the council came to my clients home to investigate the problem, the roof was so bad that 
they had to hire a private company to remove the old roof and put a new one on. If I hadn’t done this 
course I don’t think I would have had the courage to get the job done. 

  Looking after the elderly in their own home is one of the most joyous and rewarding tasks for me. 
Sitting down and having little chats and making sure that they are treated with respect and dignity and 
most of all ensuring that they are happy and content at all times in their own homes. I hope to continue 
to carry out my duties as a home support worker for the foreseeable future. I look forward to attending 
my clients each day and hopefully bring a little sunshine into their lives. 

Eileen Sweeney - Daughter of Home Help Service Client  

  My mother Nora is 84 years old; she has advanced osteoarthritis in both knees which considerably 
impairs her mobility. Nine years ago she was due to have a knee replacement surgery which sadly never 
materialised through no fault of the hospital. Subsequently she went into a deep rooted depression 
giving up the will to live and refusing basic needs like drink, food and sleep. It was at that point in my 
life that desperation took over; I thought what am I going to do? I could see no light at the end of the 
tunnel. I had the professional help but I had no help on the ground.  

  It was at that time that I sought home help services. It was 24/7 for me, my mother had lost all her 
independence, I had all the nursing duties, household duties, you name it. The onus was on me and 
it was my responsibility. I was house bound and had taken three months off work, thinking my mother 
would bounce back, but sadly she never did. This transition from a busy mother that spoiled her 
children, to a mother sitting in the corner and the only response I could get from her was “I am not 
able, I am not able to make a cup of tea, I am not able to walk, I am not able”. 

  Eight years on my mother has made a remarkable recovery mentally and I cannot over-emphasise 
the importance of the home help service. My mother receives excellent care and is treated with 
compassion, kindness and dignity and it takes the qualities of a special person to carry out these 
duties, certainly I don’t think I would be able to do it. Having competent, caring and reliable home 
help also alleviates the stress for me and has allowed me the freedom to work three days a week with 
a clear conscience. 
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  I am also aware that the way forward for older people is for services to be in the community as 
opposed to institutional and hospital care. From my own experience if my mother were in a nursing 
home today, she would be wheelchair bound. They maintain their independence for longer by staying 
in their own homes. 

  I wish to reiterate again the importance of the home help service and the sterling work that is done. 
It is a service that should be further developed and free from cut backs. I think more funding should 
be directed into it and in fact I think that home help employees don’t receive enough monetary 
recognition for all the hard work they do. 

  My home is like a nursing home with all the aids and appliances but it is wonderful to have your 
mother cared for in her own home, where she wants to be and knowing that you are in control and 
have the back up services of home help, to which I am greatly indebted. My current home help is Rose. 
She is a delight, she comes in singing every morning, gets my mother out of bed which is always very 
difficult but she gets around her, has a banter and a talk. 

Comments from Bernard Carey

  One of you said that the home support service was important, it is more than that its absolutely vital 
in order to keep people in the community, otherwise they would end up in the hospital.

  We hear an awful lot about continuing medical education and training for nurses but it is equally 
important that we put proper provisions in place for the development of support staff. 

  We in the Department and the HSE appreciate the work support staff do. I know the Minister personally 
regards it as a great priority to increase the number of home care packages to maintain people in their 
own homes. People who would otherwise go into either acute or residential care. 
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Q&A Session

  Comment from Yvonne O’Shea, CEO, National Council for the Professional Development 
of Nursing and Midwifery

  I’d like to congratulate the whole team. How can we share this story, it is such a good news story? Also 
with the Desmond presentation, I think it’s a challenge for us all to see how we can share these stories. 
There’s the internet and other means like newsletters, but I think there is much more that we could do 
especially with the public.

 Frank Goodwin, Chairperson, The Carers Association
  I would like to ask Eileen how much care does your mother receive when you are at work? Does she 

require someone there all the time while you’re away?

  Response from Eileen Sweeney - Rose comes in for an hour in the morning and for a half an hour 
in the afternoon and I am home at half four. The fact that she doesn’t have Alzheimer’s its safe enough 
to leave her. Another person comes in and does home help as well.

  Stephen McMahon, Chairman, Irish Patients Association
  This is the greatest example of an A-Team working at the coal face proud of their work, providing 

patient client centred care, mindful of the choices of patients, their preferences and needs. I think 
you’re an absolute credit looking after such vulnerable people and providing pride in your work. 

  Are there any additional responsibilities that you would like to take on to further enhance the care that 
you are giving, for example monitoring temperature, blood pressure?

 
  Response from Mary Grant - I think if we were trained to do things like taking blood pressure and 

recording minor things it would take a lot of pressure off of public health nurses. We can remind the 
client to take their medication but we can’t give it to them or handle it, that’s the nurse’s role. 
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Presentation 3: Two Innovative 
Nurse Led Projects

Topic A: Neonatal Transition Home Service, Coombe Women and Infant’s University 
Hospital 

Barbara Whelan - Clinical Nurse Specialist, Coombe Hospital

  We had 8,500 deliveries in the maternity hospital last year. This year projected figures are about 9,000 
deliveries. It is a busy hospital; we have 32 beds and 14 ICU cots in our neonatal intensive care unit.  

  Personally I always had an interest in the discharge home for babies. They have been surrounded by 
technology and looked after for months and then they’re sent off out into the community. It was so 
daunting for parents; they had left all of the support they had for up to six or seven months. Anything 
we can do to aid the transition from hospital to home is helpful for them.

  We did a lot of research of world wide experiences of discharge planning and the transition home. It 
initially started out as a pilot scheme but thankfully it has continued. I visited some centres in the UK 
where they had existing discharge planning and home visits and it was a very worthwhile experience. 

  At the moment staff includes myself and a staff nurse. When the service was set up it aimed to create 
an accessible and community based care service. The emphasis being on the community, getting them 
home, reuniting the family. We talk about holistic care and the whole family and this is what we were 
aiming for. 

  Our discharge planning really begins from when we know the baby is going to survive. It is an ongoing 
process. It is not something that you suddenly bombard the parents with the day before they go home; 
this maximises parental competence and confidence. We wanted the transition from hospital to home 
to be seamless.

  Medically fragile infants have ongoing medical issues; they may have chronic lung disease, feeding 
issues, evolving issues such as developing Cerebral palsy. It is not all over the day they go home, the 
journey is just starting then. Parent education is very important and home visits support that. 

  Advantages are a smoother transition home, increased confidence for the parents and less emergency 
attendances as they have access to professionals that they know. They are more prepared for small 
issues that might previously have become big issues. I also form links with public health nurses so that 
they are aware of the issues for these parents.

  If we have infants going home for palliative care I link with palliative care services like Jack and Jill. 
Again the parents don’t feel abandoned; they feel they have the help and the support. 

  It is a very cost effective service. While all the families receive comprehensive discharge planning 
only about 37% of our babies are eligible for home visits because of current geographic restrictions. 
I am not limited in the number of visits I can provide, I can provide a visit for as long as the parents  
need it. 
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  RSV causes the common cold but in medically fragile infants it leads to a type of viral pneumonia that 
has a huge impact on them. If they get a severe infection, they can end up in intensive care for up to 
10 - 14 days. Profilax is provided from October to March to prevent infection. It necessitates a monthly 
injection to the babies and it is very important that this injection is spaced out into four week intervals. 
This is carried out at a clinic which I run. I group babies of a similar age so the parents gain support 
from each other. They also have access to ongoing support from me, they know me very well. At the 
beginning of the season I have an information morning for all the parents where I explain how the 
clinic operates and what is expected of them. Compliance at this clinic is 100% and parent satisfaction 
is very high. Attendances at the RSV Profilax clinic has grown over the years. This year at the request 
of the parents, we referred 14 patients to GPs, these patients lived long distances from the hospital. 
Babies in our intensive care unit start Profilax and will then continue as out-patients. A regular clinic 
ensures that babies get their injections at the right time, there is improved record keeping and the clinic 
is used as an opportunity for education. Sometimes we sit and have a chat as a whole group, other 
times it is on an individual basis. It has definitely reduced admission rates. International studies show 
a reduction in admissions of as much as 55% in these vulnerable babies. 

