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section 02 - chairman’s report

for step down facilities and a £2 million plan for the

development of child and adolescent psychiatry.

The Authority was heavily involved in the ongoing work of the

National Drug Strategy team.   Significant achievements in this

regard have been directed at enabling the development of

localised projects within the community.  Cur rently, 5,844

clients are receiving methadone treatment in the region- this

reflects an increase of 15.5% since January 2001.

The Authority carried out a review of services for older people

to enable it to chart the way forward.  During the year new

extended care and rehabilitation units for older people were

completed, building begun on others, 400 additional contract

beds sourced and a number of initiatives to provide better

services for older persons piloted. Day care services, respite

services, home helps, chiropody and support services for

carers were expanded across the Boards.

During the year the Authority worked with the acute hospitals in

the region and with the Department of Health & Children to see

how capacity could be increased.

In anticipation of the National Health Strategy commitment to

provide additional acute hospital beds, the Authority identified

how over 300 additional beds can be provided in the region.

I am particularly pleased that the ERHA was able to buy St.

Joseph’s Private Hospital in Raheny for £10 million. A new Day

Ward and Accident & Emergency Unit in Temple Street

Hospital, a new Bone Mar row Facility at St. James’s and a new

Cardiac Interventional Suite in Beaumont were also officially

opened during the year.

New Linear Accelerators for St. Luke’s Hospital and new MRI

Scanners for St. James’s, Tallaght and Cappagh Hospitals were

funded.

In addition, implementation of major capital projects approved

in the National Development Plan was advanced in 2001

These included the construction of a new £76 million hospital

at the James Connolly Memorial Hospital Blanchardstown, the

£29 million second phase of the new Naas General Hospital, a

new £5 million A & E Unit and £23 million development of St.

James’s Hospital, a £9 million modernisation of post natal

ward and ICU at the Rotunda Hospital, a £3.4 million

development at Leopardstown Park Hospital and a £160 million

development at St. Vincent’s University Hospital.

Dedicated Minor Injury Units were opened in a number of

acute hospitals to ensure appropriate and rapid treatment of

patients attending A & E Departments with minor injuries.

Specialist treatment units for chest pain, deep vein thrombosis,

and respiratory illnesses were opened in acute hospitals. 

During the year the Authority commissioned over 6,000

procedures for people on waiting lists.

There were approximately two million attendances at acute

hospitals in the region this year, day activity increased by over

9% and new A & E attendances increased by over 5% 

I would like to thank my fellow Board Members for the vision

and commitment which they brought to their work in 2001 and

for the policies and strategies which they adopted which have

resulted in unprecedented expansion of health and personal

social services both for those who live in the region and those

from other parts of the country who come to the east for care

and treatment.

Ald. Ivor Callely, T.D.,

Chairman

One of the major challenges facing the Authority during the

year was the recruitment and retention of staff.  The Authority

facilitated and supported a number of innovative and

successful campaigns to recruit staff both at home and abroad.     

The Authority worked with the Area Health Boards to initiate

and develop new methods of delivering out-of-hours care to the

people of the region:

• K Doc, the GP Co-Operative which provides 24-hours out-of-

hours cover for people in Kildare and West Wicklow began work

in March 2001.  Sixty-six of the 68 GPs in the area are now

participating, and in the first six months of its operation over

12,000 calls have been received and a patient survey showed

a 95% satisfaction rating.

• Dubdoc – Co-operative of 53 GPs operating from a site in St.

James’s Hospital, provides 24-hours out of hours services on

site by appointment to people of South Inner Dublin city

• East Doc which is located on the grounds of St. Vincent’s

University Hospital provides a similar service to the people of

the South East city

• It is proposed to develop seven further 24 hour Co-Operatives

in the region – serving Balbriggan, Wicklow/Carnew, Finglas,

Blanchardstown, the North Inner City, Dublin South West and

Dun Laoghaire.

During the year the Authority and the three Area Health Boards

engaged in a collaborative process to ensure that a planned,

strategic approach is taken to developing a comprehensive

range of services for children and families to meet identified

needs. The first phase – to agree a set of objectives which

could form a strategic framework for the development of

services across the region - has now been completed.  The

second and third phases will bring service providers and

professional groups within the framework and focus on

implementation.

