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1.1 

INTRODUCTION AND SUr·1MARY 

Background 
I· 

For some time the marked increase in the number of in-patients admi tted 

to acute hospitals0)has been causing concern to those involved in the 

planning and provision of health services. A frequently quoted statistic 

indicates that in the 20 years to 1981 the number of admissions almost 

doubled although the population of the country has only increaied by 20%. 

TI~o studies entitled 'An Examination of the Trend Towards Increase in 

Hospitalisation,(2) have already been carried out for the Department 

of Health in an attempt to identify where and if possible 11hy thi.s high 

rate of gro~lth is occurt'ing. One of the main conclusions to emerge from 

both these studies is that the major determinants of the increase in 

admissions have been changing attitudes to health care and the availability 

of improved service~. 

There is mounting evidence that many patients who are currently admitted 

to acute hospital beds could be treated by some other means. for instance 

as an out-patient ot"- in some form of day care(3). 

In the light of these developments-·the Planning Unit of the Department of 

Health initiated a pilot study of hospital admissions policy(4) early in 

1983. This pilot study focused on the acute hospitals in the ~'id '·Iestern 

Health Board Area. It concerned itself Vlith identifying the factors which 

result in persons being admitted to hospital beds who could have been treated 

adequately by some other fonn of care. The results of this study are 

summarised in Appendix l. The findings broadly a9ree with these of the 

current revi ew. 

It was considered 110rthwhile to extend the study of hospitals admission 

policy in an amended form to other Health Board Areas. 

1.2 Ainl of the Review 

The broad aim of the review is to 

collect informJtion on the admissions policies in 
cert~i n hospitals ~ii th a vi ew to es tab 1 i shi n9 

• whether di fferences in these policies have an 
impact on the number of pa ti (!nts admj tted ; 
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2. 

identify factors other than admissions policy 
which affect the level of admissions; 

make recommendations on steps which could be 
taken to contain the rate of increase while 
ensuring that existing health care needs are 
met. 

1. 3 ~~ethodology 

1.3.1 Hospitals chosen 

The central core of the review consisted of collecting and analysing 

information about five hospitals which were chosen by the Department 
of Health to be th~ subject of the study. Three of these hospitals 

are in the South Eastern Hea.lth Board Area. They are the Regional 

hospital for the area 

the Ardkeen Hospital, Waterford 

and the two main county hospitals 

Wexford County Hospital 
St. Luke's Hospital, Kilkenny. 

The other two hospitals are V untary Public Ilospitals in the Eastern 
Health Board area '7 

St. James . Hospital, Dublin 

Mater ~'isercordiae, Dublin. 

These hospital s were chosen because they provi ded exampl es of di fferent 
types of acute hospital with some operating in rural and others in urban 

. catchment areas. 

1.3.2 Initial Visit 
-c, 

Each hospital received an initial visit from the Department of Health 

officials. In that first meeting the background to and purpose of the 
study was outlined and some general information was collected concerning 

... 



3. 

the reasons for the gro~lth of admissions to that particular hospital. 
Hr.ere possible the meeting was attended by the Hospital Administrator, 
the Matron and a consul tanto The Department of Health \'laS represented 
by a doctor, an officer of the Planning Unit and the analyst assigned 

1.3.3 Questionnaire 

Each hospital was asked to complete a detailed questionnaire on the 
admissions policy in operation. A blank questionnaire is included 
at Appendix 2.1. 

1.3.4 Census Survey 

In order to supplement the information contained in the questionnaire 

a survey was c~rried out of all admissions to each hospital over a two-
day period. In the South Eastern Health Board Area each hospital 
carried out its survey on 18th and 19th July 1983. St. James's Hospital 

and the Mater were surveyed on 27/28 July 1983 and 7/8 August 1983 
respectively. In their cases it was decided to ensure that one day on 
which the hospital was 'on call' for accident and emergency purposes was 
included. 

A blank census survey form is at Appendix 2.2. The final four questions 
> 

on thi"s form were to be completed by a member of the medical staff of the 

hospital - preferably the consultant in charge of the case. 

1.3.5 Return Visit 

:,,:; ... -

The analyst assigned to the study returned to each hospital for meetings 
~ith the medical, nursing and administrative staff. The comp 1 eted 
ques t ionna i res had ill us tra ted the bones of admi ss ions po 1 i cy aild 

procedures in operation in the hospital. The purpose of these meetings 
was to fill out this outline picdre and check on any issues that were 
unclear. The meetings also proved a useful vehicle for co'llecting , , 
opinions on the r~asons for the 9 wth in admissions and possible 
approaches to con t3 i ni ng thi s gro~ th. 

~-.' 
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4. 

1.3.6 Statistical Infonnation 

The infonnation collected above provided a compre~ensive picture of the 
nature of admissions policy in each of the hospitals surveyed. It was 
then necessary to compare the picture gleaned with the level of admissions 
to each hospital and the change in this level over a number of years. It 

was hoped that by so doing different admissions policies could be associated 
with different trends in the number of admissions. The main source of such 

information ~Ias statistical returns made by the hospital to the Department 
of Health. This information is now published each year by the Department' 
in 'Statistical Infonnation Relevant to the Health Services'. Statistics 

for the number of beds in each hospital and trends in average duration of 
hospital stay (ADS) were also collected and their implications for the 

level of admissions were examined. The trends in each hospital were 

compared with one another and ~lith national averages over the period 1976 
to 1982. 

In addition. the admission rates per thousand population to each of the 
three hospitals in the South Eastern Health Board Area were compared for 
the year 1980. This was done by calculating the population by age in 

1980 of the catchment area for each hospital as defined by the Health Board 
and comparing it with the number of admi ss ions by age to the hos~i ta 1 in 
that year. Population figures were derived from Volume 11 of the 1979 

Census and unpublis!led 1981 figures. The figures for admissions by age wer'e 

supplied by the ~ledico Socio Research Board from their Hospital In-Patient 

Enquiry (HIPE). 

'" 

1.3.7 Background Research 

In order to set the review in context it was considered appropriate to 

examine literature relevant to health care - in particular the economic 

" 

aspects of the provision of health care. .Ilvailable national and inter'nationai 

statistical information on health care was also analysed. A hibliography of 
literature examined is at Appendix 3. ,The views of economists, adn:inistrators 
and members of the medical profession, who were not dirpctly connected with 

the five hospitals surveyec, were also sought on the general problem of the 

incr'ease in admissions. 
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1.3.f; The time available for the revie~1 was sho:-t - approxin>ately three months. 

In contrast tt!e subject of admissions policy is extremely ~Iide. 

decided, in the limited time, to 

concentrate on a detailed analysis of the information 

pertaining to the five hospitals surveyed; 

I twas 

draw up some general conclusions from this information; 

'1.4 Summary 

tie in these results with available literature 

and statistics on health care; 

indicate so~e possible approaches to resolving the 

problems diagr.osed with a vie>1 to generating savings. 

Chapter 2, sets the review of hospital admissions in context by examining 

the aims of heaHh care expenditure, an overview of the l.-ish health care 

system and the sources and uses of funds for health care. 

Chapter j describes the admissions policies and procedures 1n operation 

in the three hospitals in the South Eastern Health Board Area. 

Chapter 4 provides this description for St. James and the Mater. 

Chapter 5 examines the impact of admissions policy by looking at the 

results of the census survey, statistical information and admissio~s 

per thousand population. 

Chapter 7 looks at the potential for controlling admissions to acute 

hospitals using admissions policy, supply management and demand managemer.t.. 

Chapter 8 summarises the information collected and gives the main 

conclusions and recon:mendations. 

-----... -.-.-,,-, r-:- ... _ .... _ ........ __ _ 
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2. 1 

THE REVmJ IN CONTEXT 

Introduction 

?w....-!-- 1::-/<,/ 1,.. "f.J ~ .{.. 

~..{ 

This chapter sets the review of hospitals admissions policy into the context 

of policy and practice of health care expenditure in Ireland. It sets out 

the broad aims of health care expenditure. the system of health care used to 

achieve these aims and the sources and uses of funds to support this system. 

£.2 The Ai~s of Health Care Expenditure 

2.2.1 The ~!hite Paper National Development 1977-1980 contains a general state~ent 
of health care policy: 

"policy will aim at providing a first-class general servi~e which 
will secure the highest possible standard of physical and mental 
health for all the people to ensure that no person will be denied 
medical care because of his inability to provide for it out of his 
own resources". (P .58) 

This general statement implies that certain ethical issues. such as the 

existen"ce of a basic human 'right' to health care have been resolved and 

these issues will not be debated in th";s review. Instead the difficul ties 

associated with interpreting and acting upon such a policy statement will 
• 

be examined. These difficulties stem from two themes which constantly 

recur in health care policy - 'equity' and 'efficiency'. 

2.2.2 Equity 

It is generally agreed that the provision of health care should be equitable. 

What is not always clear to the policy-maker or to those involved in the 

provision of health care is what is meant by equity and how success in 

achieving it can be measured. 

For instance, ideally. the result of health care expenditure might be, as 

indicated in the policy statement above, 'the highest possible standard of 

physical and mental health for all'. This might be termed 'eguit~· of 

outcome' . HOl1ever, good hea lth is the res ult of many factors. Income. 

housing conditions, education. heredity, and lifestyle all have an"impact 

on the standard of health which an individual attains in his lifetime. It 

is extremely difficult to measure the level of healthiness of an individual 

or a community. There are no satisfactory indices of morbidity (illness) 

in Ireland. The best P)'oxy which has been developed is the use of 

standardised mortality (death) rates.'" These rates are but a partial 

indicator of lack of healthiness and do r.othing to measure quality of 

1 i flo'. 



'"'--J- ........ _______ _ 

, 

Even if this difficulty could be overcome there still remains the problem 

of separating out the impact of health care policy from all the other 

factors which affect health and of measuring the effects of changes in this 
pol i cy. 

In the event it is not surprising that some second-hand concepts of equ~ty 

have emerged. The most common of these, is eguity of access which can be 

defined as ensuring that every individual in the state has equal access to 

health care facilities regardless of ~Ihere he lives or of his financial 

situation. This approach is encapsulated in the above policy statement -
! 

no person will be denied medical care because of his inabil ity to provide 

for it out of his own resources: Policy decisions which have implications 

for the accessibility of health care include locational strategies for 

hospitals, rules governing eligibility for 'free' general practitioner service, 

prescribed medicines and hospital beds and state intervention in health 

insurance schemes .• The National Health Service in the United Kingdom is 

an examp 1 e of a h-ea lth care sys tem des i gned to provi de equity of access to 
its users. 

Unfortunately 

care. There 

equity of access does not guarantee 'eguity of use' of medical 

are well documented studies(l) which highlight the fact that 

in spite of ease of access those in the 10~ler income strata in the UK make 

significantly less use of the NHS than their better off countrymen. -It is 

possible that providing health services free for all actually reinforces 

inequities rather than removing them. 

2.2.3 Efficiency 

The policy-maker has first to establish precisely what it is that health care 

expenditure is intended to achieve and then how success should be measured. 

Two major problems still remain. First, it must be decided what resources 

soci ety ~s will i ng to devote to h2a 1 th care and, secondly ho\~ these reSOUI-ces 

are to be deployed to maximise the return from them. The phrase 'the 

highest possible standard' i~ the,above statement expresses both these 
issues in a general way. 

.' 
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Z.2.a :orce cements made by Sir George Godber, fomer Chief t"ecic=l Officer of 

the Department of Hearth and Social Security in the United Kingcom help 

to illustrate the dilemma facing the health policy-maker: 

'Quite a short time ago the thetoric of health care seemed to 
assume that society had a duty to provide all the health' care 

from ~/hich each of its. members could conceivably benefit. That 
might have been tenable in the middle years of this century ~/hen 
technical complexity was less and costs ~Iere far belm" those now 
obtaining - though certainly no country reached that level of 
provision even then. Now such a goal' is beyond the reach of any 
nation, partly'through lack of means and partly because an open
ended corrmitment would ah/ays lead to some hypothetical, marginal 
benefit from care or probability in diagnosis that would offer 
minimal return for the effort expended. ".S a result, some form 
of rationing exists for almost everyone either by ability to pay 
or by queui ng for a sha re of a 1 imited servi ce to ~Ihi ch everyone 
has access. .... The objective of providing all possible care 
strictly in accordance with need must remain. The compromise 
now must be to provide the most for the most and not everything 
for a fe\~'(4). ' 

2.2.5 The Market for Health Care 

In a free market supply and demand are brought into equilibrium by the 

price mechanism ther things being equal the' higher the price the more 

of the commodity will be supplied and the less demanded and vice versa. 

Such a market does not operate for health care because rationing the supply 

by ability to pay conflicts with t~e notion of equity. In addition, in a 

free rr.arket the consumer is assumed to bein possession of sufficient 

infonnation to make a rational choice as to the amount and type of commedi ty 

required. 

In the health care market the consumer is not usually in a position to judge 

the type, an;ount or price of the treatment he 'needs - he must allow a member 

of the medical profession to make. that decision for him. 

Thus the market for health care is an administered markE't \~here the allocation 

of supply and effect i ve demand are controlled by the medi ca 1 profes's ion. 

2.3 An Overview of the Irish System of Public Health Care 

2.3.1 The supply of health care in Irelilnd is controlled by a dual system I·,ith puhlic 

and private components. The private component is relatively small - eX.penc!itv;"" 

on it accounts for less than 1% GNP -' and is not examined in this review. The 

public system has 3 main elements 

a decentralised organisation structure for administering 
public health care through eight regional health boal'ds 

a scheme of en!" "'ent to health care which also affects demand 

·Jf medical care. 
::;-



• 

to non-capital expenditure on health services has grown from 4.4% in 1971-72 
to 8.1% in 1982(2). This is high by international standards although there 
are signs that 
Appendi x 3 .. 1. 

this growth is l·evelling off. National trends are shown in 
Some international cow.parisons are contained in Appendix 3.2. 

There was a time when any expenditure o~ health care was seen as a 'good' 
thing and imposing an upper limit was considered inappropriate"and 

unfeasible. However, pressure of international recession and financial 

constraints has created an awareness that the'bottomless pit' of health 

care expenditure can not be maintained. 

This imposition of a limit on the resources available has made those 

administering health care budgets even more aware of the need to use these 

budgets effiCiently. In fact one aim of policy now could be expressed as 

being to contain costs in ways that increase efficiency. 

In a paper enti'tled 'Economic Efficiency in Heal.th Care Delivery,(3) 

Brian Abel Smith defines the concept of economic efficiency as applied 

to health care: 

'In theory, health care resources should be used only up to 

the point where the marginal health gain is equal to the 

marginal resources input'. 

He himself admits that definition is easy compared with the task. of showing 

what is or is not an efficient use of resources in practice. The main 
difficulty lies in establishing the amount of health gain for the resources used. 

'lr! the other hand, measuring the cost of inputs (e.g. ph'ys~cian contacts, drugs 
prescribed, hospftal bed days used, tests provided) is not ah~ays as strai.ght

forward as it might appear. 

i. 

It is clear that attempts to establish efficiency or lack (If it in t~e use of 
limited health cal·e resources is a prerequisite to effective policy-making. 

" 



2.3.2 The Health Boards 

The areas of each of the eight Health Boards are listed in Appendix 4. I. 
Each Board is provi ded wi th a budget by. the Department of Hea I th ~/hi ch it 

m~st allocate to 

Health Board Hospitals 

a Community Care Programme 

payments made under the General Medical Services Scheme(5} (Gt·1S). 

Information on the use to which funds devoted to Community Care are put 

can be found in Statistical Information relevant to the Health Services. 

The bulk of each Board's funds are devoted to the hospitals which may be 

general or special hospitals. The special hospitals 

geriatric and hospitals for the mentally handicapped. 
tiers of general hospital: 

include psychiatric, 

There are three 

• 

District Hospitals are small institutions, most of them 
rangir.g in size beb/een 20 and 50 beds. They have the part-
time services of a general practi tioner (G.P.). 
many of these hospitals are occupied by long stay 
There are 54· such hospitals in the country. 

In practice 
elderly patients. 

County Hospitals,of which there are 24,provide a general medical 

and surgical and maternity service for their catchment area which 

is usually a county within the health board area. They usually 

have between 10,0~and 200 beds ~nd,\are staffed at consul tant level 

with at least;bne: surgeo'! andConejphysician. 
G /. 

Regional Hospitals have higher numbers of ~onsultant staff and 
provide more specialised services for the health board area .for 

instance paediatrics, opthamology, Ear Nose and Throat (E.N.T.). 

In addition to these 'regional' specialties some specialties, 
for instance cardiology, are provided on a national basis at 
only one or t\~O centres in the country - usually Dublin and 
Cork. There are 9 regional hospitals. 

,. 



2.3.3 Voluntary Public Hospitals 

In addition to the Health Board Hospitals there are about 44 Voluntary 

Public Hospitals ~Ihich are privately owned by a lay board or a religious 

order. These are almost entirely funded by the Department of Health 

'on behalf of' the Health Boards. However, the Health Boards have no 

say in the running of these hospitals. They include some special 

hospitals and 23 general hospitals most·of which are in the Dublin Area. 

2.3.4 Entitlement to Health Care 

There are three categories of eligibility with the number of free services 

to which an individual is entitled depending mainly on income. A 

riescription of the three categories and a list of the main services to 

which people in each category are entitled is at Appendix 4.2. The main 

features are that persons in Category I (about 37%population) are enti tled 

to free GP services'and prescribed medicines. These are paid for through 

the General r~edical Services Scheme mentioned at 2.3.2 above. Everyone 

in the State is entitled to free maintenance in a public ~Iard of a public 

hospital. 

The Voluntary Health Insurance Scheme allo~ls people to supplement their 

entitlemp.r.t by purchasing health insurance. It is concerned mainly with 

hospital in-patient costs. 
The extent to which an individual may choose to seek medical help is likely 
to be affected by the amount which he has to pay. 

2.3.5 System of [)elivery of r'~edical Care 

G.P.'s are independent professionals who charge for their services on a 

'fee for service' basis. They are reimbursed by the Health Board for 

those of their patients entitled to free GP services. 

When necessary G.P. 's refer thp.ir patients, from the primary care they 

provide, as an outpatient to 3 specialist consultant or' for inpatient 

treatment in the local county hospital. A consultant may in turn find 

it necessary to refer a patient to a hospital providing a Regional 0/' 

National specialty. Occasionally patients may be referred by a GP 

direct to a regional or national specialty. 
\~ 



2.4 

2.4.1 

Consultants are also independent professionals although paid partially 

by a salary from the Health Board. JUJlior medical staff and all nursing 
(JI /.( !f,;r-. 

staff are employees of the Health Board. The type and number of 

consultants is regulated by Comhair1ena nOspideal. 

Sources and Uses of Funds for Health Care 

The Department of Health statistics for non-caPital~xo iture 

hea 1 th servi ces have a 1 ready been used in paragraph 2.-2.3 above 

indicator of the level of health care expenditure in reland. 

on public 

as an 

They I·ti 11 

now be used to illustrate the sources and uses of public health care funds. 

2.4.2 Sources of Funds 

Appendix 5.1 shOl'/s the sources of funds for non-capital health services 

for the years 1979 to 1982. The striking feature about the source of 

these funds is that consistently over 90% come from the Exchequer. Any 

pressure on Exchequer funds through constraints on borrol-ling capacity or 

on the ability to raise finance through general taxation must be felt in 

turn in the health care budget. Table 2.1 shows the real growth of total 

non-capital resources devoted to health care between 1978 and 1982. 

TABLE 2.1: Real GrOl~th in Health Exoenditure 1978-1982 

- Year % 

1979/78 ' 11.5 

1980/79 17.4 

1981/80 - 2.6 
( 

1982/81 - 1.6 

1982/78 5.8% p.a. 

1982/79 4 % p.a. 
" 

1~ : 

" 
, , 0-

, , 



~ 2.4.3 Uses of Funds 

A breakdown of non-capi tal heal th care 

to 1982 is contained in App~ndix 5.2. 

·1982 and the significant proportion of 

Hospi tal s Programne is apparent. 

expenditure by prograr.me from 1978 

Figure 1 shows this breakdown for 

resources devoted to the General 

FIGURE 1: Non-current Public Health Service Expenditure by Programme 1982 

Source: Statistical Information relevant to the Heal th Services. 1982. 

If the general ho~pitals element of the prograllF.1e is examined 'separately 

the following picture emerges: 

TABLE 2.2: Real Growth in General Hospitals Expenditure 

Year % 
:.~ 

1979/78 16.5 (Est.) 

1980/79 18.2 

1981/80 - 3.3 

1982/81:' -10.7 

1982/79 2.5 p.a. 

Source: Statistical Information relevant to the Health Services 1983. 
;", 
I': 
I 

In 1982 82% of the General Hospit.~ls PI-ogramme expenditure,.went on services 
I, 

in regional. pubr;-c voluntary and health ~()ard county hospitals and homes. 
, I 

The average annual real growth in ~xpenditure in these hospitals between 
1978 and 1962 vias 4.7% in Regiona;. 3.7% in Public Voluntar-y and 6.5% in 

County Ilospitals. In each c~si'Whc trend 11as a ver'y sharp incn~ase in 

1979 followed b" levell in~ .off :rr dOl-mturn in 1981 and 1982. 
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2.5 Hospitals Admissions in Context 

2.5.1 It is clear from the foregoing that, in Ireland" institutional care in 
general hospitals is the main vehicle used to achi~ve the aims of health 

care expenditure. In an effort to control expendilure the anmunt of 
resources being devoted to care in general hospitals is diminishing 
relative to the total. In view of this it is important that this eleJ;1ent 
of expenditure becomes the focus of anal~sis to find potential areas for 
improving effectiveness and efficiency tf the quality of the service 

provided is not to suffer. 

2.5.2 The supply of acute hospitalization is determined by a number of factors 

2.5.3 

the number of acute beds available 

the number of consultant doctors available to treat 
the patients in these beds 

the number of non-consultant hospital doctors and 
nursing staff 

'. the availabil ity of investigative and treatJ;1ent 
facilities e.g. operating theatres and radiology 

the availability of ancillary services e.g. laundry. 
catering, administration 

The demand for acute hospitalisation is the sum of all the requests made 

to the hospitals for admission. Although the initial need for admission 

may be perceived by the individual, it is a member of the medical ~rofession 

who translates this need into effective demand. Determining whether the 

need is genuine is the province of the medical profession but cannot always 

be done with scientific accuracy. 