  Myself and my colleague, a developmental physiotherapist, noticed how much the parents enjoyed 
attending the clinic so we looked at the idea of starting a support group. The group now meets on 
the second Saturday of each month to ensure that it was never cancelled as result of a bank holiday. 
A medical social worker and a very experienced member of our neo natal staff have also joined the 
team; this ensures that one of us is always available. The support group is very cost effective; there 
was a minimal financial outlay to set it up. It takes place in the physiotherapy gym and the four of 
us receive time off in lieu we don’t claim premium payments, we’re happy to do it. With committed 
and experienced staff I think the goals for this group are very easy to achieve, it is also very easy to 
replicate elsewhere and we are very happy to share our experiences with anybody who is interested. 
We initially started out as a post discharge support group but it is evolving as we are inviting parents 
who still have babies in intensive care. It gives them an insight into what is ahead of them. There are 
children who come to the group who have difficulties, such as evolving Cerebal palsy and who have 
feeding issues but it is good for parents to see that as well. The main resource for our support group 
is the team commitment, we were winners of the Irish Health Care Award for Best Patient Education 
Programme in 2007 and we received third place in the HSE Better Service Awards. 

  One of my colleagues who did her masters thesis on the transition home of the medically fragile infant 
saw that there was a huge gap between hospital and home and that when parents went home they felt 
isolated and alone. One mother said she felt like she had taken her nephew home, she didn’t really 
feel like she had developed a bond with her son. 

  A smooth transition home is the responsibility of all professionals associated with the care of these 
infants as well as the families, ultimately helping each mother and father to meet the challenges of 
home care. 

  In the case of Rose, who was born 15 weeks early and weighed just 550 grams. She spent four and 
a half months in our intensive care unit with breathing support but she is now at home. Unfortunately 
Rose won’t feel orally, partly due to the fact that she was on a ventilator for such a long time her 
associations with anything related to the mouth are quite nasty. Without comprehensive planning and 
parent education, Rose would not be at home she would still be in hospital.  Cahill, who was born ten 
weeks early, is getting ready to go home this week to his delighted parents. He is not on oxygen and 
hopefully he will be coming back to our support group.
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Q&A Session

 Fintan Fagan, General Manager, Association of Hospital Chief Executives
  In terms of length of stay are babies like Cahill being discharged earlier and are there savings as a 

result of that?

  Response from Barbara Whelan - I don’t have actual facts and figures on length of stay but I 
would say we will definitely see a reduction. Before we would have never sent tube feeding babies 
home and now we are quite happy to send them home if they are 1.8 - 1.9 kg, a few years ago we 
would not have done that. The reduction in the returned visits to the neonatal out-patients would be 
about a 10%. 

  Name not captured on audio recording.
  Can people phone the Coombe and Desmond teams if they are worried or if they are experiencing a 

crisis situation? 

  Response from Barbara Whelan - I have a mobile phone which has been an enormous resource 
for parents. I say don’t phone me in the middle of the night but other than that I have absolutely no 
problem. I keep the phone with me at all times and sometimes a simple phone call can ease a distress. 
It is an enormous resource in cases of palliative care where babies are at home with life limiting 
conditions. I receive between 30 and 50 phone calls a month. 

  Response from Desmond Team - We have a nine to five phone service. We have an answering 
machine because we are often out of the office at various clinics or with patients but we answer all calls 
by the evening before we leave work. 

  Comment from Yvonne O’Shea, National Council for the Professional Development of 
Nursing and Midwifery

  Again I would like to congratulate you and your team on this wonderful initiative. I would also like to 
raise the issue in relation to sharing your experiences with people who are interested.  I think there is 
an onus on all of us working in health care to go out there and make contact with colleagues. 
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Topic B: Managing Cystic Fibrosis at Home

Two clinical nurse specialists Rita Cullen and Bernie Walsh, presented regarding managing Cystic Fibrosis 
at Home. 

Rita Cullen - Clinical Nurse Specialist, Cavan General Hospital

  We work under the direction of Dr. James Hayes at Cavan General Hospital. Patients access our service 
from throughout the HSE North East but we also get referrals from neighbouring counties including 
Leitrim and Meath. We accept referrals from respiratory and other consultants in our hospital and in 
our sister hospital in Monaghan. Patients accessing the service either have a confirmed or suspected 
respiratory illness or disease. We also carry out tests and investigations on patients with associated 
disorders like obstructive sleep apnea. 

  We do not have a technician in our department, we do our own lung function testing as well as giving 
education and advice. We are not specifically Cystic Fibrosis nurses we deal with a large number of 
respiratory conditions. 

  The aims of our service are to reduce hospital admissions and to enhance and deliver nurse led 
services. We have great autonomy and have great support from medical and clinical expertise in the 
hospital. We could not deliver this service without the other members of the multidisciplinary team. 

  Patients are referred to us for assessment and we try and deliver a one stop shop by coordinating tests 
and investigations on the same day. A big part of our work is educating the patient on their disease, 
lifestyle changes, modifying their habits, rehabilitation and improving their quality of life. 

  We provide direct rapid access to clients we already know as well as to others that need our service. 
For example a GP might contact us regarding a patient who has a suspicious chest x-ray and we 
ensure that the CAT scan of their thorax, their lung function test and bronchoscopy are all done on the 
same day and a consultant will speak to them prior to discharge. There is a minimal waiting list of two 
weeks for the bronchoscopy in our hospital. 

  For patients coming in for a lung function test, we try to coordinate all of the services such as blood 
gases and shuttle tests on the same day. We also provide 24/7 hour telephone support specifically 
for our patients with Cystic Fibrosis because emergencies can occur at anytime or hour of the day.  
We would prefer that it wasn’t in the middle of the night, but having said that we will accept a call. 
Either Bernie or I carry a mobile and would be accessible. 

  We encourage patients to use our drop in service; they can either make an appointment by phone 
or drop in to our department. They may have trouble with a nebuliser, they may have run out of 
medication, they may just need advice or reassurance or they may have been prescribed medication 
such as an inhaler and have not been shown how to use it.

  We educate or support the education of all members of the multidisciplinary team. We encourage all 
members of the staff to learn how to use inhalers, we offer advice and assistance to other consultants, 
other teams and doctors and nurses working on the wards. We also provide education to practice 
nurses, public health nurses and provide education to any member of the multidisciplinary team in the 
HSE North East. 

  We started a rehabilitation programme four years ago for patients with chronic obstructive airways 
disease which we have found to be extremely effective in reducing hospital admissions and encouraging 
patients to manage their own illness. We provide individually tailored programs of care and home 
treatment plans. They develop a rapport with us, they know how and when to access us and they seem 
very happy with the service that we give. We also assist in audit and research. 
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  In the future we would like to see the development of integrated pathways and programmes of care in 
the community. Unfortunately when patients are discharged they don’t have the support they had while 
they were undergoing the programme, even though we encourage them to telephone and we have a 
review process every three, six and twelve months and we meet them at clinics. If we could encourage 
earlier discharge and follow up care at home that would be our ideal and that is the way we would 
love to see the service develop. 

  There is also a big change in meeting the needs of patients because of the aging population, 
multicultural and geographical factors. 

  We also understand the educational needs of our clients, they want to be more informed about their 
illness and about its management and at the end of the day it will reduce hospital admissions and 
improve their care. We would also like to increase our staff resources because we are working very 
hard. 

Bernie Walsh - Clinical Nurse Specialist, Cavan General Hospital

  Cystic Fibrosis is a respiratory condition that is diagnosed at birth. With later diagnoses there are 
recurrent respiratory tract infections and a failure to thrive. If we had a neo natal screening programme 
we wouldn’t have these later diagnoses. It is one of the most common fatally inherited diseases among 
Caucasians affecting 1 in 2000 live births; we have 40 births a year affecting the respiratory, digestive 
system, pancreas and liver. And as respiratory nurses we deal mainly with the respiratory function and 
its deterioration. 

  The biggest issues in terms of morbidity and mortality are bacterial lung infection, malnutrition, multi 
organ failure and poor compliance. 

  Their daily management at home includes physiotherapy, drug therapy, optimum nutrition and lung 
function. When patients become young adults they don’t do the things they should be doing, for 
parents part of their role is to tell them what they have to do and to stand back, giving them the 
autonomy to control it themselves. 

  We assess the patient’s suitability for the home management programme, the home suitability, stability 
and support, the motivation of the patient, the carers and family, their confidence and competencies. 
We give them individual tailored training programmes. It is preferable that there is an implant fixed 
device for their IV therapy. We train and prepare the patients and carers, we initiate home IV drug 
therapy when suitable and we take them to the hospital to administer the first dose because that is the 
protocol.

  We supervise home treatment via telephone support and if we cannot do a home visit they can drop 
into us. They have to come in twice a week for their drug response and drug monitoring levels, to 
monitor their lung function and cultures. The dietician will see them regarding their nutrition status 
and follow up with them at home. We have direct and rapid access to the multidisciplinary team if 
they need it, if this is not available there are designated beds in one of our medical units so they come 
straight into isolation room, they do not come through A&E. We share the care with Dublin and we 
encourage them to make at least one visit in Dublin.

  The advantages of our service are that the patient and family have autonomy and flexibility. There is 
a reduced economic pressure on hospital beds and resources, a reduced risk of cross infection and 
needle stick injuries and it is much more cost effective.