Considerable progress was made during the year in

establishing family support projects in the region.  New family

centres were opened, properties acquired to provide additional

emergency, respite, downstream and aftercare residential

accommodation and outreach services were expanded. 

During the year we commissioned additional services for

persons with physical and sensory disabilities.  Home support

was expanded, additional home, holiday and residential respite

services were provided for children and adults, the number of

Home Care Attendants was increased and additional day

services put in place for persons with Acquired Brain Injury

There were 293 new Day Places, 183 new Residential Places

and 31 new Respite places commissioned for persons with

intellectual disabilities.  This meant that almost 3,000 clients

received a residential service in the region during the year

while almost 8,000 received a day service. 

Improvements were made in the provision of services for

persons with mental illness.  The Authority commissioned a

review of psychological and psychiatric conditions within GP

practices to establish the range of psychological & psychiatric

conditions presenting to general practice, and the responses

required by GPs to address them, worked on a training

programme for GPs on suicide prevention, implemented a

programme to reduce the incidence of deliberate self-harm

among children, agreed a plan to buy and re-furbish properties

section 2
chairman’s report

An Unprecedented Expansion Of Health And Personal Social Services

The year 2001 was a particularly busy one for the Eastern Regional Health Authority.
With a budget of £1.8 billion the Authority was in a position to commission a wide range of health and
personal social services, including major developments in key areas.

Annual Report 2001p4
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Ald. Ivor Callely, T.D. - Chairman
Appointed by Dublin Corporation
Member N.A.H.B.

Ald. Sen. Joe Doyle - Vice Chairman
Member E.C.A.H.B.
Appointed by Dublin Corporation

Cllr. Christy Burke
Member N.A.H.B.

Appointed by Dublin Corporation

Cllr. Eric Byrne
Member S.W.A.H.B.

Appointed by Dublin Corporation

Cllr. Catherine Byrne
Member S.W.A.H.B.

Appointed by Dublin Corporation

Cllr. Jim Reilly
Member S.W.A.H.B.
Appointed by Kildare C.C.

Cllr. Liam Creaven
Vice Chairman, N.A.H.B.

Appointed by Fingal C.C.

Cllr. Anne Devitt
Chairman, N.A.H.B.
Appointed by Fingal C.C.

Cllr. Dermot Murray
Member N.A.H.B.
Appointed by Fingal C.C.

Cllr. Michael O’Donovan
Member N.A.H.B.
Appointed by Fingal C.C.

Cllr. Tommy Cullen
Member S.W.A.H.B.
Appointed by Wicklow C.C.

Cllr. Pat Doran
Member S.W.A.H.B.
Appointed by Wicklow C.C.

Cllr. Andrew Doyle
Vice Chairman, E.C.A.H.B.

Appointed by Wicklow C.C.

Cllr. Dr. Bill O’Connell
Member E.C.A.H.B.
Appointed by Wicklow C.C.

Dr. Siobhan Barry
Member S.W.A.H.B.

Elected by Registered Medical
Practitioners

Dr. John Fennell
Member E.C.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Maurice Gueret
Member S.W.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Kieran Harkin
Member S.W.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Ray Hawkins
Member E.C.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Marie Laffoy
Member N.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Michael Molloy
Member E.C.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Philip O’Connell
Member N.A.H.B.

Elected by Registered Medical
Practitioners

Dr. James Reilly
Member N.A.H.B.

Elected by Registered Medical
Practitioners

Dr. Bernard Murphy
Member S.W.A.H.B.

Elected by Registered Dentists

Ms. Maria Hoban
Member S.W.A.H.B.

Elected by Registered General
Nurses

Mr. Gerry McGuire
Member N.A.H.B.

Elected by Registered Psychiatric
Nurses

Cllr. Dr. Dermot Fitzpatrick
Member N.A.H.B.

Appointed by Dublin Corporation

Cllr. Deirdre Heney
Member N.A.H.B.