The decision to decide how to allocate the supply of acute hospitalization 

among those demanding it is an administered one and one end resul t is a 

particular level of admissions. 
.' 
" ,. 
! 

A change in the level of adJ;1ission~ over time is indicative of a change 
in 

or 

supply 
demand 

" 
, 

, . 

admissi~,b policy. 
I 
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Appendix 6.1 sho~ls the changes in the level of admissions to acute 
hospitals for a number of years. If all acute hospitals (excluding 
private) as defined by the Department of Health are taken into 
consideration the compound annual rate of increase between 1974 and 
1981 was 3.5%, If only Regional, County 'and general Voluntary Public 
Hospitals are taken account of, the pattern is as shown in Table 2.3. 

TABLE 2.3: 

Year Regiona 1 County Public Voluntary Tota 1 

Annua 1 average: % % % % 

1981/74 7.2 2.3 5.0 4.7 

1981/80 17.7 - 4.8 3.0 3.9 

?-- t.,.. 0.. cI, k ~.t4. 
2.5.4 The high rate of real increase in expenciture on the general hospitals 
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programme up to 1980 was partly due to increases in supply. There were 
two main reasons for the change in supply - the Government Decision in 

October 1975 to set up a network of twenty-two centres for general hospitals 
instead of the twelve recommended in the 1968 Fitzgerald Report 'Outline of 
the future hospital system' and .the consequent development of son:e hospi tals 

and increases in the number of consultants, doctors and nurses. 

Demand for acute hospitalisation has also risen. A number of factors 

are believed to have stimulated demand 

an increase in population of just less than 1.5% p.a. 