  
  Results show that we have reduced the psychological damage of prolonged and frequent hospital 

admissions, while improving quality of life and minimising disruption to family life. 
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  One of our oldest patients is Niamh, she is a qualified beauty therapist and hair dresser. She does  
two weeks of home IV therapy and then she can carry on her normal duties, at a cost of e4,700 to  
the hospital. Compare this to a situation where Niamh is in hospital bed, she cannot carry out her 
normal life, her mum usually has to stay with her and it costs approximately e22,960.

 
  There is scope to enhance the resources for providing home visits, for increasing linkages with the 

community, palliative and respiratory care. We would love to develop it more in the community, at the 
moment public health nurses and even some of the GPs are nervous because the knowledge base is so 
low. I knew absolutely nothing about CF 11 years ago and Niamh has taught me everything I know.

 We would also like to develop a national screening programme.

  I will finish with a saying: “You matter because you are, you matter to the last moment of your life and 
we will do all we can to help you live life to the full.” 

Comment from Minister Harney 

  I missed the first presentation unfortunately so I apologise. Barbara mentioned she has a mobile 
phone and the only time she asks people not to ring her is during the night. These are the stories that 
we never hear about in the health service. I think it is absolutely remarkable that she is on duty for all 
of her waking hours and I salute that and want to thank her for that. 
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Feedback from the High Level 
Parallel Sessions

Three speakers from the HSE provided feedback from the three parallel sessions. Their role, as outlined by 
John Bowman, was to take something relevant from the session which related to the Forum’s agenda of how 
change can happen constructively within the wider health service.
 
Dr. Pat Doorley - National Director Population Health, HSE 

Dr. Doorley outlined the following points relating to the session on the Prevention and Management of 
Chronic Illness:

  Professor Pat Wall’s presentation dealt with the influences on health which are outside of the immediate 
control of the health services. The importance of establishing the Obesity Task Force and other multi 
sectoral agencies was emphasised.  

  Dr. Colm Costigan, who is heading up the Expert Advisory Group on Diabetes, presented statistics 
which showed that diabetes is increasing exponentially in parallel with the increase in obesity. Other 
key points were the importance of enrolling populations in primary care, IT as a driver for integration 
and the development of evidence based protocols for referrals between primary and secondary care.

  One of the messages that came out of Dr. Garreth Igoe’s presentation regarding the function of a 
primary care team was that it is actually doable and that we could probably do it faster simply by 
realigning staff. 

  Alma Joyce painted a picture of what a primary care team looks like for both professionals and 
patients. A key message was that developing primary care teams is critical in terms of transforming 
the health system, taking some activity out of the hospitals because our current system is simply not 
sustainable.

Laverne McGuinness - National Director of Primary Community and Continuing Care, HSE

Ms McGuinness outlined the following points relating to the session on Access to Health and Personal 
Health and Social Services by Vulnerable Groups:

  It’s particularly important that when we talk about health that we also acknowledge the wide array of 
services that are provided by the personal and social services group. Particularly relevant this week as 
it is intercultural and anti-racism week.

  One of the key themes was access and the barriers to access. There are a number of barriers for these 
groups such as language, cultural barriers and also barriers from professionals who don’t want to deal 
with these groups. To link back to Rod Hoare’s comment regarding trust, in the area of homelessness 
they actually don’t trust the GPs or A&E staff, there is a major communication issue. 

  Another key theme was regarding partnership and collaborating with other agencies. For example in 
order to stop the cycle of homelessness you have to link in with the local authorities. 
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  Also homeless people may not understand the appropriateness of services; they tend to go 
directly to hospitals. So it is about breaking that cycle and removing barriers through appropriate 
communication. 

  Also there is a requirement for a flexible approach to services; that means mainstream services, 
outreach services and also specialist services. 

  Another key piece was regarding the role of the social worker as part of a multidisciplinary team. The 
whole concept of integration. It is not enough to provide a whole range of services in the community 
or the hospitals they must overlap and interlink to prevent people from falling through the gaps.

  The session highlighted that a lot is actually being done in particular in relation to homeless services, 
the traveller community and providing the right communication. 

Martin McDonald - National HR Director of the HSE

Mr. McDonald made the following points regarding the session on Innovative Work Practices and Flexible 
Ways of Working: 

  This was a most enjoyable, intriguing and stimulating session. Four projects were covered, each of 
which had distinct and unique features but there were a lot of common themes running through 
them. 

  A common strand between these projects was the emphasis on educating people to manage their own 
condition so that the care can be delivered in the community. 

  The community, the individuals or the clients themselves can develop their own skills in relation to the 
management of their care. 

  The second strand was up skilling people to provide a better service. This may be up skilling clinical 
nurse specialists in relation to discharging infants from intensive care units or managing Cystic Fibrosis  
at home or up skilling people in relation to providing home care management. 

  Another common strand related to improving the quality of life of people in receipt of services. Early 
intervention can make a huge difference in disease management and this was one of the particular 
features that came out in the diabetes project in Galway. 

  Patients themselves can contribute significantly to the knowledge of the professionals in relation to the 
disease management process. 

  Another common theme related to the characteristics of the people involved in these projects. They 
are all people who are prepared to be innovative, who are prepared to be flexible in how they work, 
not working in silos, they want to share their learning and share their success with others. They want 
to provide easy access for people using the system and indeed they have produced evidence that 
homecare in some settings can be much more cost effective than in patient care. 

  As part of the presentation, a patient with diabetes and the daughter of one of the home care clients 
in Donegal relayed their experiences. It was very uplifting to see both patients and relatives of patients 
or clients actually involved in the team and making the presentation and that’s the way it should be. 

  The last point was that these four groups of people have the utmost confidence in the quality of the 
service they are delivering to people in the system. 
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Q&A Session 
with Morning Speakers

  The Forum concluded with a Q&A session with three of the morning’s speakers: Anne Marie Feyer 
from PricewaterhouseCoopers, John Leamy formerly of the Revenue Commission and Eddie Molloy 
from Advanced Organisations. John Bowman indicated that the questions should relate to how we can 
learn from other change situations to better change the delivery of the health service.

 Joe Hennessy, Chairperson, HSE Regional Health Forum West
  We are gradually coming around to the idea of change but we haven’t really been told today what 

the end vision is. I’m assuming it is regional hospitals for acute services in parallel with the expansion 
of primary care teams. We know what the end point is in cancer care, not least because of the sad 
cases highlighted in the media. I think people in the grass roots need to be enlightened, we need to 
be told what the end goal clearly is and how to get there. My question is can we have that goal in 
place, without dismantling the present services, or because of costs do we have to dismantle the local 
services before the end result is there? Those are the fears of the local people, those are the things that 
we’re trying to communicate to them on the ground, I’ve bought into this but I’m not sure that my local 
people have. 

  Response from Professor Brendan Drumm - You’re absolutely right we have to communicate 
in terms of what the end vision is. There are risks in our system, we have focused on cancer, equally 
there are bigger risks in the system. Nobody should be asked to have their surgery in a hospital that is 
admitting two acute patients a day. From Wexford to Tralee across all those hospitals there are about 
70 - 80 major surgical admissions per day, however numbers in some hospitals are absolutely tiny. 
There are changes that we have to make that have nothing to do with cost but simply to do with the 
risks to people. One thing the cancer issue did for us was to actually bring about honesty to a debate 
that’s been going on for a long time. 

  The end stage is that those hospitals will continue to exist. If I take your local area, what Nenagh 
Hospital will see is day surgery on a day to day basis on a far broader scale than it does at the 
moment. People won’t have to go into Limerick for 80% of day surgery. It will see out patients in 
everything from dermatology to endocrinology instead of having to go into Limerick. 80% - 90% of 
people who presently have to go to hospital will be provided for between the GP, the primary care team 
and the local community hospital. That will include ultrasound, x-rays and dare I say it probably things 
like cat scanning in community hospitals going forward. 

  What we are doing at the moment is totally unsustainable, it is not only unsustainable financially, it is 
completely unsustainable from a risk perspective. I think there has been a huge honest debate on this 
over two years, I think where we’re falling down now is on communicating. We need people like you, 
clinicians locally stepping out if there’s a resistance to change. We need people clinically to decide 
whether they’re up for that or not.  