Appointed by Dublin Corporation

Ald. Mary Mooney
Member S.W.A.H.B.

Appointed by Dublin Corporation

Cllr. Eamonn O’Brien
Member N.A.H.B.

Appointed by Dublin Corporation

Cllr. Roisin Shortall, T.D.
Member N.A.H.B.

Appointed by Dublin Corporation

Cllr. Colm McGrath
Member S.W.A.H.B.

Appointed by South Dublin C.C.

Cllr. Charles O’Connor
Chairman, S.W.A.H.B.

Appointed by South Dublin C.C.

Sen. Therese Ridge
Member S.W.A.H.B.

Appointed by South Dublin C.C.

Cllr. Don Tipping
Member S.W.A.H.B.

Appointed by South Dublin C.C.

Cllr. Maria Corrigan
Member E.C.A.H.B.

Appointed by Dun Laoghaire/
Rathdown C.C.

Cllr. Jane Dillon Byrne
Member E.C.A.H.B.

Appointed by Dun Laoghaire/
Rathdown C.C.

Cllr. Tony Fox
Chairman, E.C.A.H.B.
Appointed by Dun Laoghaire/

Rathdown C.C.

Cllr. Olivia Mitchell, T.D.
Member E.C.A.H.B.

Appointed by Dun Laoghaire/
Rathdown C.C.

Cllr. Martin Miley
Member S.W.A.H.B.
Appointed by Kildare C.C.

Sen. Cllr. Sean O’Fearghaill
Member S.W.A.H.B.
Appointed by Kildare C.C.

Cllr. Jack Wall, T.D.
Member S.W.A.H.B.
Appointed by Kildare C.C.
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Ms. Noeleen Harvey
Member N.A.H.B.
Elected by Registered

Pharmaceutical Chemists

Mr. Gerard Brady
Member S.W.A.H.B.
Voluntary Service Providers

Mr. Martin Cowley
Member N.A.H.B.

Voluntary Service Providers

Mr. Joe Fallon
Member N.A.H.B.

Voluntary Service Pr oviders

Mr. Paul Ledwidge
Member E.C.A.H.B.
Voluntary Service Providers

Mr. Michael Murphy
Member S.W.A.H.B.
Voluntary Service Providers

Mr. John Dolan
Member E.C.A.H.B.
Voluntary Service Pr oviders

Mr. Larry Tuomey
Member N.A.H.B.

Voluntary Service Pr oviders

Ms. Ann Harris
Member S.W.A.H.B.
Voluntary Service Providers

Mrs. Catherine Quinn
Member N.A.H.B.

Appointed by the Minister for Health
& Children

Mr. Patrick Aspell
Member S.W.A.H.B.

Appointed by the Minister for Health
& Children

Cllr. Laurence Butler
Member E.C.A.H.B.

Appointed by the Minister for Health
& Children

The Board of the Eastern Regional Health
Authority meets on the first Thursday of each
month (except August) at 6.00 p.m. and
holds special meetings from time to time to
consider particular issues which merit special
consideration.

Under Section 8 of the Health Act 1970, the
Authority established specialist committees to
facilitate and advance the work of the
Authority.

These Committees consider and advise on
such business as may be referred to them by
the Board or which they may wish to refer to
the Board.

These Standing Committees meet each
month and Progress Reports are then
forwarded to the ERHA Board (see overleaf)

Helen Stoke s
Board Liaison Officer
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The Northern Area Health Board

Swords Business Campus

Balheary Road, Swords, Co. Dublin

Tel.: 01 813 1800

Fax: 01 813 1870

The East Coast Area Health Board

Southern Cross House

Southern Cross Business Park

Boghall Road, Bray, Co. Wicklow

Tel.: 01 201 4200

Fax: 01 202 4201

The South Western Area Health Board

Oak House, Millennium Park,

Naas, Co. Kildare

Tel.: 045 880 400

Fax: 045 880 482

Maureen Windle
Chief Executive

Cllr. Anne Devitt
Chairman

Michael Lyons
Chief Executive

Cllr. Tony Fox
Chairman

Pat Donnelly
Chief Executive

Cllr. Charlie O’Connor
Chairman

section 5
board committees

Cllr. Charles O’Connor
Chairman

Cllr. Christy Burke
Chairman

Ald. Ivor Callely, T.D.
Chairman

During the last 12 months the Continuing
Care and Social Services Committee and the
Acute Hospital and Primary Care Committees
discussed amongst other matters the
following:

• Monitoring & Evaluation Framework for 2001

• Report of the National Joint Steering Group on the
Working Hours of Non-Consultant Hospital Doctor s

• Adult Acute Hospitals - A&E Profile

• The Delivery of Paediatric Services in the Eastern
Region and plans for Future Development

• Submission to the National Review Group on
Radiotherapy on Proposed Radiotherapy Developments
in the Eastern Region.

• Respiratory Medicine and Management of Tuberculosis

• Acute Hospital Capacity in the Eas t

• Respiratory Services at Peamount Hospital - Protocols
for Admission

• National Strategy Action Plan on Acute Hospital
Services

• Review of Services for the Elder ly

• Review of Services for Sexually Transmitted Infections
in the ERHA

• Review of ERHA Addiction Services

• HomeFirst - Update on Pilot Projects

• Agreed Service Developments in the Eastern Region re
Intellectual Disability and Autism

• Agreed Service Developments in the Eas tern Region
for Opiate Addiction

• Report on Implementing a youth Homeless Strategy

• Evaluation of Residential Services for Older Persons 

* Evaluation of Disability Services for 2001

During the year to the end of December 2001
the Finance and Property Committee and the
Protocol Committee discussed among other
matters the following:

• Adoption of Consolidated Annual Financial S tatements.

• Internal Audit Report

• Considering the National Development Plan for the
region

• Considering various property acquisitions and
disposals and recommending decisions to the main
board.

• Service Plan 2001 - Supervision of the Implementation
of the Authority's Service Plan

Continuing Care and Social Services
Committee
This Committee meets on the 1st Monday of every month at 10.

30 a.m.  The membership of this is committee is: Cllr. Charles

O’Connor, Chairperson, Cllr. Eric Byrne, Cllr. Jane Dillon Byrne,

Ald. Ivor Callely T.D., Cllr. Maria Corrigan, Cllr. Liam Creaven, Cllr.

Tommy Cullen, Cllr. Ann Devitt, Mr. John Dolan, Cllr. Pat Doran,

Cllr. Andrew Doyle, Mr. Joe Fallon Cllr.  Tony Fox, Dr. Kieran

Harkin, Ms. Ann Harris, Ms. Noeleen Harvey, Mr. Paul Ledwidge,

Cllr. Colm McGrath, Cllr. Olivia Mitchell, Mr. Michael Murphy, Dr.

Philip O’Connell, Cllr. Dr. William O’Connell, Cllr. Michael

O’Donovan, Senator Sean O’Fearghail, Cllr. James Reilly, Senator

Thérése Ridge, Cllr. Don Tipping, Mr. Larry Tuomey, Cllr. Jack

Wall T.D.

Acute Hospitals and Primary Care
Committee
This Committee meets on the 3rd Monday of every month at 6.00

p.m. Membership of the Committee is: Cllr Christy Burke

(Chairman), Ald. Ivor Callely T.D., Dr Marie Laffoy, Mr Gerry

McGuire, Dr James Reilly, Cllr Liam Creaven, Cllr Dr Dermot

Fitzpatrick, Cllr Deirdre Heney, Cllr. Dermot Murray, Cllr Ann

Devitt, Cllr Eamonn O’Brien, Cllr Roisin Shortall, TD, Mr Martin

Cowley, Mrs Catherine Quinn, Cllr Laurence Butler, Ald Sen Joe

Doyle, Dr Maurice Gueret, Dr Siobhan Barry, Ms Maria Hoban, Dr

Bernard Murphy, Cllr Martin Miley, Ald Mary Mooney, Cllr Charles

O’Connor, Cllr Catherine Byrne, Cllr James Reilly, Mr Gerard

Brady, Mr Patrick Aspell, Dr John Fennell, Dr Michael Molloy, Dr

Ray Hawkins, Cllr Tony Fox, Cllr Andrew Doyle

Finance and Property Committee
The Eastern Regional Health Authority has established a Finance