between 1971 anc 1981 (See Appendix 6.2); 

~~~7 
'-<."'"' .:.... w-.-.A ..:d 
,.i..oy-. - ~r 

illnesses which ~Iere once fatal are novi curable or at 
least treatable and people actively seek out the -
treatment. If cured they live to return to nospital 

with some other ailment later in their life; 

as a result of the availability of effective treatw.ent 

people's attitude to hospitalization has changed - it 

is now seen as a good thing,and desirable even for 
relatively minor illnesses or injuries; 

...... ,..-,....:= '" ";' -~'I.-



smaller nuclear families are less likely to have 

somecne available to look after a sick person and 

there is insufficient community service back up to 

enable many sick people to stay at home; 

about 95% of the population are cove'red by health 

eligibility or VHI for their maintenance and 

treatment in hospital. The remaining 5% are covered 

for maintenance in a public ward. There is no\'/ for 

most people,no fi~ancial disincentive to hospital 

admi ss ion. 

Other factors which can affect demand are the age arid socio economic 

structure of the population - the youngest, oldest, and poorest in society 

r.1ake rToOst use of hospitals and socio-economic factors. At, the moment, 

ilVJ Ion average the age structure is moving in favour of reduced demand. An 

increase in unemployment may be beginning to have an impact. 

All the up\~ard pressures on demand combine to bring pressure to bear on 

the medical profession who have every incentive to respond favourably and 

make demand effective. 

In this light it is not surprising that admissions have been grO\~ing. 

This review should indicate the extent to which adr.1issions policy can 

be used to control admissions. 

2.5.5 Any attempt to improve the effectiveness and efficiency of the hospital 

system by containing or reducing the level of admissions must be approached 

wlth caution. 'Effectiveness' in this context could be 'viewed as ensuring 

S~ t, (that those in need of acute hospitalization get it and 'efficiency' as 

ensuring that those who get acute hospitallzation need it. Determlnlng 

'need' is the province of the medical profession, However, there is a 
. 

general' feeling that, given the extent to which admissions are out of line 

(
I ::t:rP:~~I:~i~:r~r~:::~ ~::~:er:::i~:t~:~,: :~~:rh~:~:t:~ :'::~c:~ ~~~a~::~~' 

not necessitating admission to an acute hospital bed. 
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3 HOSPITALS SURVEYED - SOUTH EASTERN HEALTH BOARD AREA 

3.1 Introduction 

3.1.1 This Chapter presents the descriptive infonnation collected about the 

three hospita.l sin the South Eas tern Hea lth Board Area, vi z. 

, . 

Ardkeen Hospi tal, Haterford 

Hexford County Hospital 

st. Luke's Hospita 1, Kil kenny. 

For each hospital the fol.lowing infomation is provided 

a brief general description of the hospital 

a description of the admissions procedure in operation 

a statement of the hospitals admissions policy 

general comments. 

3.1.2 This information is based on the questionnaires completed by each hospital 

and the interviews carried out with the administrative ,consul tant and 

nursing staff. The description for each hospital follo~ls the same basic 

format although·the amount of information and the depth of coverage varies. 

3.1.3 A patient can be admitted to a hospital 

through the Out Patient Department 

through Casualty 

do; h t! I~ 
(9PD) Clinics -~ 

i~ 
direct to the Hard aLa hospital Unit. 

Admissions by each of these routes are described here. Maternity cases 

are,in eachhospital, admitted direct to the Maternity Unit. 

3.1.4 A difference· in a policy or procedure is significant if it has the effect 

that a particular patient presenting himself at a hospital with a particular 

set of symptons \~ould be admitted to some hospitals and r.ot to others. The 

extent to which differences in the policies and procedul"es described below 

might have that result will be discussed in Chapter 5. 
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2.5.6 The reasons for the growth in levels of admissions will be explored in 
greater detail in later chapters. It is more important nml to examine 

the impact on the efficiency and effectiveness of a hospital of a reduction 
. in hospital admissions. The occupancy level of any hospital is deterrr.ined 

by the number of admissions to the hospital and the average length of time 

each patient stay (A.D.S.). These hlo combined give the total number of 
patient days for the hospital. The capacity for patient days is limited 

by the number of beds and other facilities available in the hospital. 

An effective and efficient hospital co~ld be defined as one which meets 

the real needs ·of its catchment population with the minimum number of 

beds (the lowest possible ADS consistent with patient needs and the 

maximu~ occupancy. ) . 

If the number of admissions to a hospital drops without any change in 

facilities a. number of things can ,happen: 

FrequentLY the response is an increase in the ADS while the number of 

patient days remains constant. This happens because the drop in 

ad~issions reduces the pressure to make beds available quickly and 

patients tend to be kept in 10,Qger than absolutely- necessary. This 
result is clearly incons,istent with the objective of efficiency. 

Another possibility is that reduced admissions result in beds .being left 

idle. This creates a saving of the variable costs associated with an 
occupied bed- meals served, clean linen daily etc. Kowever, a large 

part of hospital custs are fixed i.e. they remain constant regardless 

of the level of occupancy- nurses salaries, light and heating, 

.administration are examples. .Thus though some savings may be realised 

the system is operating ineff~ciently in that fixed resources are being 

over- provi ded. 

It is only if the 

can be jettisoned 

fa 11 . 

J'~{/; 
beds and other fixed costs associated with the ~dmission 

---------------that really efficient savings can be made when admissions 

It is clear that reducing or containing admission cannot be seen as a 

cure-all for the increasing cost of the general hospitals services. Any 

attempt to identify means of achieving such reductions must be subject to 

close scrutiny against the criteria of the effectiveness and efficiency of 

• the system as a whole. 

~----~-----.--------.---
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3.2 Ardkeen Hospital, "a terford 

3.2.1 General Description 

Ardkeen Hospital is situated in the suburbs of Haterford City. It is the 

regional hospital for the South E'astern Health Board Area. It also meets 

the general hospital needs of that part of the South Eastern Heal th Board 

Area which encompasses Haterford County less north County !·Jaterford (the 

old dispensary districts of Ballymacarbry, St. ~Iary's, Kilsheelan and 

Rathgormak) plus South Kilkenny (the old dispensary districts of Piltown, 

Ullid and Kilmacavogue). 

In 1981 the population of the South Eastern Health Board fl.rea ~Ias 

and of the Ardkeen's local catchment area was 

At end 1982 the hospital had 301 beds allocated as follo~ls: 

Surgical 52 

Medical 48 

Maternity 14 

Gynaeco1ogy 5 

Regional Specialities: 

Ea r, Nose and Throat (ENT) 31 

Opthamo1osy 20 

1 Paediatrics 50 

Orthopaedic 35 

P.cute Psychiatric 46. 

The staffing of the hospHa1 at consultant level at October 1983 is: 

- 1 new appoi.ntment ~lay 1981 

- 1 new appointment November 1981 

- 1 ne\~ appoint;r.ent April 1983 

appointed early 1976 
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The hospital was originally constructed as a TB hospital and is laid out 
as a series of bungalows. Each hospital unit is housed in one of these 
bungalows and tends to function as separate hospitals. 

, . 

Ardkeen is scheduled for redevelopment and it is intended that a ne\'/ 
unified hospital be built. This'will have an impact on existing admissions 
procedures. 

There are two other acute hospitals - the 76 bed County and City Infinnary 
and the 60 bed Haterford Maternity Hospital (Airmount) in ~raterford City. 

3.2.2 Admissions Procedures 

- OPO: About 10% of admissions to the Surgical Unit are through OPO Clinics. 

There is a large waiting list for'attendance at OPO clinics. Clinics 

are held twice a-week. One consultant operates a waiting list the 

other books in admissions. 

The booked system will be described here -

If on clinic day the consultant decides that admission is necessary 
he books in the patient in up to four weeks ahead depending on the 

urgency of the case and his own operating schedule. 

The' consultant's secretary records the booking in a 

the purpose and notifies the Ward Sister that a bed 

diary kept for 

wi il 

About three to four days before admission is due to take 
Secretary confirms the booking with the patient. 

be requi red. 

place the 

The patient's Surgical chart is sent to the ~Jard Sister'.' Each Unit 

in the hospital has its O\'m filing system so it is possible for a 

patient to have charts in a number of Units. The Sister uses an 
lIdmis£,ions Book' as a diary for booked admissions. She decides ~/here 

to locate a patient. There is fl exi bil i ty in the bed 'chosen as beds 
are not allocated rigidly by consultants: 

When the day for admission arrives the.patient goes straight to the 
ward where details are taken at the Nursing Station. One copy of 

. • !-I! 
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these details is sent to administration, the other filed in the Unit. 
If no bed is available when the patient arrives an extra bed is put 
up. There are usually about 5 extra beds in the Surgical Unit at 
any time. It is rare for a patient to be turned away because no 
bed is available. If this proves necessary the consul tant makes 
the decision. 

- Casualty: (Approx. 45% Admissions) . 

Patients who attend Casualty are seen by an Intern or SHQ who decides 

on the necessity of admission. 

the patient is sent to the ward 

up an extra one if necessary. 
registrar or consul tant may be 

If admission is considered necessary 

where Sister arranges a bed, putting 
In cases of doubt the opinion of a 

sough t. There are 

and two consultants to cover the unit on a 24 hour 

hlo regi s trars 

on-call basis. 

If at all possible Interns and SHOs make their own decisions without 

calling in a Registrar particularly at night. If there is any doubt . 
about the need for admission the patient is taken in. 

- G P Referrals: (approx. 45% admissions) 

The pressure on 

the waiting list 
the Unit from GP referrals is partly due to the 

for the outpatient clinics. If a GP considers 
admission is necessary.he either 

contacts the consultant who assesses the case over the 
'phone or 

sends the patient into casualty, often with a letter 

recommending admission. 

1 ength of 

that 

I f the GP discusses the case wi th a consultant the admi s's ion r.1ay be 

deferred on the basis of the consultant's assessment hut if the patien~ 
is sent through casualty the intern or SHO on duty automatically accepts 
him. >-.-

- Day Care: 

The Surgical Unit does not have day beds as such.. However 25% 
beds in the Unit are set aside when possible for day care use. 

are then free at night for emergency aamissions. 

of the 
They 
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Medical Unit Admissions 

The admissions procedures to the r~edical Unit differ ln a number of 
respects from those to the Surgical Unit. The main differences are 
as foll ows: 

No extra beds are put up unless an acute emergency arises. ----------An attempt is made to keep 3 beds vacant as partial cover 
for emergency admissions. 

If, as happens five days out of ten, these beds are full 

no one is admitted until an existing patient is discharged. 

This us_ually means deferring the new admission for a day or 

two. 

If it is necessary to refuse admission because there are 
no beds available anyone on the medical team including 

the I ntern has the authority to do so, 

- o.PD: (approx, 10.% of admissions) 

There are two consultants. o.ne sees three 'first appointments' 
daily and holds a weekly clinic, The other holds a weekly clinic. 

Since the appointment of the second consultant the ~Iaiting list for 

both, out-patients and in-patients has been cut to nil. 

If the consultant decides admission is necessary as a result of 
an o.PD examination he may admit immediately or book the patient 

in up to two weeks ahead depending on the urgency of the case and 

bed availability. The administrative procedures relating to 

admissions ~re the same as those that operate in the Surgical Unit. 

- Casualty: (approx. 10.% of admissions) 
.~ 

If a patient at casualty seems..to be a case for admission to the 
. - j . 

Medical Unit an intern or SHO 'from the Unit would be sent for and 
would make the deicsion to adm\', If in doubt he would get the 
opinion of a registrar or consu tanto , .. 

j'" 
;1' 
" 



-\ 

E;,. 
.~ 

3.2 . .3 

/ 

- G P Referrals: (approx. BO~ admissions) 

The view of the staff of the Unit is that because there is no waiting 
v 

list for admissionlthe Medical Unit GP's only refer patients in genuine 
need of emergency admission. Ho\~ever, there is usually scope for 
deferring the admission for a fe~/ days. The referral is usually by 
way of telephone call direct to an Intern, SHO or Registrar. If 
admission is considered unnecessary a Registrar or Consul tant i·/ould be 
prepared to refuse. If possible this would be done over the telephone 
on the basis that it is more difficult to turn away someone who has 
arrived expecting to be admitted. Ohherwise the patient would be sent 

in for assessment rather than admission. 
to admission. 

All patients are screened prior 

- Day Care: 

The Unit does not'have day beds. The consul ti n9 rooms in OPD are used 

to allow some mihor ihvestigations to be tarried out on a day care basis. 

- Paediatric and Other Unit Admissions 

The procedures for admission to the other Units in Ardkeen basically the 

same as to the Medical and Surgical Unit. No one is ever refused 

admission to the Paediatric Unit. As the other Units mainly provide 

regi0na1 specialty services there tends to be. a greater number of planned 
admissions through a specialised clinic (e.g. Opthamo10gy and ENT) and 
a slightly higher proportion of referrals from other hospitals. 

The opportunity to plan admissions allO\~s greater scope for ensuring a 

bed will be available when a patient arrives. Because of the specialist 
nature of the services provided in these Units the staff feel it is rare 

to have anyone referred for admission unnecessarily. 
ad~it rarely if ever arises. 

Thus refusal to 

Admissions Policy 

There is no written do~m 
of the diverse nature of 

;v ~. ' 

admiss ons policy for 

II:; I, 

-:- . 

Ardkeen Hospital. Because 
and the scattered l~yout 



· -



" 

, 

.. ~"--
of the hospital it is inevitable thatthe_Rrocedures in operation 

reflect the underlying policies and attitUd~f'dj.f!erent consul tants. 
-~ 

Thus Ardkeen Hospital could be .said to have different ad~issions 
policies in each Unit. A short statement of the policy for the 
Surgical, ~edical and Paediatric Units.as expressed by the consultant 
in these Units will help to illustrate the differences. 

- Surgical Unit: 

No one is ever refused admission because of the absence of a bed. 

The decision to admit is made at any level from Intern upwards. --
The decision to refuse a patient on medical grounds is taken not 
lower than Registrar. / 

An intern is .!!lQGJ.Jy and ethically bound to accept a referral 
for admission from a GP who is senior to and more exoerienced 
than him, thus the GP effectively decides on the necessity of 
the admission. 

When in doubt admit. 

Medical Unit: 

If there are r.o beds admission may be refused or deferred by 
. any member of the medical staff from Intern upwards. 

When beds are available the decision to admit can be taken 
at any level from Intern upl>/ards: 

The decision to refuse a patient on medical grounds is taken 
not lower than Registrar. 

When in doubt consult a more senior medical person before 
arriving at a decision. 

Paediatric Unit: 

No one is ever refused 
ab~~nce of bedS) 

3.2.4 General Comments 

Casualty: 

.'. 

admissic~ ~n medical grour.ds or fOl' 

'-

.J 

Abcut 33,000 patients visit casualty eac~,year. 
attending at casualty for the fi rst time. 

Of thes~ 26,000 are 
That represents of the 
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population of the local catchment area. The most junior medical staff 
in the hospital are on duty in the Casualty Department. As such they 
tend to be more cautious and less well equipped to make sound medical 
decisions. However, according to the staff at the hospital there are 
no more senior personnel available to do the job. 

Social Admissions: 

The two types of social admission 

are among the oldest and youngest 
that'8 Ardkeen 
patients. 

most frequently encounters 

I . ( 7 
~ .r~, ." c-'I 

Old people"sent to the hospital are usually in genuine need of an acute 

hospital bed. The hospital has a visiting geriatrician who screens the 

patients for their need of long-term care. As a resul t of this old 
people in need of a geriatric bed are transferred as quickly as possible 

to one of the t\~O long term hospitals in the area although inevitably a 

delay of a week or t~IO results. On the other hand people who are fit 
to return home are'cleared to do so. Many admissions to the Paediatric 

Unit are for minor illnesses ~:here the parents cannot cope either because 
of poor living conditions or because their tolerance level of coughs and 

infections in their offspring is lower than it used to be. Often a 

young baby cannot return home as soon as he is fit to because of home 
ci rcums tances. Both the hospitals and the GPs come under pressure 
from relatives and politicians to admit in certain cases, often not 
for sound medical reasons. 

Discharge Policy: 

I Admissions policy is very closely linked to discharge policy. The 

I discharge policy of the Medical Unit in Ardkeen could loosely be defined 

I as' If he can stand he should be at home'." By having ward rounds twice 
':----

a day the Consultant keeps each case under constant review and ensures 
the earlie~t possible discharge thus freeing up beds for new arrivals. 

Day Care Facilities 

Views were expressed by the consultants involved that up to 30% of tile 
beds in the surgical unit are improperly used i.e. the patien~s in them 
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coul d be treated in some form of day care if such was ava i1 ab 1 e. , 
Similarly the view in the Medical Unit was that up to 15% of existing 

admissions could be dealt with on a day care or out-patient basis. 

The main impediment at the moment is lack· of suitable day care patients. ? 7 

Census Surv~ 

J.r.-v" U"J 
Doubts were expressed 

that the time of year 

about the useful ness of the survey resul ts in -rt::r ..... ~ 
at which the survey was carried out (mid-July) 

has certain characteristics peculiar to it. There are many GP locums 

in the area who do not know their patients and are more inclined to refer 

"them for admission than the regular GPs. There are consultarts on leave 

and there are Interns and SHOs on loan from other hospitals who are 

relatively more cautious about their admission decisions. 

Wexford County Hospital 

General Description 

rlexford County Hospital has as its catchment area IJexford County ~:hich 

had a population of in 1981. At end 1982 the hospital had 206 

beds allocated as follows: 

Surgical' 66 

Medical 65 

Maternity 30 

Gynaeco logy 20 

Children 25 

The staffing of the hospital at consultant level is 

2 surgeons 

2 physicists 
.iF 2 obstetrician/gynaecologist 

1 radiologist 

2 anaesthetists. 
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The original County Surgical Hospital houses the Surgical Unit and the 
Casualty Department. The Medical and Maternity Ilnits ar~ in a new 
building on a site about three-quarters of a mile aWdy. This now building 
is the first phase of the development plan for the hospltal. On 
completion of the development all units will be located on this site and 
the old building will be closed. 

3.3.2 Admissions Procedure 

• 

Surgical OPD Admissions 

Clinics are held four days each week. If on clinic day a consultant 

decides admission is necessary the patient is either 

admitted immediately 

booked in up to a ~/eek ahead 

or p~t on a waiting list. 

If admitted immediately the OPD Slster finds out \~here a bed is 
available by ringing around the wards in the Surgical Unit. 

Particular beds are not allocated specifically to any cne consultant 
so there is some flexibllity in the ward chosen. If no beds are 
available an extra bed is put up. About 10 extra beds are put up 

each week. 

It is quite coml!Jn to book in surgical cases up to a \~eek ahead to 
fit in with a surgeon's operating schedule. Pressure on theatre 

facilities has a greater impact on the timing of an admission than 

pt"essure on bed space. 

Non-urgent cases dre put on a ~/aiting list. Each consultant has a 

colour coded box of cards. The priority order for the waiting list 

i.s dec.ided by the consultant in consultation ~/ith the OPD Sister and 
depends on the urgency of the case. They also decide by reference 
to bed avallabilHy when a patient is to be sent for. f!hen poss i b 1 e 
patients are contacted by telephone.. An admissions list is sent to 
the OPD Si ster each day to enable' her to check that no one on the 
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waiting list has been admitted as an emergency. Thus the waiting 
list is maintained as an accurate record of those awaiting admission. 

Medical OPO Admissions .. 

A clinic is held once a week .. The 11edical Unit does not operate a 
wa it i ng 1 i s t. When such a list existed there were ever increasing 
backlogs of patients awaiting admission. Now any medical patients 
requiring admissions are taken in immediately and this system is 

found to ~Iork satisfactorily. 
') 

uf .... " 
The Medical Unit has set up four day beds without additional staff. 

These have been used to allo~1 many procedures for instance chemotherapy, 

gastroscopics and endoscopicsto be carried out on an out-patient basis. 

These procedures had previously required admission. The day beds have 

proved very useful in relieving the pressure on medical and nursing staff 
and on bed avai~ability. 

Casualty Admissions 

In-patients usually arrive through Casualty as self-referrals or GP
referrals. Self-referrals are not encouraged.! ~Jith the exception -of major accidents, people are advised to go to their own GP in the 

first instance. GP-referrals may have a letter from the GP requesting 
emergency admission or the GP may have telephoned Casualty to say the 

.....-
patient is on his \~ay. . . 

. ~ll surgical emergencies are referred through the Casualty Oenartment 

where they are examined by a Casualty Officer of Senior House Officer 
(SHO) grade who is on duty 70 hours per week. I n hi s' absence a 
Surgical House Officer is available. 

made at SHO level. 
The decision to admit is generally 

The Casualty Officer has the right to refuse admission to a GP-referral 
but in practice does not do so. Any doubt about the necessity of an 
admission would tend to be resolved over the telephone before the 
is sent to the hospital. Patients are never refused for lack of 

pa t ient 
beds. 

------~~------~---------'-- -~-- .. -----------.-" ------~--"-.---.-'-----.--
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Emergency Admissions to Uni ts 

------------Medical Emergencies are not nomally referred to the Casua.1 ty Department-. 
If there is doubt as to \·,hether a casualty patient shou1 d go to the 
Med"ica1 or Surgical Unit a 1·!edica1 SHO is called to give his opinion. 

Usually medical emergency admissions are arranged by the GP over the 

telephone with the l~edica1 SHO on cruty. Again, in practice, admissions 
are not refused. 

In the case of all emergency admissions a check is made on whether a 
bed is available and if necessary an extra bed is put up. 

3.3.3 Admissions Policy 

There is no written admissions policy for the hospital. By inference 

from the procedures in operation and the attitudes expressed by medical, 
nursing and adw.inistrative staff the policy being imp1emer.ted has certain 
key features 

no one is e~er refused admission because of the absence 
of a bed; 

the decision to admit an emergency patient is made not 
lower than SHO level; 

in practice, as GP-referrals for admission are not refused, 

much of the authority to decide on admission is vested, in 

the GP; -
no risks are taken with the health of a patient; "where there 
is any doubt about the necessity of admission the patient is 

admi tted; 
. ~~ .. 
in the Medical Unit if the patient can be treated in a day 

care bed this option is given preference over admission. 



3.3.4 General Comments 

Computer System 

Thi s hospi ta 1 has a computer sys tern ~/hi ch it uses to record all 
admissions to and discharges from the hospital and all Out-Patient 
attendances. This system has proved extremely useful in improving 

the accuracy of the individual records kept 

the ease of access to these records. 

Appendix 8 gives a brief synopsis of the coverage and advantage of 