  Brian Howard, CEO, Mental Health Ireland 
  I was extremely impressed by all the speakers but in particular by Dr. Eddie Molloy and I’d like to thank 

Dr. Molloy by indirectly being a very good and effective spokesperson for mental health this morning. 
I would like to ask the status of Dr Molloy’s vision within the HSE is it being pursued and if not, why 
not? 
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  Response from Eddie Molloy – My vision doesn’t have any status in the HSE. I was trying to distil 
the lessons of being part of large scale change from many cases. I used Vision for Change as an 
example. There are many others, such as cancer care or the Pollock Report on Cystic Fibrosis, of 
the need to move them from being a report. It is quite clear that cancer is moving along but I don’t 
think that mental health is. All I know is from what I read in the newspapers, that only 1 out of 21 
recommendations are implemented, I don’t know if that’s true or not.  

 Mary Freehill, Chair Dublin South, Mid Leinster HSE Forum 
  I was very impressed with what Dr Eddie Molloy had to say this morning and quite honestly I was 

quite horrified that we’re still talking about change so many years down the road. You talked about 
the culture of secrecy and I feel the HSE Forum are the victims of that to some degree. The legislation 
that established those Forums is so weak that we cannot even get the operational budgets and plans 
for the area that we work in. We are presented with the National Service Plan for the entire country 
but we don’t know what budget Mid Leinster has to operate with. We cannot function effectively if we 
don’t have that information. We are waiting for the allocation for the homecare package budget for 
this year. We tell people that come to us that we can’t get the money and officials are being caught in 
a very difficult situation. I think the level of transparency could change and it wouldn’t require anything 
dramatic to do that. 

  Comment from Michael Scanlan, Secretary General, Department of Health and 
Children   

  I don’t disagree with what you are saying about getting hold of the information. However, it seems to 
me that for too long we have looked at the amount of money and staff we are putting into the services. 
We need to move the debate beyond that, instead of saying I’ve got x and somebody else has got y 
and feeling hard done by, we should look at what we’re getting for the money, the planned services 
rather than the money. I’m not disagreeing with your request for information, but we also need to have 
the right debate, can we do more with what we have. 

 Comment from Laverne McGuinness, National Director PCCC, HSE 
  To respond to Brian Howard, CEO from Mental Health Ireland. I was very impressed with what Ed 

Molloy said about getting away from a plan to implementation. In the Vision for Change there are 
over 209 recommendations to try to achieve over a defined period. This year six of these have been 
prioritised and will be implemented by the end of the year. For example work in child and adolescent 
psychiatry which is being tracked on monthly and quarterly basis. The child and adolescent psychiatry 
posts are being advertised shortly. Huge work is going on in mental health and it is about cutting them 
off in chunk size pieces. 

 Gerry Fitzpatrick, Tallaght Hospital Dublin
  I attended the Chronic Disease Management session earlier and I just wanted to comment that there 

was a young occupational therapist there who presented about integrated services in the community. 
Her enthusiasm, dedication, and the care and commitment that came across in her presentation 
reminded me of all the good things in the health service in Ireland and the things that we don’t want 
to change. 

  I have a question for the panel about change, I want your views on confidence, how important is 
confidence in the organisation and the leadership? People in Tallaght talk to me about their concerns 
regarding the Children’s Hospital. When you get down to it the issue really isn’t where the hospital will 
be but if my child gets sick is there a system in place to ensure that they get the best possible care within 
the appropriate time? I think that a lot of the protests we see are driven by fear and uncertainty and if 
we can give them the confidence and say we know this system will give you a better form of care, they 
will make the change. 

  Comment from John Leamy - I went around to three of the sessions and I must say I was very 
impressed with the enthusiasm and professionalism and the dedication of the speakers and the good 
stories that were there to be told. It reminded me of Eddie’s point about celebrating successes and the 
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need for the HSE to take the high ground in terms of communicating the good news stories, I think it 
is absolutely crucial. 

  With regard to building up confidence, confidence is multi faceted, there is public confidence in the 
organisation itself, there is public confidence in the officials and there is the confidence of the people 
on the ground, in their managers and in their top management team. It all comes back to trust and 
to communication. Talking to your teams on a regular basis takes a huge amount of time and effort 
but it pays back as you go forward. I think it’s the only way you can build up confidence. I don’t think 
anybody should be coming to this Forum trying to find out what the vision is, people should know this. 
There are some excellent stories to be told about the health service and you need to get out there and 
tell these stories, you need to tell them for our own sake as senior managers, you need to tell them for 
your staff and most of all you need to tell them to build up public confidence. 

  Comment from Anne Marie Feyer - It is in the same vein as “if you build it they will come”. I went 
to the innovative work practices session which was absolute proof that if you do that they will come. It 
is socially responsible, it is the right thing to do, it’s the sensible thing to do from a treatment protocol 
point of view. People’s morbidity and mortality is better managed and it reduces expensive services 
that can legitimately be avoided. The question then is how do you systematise the confidence? The 
session was quite inspiring because it radiated confidence and the question is how do you translate 
that into a systemic level of activity and capitalise on that at scale rather than at the individual level. 

  Deirdre Carroll, Inclusion Ireland, The National Association of People with Intellectual 
Disability

  All of the panel talked about having a vision. I think we have a very specific vision for people with 
intellectual disability who are living inappropriately in psychiatric hospitals. There has been this vision 
from the Department of Health for 20 years but we’ve had time frames come and go. I believe the 
National Health Strategy said that in 2006 there would be no more people with intellectual disability 
in psychiatric hospitals. So my question is how do we bring about change, when we have the vision 
and we have been given specific time frames and yet we have about 1,000 people living in situations 
which really are not acceptable in today’s society? 

  Comment from Eddie Molloy - Is there a named executive responsible for delivering it? Is there 
a ring fenced budget for it? Is there a quarter one set of deliverables that someone will be held 
accountable for in three months time? Because that’s the only way to get traction that I know of.

  Comment from Laverne McGuinness - There are two pieces of work underway which are part 
of the six key priorities for the mental health. One relates to people who are inappropriately placed. 
That work is in progress and is targeted to be finished by the end of this year. This work is being 
monitored, tracked and project planned. There is also a piece of work which commenced last summer, 
relating to cases where it is more appropriate for people to be in the community rather than living in 
inappropriate institutionalised settings. The plan is ongoing and there are some capital requirements 
in relation to that and we are in discussions with the Department in that regard. 

  Comments from Dr Brian Maurer, Medical Director, The Irish Heart Foundation
  I came here very depressed this morning because I had been losing confidence in the HSE’s ability to 

manage the process of transformation and change. I’m retired now and I suspect that my views are 
shared by many people are working at the coal face. We don’t see the progress, which has undoubtedly 
taken place happening on the ground. As a result I’ve come to doubt whether the HSE in its present 
form actually has the capacity to deliver the job with which it has been entrusted. I’m somewhat 
reassured following today but I need further reassurance that the policies which have carefully evolved 
through processes of consultation within the Department of Health and the old health boards will 
actually be implemented in a timely fashion. 
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  When I heard Dr. Molloy and Mr. Leamy I realised that it is possible to change, that it is possible for 
organisations even those as monolithic as this one, to change and to listen and to learn. I sincerely 
hope that the lessons that Dr. Molloy gave us today about the need to build trust, particularly amongst 
the employees and the individuals who are charged with delivering the service, are taken to heart. 
Might I suggest that if you want to build confidence, you have to have trust and you can only have 
trust if you communicate. That point was made again and again today and I hope that those who are 
charged with running the HSE will take it to heart, because unless communication is improved this 
enterprise will be a hopeful, glorious but failed experiment. 

  Comments from Professor Brendan Drumm – The problem is we started off two and a half years 
ago with a mammoth task and anybody who tells me the old system was right is naive in the extreme. 
The only reason the HSE was set up was because it was a disaster. If the HSE is still a disaster then 
that’s a criticism for me. The problems we have all came to us, the HSE didn’t establish units all over 
the country that operate the way they do, the HSE didn’t establish complicated systems at a community 
level. I think John Leamy’s slide was exactly right regarding Revenue with people all over the place 
being a very comfortable place to work. Let’s be honest the health services have done a very good job 
for those of us who work in it, none of us have suffered for working for the HSE. The customers out 
there will say that they haven’t got the service that they should have. 

  I’m absolutely in line with the fact that we all need to communicate and communicate honestly, but 
we’ve had huge IR issues and to make the slightest change within this organisation for the benefit 
of the patient, demands negotiation after negotiation. There are very few negotiations that I have 
gone into where the patient seems to be number one. So if we’re going to be honest, it is not just 
for a few people to make the change, its for everybody who works within this organisation to decide 
that it is simplified for the patient. We’re in a midst of massive challenge but when you travel up and 
down the country it is inspiring to see how individual groups have taken up the leadership role. I was 
saying earlier we’re going to have to get into cloning when you see such inspirational activity! The 
responsibility is there for us to try and lead, but everybody in this room is a leader, it is a challenge for 
everybody here. 