and Property Committee to assist the Board in relation to

Financial and Property matters.  There are sixteen members of

the committee as follows:- Alderman Ivor Callely TD (Chairman),

Cllr Christy Burke, Cllr Laurence Butler, Cllr Catherine Byrne, Mr

Martin Cowley, Cllr Liam Creavan, Cllr Jane Dillon Byrne, Senator

Joe Doyle, Mr Gerry McGuire, Cllr Mary Mooney, Mr Michael

Murphy, Dr Philip O’Connor, Cllr Charlie O’Connor, Dr James

Reilly, Cllr Don Tipping, Cllr Jim Reilly

Protocol Committee
The Eastern Regional Health Authority has established a Protocol

Committee to assist the Board on matters of Protocol. The

members are: Ald. Ivor Callely, T.D., (Chairman), Dr James Reilly,

Mr. Paul Ledwidge, Cllr. Charlie O’Connor, Cllr. Laurence Butler,

Cllr. Jane Dillon Byrne, Cllr. Jim Reilly, Mr Gerry McGuire
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section 7
voluntary service providers

The Eastern Regional Health Authority commissions services from the
following Voluntary Hospital and Agencies:

Annual Report 2001p12

St. Michael’s House

Ballymun Road, Dublin 9. 

Tel: 01 884 0200   Fax: 01 884 0211

Marjorie Soden Paul Ledwidge
Chairperson Chief Executive

Daughters of Charity

Navan Road, Dublin 7

Tel: 01 838 5527  Fax: 01 838 5496

e-mail: info@doc-central.ie

Sunbeam House Services

Cedar Estate, Killarney Road, Bray, Co. Wicklow

Tel.: 01 286 8451  Fax: 01 276 0367

e-mail: info@sunbeam.ie

George Knaggs Michael Noone
Chairman Managing Director

Stewart’s Hospital

Palmerstown, Dublin 20

Tel: 01 626 4444  Fax: 01 623 1880

Eric N. Webb Ms. Maura Donovan
Chairman Chief Executive

KARE

Lower Eyre Street, Newbridge, Co. Kildare

Tel: 045 431 544  Fax: 045 433 700

Mrs. Antoinette Buggle Christy Lynch
Chairperson Chief Executive

Sisters of Charity, Jesus and Mary

Moore Abbey, Monasterevin, Co. Kildare

Tel: 045 525 327  Fax: 045 525 251

Chief Executive: Joe Kelly

Chairperson: Sr. Mary Anna Lonergan

Cheeverstown House

Templeogue Road, Dublin 6W

Tel: 01 490 4681 Fax: 01 490 5753

e-mail: cheevers@iol.ie

James F. Dowling Brendan Sutton

Chairman Chief Executive

Children’s Sunshine Home

Leopardstown Road, Dublin 18

Tel: 01 289 3151/289 4838 Fax: 01 289 9972

Graham Guthrie

Chief Executive

Central Remedial Clinic

Penny Ansley Building, Vernon Avenue,

Clontarf, Dublin 3

Tel: 01 805 7400 Fax: 01 833 5496
David O’Grady Paul Kiely Dr. Owen Hensey
Chairman, Board of Governors               Chief Executive Medical Director

St. Mary’s Hospital & Residential School

Baldoyle, Dublin 13

Tel.: 01 832 3056/839 1155

Fax: 01 839 3718 e-mail: smhl@iol.ie

Ted Keyes Sr Maureen Mulherin
Chairman, Director of Services
Board of Management

Hospitaller Order of St. John of God

Hospitaller House, Stillorgan Road, Co. Dublin

Tel: 01 283 1201 Fax: 01 283 1257

Brother Ronan Lennon, O.H.
Chief Executive

St. Vincent’s Hospital

Fairview, Dublin 3

Tel: 01 884 2400 Fax: 01 837 0801

Jerry Sexton Edward Byrne
Chairman Chief Executive

Dublin Dental Hospital

Lincoln Place, Dublin 2

Tel: 01 612 7200  Fax: 01 671 1255

e-mail: info@dental.tcd.ie Prof. William Watts Brian Murray Prof. John Clarkson
Chairperson, Chief Executive Dean of the Faculty
Board of Management of Dentistry