the computer system. 

Pressures to admit 

One of the central concerns of the administrative and medical staff 

of the hospital is that, as there is no acute hospital nearer than 
thirty miles away, they feel they have no option but to take a patient 
if there is any likelihood that admission is necessary. Fear of 

litigation in the event of a wrong decisjon and pressure from 
relatives and politicians were also voiced as incentives to admit. 

Day Care Facilities 

. ~---------

Because of the day beds in the ~ledical Unit it is felt that there 

are few unnecessary admissions to that Unit. Some social cases 

do gain admission - often geriatric cases seeking a back door to a geriatric 
1 ong- stay bed in Brownswood - the area's fieri a tri c Hospita 1. There is scope . , 

for day care in the Surgical Unit but this is a 10\01 priority for cor.sultants 
whose greatest concern is for increased theatre facjlities. 

Up t~ 70L75% of admissions to the hospital are emergency rather than 
planned. This is considered to be partly as a result of GP's referring 

patients as emergencies in order to avoid long queues for Out Patient 
Clinics. The decision to admit all medical patients immediately the 
need for admission is diagnosed has also had an impact. 

, . 
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3.4 St. Luke's Hospital, Kilkenny 

3.4.1 General Description 

St. Luke's Hospital in Kilkenny town has as its catch~ent area 

Co. Kilkenny (excludin~ the part of South Kilkenny ~Ihich is the 

Ardkeen Hospital catchment area) and Co. Carlow. In 1981 the 

population of the catchment area ,was 

At end 1982 the hospital had 188 beds allocated as follows: 

Surgical 70 

Medical 50 

~laterni ty 43 

Chil dren 25 

The staffing of the hospital at consultant level is 

", 

2 surgeons 

2 physicians 

2 obstetrician/gynaecologist 

2 anaesthetists 

1 radiologist 

1 pa tho log is t 

The hospi tal is scheduled for re-development . 

3.4.2 Admissions Procedure 
- .. -.-

The Natron is the designated Admissions Officer for the hospital. 

This gives her the authority to acc~t but not to refuse patients. 

In practice she delegates this authority to the Ward Sister, 

For administrative purposes a member of the'clerical staff has the 

titleof Admissions Officer. I.t is her responsibility to ensure 
that an admission slip is co~pleted for each patient admitted. 



As far as possible she intercepts the patient at the door. In 
emergency cases e.g. Road Traffic accidents the details are sent 
to her after admission. She sends one copy of the admission 
slip to Administrator and one is kept on the patients chart- OPD 

Surgical clinics are hp.ld 4 days each week. Each clinic results in 
one or tv,o emergency admissions which are sent via the Admissions f)ffice 
to the ward Hhere the ,lard Sister finds a bed or puts up an extra one if 
necessary. 

Other patients seen at OPD clinics who require admission are put on a 
waiting list as an urgent or non-urgent case. The decision to admit 
is rr.ade at consultant level. ? 

After each clinic the waiting list is sent to the Ward Sister for 

the Surgical Unit. Either the Ward Sister or a Senior Staff Nurse 
will decide when to call patients from the list often after 

discussion with the Consultant. 

The Haiting li~t is divided up into urgent and non-urgent cases. 
The criteria for calling a particular patient from a Haiting list 
can be urgency, the distance the patient lives from the hospital 
or balance in a consultants operating schedule. Often the person 

who can be most easily contacted is called. 1 f a bed is not 
"av~ilable when the waiting list patient arrives"he is turned away. 

Medical OPD clinics are held twice a week. Mos t admi ss ions 

from these clinics are urgent So Medical waiting lists are short. 

The procedures and criteria for adreitting these patients are generally 
the same as for surgical admissions. 

In practice an individual on a waiting list for either unit is 

admitted v,ithin four to six weeks. 

Casua lty P.dmi ss ions 

Self-referrals to Casualty are discouraged but not refused. The 

decision to admit is usually taken at SHO level and when in doubt 
he cOllsults a Registrar. 
beds. 

Patients are never refused for lack of 



GP-Referrals 

GP's who have a patient requiring admission ring the Ward Sister in 

the appropriate Unit. The responsibility for accepting admissions 

is viewed as part of the delegated authority of the liard Sister and 

GP's ar~ actively discouraged from contacting the Consultant or one of 

his junior doctors direct. The Ward Sisters particularly object to 

Consul tants accepting a patient for -admission from a GP loJithout 

notifying them. The Sister·s are quick to spot hospital Qirds -

patients who are regularlyrr-admitted tc the hospital for minor reasons. 

They can often talk GPs out of sending these in. 

If the GP referral is an emergency the Sister accepts the patient 

and puts up an extra bed if necessary. If the admi ss ion can be 

deferred for a day or two the request is noted in a diary which 

the Sister keeps for the purpose and the GP contacted as soon as 

a bed becomes available. In choosing a patient from the diary the 

urgency of the case is taken into consideration. 

used to book in patients a day or two in advance: 

The diary is also 

The Hard Sister is also responsible for the management of the beds 

under her control. 14hen ,beds become free she must decide hO'.1 many 

to call from the OPD waiting list and how many from the GP diary. 

One.? a patient is sent in for admjS5..i.OJLbLts not medically assessed 

prior to admission and not turned a\1ay. In theory if a Registrar 

or Consultant ~/as in the vicinity when a patient arrived he might 

assess the case and deem admission unnecessary but in p~aetice this 

rarely if ever OCC'Jrs. 

Day Care 

The hospital has no day care faeil ities so all investigations and minor 

treatments require admission. 

, , 





1.4.3 

3.4.4 

i 

• 

, "- -

Ar.mi~siens Policy 

Once ~gain there is ~o w,itten ~dm~ssions policy. HIJ~lever, there is a 

clear admissiens policy in the minds of the hospital personnel w~ich 

se~ms to bp consi~tently Imple~ented. 

ThiS pel icy is ul'11ost id"ntica~ to tha! being Tonowed I!' We~fo,d Cc. 

Hespita~, particu~arly in relation to 

the 1evcl at which the ~edlcal decision to admit 

Is' made (net IO~ler than SHO) -J ,~~-' 'n 0 --YO, .r'V'oV . 
~nd 

the no~-refusal 0f patients who have been sent In 

fur admission . 

• 
There is a strongl,Y held vle~i that patients cannot be ref~ser!adlTlission 

both beea'~se cf the medical and legal risks Involved and ':!ecausc> of the 

!:ad "eel In::; it \'!ould create i!' the area. 

The enl~' polie:,' difference is tho;> delegated authority given to ,Iud Sisters 

to ~ccept or defer (b~t net refuse) admission. 

Cen:!ra~ Co~ent 

" Pressures tc adlTlit: 

There has bee~ a n<:'tireable increa~e i~ tho;> nUlTlbe, of 'so,ialadmis5'io~s' 

to t~e surg~cal un:t for b;;.ck:che an::! st::mach pains. The most ~su!l case 

is an uncl1'ployed middle a~ed !TIan ~nable to c()pe \'!ith the pressl)re< callse':i 

by r.is ~ne~plcyment. Neither the GP or the con~u1tant Is w.1]lin~ to 

refuse !rim~ss~on to such u patler.t and he is not discharged without being 

put throLgh a number of expensive tests, the results of ~Ihjch ar~usually n~ative 
'-

E1de!"ly ;:oatients a,e oTter. social! ca~es \·!he,e the r!;al need is Tor ~er;at"ic , 
(:arc. It is quite cor,lmcn to fbd that the ;:at:ents age has been ::!is,;uised 

teensu!"e he is admi tted tc an u "ute· bcd. Pressures ere ~ .. arcly fel t fr0m 

relativ~s and plJlitieians to adm t s"ch :catien~s but ther~ is nft"n preS5ur" , 
. ' 

to kee~ thprn i rl once ild,~i t ted . 

_ ."\' , • _ P::J"'tii 
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3.5 Summary 

The policies underlying these procedures are generally consistent - the 

overriding 'consideration being that rarely. on any pretext, is admission 

refused. The Medical Unit of Ardkeen Hospital is the only exception to 

this gereral rule and is prepared to refuse admission if beds are 

unavailable. 

Pt'ocedures in the three hospitals in the South Eastern Health Board Area 

vary in the degree of central control of admissions procedures and in ~/ho 

is empowered to admit. 

(. ".': 
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4 HOSPITALS SURVEYED - DUBLIN 

4. I Introduction 

This chapter presents the descriptive infonnation coll.ected about the two 

Dublin hospitals surveyed, viz. 

St. James's Hospital 

Mater Hospi ta 1 . 

The information is given in the same format as that in Chapter 3~ 

4.2 St. James's Hospital 

4.2.1 General Description 

St. James's Hospital is a Voluntary Public Hospital situated just scuth 

of the L i ffey on 46~ acres between St. James's Street and the Grand Cana.l. 

The hos[1ital is associated with the Federated Dublin Voluntary Hospitals 

which comprise the Meath. Adela.ide, Dr. Steeven's. Royal City of Dublin 

Baggot Street, Sir Patrick Dun"s al)d ~lercers Hospitals. 

At end 1982 St. James's had acute beds divfded as follows: 

Acute Psychiatric 50 
Cardiology 6 

~'aternity 87 
Medical 183 
Neo-Natal 30 
Surgical (incl. 

Orthopaed i c) 134 

490 

The hospital alsc had 419 long-stay and geriatric b~ds. 

The precise catchment area of St. James's is not defined. For 

administrative purposes it is considered to meet the g~neral hospital 

• 
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needs of one third of the Dublin South City and County area ~Jh.ich in 1981 

an;oun ted to Estimation of the catchment population is 

complicated by the fact that the hospital provides some regional and 

national specialties. In 1982 15% of admissions were from outside Dublin . 
.--

The consultants who admit patients to the acute beds number as fo.llows: 

Cardiology 

EfIT 
Genito-Urinary 

Gynaecology/Obstetrics 

Medical 

Drthopaed i c/Fracture 

Surgical 

1 

2 

2 

Qi) 
2 

4 

23 

Many of these consultants 'are jOint apPOintments with the Federated 

Hospitals. 

The hospital is scheduled for redevelopment and parts of the new hospital 

are either under construction or at an advanced stage of planning. Progress 
~ " has been rapid since 1968 ~Ihen the hospital had approxirr,ately~ 

mainly geriatric and about 10 consultants to service its huge workload. 

A number of developments in recent years has had an impa;:t on the level 

of admissions 

the openi ng of the Acci dent and Emergency Depal"tment 
in August, 1978 

the closure of Mercers Hospital in 1982 and t~e 
subsequent transfer of its workload to the other 
hospitals in the group 

-.temporary and permanent reductions in bed numbers 
due to renovations and overcrowding 

a general upgrading of facilities including the 
location of a Central Pathology Laboratory at St.Jam!'s 's 
and the appointment of consultants in national 
speciatUes such as Rheumatology, Haem3tology 
and Endocrinology. 



~-~-----

/ 
The hospital p~ in the Dublin City Hospital 'on-call' roster 
run by Dublin Fire Brigade and is 'on-call' two nights out of every three. 
It al.so services the Eastern Health Board Cardiac Ambulance Rota. 

4.2.2 Admissions Procedure 

In spite of the s;'ze and scattered layout of the hospital there is a 
standard admissions procedure in operation. This is largely due to 
the existence of a central Admissions Office for the entir'e hospital. 

A fundanEntal elementof the procedure is that no extra beds are put up. 

orn Admi ss ions 

A consultant, registrar or SHO decides,on the need fer admission. 
-=- ---

If emergency admission is required an OPD nurse brinss the patient 
to the Admissions Office where details are taken and a bed arranged 
~lith a Ward Sis'ter. Beds are not divided rigidly by consultant so 

there is some flexibility in the ward chosen. If no bed is 
7 

available in the appropriate Unit the patient is lodged out 

temporarily or the consultant discharges another of his patients. 

Planned admissions are e.ither put on a waiting list or booked in 
up to three weeks ahead. The booked system is the most commen. 

On clinic day all bookings are notified to the Admissions Office w~ere 
they are recoqled in a diary. The patient "is giveri a card infC'nning 

that a bed has been provisionally booked for a particular day and is 

asked to telephcne the ward on the morni ng of the date booked ,to 

confirm that a bed is available. 

being turned away. 

If he doesn't confirm he risks 

About three days before admission is due to take place the Admissions 

Offi ce 

gets the' patients chart from Medical Records 

prepares an Admission Sheet for the patient 

notifies the appropriate Ward Sister when the 
patient will be arriving. 
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On acmissions day the patient reports first to the Admissions Office 

I·there details are taken for the Admission Sheet and then to·the Hard. 

1\ consul tant 

Vihen he 

who operates a waiting list notifies the Admissions Officer 

wishes to call a patient and the samE procedures are 

fo 11 owed. 

- Casualty P,dmissions 

The Casualty [)epartrr:ent opera tes a compl etely separa te procedure 

for admissions. 

Any accident or emergency (A & E) case or any CP referral to the 

hospital is seen in Casualty by the Casualty Officer who is an 

SHOo There are three Casualty Officers and the Department is 

manned 24 hours per day. 

The Casualty Officer can both accept and refuse, admissions. In 

pl-actice, if he is considering refusal of a GP referral he may 

ask the second opinion of a Registrar. 

When a patient is to be admitted the A'& E clerk or a nurse -telephones 

the appropriate ward to check on the availability of a bed. If a 

bed is unavailable the patient might be temporarily 'lodgEd out' in 

'another unit but this practice is frowned upon. Once all a"Vailable 

beds are used up the hospital goes 'off call'. There is no planning 

of beds for emergencies. 

The preparation of a chart ar.d admissions sheet for the patient is 

also carried out by'the A & E Clerk. 

Other Admissions 

A small 'proportion of admissions are accepted by consultant as direct 

referrals from GPs and go straight to the vlards by passing Casualty and 

the Admissions Office. The Admissions Officer 

following day when there is an incons,istency in 

, . 

.. 

only learns of thEse the 

the bed state record_ 
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Day Care 

The hospital has 12 medical and 6 surgical cay ceds in operation. , 

These are extensively used for investigational and therapeutic purposes/ 

and are felt to take considerable pressure off the bed usage. Six of the 

medical beds and 2 of the surgical beds only came on stream in September 

1983. 

4.2.3 Admissions Policy 

There is no written admissions policy for the hospital. One is in 

the course of preparation but has not yet been cleared by the r~edica1 

Advi sory COlT1llittee for the hospital. 

The existing policy has been described as 'admit no one unless we 

have to'. This policy differs in many respects from those described 

in Chapter 3. 

No extra beds are put up 

GP' referra 1 s are ri gorous 1y screened before admi ss ion 

Patients are turned away on the grounds of insufficient 
beds or for lack of sufficient medical need . 

Day care is used where possible to obviat.e the need for 
admission. 

Aspects of policy which the written policy statement will address 

itse 1 f to i nc1 ude 

the planning of beds for emergency admissions 

the notification to the Admissions Officer of all admissions 
to and discharges from the hospital. 

4.2.4 General Comments 

,. ~ . 
The acceptance of some GP referrals by consultants without screening 

and I-lithout notifyi ng the Mmiss ions Offi cer is cor.s i dered by the 

il.dministrative Staff to be a weakness that needs rectifying . 

. .' 
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The general view is that because of the rigorous admissions 

procedure and the availability of day care,unnecessary 
ildmissions rarely, if ever, arise. 

c 

Views were expressed that the consultant staff and the volul1'e of 
admissions has grown far faster than the infrastructure of the 
hospital and that a 10\'1 ratio of administrative staff and facilities 
has created enormous pressures. The feeling is that this has resulted 

in a very cost effective utilization of resources in processing the 

admissions but some inefficiencies due to poor back-up facilities. 

Unfortunately this hypothesis cannot be tested because to do so it 

would be necessary to compare the average weekly cost per occupied 

acute bed with that of other hospitals. Most hospitals can provide 
such a statistic but it cannot easily be derived for St. James's. 
The problem is that costs are calculated for the hospital as a whole . 
including the long-stay and geriatric beds ~Ihich are knOlm to have 
a lower running cost than acute beds. It is not possible, in the 
time span of this study, to allocate to the acute beds those costs 

associated with processing patients through them. 

4.3 Mater Hospital 

4.3.1 General Description 

The Mater Hospital is a Voluntary Public Hospital situated north of the 

Liffey at Eccles Street. At end 1982 the hospital had 456 beds divided 

into the following specialties 

t" 

Acute Psychiatric 

ENT 
Children 
Gynaeco logy 

Hedi ca r 
Op hthalmic 

p' 

Orthop'edi c 

Surgi c 1 
,-

Other. ' 

c 
II' ( :1 
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The same difficulty arises as in St. James 's I~hen attempting to define 

catchment population. For administrative purposes it can be taken to he oy'rr 

one-third of the North City and County Dubl in which in 1981 amounted 

to . The hospital also provides regional and national specialties 

(notably l'~) as evidenced by the fact that in 1982 nearly 9Z:.of . 

admission~ from outside the Eastern Health Board Area. ~ r ~ 
~rIr 

The consultants who can admit patients to acute beds nun'ber as follows: 

Accident Emergency 1 Nephrology 1 

Acute Psychiatry 1 Neuro logy 3 

Cardiac Medicine 4 Dph tha 1 mo logy 4 

Cardio Thoracic Surgery 4 Orthopaedi c 4 

Endocrine/Diabetic Department 1 Respi ra tory t~edi ci ne 2 

" /Metabo 1 i c 1 Rheumatology 2 

ENT 2 Surgery 5 

Gastroentrology 3 Urology 1 

Genera 1 Medi ca 1 Unit 1 

Gynaecology 3 43 

The hospital is' on-ca 11' one ni ght in 

Health Board Cardiac Ambulance Rota. 

four and participa"hts in the Easte,"n , 

4.3.2 Admissions Procedure 

All admissions to the Mater are channelled through the Admissions Office 

where staff are on duty from 8 a.m. to 8 p.m. In their absence the 

Night Superintendent fulfils the duties. 

There is planning of beds for emergency use. There is a rota of wards 

which are 'on call' for accident and emergency purposes. \~hen a ward 

is 'or,.call' as many beds as p()ssible are set aside for admissions through 

Casualty. ~Jhen not 'on call' the wards can take admissions from waiting 

lists. The greatest pressure for a l'lard comes when it is 'on call' at a 

time when the hospital is also 'on call' for A & E purpose. Thi sis kno\~n' 

as 'double take'. . . 



In practice the system does not operate smoothly. Consult~nts control 

a certain number of beds each. Often they are unable to provide the 
beds required for emergency purposes. There is a feeling that beds are 
sometimes kept full intentionally, by prolonging lengths of stay, to avoid 
A & E duty. As a result patients have to be 'lodged out' to beds in other 
wa t'ds , planned admissions cancelled or the emergency patient left in' 
casualty until a patient can be discharged. 

Emergency admissions not made through casualty, for instance OPD emergencies, 

are when possible, sent to an 'off call' ward. 

Up to 24 extra beds can be put up at anyone time and this happens yo 

frequently that they have effectively become part of the normal bed 

comp 1 ement. -
- OPD Admissions 

'. A,patient isassessed at a clinic by a consultant or a member of h'is team. 

If emergency admission is required. a bed is arranged for the patient 

by the Admissions Office. 

Otherwise the patient is placed on a waiting list by the Consu\tant 
or Registrar as 'Urgent'. 'Soon' or 'Routine'. 

It is each consultant's responsibility, to keep waiting lists under 
.~-

review and re- rank where appropri ate but thi s practice is not common. 

The Consultant or Registrar decides when a waiting list patient is to 

be sent for. 

The admissions staff in consultation with Ward staff arrange a bed. 

The medico'l and nurs-ing staff check on availability of any required 

facilities because of the short notice of bed availability. 

The Admissions Office telephones or telegrams the patient. As a result 
beds are often refused. partic~larly if the patient has to travel a 
long distance. 

Waiting lists 

admissions. 

, ' 
" ",.... . 

are long and growing because of the prpssure of emr,rgency 

A typical SUrgiC'~1 waiting list would number a 100 patients. 
I 

'" 
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Occasionally a patient has to be refused because his bed has heen 

taken by an emergency patient by the time they arrive. This 

happens about once every few months. 

- Casualty Admissions (Approx. of admissions). 

Admissions through casualty can come via 

or as 

or 

Dublin Fire Brigade Ambulances 

EHB Ambul ances 

Cardiac I\mbulances 

Sel f-referral s 

GP refe rral s. 

The Accident and Emergency Department is open from 9 a.m.-6 p.m. on 

the days when it is 'off call' and on a 24-hour basis when 'on call' . 
• 

~lhen 'off call' a limited emergency service is provided to cert~in 

.. 

priority cases. There are 6 casualty officers and there is always ~ } 

24-hour cover in the A & E Department. On the nights when the 

hospital is closed the porter has instructiors to use his discretion 

and to telephone Admissions or the night superintendent if an 

emergency arises. 

The Casua lty Offi cers can both accept and refuse admi ss ions. They 

accept whenever they are satisfied that. there is genuine medical or 

surgical need. In some cases, for instance head injuries, ther:e 

are written criteria for deciding whether a patient should he ac1mit~ed. 

A bed is arranged through the .Admissions Office. If beds are 

unavailable the hospital can, in theory. go 'off' call but in practice 

they do not as they feel that other hospitals are unr.E'r similar pressure. 

They have only done so twice or three times in the past ei.ght years. 

Informally they might ask another hospital, for instance Sir Patrick 

Ounn's, to help out. 

( 
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Other Admissions 

Consultants can admit some patients direct to their beds without 
through oPD or Casualty. The normal procedures are followed., 

going 

Other 
hospital referalls e.g. from a County Physician are assessed in Casualty 
or by a consultant's own team. 

Day Ca re 

The hospital has no day beds as such. Occupied beds are vacated by , 
patients for periods during the day to provide limited day bed .facilities. 

A diabetic Day Centre, which has no beds as such provides education and 

treatment for diabetics. The existence of the Centre helps keep down 

the admissions to medical ~/ards. 

The Gastroentrology Department has 5 beds in a five-day ward which it 

uses to carry out endoscopies. This is found to be a very productive 
use of a five-day ward. There is considered to be much scope for day 

care and for observation beds in casualty. It was felt that the 
availability of such facilities could reduce admissions by one-third. 

4.3.3 Admissions Policy 

The policy of the hospital is to ensure as far as possible that only 
patients in need of care in an acute bed are admitted. All patients 

for admission are subject to rigorous screening to ascertain this need. 

Anyone medically or surgically in need of admission wil'l not be refu~ed. 

Because of the lack of clinical cel"tainty in some cases diff;rult 
decisions have to be made at the margin to admit for safe-ty sake or risk 

allowing the patient home. 

Sometinles the distance at which a patient lives from the hospital ~/ill 

be a deciding factor. If a patient arrives from Roscommon ann is found 

to need specialist investigation or treatment I.hich could be carried out 
at Out-Patients over a period of time he is mo~e likely to be admitted 
than his Dublin counterpart. As in ~Ardkeen children are never refused. 

" 



Until 1982 i nterns were allowed ffiake admi S5 ions through casua lti. 

Because of the possible implications of this for admissions through 

casualty the practice ~Ias discontinued. 

4.3.4 General Comments 

Setting Priorities in Admission 

There is, at present, no way of setting priorities bebleen patier.ts 

on waiting 1 ists and those in casualty. Undoubtedly there are patients 
~ 

on a long waiting list iri far greater need of 

ga in admi ss ion th rough the A & E Department. 

an acute bed than mar,y .Iho 

But because of the 

immediacy of the decision facing the Casualty Officer and the physical 

presence of the patient in the hospital the casualty patient is far more 

.like1y to gain admission than his waiting list equivalent. At very least 

he will gain admission sooner. Haiting list patients have been kr.own to 

turn up at the A & t Departments for that reason. 

The f:ospita1 personnel are well aware of the fundamental inequity this 