  Comment from David Vaughan, Consultant Paediatrician
  I think the HSE is an easy target.  I think the view that if we revert back to maybe four health boards 

instead of 11 is missing the point. One of the big difficulties that I see is the lack of clinical leadership 
within the organisation, it is striking having worked in North America. I suspect it’s a symptom of the 
over centralising tendency that we have in this country. We need to get clinicians in a leadership role 
to instigate change, to persuade their colleagues that’s the only way we’re going to change things. I 
don’t think it is just a question of trust I think it is a little more complex. 

 Comments from Martin O’Brien, President, The Association of Optometrists 
  First of all I’d like to congratulate the Department of Health on a very interesting day. One of the 

things that I have taken from today, has been that the creation of primary health care teams seems 
to be a vision for the future offering local based care to the population, particularly in areas like 
chronic disease. Allied professions other than the basic medical professions such as social workers and 
occupation therapists seem to be playing a large role. I represent the Optometrists Association; we’re 
an allied profession that offer a lot in terms of screening for children’s vision for chronic diseases. But 
we’re a profession that don’t seemed to be tied into the HSE as a whole as yet. We have plenty to offer. 
We would love the opportunity to talk to the people in charge to outline what we can do for you, how 
we can help you save money and how we can improve peoples’ quality of life. Because the whole aim 
of the health care profession is to improve patient’s quality of life.  

  Comment from Barbara Fitzgerald, CEO, Irish Association of Directors Nursing & 
Midwifery 

  Firstly, congratulations to the Minister for leading on an excellent conference today. It’s clear to me 
from the many communications that have come out over the last year, that we have a vision for health, 
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and we have a vision not only communicated by the Minister but by Professor Drumm. It seems from 
today’s conference that a lot more communication is required to ensure that everyone understands 
very clearly what that vision is. I would like to ask the Minister to bring back to government the essential 
need for an inter departmental approach to resolving some of the problems that are facing us. Unless 
that happens the HSE will be ineffective in delivering on its vision. I would also like to ask the Minister 
to consider the ICT needs of the nation as being a very important consideration, to bring broadband 
into the home of every person in this country so that the health system will also be able to deliver health 
through an electronic system. I think that’s an innovation that is absolutely essential if we are to drive 
forward with this vision. 

  Also trust is essential; we have to build upon trust and not have silos of people holding information  
for power. 

 Stephen McMahon, Chairman, Irish Patients Association
  I’m would like to try to address the question of how we can change? I believe that contributing to 

change of the culture or the work ethic is the underlying issue here. We have seen the wonderful 
example of the care in Letterkenny. It’s really by empowering patients. I was very encouraged to hear 
Professor Drumm say that the patient is at the centre of our health care system because practically 
everybody here is employed to provide that service. 

  We see doctors, nurses and pharmacists with new regulations to protect the public when things go 
wrong, I wonder if there should be consideration to protect the public when there’s mismanagement for 
example. When things go wrong there doesn’t seem to be anybody that is accountable or responsible. 
We need to move towards that accountability to include the patient and empower them, because 
they are the ones who can help to design the new services whether it is in their local community or 
wherever.  

 John Bowman asked the three panellists to provide concluding comments:

Anne Marie Feyer
  I’ve been very interested to hear the comments on patient centric approaches. I think putting the 

patient journey at the centre of the debate is one of the ways to bind people to a common goal. 
I think that the sooner we’re able to do that, the sooner that some of these things may be better  
dealt with.

 
Eddie Molloy
  The cases we gave were more or less about leader led change from the top down. There’s also 

leadership from the periphery, innovation from the edges, centres of excellence and so on. I think there 
is huge potential; it doesn’t all have to come from the top. 

  In relation to clinicians in management. As I understand it, one of the areas where Ireland is world 
class in health is in maternity care. There you have clinical leaders, Masters of the Coombe and Holles 
Street and there may be something in that. 

  I’ve heard Brendan articulate the vision. He is fluent in it, he can talk to any audience the length and 
breadth of the country and breathe meaning into it locally but he can not do it alone. There has to be 
a multiplier effect with about the top 100 managers and lots of others to carry the message forward. 

  I want to make a comment about the trade unions. 4,000 people led by the Dublin Council of Trade 
Unions paraded on O’Connell Street last week to protest against the HSE. If you’re a manager in any 
hospital and you’re trying to deal with absenteeism amongst staff, see how far you get and see what 
the union will do to defend their members against any sanction. It’s a huge problem and I think the 
trade unions have got to step up the plate in relation to the change agenda. 
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John Leamy
  One of the previous contributors from the floor mentioned about clinicians being in leadership roles, 

and one of the points I made this morning was the notion of credible heroes to deliver change. It is not 
necessarily the top manager, it is a number of people speaking with one united voice, but they have to 
have credibility within the organisation.

 
  Identifying small quick wins can transform the organisation. It sounds simple but it can be quite difficult 

to identify what they are. To give you two examples. The Revenue Online Service had a small staff 
of about 10 people with a team of consultants to deliver electronic filing of tax returns, which has 
absolutely transformed the Revenue organisation. When the Garda Inspectorate was set up they were 
looking for a quick win to establish their credibility and to build up trust. They recommended issuing 
anti-stab vests to every Garda in the country, immediately transforming the moral of the force and 
establishing the Inspectorate’s credibility. It is small quick things like that, that can help transform an 
organisation.
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Address by Mary Harney T.D. - 
Minister for Health and Children 

  Firstly I want to thank John Bowman again on a very successful day and a very refreshing day certainly 
from my perspective. 

  I think the common theme was that you need a vision and I think Brendan has articulated the vision. 
But the big vision, as I said this morning, is to have a medical system where you get access on the 
basis of medical need and on the basis of the highest possible standards. Clearly we have to put that 
into implementable actions. You need to be determined and focused on implementing that vision, you 
need trust. 

  In the political system you have to work with whoever the electorate send forward and Eddie spoke 
a lot about culture including the political culture. Recently data was stolen in New York from the 
Blood Transfusion Service and I had to answer questions about it in the Dáil. In terms of culture and 
accountability, the political system is very demanding of the need to see measurable improvements, 
maybe unreasonably demanding at times. A doctor makes a clinical error in the hospital and I face a 
motion of no confidence in the Dáil. That is the political culture in which we operate. 

  I went to two of the three sessions. I intended going to each of them but I was so fascinated at the 
changing work practice one that I stayed. I saw people at the coal face, so enthusiastic about what 
they do. Sometimes from where I sit, I see people who say we’ll change, how much will you pay us 
to change? In that session I saw the clinical nurse specialist Barbara, who works with vulnerable 
newborns so they can go home from hospital earlier, providing a support group for the parents on a 
Saturday. No extra money, no premium payments and she carries her mobile phone so the parents 
can ring her all her waking hours. An extraordinary commitment. And similarly with the other clinical 
nurse specialist from Cavan on Cystic Fibrosis and the homecare people in Donegal. The transition of 
the Cystic Fibrosis patients from the hospital to the community, vulnerable newborns being able to go 
home much earlier, it mightn’t have been the practice in the past. Caring for older people in the home 
who other wise would have been in institutional care. I think it is absolutely terrific. 

  To answer Barbara Fitzgerald’s question, we have a cross departmental group looking at many of 
the issues around chronic illness and hopefully that will bear fruit; we know we need an integrated 
approach. Dr. Tony Holohan is chairing a group in relation to technology. I think technology can’t drive 
the vision, it has to enable it. I visited recently the veteran’s hospital in Washington where I learnt of 
many new initiatives. One that really impressed me was where 500 vulnerable old people with chronic 
illness were being monitored at home using very modern technology. There were four nurses and one 
support person to look after those people using technology, monitoring them daily and in other cases 
two or three times a week. They were able to show that among this group attendance in hospital, 
either as out-patients or in-patients, was much lower than an equivalent group that didn’t have that 
monitoring enabled by technology. I think that is the future. 

  Deirdre Walsh and her team from the Department are responsible for this very successful day and I 
think it is important on days like today that we take time out and we listen to the experts. I think one 
of the things that we learnt today is that huge change is possible within the public sector if you have 
the vision, the determination and the commitment and if you talk to people and try to bring them with 
you. I have no doubt everybody in this room has the same vision. As I said this morning, everybody 
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here wants a good health system, accessible to everyone, when they need it, on the basis of medical 
need and not on any other basis. That is our vision and the challenge is for us to put in place the best 
health system this country can afford and that’s the mission we’re on. 

  It is also important that we have clinical buy in, political buy in, buy in from staff at every level in 
the organisation. We are all part of this change process and we cannot allow it to fade. Maybe 
sometimes we are over ambitious from a timescale perspective but we’ve got to remain determined 
and enthusiastic. 

  There is a new era of openness and transparency in putting it out warts and all. I genuinely believe 
that most people understand that resources are limited. Maybe in the past we had this strategy and 
that strategy, often the strategy was the easy piece and we didn’t marry them together. From a resource 
point of view we have to be realistic when we are producing strategies. Tom Keane said to me that 
when he was asked to implement the Cancer Control Programme in British Columbia, the Prime 
Minister told him that he had to do without any extra money and he did it. An awful lot of change 
can happen without extra money, it is not all about more money. We all have to focus on how we can 
individually change from two sleepers to the ten sleepers. I think it’s fantastic what is possible when 
you bring people with you and focus. 

  In wrapping up the Minister thanked the attendees and the speakers for their expertise and experience. 
John Bowman also thanked the speakers, Unique Group for the event management, the hotel and the 
attendees for their attention and participation. 
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Pre-Dinner Speech

Michael Scanlan – Secretary General, Department of Health and Children 

Michael Scanlan referred to the following points in introducing Professor Keane: 

  I met Tom when I was in Vancouver with the Minister taking a look at cancer services and we were very 
impressed with what was happening there. 

  It struck me during the course of the day that when we talk about reforming the structures, there are 
cases where I think we should be talking about reforming the services and cancer is a good example 
of that. 

  Facts and figures show that we have done very well in terms of our cancer services, we have produced 
demonstrable improvements. The facts also show we can do more. However, the Cancer Control 
Strategy is not just down to the HSE.  It was developed with a lot of groups. With a unified organisation 
and the unfortunate events that have happened recently it has become clear to everybody that we 
need to proceed along this path. 

 I’ve been very impressed with Tom’s focus as we move into the implementation phase. 

Professor Tom Keane – Interim Director, National Cancer Control Programme 

Professor Keane was appointed as a Consultant Radiation Oncologist in 1978. In 1995 he took up the position 
of Provincial Radiation Therapy Programme Leader in the British Columbia Cancer Agency in Vancouver, 
where he was also Head of the Division of Radiation Oncology and Developmental Radiotherapeutics at 
the University of British Columbia. 

He was a key figure in the overhaul of cancer services in British Columbia and has been drafted in by the 
HSE on a two year secondment to implement the National Cancer Control Strategy and transform the 
provision of oncology services in Ireland. 

Although he has worked in Canada for the past three decades, Prof. Keane has maintained close links with 
Ireland. Last year, he was awarded an honorary fellowship by the Irish Faculty of Radiologists.

Professor Keane made the following points in his speech:

  The vision for the Cancer Control Programme in Ireland is to reduce cancer mortality, reduce the 
number of people who get cancer, and improve the quality of life of those who have cancer. It is a 
very simple vision and is remarkably similar to the vision for cancer control in British Columbia where 
I have honed most of my skills and my knowledge in terms of managing change. 

  There has been really significant improvement over the past decade in cancer outcomes in Ireland. 
However, we can do better. Our place on the European league table has not moved up significantly 
because everybody else is also doing better. 

  I have been through two huge health care reform transformations, one in Toronto in the 1980’s and 
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one in British Columbia. Both of these initiatives were precipitated by major economic recessions. The 
government recognised that the cost of health care was unsustainable. A decision was made that they 
were no longer going to throw money at the problem; they were going to look for real reform to get 
better value for money for the dollars they were spending. 

  As many of you know Canada is publicly funded, one of the few countries in the world that has a truly 
public only health care system. There is no private medicine in fact it is a criminal offence in Canada 
to bill patients for a publicly insured service. There is no second tier to offset the pressures in the public 
domain. It was required that the health care professionals buy in and recognise that they really had to 
make change happen. 

  A recent survey of 38 westernised countries, on value for money for health care showed that Canada 
is number one. It’s not necessarily that Canada is the best in the world, but it has gone down the value 
for money trail because the economy and other factors resulting from having a solely public system 
have forced value for money to the top of the agenda. 

  What are the essential ingredients of change? I’m totally convinced that medical leadership is the 
most important single factor to make change happen. And I have taken that philosophy around the 
country for the last four and a half months. Talking primarily to physicians but physicians are not the 
only people who will make change happen, there are clinical leaders in nursing and in other health 
disciplines who are equally important. However, I recognise the way the strategy is now rolling out and 
the political circumstances around breast cancer began to shape the agenda. I realised I had to go 
with the flow rather than try to impose a different agenda; although this is perhaps not the way I would 
have done it. 

  In my view the roll out of breast cancer to eight specialist centres is the challenge that will make or 
break the Cancer Strategy.  

  When I was here last year meeting with the Minister, Michael and with Brendan about taking on this 
post a press conference was held where it was announced that breast cancer would no longer be done 
in 12 centres. These were small hospitals where the number of breast cancers being done was as few 
as a dozen.

  Since then we have committed to reducing the number of centres that will do breast cancer surgery, 
the initial management of breast cancer surgery and the initial management of all cancer. This will 
be reduced to eight centres supporting four networks with about one million people in each network. 
Gradually, I think the clinical community has recognised that this plan to move to an eight cancer 
centre model is the correct way to go. In a paradoxical way the unfortunate events that have occurred 
in breast cancer and the reports that we have seen have tended to emphasise that it is no longer 
possible to have state of the art care in every hospital. 

  I had a rather robust day facing down 200 surgeons at the College of Surgeons on Valentines Day. It 
was an amazing day, it was a meeting that I insisted be closed to the media. The media were deeply 
offended not to be allowed to attend. But there was a vigorous and honest exchange of opinion. And I 
think coming out of that meeting the vast majority of the surgery community signalled their willingness 
to support the strategy or at least not to actively oppose it. I have made ongoing commitments to 
explore surgical outcomes in a number of areas but by and large I believe that support is crucial to 
moving forward. 

  Progress is being made, we are now down to 17 centres treating breast cancer and I hope by the 
end of the year we will be down to ten or very close to the magic eight. In the Sunday Independent 
this weekend 20 oncology posts and consulting posts will be advertised even though the consulting 
contract is not quite finalized. The decision was made to move ahead with the appointment of critical 
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consultant posts associated with the breast cancer programme, the radiation oncology programme, 
medical oncology and some of the other support services. Progress is clearly happening and those 
appointments are very necessary to enable the transition to the eight centre model.

  There has been a huge emphasis on resources and the Minister told you earlier that I had to redesign 
with no resources in British Columbia, and that is largely true. The government essentially told the health 
care system that they had to manage with no increase for a period of three to five years. Essentially the 
ultimatum was given that there was no other option and it was amazing what actually happened. The 
impossible became possible, things that could not have happened previously happened seamlessly. 
People who didn’t talk to one another for years, had to talk to one another in order to make things 
work better.  That experience had a huge impact on me. In British Columbia I think I hold the record 
for the number of policy grievances filed in the labour court against a single health administrator at 
17, all of which were settled with the unions. Ultimately we got the changes we wanted. 

  Change has not been easy but I believe that change can happen if people believe in what they are 
doing, if they believe that the cause is good and that they simply have to hang in there. 

  I appreciate the political support from the Minister and the government as well from within the HSE 
in the face of considerable political pressure much of which you have seen in the Irish media. The 
Irish media I find unbalanced, relentless at chasing negative stories and ultimately I think borderline 
irresponsible. 

  On the basis of my experience in Canada, I believe that there are some areas where resources will 
have to be injected but there are also many areas where resources can be mobilised to provide at least 
the same if not a better level of care. The biggest area in this dimension is the model around inpatient 
care. Last year when I was here for a brief period we did an audit of the number of patients receiving 
radiation therapy in an inpatient bed and the number was 249 on that particular day in February. The 
comparable number in British Columbia, with a population of 4.2 million all getting the radiotherapy 
in the public sector, was 50. At almost every turn I see a huge opportunity to translate an inpatient 
model of service to an outpatient and community model of cancer care which will in many cases be 
closer to home and provide at least the same quality of care, at a better cost. With the projections that 
we have for cancer going forward with it doubling between 2000 and 2020 a model of cancer care 
that depends on the massive use of inpatient beds is simply unsustainable. 