creates in the allocation of their limited resources. Everyti me a 

'marginal' patient is allowed in through casualty the chances of sOlr.eone 

on a I~aiting list being admitted are furthe'r diminished. 

Bed aVdi1abi1ity 

The 

and 

provlslon of extra beds causes great discomfort to other 

affects the ability of staff to provide optimum service. 

pa t i ellts 

It is 

felt that even with 24 extra beds up there is no slack to cope with a 

crisis. As .it is theA & E department has often to hold a patient in 
/ 

one of its five cubicles until an in-patient can be discharged. This 

interferes with the treatment of people queuing for attention. The 

most difficult time is mid-morning before theday's discharges take place. 

Frequently on an 'on-call' morning the Casualty Consultant will enquire of 

Admissions where the vacant beds !are only to find thHe are none. 

Gecause of this pressure the unpo u1ar decision was taken to close casualty 
, I ' 

at night. It is felt that to place responsibility in the har.ds of a norter' 

is both dangerous and unfair. wever no more practicable solution has beer' 

found -that ensures at least some ~aiting list patients will be adn:itted. 
( 

o .
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GP Referrals 

IIntil relatively recently GP referrals were automatically admitted via the 
. Admissions Office often on the say so of a consultant. In an effort to 

tighten control of beds such cases are now always assessed in casualty. 
On 'off-call 'days a GP in or outside Dublin will put a patient in a health 
board ambulance and send him to the Mater and the hospital feel obliged to -accept these if there is ~eed. 

There is fel t to be a fair degree of abuse of c~.sualty by CPs - the inverse 

rul e bei ng the nearer the GP to an A & E Department the more he ~Ii 11 abuse 
it. 

Social Admissions 

The inner city catchment area of the ~later has an ageing ropulation, a major dn; 
problem, a number ~f homeless alcoholics and generally poor inhabitants. Not 

surprisingly there is a degree of pressure for admissions for social 
reasons in these cases particularly in the Winter months. 
also put on by GP's and TO's to admit waiting list cases. 

Pressures arE' 

4.4 ,Summary 

• 

There are differences in the procedures but striking similarities in the 

policies of ':he two Dublin Hospitals. Although one operates a booked 

and the other a waiting list system for planned admissions and in one 
case the Admissions Office controls only planned admissions and in the 

other all admissions both are essentially attempting to meet the same 

objective. The degree of screening of all requests for admission implies 

a basic interest in ensuring that acute beds are only given to those in 

, need. Thus these hospitals stand apart from those in the South East 
where by and large patients are not refused admission even if there is 
lack of clarity as to need . 

. , 
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~ THE I~PACT OF A011lSSIONS POLlCY 

5.1 Introduction 

The last three chapters provide a description of the adreissions procedures 

and policies in operation in the five hospitals surveyed. This chapter 

formulates a hypothesis regarding the impact of these 
policies on admissions to each of the hospitals; 

examines the evidence of this impact by looking at 

5.2 The Hypothesis 

the resul ts of a t~lo-day census survey of 
admissions carried out in Jyly/August 1983 

statistical information on trends in admissions 
from 1976 to 1982 

admissions per thousand population by age and 
sex in 1980. 

5.2.1 In the administered health care market. the supply of acute hospitalisation 

is allocated to those who demand it in accordance with admissions pel icy. 

Policies can range from the restrictive - 'refuse admission if a bed is 

unavailable' - to the open - 'no one is ever refused admission'. The middle 

of the scale might be expressed as 'no one in genuine need of medical care 

is refused admission'. Other things being equal one might expect the more 

restrictive the policy the fewer people would gain admission. 

5.2.2 The hospital policy is put into effect by a series of policy guidelines 
and a set of administrative procedures. 

Sorre of these guidelines and proc,~dures have the potential to effect 
whether or' not a particular patient is admitted. Tney include 

• ~I~ : 
the level at ~Ihich the ecisien to admit is taken 

whether or not this de "sion can be taken by a 

member of the medical 
work in the hospital 

c 

rofess ion ~Iho does not 

.; l a f' ) 
'I' 
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. the amount and type of screening of a patient prior' to 

admission 

the manner in ~Ihich the bed state is managed. 

Others affrct the timing of the admission 

the p~ocedures (waiting list. booked admission, 

immediate admission) used for setting priorities 

hetl'Jeen those requesting beds. 

These may also affect the likelihood of admission if an individual is 

entered on a waiting list as a non-urgent case and because of the length 

of the list is unlikely to get a bed. In addition they have an impact 

on the level of emergency versus planned admissions lofhich in turn affects 

the ability of the. hospital to manage its intake of patients and bed state. 

The remainder affect the degree of central control which can bE exercispd 

to ensure that agreed policies and procedures are adhered to. 

the clerical procedures used for recording admissions; 

the way in which the flow of managen:ent information 

(e.g. bed state, daily admissions and dischar9p.s, 

weekly statistics)is organised. 

They inciude 

5.2.3 In general one might expect that in a hospital which is effectively 

n'anaging the demand for and supply of acute hospitalisation in accordance , 
with a restrictive policy, eel'tain policy guidelines and procedures would 

be in operation: 

decision to admit is made at a relati.vely high level 

(at least SHO) and within the hospital; 

all admissions are rigorously screened for medical 

necessity the criterion being that if there is an 

alternative to hospitalization in an acute bed it 

is taken .. 
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a bed is found before the patient is admitted. If 

there is no vacant bed admission must be deferred or 
refused or a patient discharged; 

where possible the admission is planned rather than imn'ediate 
so as to allow maximum utilization of hed space.; 

all admissions are channelled through and recorded in 

a central admissions office; 

there is a regular flow of information to management so that 

the situation can be constantly monitored. 

5.2.4 In contrast an open policy might be evidenced by 

low level decision-making; 

little or no ~creening of need; 

extra beds put up; 

patients taken on a first-come first-served, 
unplanned basis; 

little central control of admissions. 

5.2.5 The descriptions of procedures and policies in Chapter 3 and 4 indicate 
that none of the hospitals operates either an entirely restrictive or 

open policy. However, it is apparent that SL James's has the most 

restrictive policy with the Nater a close second while all the hospitals 

in the South East are relatively open. The Nedical Unit in Ardkeen is 

an exception operating a restrictive policy in an otherwise very open hospital. 

5.2.6 The success of a particular policy can be judged in terms of its impact 

on 
l:! 
i 

the 'equity of access' of those demanding admissions 
, ·1 ;. 

h ff " f 'I. I tee lclent use 0 su p y . 
. , 

the level of admissioD ' 

c 

1\, 
I· -
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It is to the impact on the level of admissions that the remainder of this 

chapter devotes itself. 

The Census Survey is used to provide a snap-shot of the effect of different 

policies on the distribution of admissions by source and medical decision 

to admit. It -also looks at the perceived opportunity for al ternatives-to 

acute hed care in each hospital. 

The trends in admissions to each hospital are the combined result of changes 

in supply, demand and admissions policy. These are also examined 

The admission rate per thousand compares the level of admissions at a 

particular pOint in time to see if a high level of admissions can be 

associated with a more open policy. 

In the light of the'information gleaned a recommendation will be put 

forward in Chapter 6 on the admissions policy most likely to have a 

desirable impact on equity, efficiency and the level of admissions, 

S.3 Census Survey Results 

5.3.1 The ma i n resul ts of the census survey are presented here. 

similarities and differences are highlighted. A detailed 

the results for each hospital is included in Appendix 9. 

Tne major 

analysis of 

5.3.2 Number of Adw,issions 

TABLE 5.1: 

Date of Survey 18/l9 July 1983 27/28 7/8 August 
Julv 1983 1983 

liospita 1 Ardkeen "exford St.Luke's St .James' s I-la ter 

No. of 
dtL...,..;.,~ 101 "i.: 79 69 56 133 Admi ss ions i 

o . .)u .-l$- 0'] ., 0" 0 D· l..-, 
Average No. of 'J.;.. , :>-

: 
Admissions to tne 73 54 53 75 92 
hospital for 2 days 0· .... \.4 ' I 

o· .... " o·~t . .,.., 
D- .. " in 1982 

No. of acute beds 301 206 188 554 456 
at end 1981 

~ •• -::.,!,: .• " ,.~ •. --.... ~., -:;:,'~::.:'.' r~ .... -. --'--' - --. '_.'_ 
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As can be seen from the table the number of admissions to all hospitals 

except St. James's was significantly higher than the average number of 

admissions in a blo-day period. In the South East, which is a tourist 

region, the level of admissions is relatively high in the summer months 

and the days chosen Monday and Tuesday are also the days when the greatest 

nurr,ber of admissions take place. Admissions to St. James's are dOl"'" on 

last year due to ward closures for renovation, and 56 lVas felt to be a 

reasonable average. They are 'on call' two days out of three and find 

little difference in the level of admissions on 'on' and 'off' call days. 

The number of admissions to the r·later is relatively high because of the 

inclusion of one day 'on call'. The r,~ater is only on call one day in 

four and that tends to be a day on which the number admitted is particularly 
high. 

5.3.3 Source of Admission 

TABLE 5.2: Admissions by Source 

Ardkeen Wexford St.Luke's Total St.James's ~~ater Total 

Emergency 64 65 51 61 54 44 47 

Non- Erne rgency 36 35 49 39 46 56 53 

Emergency admissions as a percentage of the total are, on aver~ge" greate~ 

in the South Eastern Health Board area than in the Dublin Hospltals. ThlS 

ties in with the viel'/ that the SOuth Eastern Hospitals have a more open policy 

on adnlissions than their Dublin counterparts. The percentage of emergencies 

in the ~'ater is bloated slightly by the inclusion of an 'on-call' day. 

In 198,." the emergency admissions thr(lu9h casualty arrounted to. approxil"1Itely 

30% of all adl11issions to St. James's and the Mater. In both hospit~ls the 

number of emergency admissions through other sources for instancE' oro clinics 

is unknown. 



:n all. the hospitals emergencies form a significant part of the tot~l \·,hich 
sV9gests that many of the admissions are unplanned rather than genuinely 
urgent. This issue is importar,t because the viability of many of the 
cptions to acute hospitalisation. for instance day care which ~,;ll te 
examined in later chapters depend on the ability to plan for their use. 

A further analysis of the source of emergency admissions is reveali~g: 

TABLE 5.3: Emergency Admi ss ions by Source % 

(if r "'--- i{...", "4'.fl\ 
<.: "1-1.kl- J~ ? 

Ardkeen Wexford St.Luke's Total SLJames's J.tater Total 

Casualty 23 37 20 27 63 91 82 
GP Referrals 57 47 66 56 10 0 3 
Other 20 16 14 17 27 9 15 I , 

Note that over 50% of emergency admissions in the South Eastern Hospitals 
were GP referrals as compared to 3% in the Oublin hospitals. As GP eQergency 

adn!issions often result from their keeness to avoid long waiting lists for 

out-patient clinics these may not be true emergencies. The 'other' category 

includes admissions through OPO clinics. tn the S.E. hospital~ medi~al 

adrr,issions from OPO are usually admitted iQmediately on the basis that it 

is almost impossible to determine priorities. 

level of true emergenci~s. 

This again overstates the 

TABLE 5.4: Non-Er.lergency Admissions by Source % 

Ardkeen Wexfol'd St.Luke's St. James's Hater 
I 

OPO 64 71 44 58 
. 

9 
GP Referral 28 4 1 38 23 @ 
Other 8 25 18 19 39 

, 
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There is less consistency in the pattern for non-emergency admissions here. 

Some interesting points emerge: Contrary to what might be expected there 

is quite a tendency for the hospitals providing regional or national 

specialties particularly the /·Iater to accept planned GP refcl-rals. The 

high proportion of planned GP referrals in St. Luke's ~hen coupled with 

a relatively low (51%) level of eniergency admissions highl ights the success 

of the \,ard Sisters in getting GPs to defer admissions for a few days. See 

Appendix 9.3 Table for further information. 

A closer examination of the survey results for Ardkeen Hospital ccntained 

in Appendix 9.1 Tables ~g~i~ht different patterns in source of referral 

in the different hospital units. In the small sample analysed there seer.;s 

to be a greater degree of planning for admissions in regional specialties 

such as ENT and a strong tendency tO~lards emergency admi ss ions in the 

medical and surgical functions. The presence of regional specialties 

has lowered the proportion of emergency admissions in the sample from 

86% to 64%. 

Similar factors may operate in the two Dublin· hospitals but it is not 

possible to break down the survey results for these hospitals by hospital 

Uni t. 

, 
5.3.4 Medical Decision to Admit 

The distribution of admissions by medical decision to admit is shown in 

Table 5. 

TABLE 5.5: Admissions by Medical Decision % 

Ardkecn Wexford St.Luke's St.James's /.Ia ter Tota 1 

Consultant 46 18 36 46 54 42 
Registrar 8 10 10 23 9 11 
Casualty Officer/ 16 52 5 22 ,-

~~ 27 
House Offi cer 

I n tern 3 2 - 2 - 1 . 
GP Automatic 27 18· 49 7 1 19 
Other .. - - - - 1 - , 

l""'""',",'''''''"",,e'_'''' ""2_~=""="._. ~ .. += ... " _____ ·': .. •· .... ~_~:--.- .... I'"'------..,--------........ f. __ ~ _____ _ 
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~----- ---------------Overull decisions are tat~n at ~ l1i9h~ with over 40% being n'ade by a 
consultant. !lore decisions tend to be tak~t._c(>~sultant and reoistrar 

~ -
level 'in the hlo Dublin hospitals than in the South E~st~erct'ntage 
of intern ad~issions is small with Ardkeen being the largest proportion at 

3" -

----~---:-:- ----
The hospitals in the South East, are w~lling to accept GP referrals 

automatically. The figures for GP Automatic in the table understate 
the extent to which this occurs. Those GP referrals technically decided 

\~ithin the hospital but in practice never refused are inc.luded in the 
other categories. The proportion of automatic admissions to St. Luke's 

is particularly striking. The 7% automatic GP referrals to St. James's 

represents the slippage from recognised procedures by the acceptance by 

consultant of some patients direct to wards. 

An interesting outcome which Table 5.7 cannot highlight is that procedures . 
and policies described by the Medical and Surgical Units of Ardkeen hospital 

appear to be at variance with the survey results. For instance all acmissions 
to the ~ledical Unit were automatically accepted GP referrals although the 

policy in that Unit is to vet all admissions. By the same token all 21 
adrr.issions to the Surgical Unit ~Iere vetted at least at interr. level and 

no one was admitted automatically. These contradictions cannot' be easily 
explained but they must throw some doubt on the degree to vlhich the unwritten 
policies are adhered to. 

5.3.5 Arpendix 9 contains detailed information on the sources of admission: by 

medical decision to admit for each hospital. This information confirms 

what one would expect to find f~om the procedures described in C~arters 3 

and 4: 

OPD decisions are taken at consultant or registrar level. 

Casualty Department decisions are usually at SHO or 
Casua lty Offi cer 1 eve I. ' 

" 

the level at ~Ihich GP r~ferrals are acceptE'd vades 
bt'tween intern and Consultant depending on the procedut-es' 
in the hospital. In We Regional and Dublin hospitals 
there is a greater tend' ncy ,for such admissions to be 
accepted at Consul tant ' ~vel. 

II'., -I· 



~ S.3.6 Acute bed 'unnecessary' 

The word 'unnecessary' has many connotations. In this context it is used 

as a short-hand way of identifying cases ~Ihere admission to an acute bed 
CCluld have been avoided if some faCility had been available or some social 
or other need of the patient had been met. For the purposes of the survey 
thE particular facilities which it was considered might obviate the need fer 

an acute bed were day beds, observation beds in casualty or improved out
patient facilities. The extent to which savings are feasible by substituting 
<' 

these alternatives will be examined in Chapter 6. 

As a measure of the number of 'unnecessary' admissions to the five hospitals 

the questions posed in the census survey is limited - focussing as it does 
on the subjective opinion of the doctor completing the form. However, such 
~~ . 

. ~t.i:Ve measures of necessity are desirable. It is doctors who make ,ar.d 

will continue to make admission decisions. Their viewpoint on the potential 
foravoiding admission is therefore crucial. 

I An analysis of HIPE data has shown that almost 40% of ~d!11issions to acute 

hospitals are d~scharged in less thln 3 days. Of these 4JZ (or 17% of 

all admission~) could have been dealt with without admissions to an acute 
bed. Table 5.6 shows admissions to the hospitals surveyed by len~th of 
stay. 

TAELE 5.6: Admissions by length of stay % 

Ardkeen I~exford St.Luke's St.J?rr:es'sl Mater Tota~ 

1 to 3 days 49 39 45 32 36 L:J 3 days 51 61 55 68 . - 64 ., 
6JI -.I"'{. • 

Note that 1-3 day stays are, on average. just over 40% of the total. 

One would expect that hospitals which aiready have day care facilitips. 
observation beds in casualty or some other aHernative te acute b('ds I<ould 
show relatively lower percentage of 'unnecessary' admissions., Recall that' 
I-IHforc and the ~later have limited day ca,re facilities, St. James's has 

extpr.sive day care facilities. Ardkeen and St. Luke's have none. 
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T ~.BLE 5.7: 

Could treatment have been carried out wi thout admission to acute bed? 

Ardkeen 

Wexford 

St. Luke's 

St. James's 

Mater 

TOTAL 

Yes 

% 

No 

% 

The proportion of unnecessary admissions in Ardkeenis lower than expected 

given the considerable interest expressed in alternative forms of care . . 
Or.e reason for this result is a generally held view that all adn~issions 

to the specialist units are necessary and this represented 65% of aC:missions 

surveyed. 

TABLE 5.8 

Reasons why acute beds were used. 

Ardkeen 

Wexford 

St. Luke's 

St. Jame' s 

Mater 

TOTAL 

% 

Abser:ce 
Day Bed 

Absence 
Observation 

Bed 

Absence 
Suitable 

OP 
Facil it ies 

Other 

~~'.-; 

Numbers 
Tota I 

/ITumhers rather than percentages are used in Table 5.8 because of 
-the small sample involve~7 
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The admissions which could have been avoided if day beds or suitablt· out

patient facilities were available were all for investigations or minor 

surgery. Half of the patients admitted for lack of observation beds in 

casualty ~Iere suffering from head injuries. An interesting point about 

these is that many ~Iere kept in for up to three days. \-it-,en asked if this 

mei'nt that an .injury requiring hospitalisation would have become apparent 

if the patient had been kept under observation in casualty the consultant's 

reply was that more than likely no injur.y ~lOuld have becon:e apparent. It 

was simply that once absorbed into the hospital system it took time before 

the patient \~as vetted and found suitable for discharge. 

The patients who were admitted unnecessarily for rp.asc.~s other than the 

absence of facilities were largely social cases or people who lived too 

far from the hospital to avail of a service on an DIP basis. Three people 

in that category had been automatically admitted to St. Luke's hospit.al as 

GP referrals and their admissions had later been deemed to be unnecessary. 

It appears that at least 9% of all those admitted could have heen treated 

without admission to an acute hospital bed if the appropriate facilities 

had been available. 

5.3.7 The census survey data largely bears out the description of procedures and 

policies in the five hospitals. The impact of these procedures in terns 

of the distribution of the sources of admission to the hospitals and the 

level at which decisions to admit are taken is apparent. It is also clear 

that there is scope for trea t i ng some of the admi ss ions with a lterna t ive 

care facilities. 

" 



5.4 Statistical Information on levels of admissions 

5.4.1 The effect of admissions policy on the level of admissions over time 

It is not feasible in this review to separate out and measure the impact of 

changes in demand 

changes in supply 

admissions policy 

on the level of admissions over time. It is possible to· speculate on the 

likely effect of each and examine the data for evidence of this effect. 

It is clear from paragraph 2.5.4 that the demand for acute hospitalization 

is growing. Some of the increases in demand have to do with real need -

population grO~/th, demographic changes, improved results of medical care 0"~;'" 
generating return visits - others are the result of changing attitudes .J;; I 
and lower tolerance of illness. ><..R~.....j -" 
One would expect attitudinal changes to be fairly evenly spread with perhaps 

a greater tendency to use acute hospital care in the urban areas where ease 

of access and the availability of more extensive facilities would be a 

contributory factor. Population_ owth in theDubiin area was slightly 
./ 

more rapid than that for the county as a whole at 1.6% rather than 1.5% p.a. 

Supply is also growing. 

and 1981 and the number 

? 
Bed numbers increased by alm~ between 1976 

----of practising consultants by 18%. But the impact 

of supply changes has been experienced less evenly .. Some hospitals have 

found their bed numbers and other resources more or less unchanged in the 

last six years. 

In a situation where demand is grc\·ting adr.1issions policy can rave one of 

four effE'cts subject to the availeble supply of beds: 

Policy constant/open 

As the cpen policy tends to be 10\"1 on screening for genuine 
~ 

need the grOl"th rate will tend to represent the full increase 
~ 

in dem~lld. This demand \"ill be coped with to the limit cf , 
hospital capacity by reducing ADS and putting up extra beds. 

If extra beds be'-"'''e available thC'y \-/ill be quickly used. 



Policy constant/restrictive 

The screening for fees!. will keep gro\'lth rates at rate of 

increase in population plus demographic changes. If prople 

are turned away when beds are unavailable the growth rate will 

be lower still. Extra beds coming.on stream \'IiI 1 be left idle I . -
unless there is genuine need for then:. arJ'"-!~ <- F~~ 

~ ., ~ I'<&- "'-rl 
Open policy becomes restricdve ... - . ...A 

Rate of growth will fall to at or below rate of increase in 

population plus demographic change. 

Restrictive policy becomes open 

Rate of growth will rise. 

In each of these four cases it is assumed that initially demand was 

satisfied by available supply. If supply \'las originally insufficient 

to meet enuine need increase \~ill be uickly swalloVied up 

regardless 0 the policy. 

5.4.2 Growth in the admi ss ions to the hospita 1 s surveyed 

A detailed analysis of all published statistical information relating 

to the five hospitals is in Appendix 10. Table 5.9 illustrates the 

pattern for the past 4 years. 

TAGLE 5.9: Annual GrO\'lth in Admissions Compared with Change in Bed Numbers if, C"angel 

Ardkeen Wexford St. Luke's St. James's r"a ter 

Beds Admi ssions Beds Admi ss ions Beds Admi ss ion Beds Ajmissions Reds Adr.:i ss ions 

77/76 - 6.4 9.2 6.6* ., 4.8 16.7 2.5 -1 7.5 
". 

78/77 - n.8 !l.B .S 11.2* - 9.6 - .1 5.8 2.2 1.3 
79/78 10.3 4 -9 5.5 - 2.6 -10.3 13.7 -1.5 3.9 
20/79 1 3.4 - 1.5 2.2 - 2.9 -23 21.1 - 1:7 . 
hI/CO 12.3 12.4* .5 9.4 5.6 ·12.1* 9.7 19.3 1 8.1 
F;2/81 - 7.8 - - 7.4 - - 1.8 -15.3 - 3* 5.8. 
02/7£ 2.1 7.1 - 4.3 

-
1.3 2.6 9.5 .2 4.7 . 

r" -



It might be expected that in the South East, because of the openess of 

policy, growth in admissions in response to demand changes ~lOuld be 

restrained only by supply limitation. The tlvO Dublin Hcspitals might 

be seen to contain their gro~lth rates sC'me~lhat. In particular a slow 

down in growth might be expected in the Mater because of a tightening 

of policy. Unfortunately as grm'lth in bed supply has been small in all 

the hospitals all are suffering from supply limitations and this distorts 

the picture. 

The responsiveness of admissions to a change in bed numbers is significant. 

Note the asterisks in Table 59. This response is quite pronounced in 

Ardkeen' where the increases in 1977 and 1978 may well irdicate delayed 

reaction to a substantial increase in bed numbers in 1976. Often it 

seems to take blo to three years for the effects of an increase in bed 

complement to work itself through the system and the occu~ancy levels to 

return to norma 1. 

Increases in bed complement are usually only ~ranted after a quite risorou5 

examination of their need and regardless of policy ~Iill soor. be used 

up. The detailed information in Appendix 10.1 sho~ls that the increases 

in Ardkeen in 198i and 1982 are linked with increases in the bed complement 

in the ENT and Paediatric Unit. It is worth noting that growth in 

ad"-issions to the Medical Unit almost stopped in 1982 perhaps as a result 

of the restrictive policy introduced in November 1981. 

St. Luke's is showing the effects of approaching full capacity. It has 

the lcwest. P,DS Lsee Table 5.1.!.7 and lowest growth rate in spite of its 

open policy. Hexford has similarly constrained. There is evidence 

that changes in the number of consultants can affect the level o~ admissions. 

Thi sis apparent in Ardkeen where new consul tants Iver'e appoi nted in, 1976 and 

1981 . 

TABLE 5~ 10: ADS 

1976 

1981 

Ardkeen Hexford St,. Luke's St. James's Ma ter 
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TABLE 5.12: 

Age 

0-14 

15-24 

25-44 

45-64 

65-74 

75+ 

TOTAL 

TOTAL 

*Source: 

. 

-

-

NESC 

• 

Admi ss ions per thousa~d 

Ardkeen 
Male Fer.1ale ' Mal~ 

53 40 68 

68 43 69 

59 . 37 54 

71 60 75 

137 103 164 

190 144 187 

69 53 76 

61 

Report - Health Services - The 

~ , 

1\ 
population by age and sex, 1980 , 

, 

Irelanc 1978* " 

St.Luke's l'lexford R' 
',' 

Female Male Fema 1 e ~la 1 e Female ,. 
" 

48 55 36 111 83 , 
69 58 107 86 100 

, 
i 

69 48 147 94 122 , 
• 

81 81 92 146 .. , ,t3~ -

~ 
-~-'--

127 142 117 245 186 

~: 149 175 134 287 217 

~ 
71 69 93 123 118 1 

. , 
f" 

74 80 [f 
j 
1,' 

Implications of Demographic Changes to be purlished shortl y. i\ 
" { - ,,, 

i.l 
";:. 

~: 
• ., 

• ~r ,. 
i q 

" 

~\ , 
<'f 

'~ 

. . , ~f~· . 
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St. James's has the unusual combination of the highest rate of growth, 

the biggest reduction of beds, the longest ADS, the lowest occupancy and 

the most restrictive policy. 
long-stay to acute beds with a 

However, there has 'been a major shift from 

consequent. large reduction in ADS. Over 
the six years St. James's has been actively seeking to generate dema~d for 

its services and has acquired a number of additional? Its more 

recer.t, restrictive policy has been forced on it by the un~vailability of 

beds and the impac t of reduced bed numbers has begun to tell. T~i sis 

quite pronounced in the Medical 

associated with an % fall in 

Uni t vlhere an 11% drop in beds in 19[;2 was 

See Appendix 10.4.2. 

In spite of its attempts to control admissions the Mater is showing a fairly. 
rapid growth of nearly 5% p.a. 

Table 5.11 shows the throughput of patient per day per hundred beds in 

1982 for each of the five hospitals. 

TABLE 5.11: Throughput of patient/day/lDD beds 

Ardkeen 9 

Wexford 12.5 
St. Luke's 14.5 
St. James's 7.6 
Mater 10.4 

Differences in throughput will vary with the specialist offered in (\ 

hospital and the length of stay associated with each. I n genera lone 
would expect 

specialties. 

a slower throughput in hospital with regional and national 

Still the above table seems to indicate that the County 
Hospitals are pushing their patients til rough their available beds at a 

rapid pac~ with· the Mater a close third. The relatively slow throughput 
in Ardkeen and St. James's may be indicative of poor utilization of 
resour~es. 

5.4.3 T~e statistical information highlights the importance of influences other 

than admissions policy on the level 9f admissions over time. Changes in 

bed complement can be seen to have an impact. There are other factors 

which affect supply of acute hospitalisation and indirectly the level of ,. 
admissions. 
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It was mentioned in the course of interviews with hospital personnel that 
incidents like a consultant being ill for several months or a ward being 
closed for renovation caused hiccoughs in the level of admissions that 
would otherwise be inexplicable. 

It is clear that the impact· of demand and supply changes outweigh pel Icy 
considerations in determining the rate of changes in the level of admissions. 

5.5 Admission Rate per Thousand 

5.5.1 A comparison of admission rates per thousand for the hospitals surveyed 
might yield further insight into the ·impact of admissions policy on the 

level of admissions to one hospital relative to another at a certain point 
in time, 

Other things, such,as demographic factors, being equal a relatively higher 

admissions rate might indicat~e~a--IOOFe--QQ.en admissions policy encouraging 
uncontrolled deman or a excessive supply 

A re1atlve1y low rate might indicate a restrained policy, a restricted 
supply or (if accompanied by high rates of growth over time) a hospital 

which is developing from a small base to meet the need of its catchment 
population, 

As all the S.E. Hospitals have an open policy similar rates might be 

~xpected. The method 

rates are described in 

and assumptions 

Appendi x 11. 

in calculating the acmission 

5.5.2 The I'esults for the South Eastern Hospitals in comparison ~Iith the I'ate 
for admissions to all acute hospitals in Ireland are shown in Table 5.12. 

Acmissions to regional specialties are not included in the figures for 
Ardkeen. 

The rates for the ho~pitals are all substantially lower than the national 
average. This is to be expected as they only reflect the number of 
admissions to the general hospital beds provided for the area. Admissions 
frem the catchment population to district hospital beds and regional and 

national specialties are not accounted for. 



!f it is assumed that other 'acute' hospi ta1s in each catchment area meet 

the needs of the loCal population in proportion to their available beds the 

rates for the three hospitals would be as follo~ls: 

TABLE 5.13: No. of admissions per thousand from proportion of ca tchment 
populatlOn served by the hospltals 

~~a 1 e Female Total 

Ardkeen 113 86 99 

Hexford 86 116 101 

St. Luke '.s 107 101 104 

The evening out of differences between the hospitals is noticeable. 

However, 76 bed County and City Infirmary in Waterford is a viar1e 

alternative to the Ardkeen. In practice the t\;O district hospitals 

in each of the other catchment areas are not. {1 'L '7 
.. /~ "-6,/r . 

5.5.3 For comparison purposes bet\;een the three hospitals the figures in Tdbl\:i2 

give the most accurate reading of the extent to which each hospital is 

meeting potential demand within its catchment area. 

The low rate in Ardkeen might be expected. Occupancy levels in the 

Nedica1 and Surgical units were relatively low - 78.7% and 73.5~' respectively 

as compared with 93.8% and 78.8% for Wexford and 87.5%and E[l.~for 5t. Luke's 

When coupled with an expansion in bed numbers and high growth rates since 

1980 the impression is that Ardkeen is developing from a sli~all base to 

meet a grea ter proportion of the needs of its local ca tchment area. 

Wexford has the highest overall rate mainly because of exceptionally high 

rates for 15-44 year old females. The rate for 25-44 year ole ferr.ales, 

for instance, is 397% of the Ardkeen rate and 213% of St. Luke's rate. 

This difference is largely accounted for by admissions to the Hexfo.rd 

Gynaecological Unit. The Unit had nearly one thousar.d admissions to 

to its 20 beds in 1980. In contrast the Gynaecological Ullit of 5 beds 
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in Jlrdkeen opEned in October 198~fyents that year. 

In the same year that the Voluntary Public r·!aterr.ity HOspi~t-~,.i,r:mount, 
~aterford put 491 patients through its gynaecological beds. If t~e 

figures \vere adjusted to remove the ,lex ford gynaecological admissions the 

rates for 15-44 year old females would resemble those in I\rdYeen. St. LuYp.'s 

uses some of its rna ternity beds for ~yn~ecc 1 ogi ca 1 use and ca nno t acccmmoda te 

larse nunlbers of such patients. This would explain why the numbers in the 

15-44 female category for that hospital are higher than Ardkeen but ouch 

lower than Wexford. 

It is notable that the figures in that age group for Hexford are higher 

than the National average. This may point to oversupply of gynaecological 

be~s in Wexford or a particularly open admission policy to that Unit. 

r~~~ (.~..-r'y)f';" l "-:... '-~ ~. , 
Another significant feature of Table 5 is that admissions in the 75+ male 

5.5.4 

age brackEt to Ardkeen is higher than in the other hospitals. I twas 

mentioned in that hospital that because of difficulty in gaining admission 

tc geriatric facilities in the area there is a tendency for GPs to refer 

older males in ;eed of geriatric care to the Ardkeen. This will have been -------. 
rectified somewhat by the presence of a geriatrician in the area ~Iho carries 

out geriatric assessment. The rates for 65 plus in ,!exford arelo~ler than 

those in St. Luke's. This would be expected given the relatively easy 

access of Hexford patients to geriatric care at BrOl-mswood or Enniscor~hy. 

There are no other significant differences between the rates for each 

hospita 1. 

With the exceptions mentioned above the hospi,tals show no evidence of 

different admission policies. Once again the striking feature is that 

supply, whether of beds in a particular unit or in an llternative lecal 

hospital has 

of admi ssi on 

ra tes may be 

(0. Hospi ta 1 

the most obvious impact on admission rates. The low rates 

relative to the national average coupled with high occupancy 

further evidence of supply constraints in the case of Wexford 

and St. Luke's. 

, I 
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5.6 Conclusions 

• 

Because of the unique controlling function which the medical profession 
has in the allocation of available supply to meet deman~admissions policy 
is a vital tool in ensuring the best use of resources. It can ma~E' a 
major contribution to the equitable and efficient use of these resources. 

In terms of coritrolling the rate of gr~wth in admissions it is oflirnited 
usefulness. 

If supply is under provided to meet genuine need admissions will grow as 
~ 

fast as the system can cope.with regardless of policy. 

If supply is over-provided the policy could be used as a tool to er,sure 

that beds are not availed of unnecessarily but this is both inefficient 
and in practice un~lOrkable. It is more likely that policy will loosen 

and the beds fill f.or less reason than before. Controlling supply is a 

better option in such cases. 

The other alternative .is to attempt to control demand. 

" to engineer and its impact had to measure. 
This is difficul t 

The options for using admissions policy. supply management or demar.d 

management as tools to control the level of admissions will be examined 
in Ch~pter 6. 

. I 



6 THE CONTROL OF ADr·HSSlmlS TO ACUTE HOSPITALS 

6.1 Introduction 

6.1.1 There are three ways in which an attempt can be made to control admissions 

to acute hospitals. 

Admission policy can be used to ensure that only those in· 
need of acute care get it and to set priorities to determine 

those most in need. 

The supply of acute care either in the form of acute ~eds. 
doctors or other services and facilities can be controllec 
to limit the number of admissions that are prssible. 

An attempt ~an be made to reduce the demand for acute care 

so that pressure on supply is relieved. 

6.1.2 Changes in any of the above may have an impact on the 'equity' of acute 

hospital care. For' instance a change in policy to admit on a 'first come 

first served' basis in the context of a limited supply may result in people 

in genuine need being deprived of acute care. Similarly closing a hospital 

will affect the equity of access of people living in its catchment area aEd 
ifilposing a price on hospitalisation to reduce demar.d may ~le11 deny SOfile 

peop 1 e the ca re they need. 
, 

6.1.3 Efficiency l"Ii11 also be affected. As mentioned in Chapter 4 a change in 

policy l"Ii11 affect the utilisation of resources and thus the likelihood of 

the return frem them b'!ing maximised. A reduced supply of bedS l"Ii11 put 
pressure on hospital· staff to get the best possible results from them. 
Reduced demand may lead to inefficiency if supply is not reduced in proportion. 

f .. 1.4 As a result any contemplated Cha~ge must be viewed in the light of its 

impact'en the overall effectiven~ss and efficiency cf the health care 
system. It is for the policy ma·ker to decide if, in the"lisht of financial· 

constraints the impact is accept b1e. 
, I 



6.1.5 In practice no one change will be sufficient to control the level of 

6.2 

6.2.1 

admissions. A combination of all three vlill be required. In the 

light of the empirical evidence collected this chapter susgests possible 

steps which could be taken in each area. 

Admissions Policy 

The evidence in chapters 3 to 5 h~s sh~wn that there is no single admissions 

pel icy or set of procedures consistently in operation in all the hospitals 

surveyed. Nor is s.uch uniformity necessarily desirable. Hospitals 

differ in their organisation, physical structure, the nature of the service 

they provide and the environment in which trley operate. 1 t is inevi table 

and appl'Opriate that their policy and procedures should be shaped to their 

individual needs. 

That being said, in the context of any overriding objective to keep 

admissions to a minimum, consistent with genuine need, there are certain 

elements of policy and procedure which seem most likely to achieve such 

a re~ult. 

E. 2.2 The fo 11 ovil ng is a sugges ted po 1 i cy. 

ensure that 

The policy of the hospital is to 

6.2.3 

only those in g~uine need of acute care aloe admitted; 

priorities are set so that 

. admission soonest; 

~ost in need gain 

patients are discharged as early as possible consistent 

with need so as to maximise the utilisation of resources. 

Procedures to implement this policy would include the following: 

In order to determine need for admission with as much accuracy as 
;, 
I': is feasible I 

" the decision to admit is aken at at least SHO level; 
. , . 

'I';' ,-, 
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a decision to refuse admissiu~-;'5_tak(n at at least "I 
Registrar level; . ~ 

--' 

all patients spekir:g admission (including referrals from 

C';>",~ other hospitals) are rigorously screened to ? 

determine need. I'!hen pa.i tents have been referred to an 

OPD clinic this screening takes place there. Otherwise 

the patient is seen in the. Casual ty Department. 

Where possible (for instance in the case of head injuries 

or myocardial infarction) ~Iritten criteria are available 
? 

.r _ _--__ ~ 

to aid the decision-taking process; 

all possible alternatives to admission (e.g. out-p~ticnt 

or day care) are considered in the first inslarice~ 

if there is.genuine doubt as to the necessity of admission 

it is arranged as a temporary measure but kept under constant 

review. 

In order to set priorities in the allocation of limited resources 

., 

all admissions are channelled through a central a'dmissions offi,ce 

where an up-to-date record of bed state is kept; 

OPD and Casualty admissions are managed as a ~Ihole and not f ~ " 
treated as separate entities; 

non-emergency admissions are booked into a bed at so~e future 

date appropriat.! to the degree of urgency of the case. lihen 

possible bookings are more than four weeks from the date of 

assessment. 

The same cr,iteria for ass~ssing urgency is applied to patients 

seen at casualty and they!'are also booked in (ather than admitted 

immediately if appropriate:; 

, I 
, ! 
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All possible diagnostic tests are carried out prior to 

adl~li ss ions. 

Facilities and tests required are also booked. 

Bookings are maintained by Ivard within specialty and also 

recordec! centrally in the Admis.sions Office to facil itate 

access by those wishing to add to the bookings. 

No te: A hooked sys tern seems more effec t i ve than a wa it i ng 1 i s t sys tem 
in most cases, particularly if the tendency is for ~!aiting lists 
to lengthen. It forces a greater degree of planning of bed 
utilisation on hospital authorities. If a ~Iaiting list is used 
it should he categorised by degree of urgency and revie~/ed regularly 
by the consultant in consultation with the Hard Sister. 

Both Hard Sisters and patients are notified four days in advance 

of admi ss ion. The pa ti ent is as ked to phone on the morni ng 

admission is due to take place to check that a bed is available. 

Beds are not allocated rigidly by consul tant and ffiaximun~ flexibil ity 

is used wh~n choosing a bed. Limited lodging out of patients to 

other specialties is arranged in order to maximise use of bed space 

when the appropriate ~larG is full. 

There is planning of beds for emergency use with a rota system 

of wards 'on call'. Hards will kno~1 at least 4 weeks in advance 

when they will be on call for emergency purposes so that.booked 

admissions are kept to a minimum on these days. Planning is done 

by reference to the expec ted number of emergency aomi ss ions for the 

day of the week and time of the year. 

Except in 

.. >:i5 no bed 

an acute emergency ex!!a b~s are not put up. I f there 

available adm';5sion is deferred or a patient discharged . 

,. 
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6.2.4 

In order to manage discharges effectively 

J ~ 1 the prcgress of a patient is revie~led daily to ensure -'{.,J..<;-
earliest possible discharge-

at time of booking the approximate length of stay is ffi-tf t;;-
predicted as- a guide to these planning admissions. ---

To ensure the most efficient use of resources all infol'mation on 

bookings, admissions, discharges, predicted discharges and bEd state 

are communicated instantly to the Admissions Office. This is ar, 

ideal application for a data processing system equipped l'lith Terminals 

for computing and assessing up-to-date inforo;ation. 

The medical and administrative staff of the hospital are kept informed 

on a regular basis (~Ieekly or monthly as appropriate) of trends in 

admissions, bed'usage etc. so that weaknesses in the system can be 

identified and dealt with speedily at the appropriate level. The 

information is pl'psented in a form that lends itself to analysis of 

source of referral and medical decision to admit so that important 

trends and adherence to procedures can be monitored. 

The pO-licy and procedures set out above are put fonlard as a starting 

point for discussion. Each hospital must arrive at its ovm conclusions 

as to the exact furmat \'Ihi ch suit its parti cul ar needs. 

A hospital ~lill have most commitment to a set of guidelines which evolve 

from the viewpoints and idea~ of those working in it. The only co~straint 

ir.lposed is that the policy arrived at must be consistent with the overridirg 

ohjective of keeping admissions to acute beds to a minimum consistent with 

need and that the procedures must be geared to achieving that objective. 

~!hatever the final format it is essential, if it is to be effective, that 

it be conmunicated in writing to all those involved in its implementation 

and kept under constant review. At present most hospital authorities are 

at the mercy of often outdated procedures ~Ihich have established themselves 

over the eyars. 'rticulating an admissions policy provides thew with an 

oPPoi'tunity to take control of their available resources dnd ,~ake decisions 

as to how they ilre to be used. 
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6.3 

6.3.1 

Supply 

The simplest ~Iay to reduce the level of admissions to acute hospital beds 

is to reduce the supply of acute hospital care. As mentioned in 

paragraph thisl supply comprises many elerr-ents but the elerr,ent \·,ith 

the most direct impact is the number of acute beds. It is to the scope 

for and likely result of reducing the number of these beds that this 

section directs itself. 

U. 1 T ,h], 6. I ,ho." th' oo_b" of b,d, '" tho",,"d POP" I" 'eo ,oeB? 
cGuntries in 1979. 

/ 
TABLE 6.1: Acute Beds per Thousand Population i{;979 

England Wales Scotland Northern Ireland 

Occupi ed 

Available 

2.1 

2.8 

2.1 

3.1 

2.5 

3.5 

3.5 

4.2 

Source: NESC Report - Health Services: The Implication of 
Demographic Change - to be published shortly. 

3.2 

3.8 

The number of beds per thousand appears to be considerably hig ? 
Ireland than in England, Wales or Scotland. 

tlorthern Ireland T'ate. A "Needs Asse sment.Study" in the UK concluded 

that there was substantial over-provlslon in North~rn Ireland. This may 

suggest an over-supply of acute beds here. 

6.3.3 As with any change the implications for efficiency and equity Ir.ust be 

exanlined. It seems likely that efficiency will be increased by·a 

reduction in bed nUfr.bers, particularly if the change is accompanied 

by a higher admissions pol icy to ensure the maximum return from th~ 

reduced resources. The Economist Brian Abel Smith has suggested that 

'on1y an actual reduction in hospital beds per thous~n~ is effective in 

CT'eating a more efficient use of (!hem) .(2). The impact on eouity depends 

on where and how the reduction is carried out. If there is over-supply 

it should be possible to reduce bed numbers while ensuring ~-i-ne~ 
is n:et. Ho\yever the difficulty lies in detemining to \yhat exte~t and 

where the reduction should take place. 



6.3.4 The consul tants intervie~/ed in the course of this revie~J consistently 

6.3.5 

referred to the possibility of between 15 and 30% of admissions being 

catered for with alternatives to acute bed care such as day care or out-

patient facilities. 

If admissions could be reduced by up to 30%, by a combination of a lighter 

admissions policy and the provision of other faci.lities, bed numbers could 

also be reduced. The reduction would-not awount to 30% of beds as the 

admissions avoided would be mainly short-stay cases. However, if roo 

reduction is made the new facilities wculd tend to generate their own 

demand by their very existence. It is 1 i kely that a lesser numher of 

short-stay or day beds could be substituted for the acute beds they 

replace and the needs of the same number of people be catered f:Jr. It 

would need to be established that the cost of providing the alternatives 

would be more than offset by the savings on beds. Such a result is 

likely given the possibility of speedier and more efficient processing 

of patients through short-stay and day-care facilities and the reduced 

maintenance costs for such patients. The efficient use of such facilities 

can be enhanced by rigorous planning for their use. The ideas put forwa rd 

in an article entitled 'The Manchester Royal Infirmary Programmed '-----------------
Investigation Unit' by Longson and Young are of particular interest in 

this context and for convenience the text of the article is included at 

Appendix 

One approach that might be adopted to assess the appropriate mix of acute 

beds and alternative facilities for particular hospitals is as fo1101<s: 

Set up a team of experts to include representativE's of 

the medical profession, the Department of Health and 

the Health Boards. 



Charge the team with the task of 

agreeing a list of tests and treatments which 
are suitable for alternative care 
selecting hospitals with the· gr~at~st potential 
for savinss (e.g. where there are currently no 
day care facilities) 
reaching agreement with hospital personnel on 
the implementation of an .appropriate plan for 
each hospi ta 1. 

~ The team would then visit selected hospitals and in 

consultation with hospital personnel 

agree the appropriate ratio of beds to population 
based on the existing pattern of effective demand 
(as evidenced by admissions to the hospital by diagnosis) 
and gives thecensity. age structure and socio economic 
characteristics of the catchment population 

if necessary adjust this ratio up\'lards. for 
need as perceived by medical personnel 

establish by reference to diagnosis the proportion 
of this demand \'Ihich could be met by alternative ::are 

adjust the bed/population ratio dO\'lnwards to allow 
for this 

estimate the costs and savings involved in reducing 
beds to the new ratio and setting ~p the aapropriate 
level of alternative facilities 

if a reasonable degree of net savings are likely to 
result agree a plan for the implementation of the 
proposa 1. 

6.3.6 Vet-y often the argument is put fon-Iard that it is just root feasible to 

reduce the number of acute hospi ta 1 beds ei ther because it is politi ca 11y 
unattractive or.because it results in people in genuine need being deprived 

of acute care. 

The abl)ve approach is not intellded as a blueprint for action. Instead 

it might serve as a starting point for discussions as a \'lay of reducing 

bed nun:bers that maintain or impt'ove the equity and efficiency of the 
service being provided. 

,. 
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There are other alternatives which it is beyond the scope of a paper on 