  I thought long and hard about taking on this job, I was coming to the end of my tenure as the 
academic head and programme head in BC and I had joined a golf club in anticipation of retiring. So 
to take on this challenge is something that I obviously care deeply about. I believe it is possible and in 
the two years I’m hoping the transformation will be well on the road so that my successor will be able 
to take the programme to the heights that it needs to get to. 
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HSE Chairman Mr. Liam Downey

HSE National Director Finance Mr. Liam Woods

HSE A/General Manager Mr. Mark Sparling

HSE
National Director of Human 
Resources

Mr. Martin McDonald

HSE National Director Population Health Mr. Pat Doorley

HSE
Network Manager South Eastern 
Hospital Group

Mr. Richard Dooley

HSE Consultant Histopathologist Mr. Rob Landers

HSE Consultant Physician Mr. Sean Murphy

HSE Nat Director Office of CEO Mr. Tommie Martin

HSE Manager Mr. Tony McNamara

HSE National Director Ms. Ann Doherty

HSE A/Asst National Director PME Ms. Bernadette Kilberd

HSE General Manager Ms. Bridget Howley 

HSE Matron Ms. Carol McCann

HSE Chairperson Ms. Edel Callanan

HSE Assistant National Director Ms. Fionnuala Duffy

HSE National Director PCCC Ms. Laverne McGuinness

HSE Network Manager Ms. Louise McMahon

HSE Director of Nursing Ms. Mary Boyd

HSE Director of Nursing Ms. Mary McHugh

HSE Director of Nursing Ms. Mary Owens

HSE Director  Finance/NHO Office Ms. Maureen Cronin

HSE Board Member Ms. Maureen Gaffney

HSE Director of Nursing Ms. Orlaith O'Brien

HSE Manager Ms. Phil Flood

HSE General Manager, CEOs Office Ms. Phil Shovlin

HSE Nursing Services Director Ms. Siobhan O'Halloran

HSE Speech and Language Therapist Ms. Tricia Diamond

HSE Chief Executive Prof. Brendan Drumm

HSE Board Member Prof. Niamh Brennan
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HSE National Director of HR Mr. Martin McDonald

HSE - Department of Public Health A/Director of Public Health Dr. Declan Bedford

HSE- Dublin North East Local Health Manager Mr. Pat Dunne

HSE Employers Agency CEO Mr. Gerard Barry

HSE-Cork South Lee Local Health Manager Mr. Dave Drohan

HSE-Cork South Lee Local Health Manager Ms. Gretta Crowley

HSE-Dublin Mid Leinster Local Health Manager Mr. Jim Ryan

HSE-Dublin South East Local Health Manager Mr. David Walsh

HSE-Dublin West Local Health Manager Mr. Fergal Black

HSE-Mayo Local Health Manager Mr. Frank Murray

HSE-North Central Dublin Local Health Manager Mr. Noel Mulvihill

HSE-South Local Health Manager Mr. Tom Leonard

HSE-South A/General Manager Ms. Yvonne Finn Orde

HSE-West
Speech and Language Therapy 
Manager

Ms. Marian Gillespie

HSE-West Cork Community Services Local Health Manager Mr. Ger Reaney

HSE-West Cork Community Services Local Health Manager Mr. Pat Dolan

HSE-Wicklow Local Health Manager Mr. Hugh Kane

IBEC Director Mr. Brendan McGinty

IBEC Director General Mr. Turlough O’Sullivan

IBEC Senior IR/HR Executive Ms. Sheila Treacy

ICTU President Mr. Peter McLoone

IMPACT National Secretary  Mr. Kevin Callinan

IMPACT HWDEC Member Mr. Richard Fitzgerald

IMPACT Cathaoirleach Ms. Sophia O'Reilly

Inclusion Ireland Chairperson Ms. Finula Garrahy

Independent Hospitals Association of Ireland Secretary Mr. Torlach Denihan

Institute of Public Health in Ireland CEO Dr. Jane Wilde

Irish Association of Directors Nursing 
& Midwifery

Director of Nursing Mr. Richard Walsh

Irish Association of Directors Nursing 
& Midwifery

Director of Nursing Ms. Barbara Fitzgerald

Irish Association of Directors Nursing 
& Midwifery

Director of Nursing Ms. Irene O'Connor

21695 Txt.indd   97 25/09/2008   12:38:50



98 99

Organisation Title Name

Irish Association of Directors Nursing 
& Midwifery

Director of Nursing Ms. Marie Tighe

Irish Association of Emergency Medicine President Mr. Fergal Hickey

Irish Association of Emergency Medicine Honorary Secretary Mr. James Binchy

Irish Association of Palliative Care  Ms. Ethel McKenna

Irish Association of Palliative Care Officer Ms. Sheila Ryan

Irish Association of Social Care Workers President Mr. Philip McFadden

Irish Association of Social Workers Publications Officer Ms. Ita Long

Irish Association of Social Workers President Ms. Marie Therese Mulholland 

Irish Association of Speech and Language 
Therapists

Chairperson Ms. Pauline Ackermann

Irish Association of Speech and Language 
Therapists

SLT Manager Ms. Stephanie O'Connor

Irish Blood Transfusion Service Chief Executive Mr. Andrew Kelly

Irish Cancer Society CEO Mr. John McCormack

Irish Cancer Society Nursing Services Manager Ms. Joan Kelly

Irish College of General Practitioners GP Dr Ciara McMeel

Irish College of General Practitioners GP Dr. Madeline McCarthy

Irish College of General Practitioners Ass Chief Exec Mr. Dermot Folan

Irish College of General Practitioners Former Chairman ICGP Mr. Eamon Shanahan

Irish College of General Practitioners CEO Mr. Fionan O’Cuinneagain 

Irish College of General Practitioners Director CME Mr. Henry Finnegan

Irish College of General Practitioners Chairman ICGP Mr. Mark Walsh

Irish College of General Practitioners Director PRC Mr. Michael Boland

Irish College of General Practitioners Former Chairman Mr. Richard Brennan

Irish College of General Practitioners Director of Women’s Health Ms. Ailis NiRiain

Irish College of General Practitioners Chair Education Ms. Mary Favier

Irish College of General Practitioners GP Ms. Velma Harkins

Irish Countrywomens Association National President Ms. Carmel Dawson 

Irish Countrywomens Association President IC Kildare Federation Ms. Netta Crowley

Irish Dental Association Acting CEO Ms. Elaine Hughes

Irish Heart Foundation Medical Director Mr. Brian Maurer

Irish Hospice Foundation CEO Mr. Eugene Murray
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Irish Hospital Consultants Association President Mr. David O'Keefe

Irish Hospital Consultants Association Asst. Secretary General Mr. Donal Duffy

Irish Hospital Consultants Association Obstetrician Mr. Michael O'Dowd

Irish Hospital Consultants Association
Chair Contract Negotiation  
Committee

Mr. PJ Breen

Irish Institute of Radiography President Ms. Suzanne Dennan

Irish Medical Council Consultant Psychiatrist Dr. John Hillery

Irish Medical Devices Association Director Ms. Sharon Higgins

Irish Medical Organisation President Mr. Martin Daly

Irish Medical Organisation Past President Ms. Paula Gilvarry

Irish Medicines Board Quality Manager Ms. Caitriona Fisher

Irish National Organisation for the 
Unemployed

Chairperson Ms. Ann Fergus

Irish Nurses Organisation Deputy General Secretary Mr. David Hughes

Irish Nurses Organisation INO Executive Council Ms. Collette Lynskey

Irish Nurses Organisation 2nd Vice President Ms. Jo Tully

Irish Nurses Organisation President Ms. Madeline Spiers

Irish Nurses Organisation INO Executive Council Ms. Marie Gilligan

Irish Nurses Organisation 1st Vice President Ms. Sheila Dickson

Irish Nursing Homes Organisation CEO Mr. Tadhg Daly

Irish Nutrition & Dietetic Institute President Ms. Halog Mellett

Irish Nutrition & Dietetic Institute Membership Secretary Ms. Pauline Dunne

Irish Patients' Association Chairman Mr. Stephen Mahon

Irish Pharmaceutical  Health Association President Mr. John McLaughlin

Irish Pharmaceutical  Health Association CEO Ms. Anne Nolan

Irish Pharmaceutical Union Pharmacist Mr. Adrian Mullins

Irish Pharmaceutical Union Committee Member Mr. Brian Walsh

Irish Pharmaceutical Union Treasurer & Chairman Mr. Darragh O'Loughlin

Irish Pharmaceutical Union Past President Ms. Marie Hogan

Irish Prison Service Director of Prison Healthcare Dr. Enda Dooley

Irish Refugee Council CEO Dr. Deo Ladislas Ndakengerwa

Irish Senior Citizens Parliament CEO Ms. Mairead Hayes

Irish Society of Chartered Physiotherapists President Ms. Karen Gunn

Irish Sports Council CEO Mr. John Treacy
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Irish Traveller Movement Coordinators Mr Damien Peelo

Irish Traveller Movement Coordinator Mr. Thomas McCann

ISQSH (Irish Society for Quality & Safety in 
Healthcare)