admissions policy to examine. They include w.aking use of district 

hospitals as day care or out-patient cent~es. In mlry of tbe discussions 

held with hospital personnel it was felt ~hat district hospitals are not 

effectively utilised and, although included in acute bed numbers, do not 

~rovide a viable altemative to the county hospitals. Another idea ~hich 

emerged \vas to close ene hospital in ~ vicinity and have it ser've as a 

day-care, out-patient and casualty centre for a particular catchment area, 

Of course it is also possible to simply cut the numbers of hospital beds 

arbitrarily by closing wards in seme hospitals \vithout providir,g any 

alternative forms of care. This might prove the advantage that it is 

cheap and speedy to implement but it almost certainly conflicts with the 

concept of equity and the accepted principle of health care policy contained' 

in paragraph 2.2.1. It might also prove to be inefficient if adequate 

account is not taken of indications such as the occupancy levels of 

different hospitals. 

i 

Whatever approach is adopted to reducing the number of beds it should, 

idea11y, be geared tO~lards improving rather than diw.inishing the overa11 

effi ci ency and equity of the, hea lth ca re sys ter.1. 

6.4 DE'ma nd 

6.4.1 

, . 

The determinants of the demand for health care ~Iere outlined in paragraph 

The individual usually makes the initial move to seek w.edical care because 

he perceives a need for it. HOlvever, it is the doctor who converts thi s 

into effective demand by recommending hospitalisation as a course of action. 

,7:: 

In 95% of casei the individual will be covered for t~e cost of hospitalization 

either by public health services or Voluntary Health Insurance. Thus he has 

no fin,ancjjl jnceQtiv.e to hospitalization. Only the fact that hospitalization 

is ,an inconvenience and not usua11y considered a desirable state may discour'ag£ 

him. Even then there is evidence that attitudes to hospitalization are 

changing. It is no longer as unattractive a prosrect as it was in times 

past perhaps because peoplenow have'the (sometimes mistaken) belief that 

hospitals can provide cur-esfor rreviously un'treatable conditions. 

" .-.. -_ ... , ......... ,.,,' . ------.~ ..... ---------. 
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Ir fact there are several aspects of the system of financing health care 

in Ireland that may well act as an incentive for hospitalisation. An 

'7 ir.diviuual pcY$ for hospital care either voluntarily on an ongoing basis 

to the IJHI or by ....::o~pul~ry deduc~ his. income. He may vlell t.e~ 

') 

te(f,pte:J...-to get value for his expenditure vlhene.v_eJ: .... lLc:ssible. In addition 

the whole system is biasec in favour of hospitalisation as against other 1(/ 

for~ls of care - the VHI only covers inpatient treatments and, while everyont' 

in the country.is entitled to a bed in a public vlard free of charge, or.ly 

36% of the population are covered for free GP service. ~ ~ ~ ~-<--"';' 

Gfr JU ~.L.. I( eL'~: ~ '7.ff- &-f-.l;.;! 

It is often the GPwho decides when a patient needs to go into hospital. 

It may be i.::n:....:.:.h.:.is::..l~·n.:..:t"'e.:..r.=.es"-t"'s'--.!o do so even in cases where it vlould be feasible 

for the patient to be treated at home or as an outpatient. He may be 

anxious to avoid night calls. for instance. or spending an inordinate ? 

an:ount of time with one patient at a fixed fee when he could be treating 

a number of others and obtaining each of their fees in H.e same tin:e spat!. 

Perhaps he lacks confidence in his own expertise at treating a case and 

feels more comfortable at having his patient speCialist case or his 

patient is pressurising him for the more expert care that a hospital can 

provide whether this is medically necessary or not. Whatever the reason 

there is a strongly held view among the medical and administrative personnel 

, interviewed that GP's are referring many patients to hospital unnecessari ly. 

As such a referral imposes no costs on the GP and perhaps some gains h2 has 

little incentive to keep his referrals to a minimum . 

..... 
Sometimes the GP will refer a patient to a consultant attached to a 

hospi tal for decision. At this stage demand is being determined by 

someone I"lho is also in a posi.tion to manage the levei of SUI'ply. Clearly 

such a condition is not conducive to minimising demand. Until relatively 

recently consultants \~ere paid in relation to ~he number of patients they 

treated - an added incentive to admission. This is no longer the case 

but old habits die hard and it is likely that the attitude of '~eep beds 

full at a-l costs' lingers. That aside it is much more convenient for , 
a consultant to have his patient on the spot where he can be treated at 

a time that suits. Organising'outpatient appointments at set times and 

planlllng thatapp'ropriate facilities are available is much more dcmancir.g 

of the consul tants energies and much mOl'e restrictive on his time than 
:r 



6.4.2 

I sj~lrly getting the patient into a bed. In addition out-paitent facilitiE;s 

are often in the dingiest and least well equipped CQrn~r ~f the hospital 

and nei ther' doctor nor patient is keen to spend time there. . 

It has been said that hospital doctors and administrators receive job 

satisfaction in direct proportion to 

desire to have the biggest. best and 

the scale of theil' hospital. This 

busiest hospital in the vicinity is 

ur,c:erstandable 'and \~as quite apparent 'in 

pressure on bed space existed the policy 

to their hospital rather than another. 

i n te rv i ews . Except where severe 

was to encourage patients to come 

It is apparent from the foregoing that there is little or no incentive to 

anyone involved in the decision-making process to keep the level of 

r.(Ispital adn:issions to a minimum. This makes reducing demand a difficul t 

tas k. 

,~ny attempt to tackle the task is likely to hinge around the possibility 

. of reducing incentives for or imposing disincentives on admissions. .Such 

attempts are more appropriately made at a national rather than local level 

and as such their impact is more difficult to measure than the direct 

supply reduction approach. 

Once aguin it is beyond the scope of this review to develop detailed 

approaches to demand management. 

analysis. some suggestions which 

are put fon~ard. 

However. for comple~eness in 

may be worthy of more in-depth 

the 

cons i dera tion 

Nost potential disincentives to hospitalisation involve the in~position 
. -

of a price or cost on some party to the decision to admit. For instance. 

introducing a charge for the patient is a clear \~ay of c~eating a financial 

disincentive for him. In so doing equity will be affected - as son!c in 

need may be ~nable to afford Cdre - and efficiency may also be affected 

to the extent that pricing distorts the market by encouraging the use of 

free servi ce in preference ·to those tha t con t i nue to be cha rged for. Th i s 

latter ~'ill be a useful result only if the services used in prefprence an~ 

more efficient. However. it may well be possible to devise a sliding scale 

,-. 
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syste~ of cover for hospitalisation care which protects equity but creates 

some dOl'lm'lard pressure on demClnd. Another alternative is to mak!; people 

~ore a./are of thl' cost of hospitalisation by having them pay at the r'oint 

of receiving the service but claim the money back later. Such an approach 

does not resolve the equity problems. 

Another area .,orth examining is the method of remuneration of VHI members. 

P. change in the system to encourage o~t-patient rather tllalLimlatient care -could make a valuable contrib~tion to reducing demand. The effects of the 

introduction of a health 'no claim honus' to encourage peeple to take carE 

of their health is also worth looking into. 

The remuneration of GPs on a fee for service basis for GNS patients may 

indirectly affect demand for hospita 1 beds . 

(
methods of payment .,hich encourage the most 

system by GPs have been devised. 

In ether countries alternativ~ 

efficient use of the health care 

On a broader level the education of GPs and all others in the medical 

profession has been geared almost entirely towards medical excellence. 

Nothing has been done to train them for the management role \'ihich they, 

of necessity, must fulfil. By and large they are 1 ittle aware of the 

, relative costs of the different treatments they provide. 

This lack of awareness is equally apparent at hospital level. The many 

consultants, encountered in the course of the review, who had a ~enuine 

interest in curtailing costs and making the most efficient use of their 

limited resources found it practically impossible to gain access to the 

information they required to make sound manage~ent decisions. Educating 

doctors for this aspect of their job and providing a flo., of good manager-.ent 

information does not guarantee reduced demand tut it does create a climate 

in which such a reduction has a greater chance of being aided and abetted 

by the medical profession. 

Providing cheerful and well equipped outpatient facilities is also CI 

positive step towards encouraging their use by patient and doctor. 

Involving the medical profession in devisi'ng their 01'1n n:ethods of creatin, 

incentives \'Iould help to secure their commit~ent to the end product. 

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



6.4.3 The above are but a sample of approaches that m~ght be adopted to encourage 
a reduct ion in demand. Note that such a reduction can be encouraged but 

not guaranteed. Involving the medical profession in devising their own 
methods of creating incentives \-/Ou1d help to secure their comr.'itment to 
the end-product. 

Unlike the supply-side possibilities there are no foolprt'of wilyS of 
achieving reduced demands and any resul ts I,ould tend to be long-term 

rather than immediate. 

Suwmary 

This chapter has outlined the potential for using admissions' policy, the 

supply of hospital beds and management demand for acute hospHa 1 iza tion 
as tools in the efficient and equitable control of hospital admissions. 

One thing is clear, there are no soft options. If it is considered 

important to control the level of adm~ssions I~ith a view to reducir,g 

ar containing costs the approath which has the highest probability of 

success is that of reducing bed nu~bers. 



7 SU~:I·:ARY OF RESULTS, CONCLUSIONS A~O RECOf/l~ENDATIONS 

7.1 This revicw has yielded an insight into the role of hospitals adrnissio~s 

policy in determining the level of admissions to acute hospital beds. 

The revie\'J \~as helped considerably by the excellent cooperation of the 

administrative and medical personnel in the five hospitals surveyed. 

7.2 

7.2.1 

7.2.2 

Summarv of Results, , 

The general picture that emerged from the empirical evidence collected 

is that admissions procedures have evolved over a number of years and 

the policies underlying them have not been articulated or communicated 

to staff in written form. 

In many of the hospitals visited the administrative and medical personnel 

had a clear concept of what the hospitals admissions policy was. In the 

three hospitals in ·the South Eastern Health Board Area the err.phasis ~Jas 

on ensuring that no one who sought acute hospitalisation was denied it. 

In the two Dublin hospitals there was a greater tendency to assess the 

need for ca re and a wi 11 i ngness to refuse admi ss ion if the need ~Jas not 

apparent or if a bed was unavailable. This difference in attitudes is 

partly accounted for by the lack of knowledge of the Dubl in hospitals about 

GPs in their catchment area and the availability of alternative acute' care. 

7.2.3 There wel'e a wide variety of procedures relating to admissions in operation 

in the different hospitals. 

7.2.4 Ovcr 60% of admissions in two days to the South Eastern hospitals were 

emergencies, 

admission. 

a lot of which were non-injury cases referred by GP's for 

In the two Dublin hospitals 30S of all adm(ssions in 1982 

were emergencies. 

7.2.5 All tht!'deci~ions to admit werE: taken by medical personnel. In some 

7.2.6 

instances a small number of such decisions were taken at intern level. 

About 9% of admissions could have been avoided if appropriate day care 

or out-patient facilities had been available. The vie ..... of medical 

personnel \~as, that thereis potential for a 30% reduction in admi~siolls 

by providing alternatives. 



7.2.7 There was no obvious correlation between the admissions policies and 

pr·ocedures and the level of or rate or growth in admissions to each 

hospital. 

7.2.~ There is evidence that excessively high growth rates are linked with 

increases in bed numbers. 

7.2.9 Sufficient information is recorded on ·each admission to 

data base for analytic work of this type because of the 

retrieval of the data in suitable form for analysis \·,2S 

most cases. 

provi de a hroad ;. ") 

method of storage : 

impossible in 

7.: Conclusions 

7.3. 1 The role of admissions policy is to determine hO~1 the 1 imited resources 

of the hospital are allocated to meet the demands being put on them. 

7.3.2 As such, admissions policy and the procedures ~Ihich back it up are important 

tools available to hospital management in deciding who gets admitted to 

hospital and when. 

7.3.3 They have potential for use in controlling the level of effective demand 

for acute hospitalisation by ensuring that only those in genuine need are 

admitted and refusing these who seek hospitalisation because of unrealistic 

expectations of the health care system. 

7.3.4 

7.3.5 

However, the external pressures imposed on the hospital to admit when in 

any C:oubt and the tendency of the available supply of beds to ir,duce its 

own demand negate the effectiveness of admissions policy alone as an 

instrument to control 'the level of admissions. 

In addition such an approach would be inefficient as it might result in -beds lying idle. 
;, 
~ : 
! 

7.3.6 Provided it can be established ,that the alternatives are "cheaper and 

more efficient than the acute btl s they replace the most effective and 

efficient way to control admissi ns is to reduce bed sUDply and devote 

some of the resources saved to,'iternative forn~s of care. 



, 

7.3.7 Reducing beds without providing alternatives will reduce admissions but 
possibly at the expense of the equity of access of people in need of 

acute care. 

7.3.13 At a broad level the demand for acute hos-pital beds could he reduced by 
measures ain,ed at removing the disincentives- to keep hospital isation to 
a minimum. 

7.4 

7.4. I 

----
Recomme nda t ions 

Each hospital should be requested to draw up a statement of admissions 

policy and a set of procedures consistent with the needs of the hospital 

and the overriding objective of keeping admissions to the minimum in 

genuine need. 

7.4.2 The policy and procedures should be formalised and communicated to every 

staff member involved in their implementation. 

7.4.3 The supply of acute hospital beds should be examined with a view to 
n:aking reductions and substituting cheaper and more efficient forms of 

care where appropriate. 

7.4.4 Factors which are likely to affect the demand for admissions such as the 

method of remuneration of GP's. and emphasis of the VHI on in-patient care 

should be examined and possible improvements identified. 

7.5 A Final Word 

The task of identifying the role of admissions policy in this revie\~ has 

been tackled mainly from an economic viewpoint. The cr.iticism I,as often 

been voiced that such a stance jgnores the real suffering of the individ~als 

who turn up on the hospital door stop seeking admission - that when faced 
with a_ sick or injured person the decision to turn them aNay is difficult 

-- . 
if not impossible to take. 

Sadly it is a feature of the 
can be trea ted. Unpleasant 

scarcity of resources tila t not a 11 pa t i ents 
choices' have to be made. Whenever on2 



, 

',"arginal' paLient is admitted through casualty another may be dying (\n 

a \1aiting list for the same hospita1. 

. ' 
In the context of limited resources this review ~as atterpted to provide 

criteria \',hich I'lill ensure the maximum amount of treatment for the rr:ost 

people genuinely in need of it. 



JI.PPEiinl X 2. 1 

0ue5tlon"~ire on ~~~issinns rrocedure~ 

~ Gen~rill 

Statistics: 

(a) Total ~~o. of Admissions for 1982: 

(0) Emergency ~.dmissions for 1982 by 
source of referral 

Planned 

~mergp.ncy 

Tota I 

Casua I tv 

fJP'l 

GP qef"rral 

') the r 
HOSfl i till 

Consul tant' S 

L_.I 

Private Clinic ___ _ 

fJther 

Total l __ l 
--------------------------_.-

2 Is there a written admissions pol icy in the 
hos~ital? If 'yes' ple.ase attach COllY 

3 Is the responsibility for the administration 
of all admissions allocated to anyone lndlvidual? 

If 'yes' please indicate(a)Title (~Grade __ 
(e) Hours of I)uty __ 

~)Brief description of duties in relation to admissions 

How are duties carried on outside these hours? 

:oF--

4 (a) Is there a central record for t~e whol~ hospital 
shd~ing the bed state of all wards? 

(b) If 'yes' how often is it u~dated? 

who updates it? 

J as allrJ,-olJl"i a L'~ 

Yes 'lo 

I I I ? 

·n~:l 



'. 

(c) If 'no' wh~t records are kept? 

by \'/ard 

by special ty 

hy consultant 

other (s~ecify ___ ~ ___ ) 

5 (a) Are records of all admissions to the hospital 
channelled through one central admissions office? 

(b) If 'no' how are admissions records kept u~ to date? 

fi I)oes the hospital have any of the following indicating 
number 0 f beds in each case? 

(a) Day ~eds 

(b) 0bservation/Recovery beds in Casualty 

(c) Five-day \'Iards 

r.fumber 

7 (ol) ~re a number Of beds all.ocated for emergency 
admissions? 

(b) If 'yes' dpproximately how many are allocated 
e<1C'1 day 

What basis IS used for their allocation? 

(c) Can extra beds in addition to the normal 
comolement be set u~? 

(d) If 'yes' aoproximate1y how many each week 

8 (~) Is it hospital policy to allo\~ direct accp.ss by GPs 
to investigative rrocedures e.g. oatho1ogy. radiology. 
laboratory facilities? 

(b) If 'yes' apDroxil~ate1y how many oatients are 
investigated this way each ~eek 

(c) In the absence of this facility aoproximate1y 
how many of these oatients would it have been 
necessary to admi t" to ar, acute hos!li ta 1 bed? 

9 What are the main difficulties which the hospital 
encounters in ensuring that only oatients in need 
of cal-e in an acutehospi tal bed are admi tted? 

1') Can you ',llggest any developments. inno ations or 
~ood r)rilctices in relation to hosoita1 'admissions 

Number 

! - \,hich might '.lseflll1v be introduced? 

II:, ,-----'--'-=~------'--+,---: 

J as apl)r0~riate 

Y0~ "n 
] 

[ 
4 ( c ) 

5 

6(a) 

I I I 6 (b) 

CC"""] 6(c) 

7-(il) 

L--'---'I. 7 ( c ) 

0_18 

.. :.. 
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H~sritals ~d~issions Prnc~dures 

'3 Non-EIIlt?r'3ency Admi ss ions 

!s d I<aitin'llist for admissions kept? 

2 ror each of the followin~ categories who has the 
authority to place a person on a waiting list? 

(a) 'lPI) 

(h) GP referral with letter recommending-admission 

(c) Clther hospital referral 

(d) Cnnsultant's Private clin.ic 

(e) Person seeking admission without letter 
of referrdl/ao~ointment 

----

J (a) A.r'e non-emergency admissions ever admitted 
without being placed on a waiting list? 

(b) If 'yes' please clarify ________ _ 

4 Is the ~Ia i t i ng I ist broken down? 

(a) by consul tant 

(0) by source of referral 

(c) Other (specify 

5 (a) [s the waiting list ranked in order of Qri0rity? 

(b) [f 'yes I what criteria ~re used for deci di n9 
priori ty? , 

(c) Who is resoonsible for ranking? 

6 (a) Is waiting list reviewed regularly? 

(b) If 'yes' how? 

by whom? 

7 (a) I,~O decides N'len a '~aitin~ list ~atient is to I)e sent for? 

(b) [s there a orocedure for checking that a bed is avail~ble? 

(c) Who carries 'out this procedure? 

(d) [s thel'e a procedure for checking trat any required 
faciliti~qvil1 be available? 

(e) Who carries out this procedure? 

8 Are waiting list oatients from any source of referral .subject 
to ~edical examin~tion before admission? 

If 'yes' specify (a) Category 

(b) Examined by whoJ'l~ _______ _ 

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

Yes 'In 

3 

I I 4(a) 

I- I ] 4(0) 

I I I 4(c) 

I I I 5 

6 

7 (d) 

8 
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" 

'l Are there "ny di ffer'ences from the r)rocedures set 
out above for any of thp. following categories? 

(a) 'lPD 

(b) GP qef erra 1 

( () 'Jther hospital 

(d) Consultant's Private C1 in i c 

If '.ves' to oily of the above please c13rify 

10 1)I:scribe any asoect of the procedure for non
~rner'lency admi ss ions not covered by the above 
ques tions 

, ' 

" 

J as aOr)rol)fiat~ 

Yes :~I) 

IT~ 'ltd) 

LLJ 9(h) 

IT] 'l(c) 

eLI 4(rl) 

" 
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Hn~nit31s ~~~iS5ion~ Proc~dures 

( ,) ) Is there a whol e- time casualty officer? 

(b) I f I yes I oleasr. i nd i ca te Grade 

flOln-S of ')U ty HOI1 are duties 

carried on outside these hours? 

2 for each of the follol1ing cate~ories w~o cah make the 
;'Iedical decision to ad'llit a patient? 

(i1) 'lP') [!IJ(:I-~cncy ______________ _ 

(b) ,;D !<efen'al I·lith letter recommending 
ad~Ji ss ion 

(c) Other hosr)ital refel'ral 

(d) Consultant's Private Clinic 
E~lergency 

(e) Road Traffic Accident 

If) 1)~r50n se~king admission 
without letter of referral 

I']) 'Jther (soecify ) 

3 ~'!ho may refuse on medical 'yrounds to admit a I)atient? 

la) op') E~erqency 

(b) GP ~eferral with letter recommending 
admission 

(c) Other hos~ital r~ferral 

(d) Consul tant Private Clinic 
Emergency 

(~) ~oad Traffic Accident 

(f) Person scekin~ ad~ission 
without letter of referral -------'--

(g) 'lther (soecify ------
4 ~re there any basic diagnostic criteria by which an 

emergency natlent is evaluated for admlSs'lOn? 

, . ,. 
5 (a) In wha t ci rcums tances. if any. can a non-medi ca I 

offi cer admi t an emerqency oatl ent? ______ _ 

(b) Hho could make such a decision? _______ _ 

~ (") Before a p~tient. is admi tted as an el"ergency is t~en~ 
'!. [lrocedure fOl' checking the availahil ity of a hed? 

Ib) ~i110 arran~es a vacan' "·~d? -----,------------

4 
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(el If a bed is not available what arrangements 
a re made? 

7 Are tests, X-rays, etc. carried out on patients in 
casualty 

If 'yes' durin~ what ~ours is this service ~rovide~? 

HO\~ are casua lty oa ti ents in need of tes ts, X-rays, 
etc. catered for outside these hours? 

8 (al ~hat cate90ries of admissions can be admitted direct 
to ward or theatre? 

(hI How are the admissions office informed of these? 

'J 'kscril)!' any aspect of the procedure for emergency 
.1dmissions not CDvr>red by the above que5tion~ 

• 

, . ~ 

.; as ,!Qoroo,"i a te 

Yes '10 

7 



1 Name of Hospital: 

2 Patient Code: 

3 

4 

Date of Admission 

Date of Discharge 

Time of Admission 

HOSPITAL ADMISSION PROCEDU1lES 

Two-day Survey of Patient Admissions 

/ 

/ 

/ 

/ 

_______ a.m./p.m. 

For official 
4 use only 

5 

6 Health Services: 1 VHI 
Please stat~ appropriate 
number in box. 

7 

2 Hospital Services 
Card 

3 Medical Card 
4 Other 

Source of Admission 

Emergency: 1 Casualty 2 OPD; 3 GP Referral; 
4 Other Hospita~; 5 Consult~nt'S 

Non
Emergency: 

Private Clinic; 6 Other (specify ____________ _ 

7 OPD; 8 GP referral; 9 Other Hospitals; 
10 Other (specify _________ . __ ) 

8 Medical Decision to admit was made by: 

.9 

10 

11 

1 Consultant; 2 Registrar; 3 House Officer; 4 Intern; 
5 Matron; 6 GF Referral automaticallyad~itted; 
7 Other (specify ) 

Was diagnosis established before admission 1 Yes 2 rio 

What was the main diagnO?is? 

Could the tree.tment/investigation have been·carried 
out without admission to an acute hospital bed? 

1 Yes 2 No 

12 If 'yes' for which of the following reasons was 
patient 3dmitted? 

1 Absence of day beds 

2 Absence of observation beds in casualty 

3 Absence of suitable out-patient facilities 

4 Transportation difficulty/distance to facility 

5 Social bp~cify _________ _ 

6 Financial 

Signed: Grade: 

KO'C 
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INTRODUCTION 

This volume of statistical information relevant to the heailh services is designed lu give a comprehensive 
pictur~ of the services thai arc available and the extent of their usc, 

The tdbJcs have bl':cn selected firstly to measure services as they arc now 3vaibblc or activities as they 
ale now performed; secondly to mcasure changes thai have taken place ill lhe~ services or activities ovt.!r a 
period of YC;Jrs; thirdly [0 cumpare the I_fish figures with corresponding figures for other countries. 

Th~ information is SCI out in a number of separate sections. Seclion A contains a selection of tables on 
poPUI.,liull and vital stalislics which arc closely related 'to lhe health services. 

Each of the Sections B [0 G represents a programme of the hCJlth services and contains statistical 
informatiull relcvilm to that" programme, togethcr with a brief description or the serviccs provided. The 
fulluwing programmes are deall with: 

Section B-Community Protection Programme 
Section C-Community Health Services 
Section D-Comnlunity \Velf<tre S~rviccs 
Section E-Psychiatric Services 
Section F-Scrvices for the Handicapped 
Section G-General Hospital Services 

Scclions H, J and K provide information on manpower, expenditure and eligibility for services 
rcspet:l ively. 

In gc:ncral, the information contiiincd in Ihe t3blcs is based on returns made to the Department of 
Ileahh. Whenever a table is based on a source other than the Department of Health, this is indicated. 

:-. 

;. 
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APPEnDIX 5.2 

EUG18IUn' FOR HEALTH SERVICES 

LUlegories uf eligibility 
There are Ihree c]lt:gories of c1igibiiity for health ser·vices and the category to which a person 

belongs determines \\,·h<1t services he shoulq, pay for and \\'hat services he is entitled to free of charge. 
The three categories arc as follows: 

Category I: Persons who are unable without undue hardship to arrange general practitioner services 
for themselves and their dependents. Such persons have full eligibility for all health services. They arc 
issued with medical cards by the health boards. The health boards fix income guidelines tu help in 
deciding on applications for medical cards. About 377. of the population are in this 
category. 

Category II: Persons, together with their dependents. whose annual income is below 3 specified limit. 
From I June. 1983 this limit is £ 11.000. It relates to incomeforthe year which ended On 5 April. 1983. 
Somewhat less than 46% of the population are in this category. 

Category 1II: Persons. together with their dependents. whose income is above the specified limit. 
About 17% of the populatio'n are in this category. 

Sen-ices 
The following is a list of the main services which each eligibility category is entitled to: 

Category I: 

Category II: 

Source: 

Persons in this category are entitled to the full range of health services without charge. 
This includes in particular 
- free general prac~ilioner and pharmaceutical services 
- free mainter.ance and treatment in public wards of hospitals 

. - ,free specialist out-patient· services at public clinics 
- free dental. ophlhalmic and allral services. 

- free maintenance and IrC311neIH in public ;v3rds of hospitals 
- free specialist out-patient services 3t public elinics 
- assistance towards the cost of prescribt'd medicines 
- general practitioner maternity and infar.: care services 
- free drugs for cenain long-term illnesses. 

- frcC' mail1lcnance in public wards of hospi:als (liable ror <:onsultants' fccs) 
- rrl'c ~rl.·L'ialist Nil-patient :.ervices·3t public clinics «("."eluding cunsultants' fel!s) 
- assistance towards the Cost of prescribed medicines 
- free drugs for certain long-term illne~ses. 

SIRHS 1 983. 
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APPENDIX (,.1 

Sources of Funds for Statutory Non-Capital Health Services 

Sources 1979 1980 " 1981 1982 

fm. % fm. % fm. % £m. 

Exchequer 471.8 93.4 644.9 92.0 751 .1 91.3 860.3 90.8 

flea lth 25.1 5.0 45.3 6.5 57.1 6.9 64.6 6.8 
Contributions 

Other 8.1 1.6 10.8 1.5 14.5 1.8 22.1 2.4 

505.0 100.0 701.0 100 822.7 100 948.0 100.0 

--

"' 

Source: Statistical Infonnation relevant to the Health Services' 
various years. 

.'. 
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APPEIIDIX 6.2 

Estimated Non-Capita 1 Expendi ture by Programmes and Services 

Programn;cs 1979 1980 1981 1982 
& 5ervlces 

£m. % Im. % fni. , .. Im. " " :.1 

Community 
Protection 12 2.2 13 1.8 15.5 1.8 164 1.7 
Programme 

COnJmur, i ty 
Health 68 12.7 90.4 12.3 115.1 13.4 143 14.3 
Prograpme 

Community 
He lfare 36.2 6.8 46.8 6.4 54.8 6.4 72. 7.2 
Programme 

Pyschiatric 61 n.4 93.5 12.8 105.7 12.3 120 12.0 
Prograrr:me 

" 

Pro 9 ramlre 
for 45.1 8.4 59.7 8.2 65.6 7.7 91.4 9.2 

Handicapped 

General 
lIospita 1 281 .9 52.7 393.8 53.8 458.4 53.4 507.7 50.8 
Pr'ogramme 

Genera 1 
Support 30.8 5.8 34.8 4.7 42.9 5.0 48.2 4.8 
Programme 

-- --, 
535.0 100 732 100 858 100 998.7 100 

Less income 30 31 35.3 50.7 

-- ---
._~ 505 701 822.7 948 

., 



APPUm!X 7.1 

Admissions Oeoartment of Health Defi nition) 
in~ pnvate 

% chanoe 
• ---"'-

1974 441,011 

1975 456,140 3.4 

1976 472,898 3.7 

1977 489,533 3.5 
compound 3.5% p.a. 

197(:; 512,261 '4.6 

1979 519,654 1.4 

19EO 543,698 4.6 

1981 562,633 3.5 

Admi ss ions to Regiona 1 Hospita 1 s 

1974 70,452 

1975 73,947 5.0 

1976 79,287 7.2 

1977 82,027 3.5 compound 7.2% p.a. 

19711 90,373 10.2 

1979 93,469 3.4 

1980 " 
97,306 4.1 

1901 114,548 17.7 

Admissions to County Hospitals 

1974 109,879 

1975 113,332 3.1 . :.. 

1976 117,378 3.6 
I~ : 

1977 
I 3.1 121,060 compour.9 2.3% p.a. 

1978 128 .. 929 6.5 

1979 129,866 
' I .7 

1980 . 135,513 4.3 

1981 129.n27 - 4.8 
, . 
I, 
I" ., 

--~ .. ---------- - ---- --- ~--- ---------------.--. 



f,PPEND!X 7.1 (contd.j 

Admissions to Public Voluntary ( Genera 1) 

~ % change 

" 1974 131.199 , 
, ~7~· 13~.156 3.0 

1976 143 • .709 6.3 

1977 151.943 5.7 
compound 5.0% p.a. 

1987 162.386 6.9 

1979 166.436 2.5 

1980 179.754 8.0 

1981 185.211 3.0 

Admissions to Acute -(viz. Regional. County and Public Voluntary General) 

1974 311 .530 

1975 322.435 3.5 

1976 340.374 5.6 

1977 355.030 4.3 
compound 4.7% p.a. 

1978 381.688 7.5 

1979 389.771 2.1 

1980 412.573 5.9 

1981 428.786 3.9 

' . 

. i 

,. 



APPENDIX 7.2 

Population 

, . , 
2,978,248 ) ) 

) ) 
) ) 
) 1.5% p. a. ) 
) ) 1.46% p.a. 
) ) 
) ) 

3,368,217 ) ) ) 
) 1.l%p.a. ) 
) ) 

3,443,405 ) ) 

'. 

.'. 

/ 



i'YPr::ifJIY. W.I 

ARDKEEN HOSPITAL STAHSTIUL INFORt·1ATlOll 

la.1.1: All Acute Beds 

"/(:ill' 110. of Percentage Patient Z ChJn~e Patients 
n!:ds lic cuea nc.l": Days T"ea-ted 

.. 
Chilng" A::J:. " 

.. 
i~16 266 79.6 77,250 . 8,884 8.7 
1 'l17 266 79 76,710 - 0.7 9,454 + 6.4 8.1 

1~7e 264 82.6 79,594 + 3.8 10,286 + B.8 7.4 

1979 265 81. 7 79,000 - 0.7 10,701 + 4.0 7.4 

l'lW 268 80.5 77 ,823 - 1.5 11,067 + 3.4 7 ;0 
19£ ,. 301 79.2 87,011 + 11 .8 12,437 +12.4 7.0 

1982 301 81.3 89,330 + 2.7 13,407 + 7.8 6.7 

Compound Annua 1 Increase 

f'a t ient Days 2.5% 

Pa t i ell ts Trea ted 7% 

10.1.2: Medical 

197(. 54 73.5 14~480 1,344 10 .8 

1,177 54 74.1 14,596 1 1,466 9 10.0 

I :J7f: ~.O 77 .2 14,094 - 3.4 1 ,521 3.8 9.3 

1 ~79 50 76.9 14,028 - 0.5 1,619 6.4 8.7 

1%0 50 ' 78.7 14,396 2.6 1 ,700 5 8.5 

i %1 ';8 &6.4 15,142 5.2 1,732 1.9 8.7 

lIJh2 48 . 88.4 15,482 2.2 1 ,734 0.1 8.9 

Compound Annua 1 Increase 

Patient Days 1.1 
Patients Treated 4.3 

10.1.3: Surgical-

197G 50 82.8 '15,120 2,258 6.7 
1977 50 . <'.- 79.8 .'- 15,639 3.4 2,595 14.9 6.0 
197e 50 85.7 14,562 7 2,740 5.6 5.3 
1~79 51 76.3 14,195 - 3 2,875 4.9 4.9 
!9;:;0 52 73.5 13,988 - 1.5 2,943 2.4 4'.5 

19t!l 52 77.4 14,687 5 3,279 11.4 4.5 
1%2 52 78.8 14,956 1.8 3,157 - 4 4.7 

COIf.pound ~nnua 1 Increase % change 1976-1982 39% 
P t· ' ~ lent Days - 1% , 
ratiellts Tre3ted 5.7~ 



1O.1.~: f~aternity 

• 

'!' t: a ,- flo. of Percentage 
Beds Occupancy 

19IG 14 62 
1977 14 . 83 
1978 14 77.2 
1979 14 76.1 
19130 14 69.8 
I Y81 ' 14 71.2 

1%2 19 70.9 

Con:pound J\nnua 1 Increase 

Patient Oays 

Patients Treated 

10.1.5: ENT 

l'Jn 23 62.6 

1977 23 52.5 

19 hi ,,3 65.1 

1979 23 66.8 

19U1 23 57 

191.i1 31 60.3 

1'J1.i2 31 83.1 

Compound flnnua1 Increase 

Patient Days 10.2% p.a. 

I'atier:ts Tr-eated 11.6% p.a. 

10.1.6: Opthalmic 

197L 16 91. 3 

1977 16 86.1 

197e 18 91. 3 

1979 18 89.3 

191:0 18 88.5 

19B 1 20 81.2 

1%2 20 79.4 

Compound ~nnua1 Increase 

Patient nays 1.4% p.a_ 
rdliPlllS T rca ted 5.3% 

Patient % Change 
Days 

' ' 4,189 

4,240 1.2 
3.947 

3.930 

3.575 

3,636 

3,624 

5;255 

4,831 - 8 
5,467 13.2 
5,600 2.5 

4,800 -14.4 

6,822 42.1 

9,407 37.9 

5,330 

5,029 - 5.6 

6,000 19.3 
5,870 - 2.2 
5,832 - 0.6 
5,929 . 1. 7 

5,801 - 2.2 
,. 

Patients 
Treated 

714 

682 
648 

659 

629 

581 

552 

1 ,369 

1,318 
1,492 
1,533 

1,550 

~,972 

2,640 

950 
865 

1,029 
1 ,172 
1,184 

1.317 
1,295 

'X Chan~!: 

- 3.7 
13.2 
2.7 

1.1 

27.2 

33.9 

- 9 

19 
13.9 

11.2 

- 1.7 

ADS 

5.9 

6.2 

6.1. 
6.0 
5.7 

6.3 

6.6 

3.8 

3.7 
3.7 
3.7 

J.l 

3.5 

3.6 

5.6 

5.8 

5.8 

5.0 

4.9. 
4.5 

4.5-



~ 

10.1.7: Paediatric . 

Yf'i!f No. of Percentage Patient % Chan~e Patients ::; Chal1~ !~DS 

ileus Occupa nc,l ~ Trea teer 

.. 
l'JlG 25 74.7 6.819 900 7.6 
1 ')77 25 94.2 8.598 26 1 .116 24 7.7 
1971l 25 101.7 9.284 8.0 1 .184 6.1 7.8 
1979 25 110.7 10.101 8.8 1 .267 7 8.0 
1980 25 111.6 10.215 1.1 1 .354 6.9 7.5 
1,21 ' 50 83.5 15.239 49.2 1.997 47.5 7.6 

1%2 50 88.8 16.210 6.4 2.376 10 6.8 

Annua 1 Average Increase 

Patient Doys 15.5 

PJ t i ents Trea ted 17.6 

10.1.8: a rthopaed i c 

1')7(- 38 95.3 ]3'.216 654 20.2 
~(m 38 82.6 11.454 -13.3 673 2.9 17.0 

197e 3B 92 12.756 11.4 890 7.6 14.3 

1979 38 90.7 12.575 - 1.4 846 - 5.0 14.9 

19W 35 96.4 12.350 - 1.8 943 5.2 13.1 

1%,1 35 92.6 11 .831 - 4.2 664 -30 17.8 

19H2 35 77 .3 9.873 -16.6 840 26.5 11.7 

Annual Average Increase 

Patient Days -3.9 

?ati~nts Treated 4.3 

10.1.9: PS,lchiatric ,', 

1976 46 76.5 12.841 695 18.5 

1Yl7 46 73.4 12.323 ,- 4 739 6.3 16.7 
" 

197El 46 80.3 13.484 9.4 782 5.8 17.2 

1919 46 75.6 12.695 - 5.9 730 - 6.6 17.3 

1%0 46 74.7 12.574 - 1 752 3 16,.1 

1981 46 83.5 13.372 6.3 831 10.5 1 6.1 
46, 81 .21 3.681 2.3 I 774 17 .~ 1982 

Jl,nn'Ja 1 Average Increase ,. 

ra t ient Days 1.0 
, 

ratients Treated 1.8 



10. 1. 10 : Gynaeco logy 

V .. ·al· rio. of' 
lleGs 

October 
1 ~80 5 

19!Jl 5 

1%2 5 

Perccntiige 
Occupancy 

19.3 

16.2 

'. 

.. : ... 

Patient 
Days 

93 

353 
296 

X Chang!' 

- 16 

12 

39 

" / 

- 39 

..' 

r~DS 

7.8 

5.5 
7.5 

" 



------_ .. 

P.PPEi:DI X 10.2 

® - ,:' 
Wexford Co. Hospita 1 

10.2.1: All a cu te beds 

,((·er 110. of Patient % Change Patients % ChanQe (,OS 
TI'ea tea- -' [ic,ds ~ 

19n 206 82.9 57,686 
' . 

7,606 7.6 
1977 225 77.6 64,0)9 approx. 11.0 8,105 6.6 7.9 
1978 227 76.4 63,091 9.4 9,013 11.2 7 
1979 207 82.2 62,103 - 1.6 9,510 5.5 6.5 
19<;0 207 84.3 63,833 2'.8 9,649 1.5 6.6 
1 ~81 . 206 86.7 65,164 2.1 10,559 9.4 6.2 
19102 206 64,550 - 0.9 9,777 - 7.4 6.6 

Compound Annual Increase 
P"tient Days 1 . 9% p. a. 
Pa t ients Treated 4.3% p.a. 

10.2.2:Surgica1 

1~'7& 80 84.3 24,685 3,665 6.7 
1977 88 81.1 26,061 5.6 3,857 5.2 6.8 

1978 89 74.7 24,266 - 6.9 4,210 4.2 5.8 
1 <)79 89 77 .1 25,057 3.3 4,257 1.1 5.9 • 
I~W 89 78.8 25,675 2.5 4,228 - 0.7 ti. 1 

1'101 66 87.3 21 ,025 - 8.1 3,301 -22 6.4 
1ge2 66 21,510 2.3 3,098 - 6.1 6.9 

Compound Annual Increase 

Patient Days 

Pi; ti ents T rea ted 

10.2.3: f1edical 
,', 

197(, 72 76.8 20,249 1,377 14.7 

1'.177 72 85.9 22,613 approx. 11. 7 1,478 7.3 15.3 
'::. 

197!J 88 80.4 25,886 14.5 2,212 6.7 10.7 
I 'J 79 68 91. 1 22,611 - 2.7 2,397 8.4 9.4 
19tO 68 93.8 23,338 3.2 2,547 6.3 9 ~ 2' 
1981 65 95.4 22,638 - 3 2,601 2.1 8.7 
1%2 65 22,418 22,418 - 1 2,401 - 7.7 8.6' 
Cor.:pound IInnua 1 Increase 

1'.1 t it'nt Days 1. 79 p.a. 
raliell\s Treated 9.7"1, p.a, 



.. .. , 

@ 

10.2.4: Children 

Year liD. of Percentcge Patient % Chan~" Patients ~~ Chang': ADS 
82ds Occupa ncy Days T rea ted 

i (J 7U 15 53.6 2,943 . 4,411 6.6 
l'n? 15 46.8 2,583 - 2.2 369 - 16.9 7.0 
1]78 7 
1979 

19(;0 

1931· 25 76.5 6,981 1,638. 4.3 

1%2 25 6,458 - 7.5 .1 ,377 - 15.9 4.7 

Compound Annual Increase 

Pa t i fnl Days 

Patients hroted 

1a. 2.5: r·la te rn ity 

1976 30* 63.4 6.959 1 .483 4.7 

19.77 30 78.6 8.609 23.7 1.581 6.6 5.4 

1978 30 76 8,317 - 3.4 1 ,601 1.3 5.2 

lY79 30 82.2 9.287 11. 7 1.873 17 " ~ 
19l;() 30 85.8 9,421 1.4 1,885 .6 5 

I~El 30 85.2 9.326 - 1.1 1.980 5 4.7 

l')i12 30 8.881 - 4.8 1,884 - 4.9 4.7 

Compound IInnua1 Increase 

1'"Lient Days 4.1% p.a. 
Patil'r,ls Treated 4.1% p.a. 

1').2.6: Gynaecological .-,... -

197G 9 86.5 2.850 637 4.5 
1977 20 54.1 3.951 38.6 820 28.7 4.8 
i97~ 20 67.1 4.897 23.9 990 20.7 4."9 
1979 20 70.5 5.148 5.1 983 - 0.7 5.2 
1980 20 73.8 5,399 4.9 989 + 0.6 ·5.5· 
1901 20 71.2 5.194 - 3.8 1,039 5 5.0 
1%<' 20 5,283 1.7 1 ,017 - 2.1 5.2· 

Compound Annual Increase 

I'd t iC'IlL I~Jys 10.8% p.a. 
I'Hieill', Treated 8.1% p.a. 



PPPEilD I X 10.3 

St. Luke's Hospital, Kilkenny 

10.3.1: All Acute Beds 

y (~a r no. ef Percentage Patient % Change Patients 
B~!lS Occuoancy Days T reJted-

;97(. 174 87.8 55,763 7,696 7.2 

1')71 174 86.6 55,025 8,069 4.8 6.8 

I ';7e 174 90.1 57,253 8,844 9.6 6.5 

191~ 174 91. 1 57,871 9,075 2.6 6.4 

I ~ (;I) 178 87.8 57,173 8,813 -2.9 6.5 

1 S'81 . 188 86.4 59,282 9,875 12.1 6 

J'J(;2 188 59,292 9,700 -1.8 6.1 

Compound Annual Increase 

I'el t. icnt Days 

Patients T,"eated 3.9% p.a. 

10.3.2: Surgi ca 1 

J~76 71 87.4 22,718 3,674 6.2 

1977 71 84.4 21 ,874 - 3.8 3,891 5.9 5.5 

I <J 78 }O 89.2 22,791 4.2 4,259 9.5 5.4 

1919 70 89.2 22,779 • 1 4,346 2 5.2 

I~UJ 70 88.5 22,668 .5 4,063 -6.5 5.6 

I 'J81 70 90.6 23,138 2 4,565 12.3 5.1 

1 r)82 70 22,884 - 1 4,297 -6 5.3 

Compound Annua 1 Increase 19.82 new cases 
f'atient DclyS 1. 1% p.a. 
I'H i et, ts Treel ted 2.6% p.a. 

10.3.3: ~'edical 

197& 50 92 16,837 1,614 1."7 10.4 
I'm 50 89.2 16,275 - 3.3 1,641 1.7 - 9.9 .';. .. 
1 s· 7!:l 50 94.7 17,288 6.2 1,841 12.2 - 9.4 
I~; 79 50 93.9 17,140 -. 1 1 ,798 - 2.3 9.5 
19;:0 54 87.2 .17,227 .5 1 ,857 3.8 9.2' 
I ~'GI 50 93.1 16,993 - '1 .4 2,067 10.7 8.2 
I'JE~ 50 16,778 - 0.4 2,065 - 0.1 8.1" 

Con,pound Annua 1 Increase *July '80 New Consultant 

i';'lit'nt [l,;y~ 
("" I kn t.~. T '"ca ted 4.2% p.a. 



10.3.4: Children 

Y~a ,. no. of Percentage Patient % Change Pntients ::; Chanae l~DS . 
--rieas Treateo 

< 

Occupnncy ~ 

j"J( 25 72.6 6,647 1,019 6.5 
1977 25 72.8 6,642 - 0.1 1 ,034 1.5 6.4 
1078 25 70.9 6,468 - 2.2 1,228 18.8 5.3 
1979 25 70.3 6,413 - 0.9. 1 ,199 - 0.4 5.3 
Ina 25 64.1 5,866 - 8:5 1 ,110 - 7.6 5.3 
l~(; 1 . 25 61.4 5,603 - 4.5 1,398 16.9 4.3 
l%~ 25 5,266 - 6 1 ,312 1.1 4.0 

Compound Annual Increase 

f'at i en t Days 

Patients Treated 4.3%p.a. 

10.3.5: ~laterni ty 

1976 28 93.3 9,561 1,389 6.9 
1977 28 100.1 10 ,234 7 1,503 8.2 6.8 
1978 29 101 .1 10,706 4.6 1 ,516 . 1 7.1 
1979 29 109.0 11 ,539 7.8 1 ,732 14.2 6.7 
1%0 29 107.5 11 ,412 - 1.1 1 ,773 2.4 6.4 
1981 43 86.3 13 ,548 18.7 1,945 9.7 7.0 
1 ',82 43 14,364 6 2,026 4.2 7.1 
Compound Annua 1 I ncrea se 

PJtient Days 7% p.a. 
Patients Treated 6.5% p.a. 

.', 

--
./ 

• 



· 
e APPEIiDIX 10.4 

St. James's, Dublin. 

10.4.1: fd 1 Acu te Beds 

Year No. of Percentage Pa tient % Chan~e Patients '" Change fl.DS " Beds Occupancy Days Trea ted 

J97f 633 73.5 169,592 24.8 9,691 17.5 

1977 739 78.5 211,594 - 1.6 9,934 2.5 21.3 

197B 731 77.9 208,118 -: 5.9 10,511 5.8 19.8 
1979 656 82 195,931 -26.2 11 ,947 13.7 16.4 

1980 505 78.6 144,670 13.3 14,467 21. 1 10 

19& 1 554 81.1 163,894 -16.5 17,252 19.3 9.5 

19t::2 469 136,809 16,737 - 3 8.2 
(available) 

C ompou nd a nnua 1 increases 

Patient Days 

Patients Treated 9.5% 

10.4.2: 1-Iedical 

1976 288 69.5 73,084 2,412 30.3 

1977 404 83.0 122,452 67.6 2,662 10.4 45 

1978 404 81.6 120,494 - 1.6 3,066 15.2 39.3 

1979 304 66.4 73,668 -38.9 2,186 -28.7 33.7 

1%0 183 77 .6 51,396 -30.2 4,319 97.6 11. 9 

19&1 183 78.6 52,489 2.1 5,096 18.0 le.3 

1902 164 -11.6 48,697 - 7.2 4,667 - 8.4 10.4 
available) 

Con,pound 2nnua 1 increases 

Fi'tient Days 

Pati~nts Treated 11.6 

10.4.3: Surgical 

1976 101 70.2 25,886 1,849 14 
" 

1977 97 69.8 24,610 - 4.9 1,709 - 7.6 14.4 

1978 125 68.3 31,222 26.9 2,279 33.4 13.7 

1979 72 95.7 25,140 -19.5 1,676 -26.5 15 

1%0 72 79.6 20,955 -16.6 1,650 - 1.6 12.7 

19&1 82 89.1 26,533 26.6 2,853 72.9 9.3 

1982 82 27,535 3.8 3,091 8.3 8.9 

:uo,pound annual ;ncreLlscs 
Pa t i en t [-ays 1.0 
rari~nt5 Treated 8.g 



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

10.4.4: Acute Psychiatric 

Year 1:0. of Percentaae Pa ti ent % Chan~e Patients '; C hil nge ADS. 
Beds Occupancy ~ Trea ted 

1976 50 99.7 18,175 439 41.4 

1977 50 101 .2 18,462 523 35.3 
1978 5D 99.9 18,216 495 36.8 
1 ~79 50 130.2 23,758 479 49.6 
1980 50 100.4 18,350 418 43.9 
1981" 50 98.5 17,971 384 46.8 
1902 50 18,244 315 57.9 

Cop.;pound Annua 1 Increases 

Patient Days 

Patients Treated 

10.4.5: Arthriti c 

1976 26 68.2 6,466 106 61 
1977 20 88.1 6,435 89 72.3 
1978 20 87.9 6,422 92 69.8 
·1979 

1980 

1981 .. 

1982 

Compound Annual Increases 
Patient Days 

Patients Trea ted 

10.4.6: Cardiology -;w . 

. 1976 

1977 

1978 

1979 6 183.7 4,035 416 9.7 
1%0 6 75.7 1,663 -58.8 72 -82.7 23.1 
1981 6 75.6 2,387 43.5 73 1.3 32.7 
191.;2 6 1,567 103 4 .. 1 15.2 

. 
Compound JI.nnua 1 I nCI·eases 

Patient Days 

Patients Treated 



@ 

10.4.7: Day Care 

YEar 110. of Percentage Patient % Change Patients % Chansc M1S 
Beds Occupancy Days Trea tca 

1976 

1977 

197C 
1979 1 
1%0 10 44.8 1,640 1,640 
19b1 - 10 72.2 2,630 60.7 2,636 60 :7 
1ge2 10 3,096 17.5 

Compound Annual I ncrc·ases 

Pa t ient Days 37% 
Pctients Trea ted 

10.4.8: E. N. T. 

1976 

1977 
197tl 

1979 5 163.2 2,976 192 15.5 
19bO 5 46.4 850 -7l.4 170 -1l. 5 5 .. 0 
1%1 5 35 643 24.4 126 -25.9 5:, 
1982 5 555 112 -1.l. 1 

Compound Annual ! ncreases 

Patient Days 

Patients Treated 

10.4.9: Geni to-Uri nary 

1976 9 129.3 4,237 229 18.5 
1977 9 96.7 3,178 321 9.9 
197[:; 9 98.9 3,234 385 8.4 
1979 ; 9 152.6 5,003 .' 424 11.8 
1%0 I': 

9 147.5 4,878 I 536 9.1 
1 st, 1 54 94.4 18,608 587 ,-

3l. 7 
1982 

, I 

Compound Annual Increases 

Patient Days 

Patirnts T'·cated 

" -" I, 
" --------- - -- - --------



10.4.10: Gynaecological 

YEar 1'0. of Percentage Patient % Change Pat ients ;; Change }\D5 
B;:cs Occupa ncy ~ Treated 

1976· 6 67.5 1,467 262 5.6 

1977 6 68 1,482 228 6.5 
1978 6 70.7 1,541 237 6.5 

1979 6 79.7 '1,735 241 7.2 

1980 6 70 1 ,541 217 7.1 
1%1' 

1%2 

Compound Annual Increases 

Patient Days 

Patients Trea ted 

10.4.11: r-!aternity 

1976 87 66.7 21 ,321 3,090 6.9 

1977 87 66.7 21 ,160 3,206 6.6 
1978 87 62.4 19.868 3,257 6.1 
1979 87 66.8 21,240 3,540 6.0 
19bO 87 68.2 21,670 3,807 5.7 

1981 87 67.7 21.372 3,512 .6 

1982 75 19,482 3,549 5.5 

Compound Annual Increases 

Patient Days 

Pi! t ients T rea ted 2.3% 

10.4.12: Neo-Nata 1 

1976 3C e9.6 .' 9.829 826 11.9 
1977 

1971; 30 65.0 7,140 700 10.2 
1979' 30 67.6 7,426 714 10.4 
198} 30 54 5.914 ;. 704 8.4 l~ : 

1 
1%1 30 63.1 6,910 743 . ".. 9.3 
19t;' 30 5.354 560 9.6 

Compound Annual Increases , 
, , 

Patient Days 

Patients 'Tn'3ted 

I' . 
1: 1 

.. :;-
~u •. ;_= .. ------_._-----------_. ---.-----.. -



~ 
'W 

10.4.13: Paediatric 

YE-a,- no. of 
[leas 

Percentage 
Occupancy 

1976 36 71.4 

1977 66 58.1 

1978 
'1979 

19&0 

1981 

1%2 

Compound ~nnua1 Increases 

Patient Days 

Patients Treated 

10.4.14: Orthopaedics 

1976 

1977 
1978 

1979 47 74 

1%0 47 93.8 

1581 47 86.6 

1982 47 

Corepound Annual Increases 

Pa.tient Days 2.9 

Patients Treated 7.4 

10.4.15: Rheumatology 

1976 
1977 

1978 

1979 24 121.8 
1980 

1%1 
1982 

Compound Annual Increases 
Patient Days 

Patients "Tn'!ated 

Patient % Chan~e 
Days 

9.369 
13.993 

12.652 
16,158 

13,708 

15,015 

10.673 

• I 

Patients 
T,'eated 

478 

1 .196 

811 

934 

1 ,192 

1,244 

603 

',~ C ha~gp. ADS 

19.6 
11.7 

15.6 

17.3 

12.5 

i 2.1 

17 .7 



~ 
JlPPE:IDIX 10.5 

~later 

10.5.1 : All Acute Beds 

YE-ar 110. of Percenta'ije Patient % Change Patients ~; C ha nq(~ ADS 
Ileds Occupancl ~ Treatea 

. -' • 

1976 449 91.8 150,461 13,555 11 .1 

1977 446 92.3 150,050 - 0.3 14,56B 7.5 10.3 

1978 456 91.0 152,028 1.3 14,760 1.3 10.3 

1979 449 91.9 150,234 - 1.2 15,330 3.9 9.8 

1%0 449 94.1 . 154,331 ·2.7 15,5B9 1.7 9.9 

1981' 456 91. 1 151,641 - 1.7 16,849 8.1 9.0 

1%2 92.0 152,456 .5 17,891 5.8 8.5 

Compound Annual Increase 

Patient Days 0.2 

Patients Tt'ea ted 4.7 

10.5.2: Breakdown of beds bt seecia1tt 1980 

~ecialtt No. of beds Percentage 
Occupancy 

Acute Psychiatric 20 83.8 
ENT 12 68.3 

Gynaecology 25 64.3 

Medical 134 135 

Optha 1mi c 20 79.1 

Orthopaeti c 18 167.9 

Paediatric 21 52.7 

Surgical 199 72.1 

1(1.5.3: 8reakdOl'!n of discharges by seecia1tt 1981 

Specia Itt Patient Oats Patients Treated ADS 

Acute Psychiatric 5,270 1 ,054 5 

ENT 4,116 521 7.9 

Gynaeco1ogy 6,853 890 7.7 

fl.edical 51,709 5,501 9.4 

Opthalmic 66,085 862 6.9 

Orthopaedic 11,330 1,365 B.3 

Surgical 6,8351 6,636 10.3 



• 

• 

The rates as calculated imply that each hospital provides the only 

acute beds available to n~et the needs of its catchment area. In 
each area there are other '~cute' hospitals. For the most part there 
at"e small district hospitals which in practice do not provide an acute 
service to the catchment area. r"n ~Iaterford the County ~ City Infirmary 

a Voluntary Public Hospital with 76 beds does provide a viable al ternative 

to Ardkeen. 

To take account of these 'available' beds the admission rate per thousand 

by sex has been further adjusted on the assumption that the other hospitals 

are capable of rr.eeting 

their bed complement. 

:,. .. 

the needs of the catchment area in proportion to 

The result is also included in Table 11.3. 

,', 

" 
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APPEND! X 11.1 

Method used to calculate admission rates per thousand population 

The catchment area for each hospital in the South East I~as obtained from 

the Communi ty Care Section of the South Eastern Hea lth Board. See 

Appendix 11.2. Although not all admissions to these hospitals are from 

their own catchment area the numbers from outside are small (3~~~ of total 

admissions to St. Luke's and Hexford in 1981). 

The population of each catchment area by age and sex was calculated from 

the 1979 census. 

Admissions to each hospital by age and sex as reported to HIPE ~/ere obtained 

for 1980. That fear ~/as chosen because it had the best HIPE coverage in 

recent years (91.4% for Ardkeen, 96% for ~lexford and 98.9% for St. Luke's). 

Reported admissions were grossed up to include all acute bed admissions 

excluding ~Iaternity 'and Acute Psychiatric to Hexford Co. Hospital and 

St. Luke's. Acute psychiatric and maternity admissicns are not included 

in HIPE coverage. 

In the case of Ardkeen only Medical, Surgical, Gynaecological and half the 

Paediatric admissions were included. This was done so that admissions to 

the Ardkeen 'county hospital' beds in relation to its local catchll'ent area 

could be calculated thus providing a base for comparison I~ith tile two county 

hospitals. Half the paediatric admissions were included on the assumption 

that half the paediatric beds served the same purpose as children's beds in 

a county hospital. This was decided on the basis of infor·mation contained 

in 'An Audit of Regional Paediatric In-Patient Practice' by Dr Ralph Counahan -

see Eibliography, Appendix 3. 

No adjustment was made to the data to allow for population change between 

1979 and .980. 

The resulting data is sholvn in App'endix 10.3. 

. , ".l- . 
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\'!exford Co. Hnspita 1 

Ardkeen Hospital 

St. Luke's Hospital 

Clonmel & Cashel 
Co. Hospital 

APPENDIX 11.2 • " 

. Catchment .~,reas of the Hospitals in the South-Eastern Health Board Area 

"EP.ST" - (The whole County of ,Iexford as normally defined) 

"SOUTH" - Haterfot'd County (plus Piltowr., Ullid and Kilmacavogue) 
(minus Ballymacarbry, St. r~ary's, Kilsheelan and 

Ra thgo rma kk) 

"NORTH" - County Carlow and County Ki I kenny (mi nus Pi ltown, 
Ullid and Kilmacavogue) 

"HEST" South Tipperat-y (plus Ballymacarbry, St. Mary's, 
Kilsheelan and Rathgormack). 

.-

Agreed by P J Kinsella 
Sean Trant reduces it by 7~% 

B~t\olcen Sui r and rna in 
Kil kenny Waterford Road 

i" to mile M~p of Ireland 

.. ~ 

I 
I 

I 

I 
I 
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flALE FEf'lALE ALL 

ARDKEEN Adjusting Factor .8069858 Ileds 121 76 

0-14 115-24 25-44 45-64 65-74 75+ TOTAL 0-14 15-24 25-44 45-64 65-74 75+ TOTAL TOTALS 

Repo rted 1008 696 836 733 511 330 4114 719 417 505 610 424 397 . 3072 7186 
Adjusted 813 562 675 592 412 266 3320 580 336 408 492 343 320 2479 5799 
Poru1ation 15397 8214 11674 8286 3003 1397 47971 14541 7735 10882 8238 3344 2217 46957 94928 

Rate 52.80 68.42 57.82 71.45 137.20 190.41 69.21 39.96 43.44 37.49 59.72 102.57 144.34 52.79 61.09 

4~f- Rate 
adjusted 

112.68 85.95 99.46 for other 
acute beds 

St. LUKE's HIPE Report Rate 98.9% Factor 1.0111223 Ileds 149 61 
0-14 15-24 25-44 45-64 65-74 75+ TOTAL 0-14 15-24 25-44 45-64 65-74 75+ TOTAL TOTALS 

Reported 1034 574 604 659 518 290 3679 705 482 707 671 413 309 3287 6966 
Adjusted 1046 580 611 666 524 293 3720 713 487 715 678 418 312 3323 7043 
Population 15351 8460 11360 8897 3198 1567 48833 14739 7628 10363 8387 3288 2090 46495 95328 

Rate 68.14 68.58 53.79 74.86 163.85 186.98 76.18 48.38 63.84 69.00 80.84 127.13 149.28 71.47 73.88 

m Rate 
adjusted 
for other 107.37 100.73 . 104.13 
acute beds 

~JEXFORD HIPE Report Rate 96% Factor 1.0421477 Beds 177 45 
0-14 15-24 25-44 45-64. 65-74 75+ TOTAL 0-14 15-24 25-44 45-64 65-74 75+ TOTAL TOTALS 

Reported 839 445 526 655 469 292 3226 519 767 1496 739 407 296 4224 7450 

Adj us ted 874 464 548 683 489 304 3362 541 800 1559 770 424 308 4402 7764 

Population 15SE.3 8053 11446 8429 3447 1736 48974 1 S!l 59 7444 11)606 8400 3638 2300 47447 96421 

Rate \55.10 57.62 47.8B B1.03 141 .86 175.12 6e.65 35.93 107.47 147.1)0 91.67 116.55 133.91 92.7B BO.52 
222 Rate 

I TT7 d' I a Justed 
111 6.36 100.99 for other 86.10 i .. , , 

~ - I ! acute _ eo, -- -.. -.. ----_.-------_._-- .. ,_ ........ _--- ... . 
• 