CEO Ms. Hilary Dunne

Joint Committee on Health and Children Clerk of the Committee Senator Mary White

Limerick Local Health Office Acting Public Health Director Dr. Tessa Greally

Limerick Regional Hospital Consultant Geriatrician Dr David Clinch

Mater Misericordiae Hospital Consultant Geriatrician Mr. Dermot Power

Mater Misericordiae University Hospital CEO Mr. Brian Conlon

Medical Council President Dr. Colm Quigley

Medical Council Registrar Mr. John Lamont

Medical Laboratory Scientists Association General Secretary Mr. Terence Casey

Mental Health  Ireland CEO Mr. Brian Howard  

Mental Health  Ireland Board Member Ms. Fidelma Ryan

Mental Health Commission Chairman Dr. Edmond O'Dea

Mental Health Commission CEO Ms. Brid Clarke

Mental Health Commission Acting Inspector Ms. Susan Finnerty

Mercy University Hospital Cork CEO Mr. Patrick Madden

Mid Western Regional Hospital Consultant Geriatrician Mr. Declan Lyons

National Breast Screening Board 
(Breastcheck)

Director Mr. Tony O’Brien

National Cancer Forum Chairperson Professor Paul Redmond

National Centre for Partnership and 
Performance

Head of Workspace Strategy Mr. Cathal O'Regan

National Centre for Partnership and 
Performance

Chair Mr. Peter Cassells

National Centre for Partnership and 
Performance

Director Ms. Lucy Fallon-Byrne 

National Consultative Committee on 
Racism  & Interculturalism

Training and Resource Officer Mr. Kensika Monshegue

National Consumer Agency Chairperson Ms. Ann Fitzgerald

National Council for the Blind of Ireland CEO Mr. Des Kenny

National Council for the Blind of Ireland Director of Services Ms. Elaine Howley

National Council for the Professional 
Development of Nursing and Midwifery

CEO Ms. Yvonne O’Shea
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National Council of Ageing & Old People Council Member Ms. Mary Nally

National Development Finance Agency Head of Indemnity Scheme Dr. Ailis Quinlan

National Disability Authority Acting Director Ms. Siobhan Barron

National Federation of Voluntary Bodies Chairperson Mr. Brendan Broderick

National Federation of Voluntary Bodies CEO Mr. Brian O’Donnell

National Herbal Council Chairperson Ms. Celine Leonard

National Parents and Siblings Alliance Director        Mr. Seamus Greene

National Rehabilitation Hospital Chief Executive Mr. Derek Greene 

National Safety Council Acting CEO Mr. Alan Richardson

National Social Work Qualifications Board Director Ms. Eilis Walsh

National Suicide Research Foundation Director Dr. Ella Arensman 

National Traveller Health Advisory 
Committee

Chairperson Dr. Abdul Bulbulbia

National Treatment Purchase Fund Director of Patient Care Ms. Anna Lloyd

National Treatment Purchase Fund Wait List Info Services Manager Ms. Liz Lottering

National University of Ireland, Galway Head of Department Prof. Andrew Murphy

National University of Ireland, Galway Department of General Practice Prof. Andrew Murphy

National Women’s Council of Ireland Head of Policy Ms. Orla O'Connor

National Women’s Council of Ireland Head of Support & Outreach Ms. Rachel Doyle

National Youth Council Director Ms. Mary Cunningham

Not for Profit Business Association Director Ms. Clodagh O'Brien

NUIG Head of Dept Prof. John Morrison

NUIG Professor Prof Maura Connolly

Nursing Homes Ireland Director NMI Ms. Cora McNamara

Ombudsman Office Ombudsman Ms. Emily O’Reilly

One in Four Advocacy Director Ms. Deirdre Fitzpatrick

Opticians Board Board Member Mr. Ian Tighe

Our Lady of Lourdes Hospital, Drogheda Consultant Paediatrician Dr Alf Nicholson 

Our Lady's Children’s Hospital Chief Executive Mr. Lorcan Birthistle

Patient Focus Development Officer Mr. Jim Reilly

Patient Focus Patient Advocate Ms. Catriona Molloy

Pavee Point Health Coordinator Ms. Missy Collins
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Pavee Point Director Ms. Ronnie Fay 

Pharmaceutical Society of Ireland Registrar Dr. Ambrose McLoughlin

Postgraduate Medical and Dental Board  Prof. Gerard Loftus

PRA Committee Member Chief Executive Officer Mr. Fergus Clancy

PRA Committee Member Consultant Mr. John Travers

PRA Committee Member Research Professor and Head Prof. Miriam Wiley

Pre-Hospital Emergency Care Council Director Dr. Geoff King

Pre-Hospital Emergency Care Council Chairman Mr. Paul Robinson

Psychological Society of Ireland Principal Psychology Manager Dr. Michael Byrne

Price Waterhouse Coopers
Partner/Head of Corporate 
Finance

Mr. Aidan Walsh

Quinn Healthcare Managing Director Mr. Donal Clancy

RCSI/Beaumont Hospital Professor of Surgery Prof. Arnold Hill

Regional Health Forum Dublin and North East Chairperson                                        Cllr. Gerry Murray,              

Regional Health Forum Dublin and North East Vice Chairperson Cllr. Hugh McElvaney

Regional Health Forum Dublin Mid-Leinster Vice Chairperson Cllr. Frank McDermott

Regional Health Forum Dublin Mid-Leinster Chairperson Cllr. Mary Freehill,                

Regional Health Forum South Chairman Cllr. Liam O'Doherty,               

Regional Health Forum South Vice Chairperson                         Cllr. Pat O'Neill 

Regional Health Forum West Vice Chairperson Cllr. Ciaran Brogan

Regional Health Forum West Chairperson Cllr. Josephe Hennessy

Royal College of Physicians in Ireland
Specialist in Public Health 
Medicine, RCPI

Dr Derval Igoe

Royal College of Physicians in Ireland President Dr. John Donohoe 

Royal College of Physicians in Ireland CEO Mr. Leo Kearns

Royal College of Surgeon in Ireland Professor of Pathology, RCSI Prof. Elaine Kay

Royal College of Surgeons Head of Dept of Microbiology Prof. Hilary Humphreys

Royal College of Surgeons in Ireland President Prof. Gerald O'Sullivan

Safefood - Food Safety Promotion Board CEO Mr. Martin Higgins

Samaritans Director Ms. Suzanne Costello
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SIPTU Branch President Mr. Jack Kelly

SIPTU National Nursing Officer Ms. Louise O'Reilly

Sligo General Hospital
Consultant Psychiatrist, Sligo Mental 
Health Services

Dr. David Gunne

Society of St. Vincent de Paul Social Policy Officer Ms. Audrey Deane

Society of St. Vincent de Paul Social Policy Officer Ms. Margaret Burns

South Tipperary General Hospital Consultant Obstetrician Dr. Brendan Powell  

St Frances Hospice Consultant Palliative Medicine Dr Regina McQuillan

St Ita’s Hospital Consultant in Psychogeriatrician Dr Mary Cosgrove

St James's Hospital CEO Mr. Ian Carter

St. James Hospital Consultant Cardiologist Dr. Eilish McGovern

St. John's Hospital Chief Executive Mr. Timothy Kinnelly

St Luke’s Hospital CEO Ms. Ann Broekhoven

St Luke’s Hospital, Kilkenny Consultant Physician Dr. Gary Courteny

St Otterans Psychiatric Hospital Chief Psychiatrist Dr Richard Horgan

St Vincent’s University Hospital Consultant Oncologist Professor John Crown

St. Vincent’s University Hospital CEO Mr. Nicky Jermyn

The Health Network Chair Ms.  Brigid Quirke

The Rotunda Hospital Secretary/General Manager Mr. Fintan Fagan

Trinity College Director Dr. Kevin Tierney

Trinity College Dublin Professor of Clinical Oncology, TCD Prof. Donal Hollywood

UCATT National Secretary Jim Moore

UCHG Consultant Medical Oncologist Dr. Maccon Keane

University College Hospital, Cork Consultant Cardiologist Dr. Peter Kearney

University College Cork Professor of General Practice Prof. Colin Bradley

University College Cork Board Member Prof. Michael Murphy

University College Cork Professor of General Practice Prof. Colin Bradley

University College Hospital, Galway
Radiation Unit, University College 
Hospital, Galway

Dr Frank Sullivan

University College Hospital, Galway Consultant Surgeon, UCHG Mr. Oliver McAnena
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University College Hospital, Galway Professor of Surgery, UCHG Prof. Michael Kerin

University of Limerick Director Medical School Prof. Paul Finucane

VHI HR General Manager Mr. Dermot Maguire

VIVAS Health Chief Executive Officer Mr. Oliver Tattan

Women’s Health Council Director Ms. Geraldine Luddy

Women's Aid Director Ms. Margaret Martin

World Alliance For Patient Safety Patient Champion Ms. Mary Vasseghi

 GP Dr Michael O'Doherty 

GP Dr. Jerry O'Flynn

 GP Dr. Richard Brennan
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