Cappagh National Orthopaedic
Hospital

Finglas, Dublin 11

Tel.: 01 814 0400  Fax: 01 814 0328

Ms Mary Cullen Aidan Gleeson
Chairperson, Chief Executive
Board of Management

Sr. Catherine Mulligan Wally Freyne
Provincial Director of Services

ERHA Report/e  26/6/02  10:27 am  Page 12
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Coombe Women’s Hospital

Dublin 8

Tel: 01 408 5200 Fax: 01 453 6033

Gregory Sparks Dr. Sean Daly
Board Chairperson Master

John Ryan
Secretary and General Manager

Michael Lenihan
Secretary/Manager

Michael Murphy
Chief Executive

Noel Nelson
Secretary Manager

National Maternity Hospital

Holles Street, Dublin 2

Tel: 01 637 3100 Fax: 01 676 6623

Brian Davy Dr. Declan Keane
Chairman Master

Our Lady’s Hospital for Sick Children

Crumlin, Dublin 12

Tel: 01 409 6561 Fax: 01 409 6795

Frank Feely Paul Kavanagh
Chairman Chief Executive

The Children’s Hospital

Temple Street, Dublin 1

Tel.: 01 874 8763 Fax: 01 874 8355

e-mail: tchadm@indigo.ie

Hon. Mr. Justice Paul Cunniffe
Richard Johnson Chief Executive
Chairman,
Board of Management

Our Lady’s Hospice

Harold’s Cross, Harold’s Cross, Dublin 6W

Tel.: 01 406 8700 Fax: 01 497 2714

e-mail: marengo@iol.ie

Sr. Francis
Rose O’Flynn
Chairperson,
Board of Management

John Lindsay
Chief Executive

Michael G.
O’Connor
Chairman, Board of
Management

The Royal Hospital

Morehampton Road, Donnybrook, Dublin 4

Tel: 01 497 2844 Fax: 01 497 2904

Leopardstown Park Hospital

Foxrock, Dublin 18

Tel.: 01 295 5055  Fax: 01 295 5957

Dr. Tim O.Dwyer
Chairman

Patrick A. Smyth
Chief Executive

Beaumont Hospital

Beaumont Road, Dublin 9

Tel.: 01 809 3000  Fax: 01 837 6982

e-mail: webmaster@beaumont.ie

Peter Webster John Lamont
Board Chairman Chief Executive

St. James’s Hospital

James’s Street, Dublin 8

Tel: 01 410 3000   Fax: 01 454 4768

Prof. D.I.D. Howie John O’Brien
Chairman Chief Executive

Adelaide and Meath Hospital, Dublin

Incorporating the National Children’s Hospital

Tallaght, Dublin 24

Tel: 01 414 2000  Fax: 01 414 2896

e-mail: info@amnch.ie

Gerry Brady Michael Lyons
Chairman Chief Executive

Mater Misericordiae Hospital

Eccles Street, Dublin 2

Tel: 01 803 2000 Fax: 01 803 4792

Martin Cowley
Chief Executive

St. Vincent’s University Hospital,

Incorporating St. Michael’s Hospital

Elm Park, Dublin 4

Tel: 01 209 4635  Fax: 01 269 1264

St. Michael’s Hospital, Dun Laoghaire

Tel: 01 280 6903  Fax 01 284 4651

Prof. Noel Whelan Nicholas C. Jermyn
Chairman Group Chief Executive

Rotunda Hospital

Dublin 1

Tel.: 01 873 0700 Fax: 01 873 0932

Mr. Alan S. Ashe Dr. Michael Geary
Chairman Master

National Rehabilitation Hospital

Rochestown Avenue, Dun Laoghaire

Tel.: 01 285 4777/285 4069  Fax: 01 285 1053

e-mail: tgeekie@nrh.ie

Henry Murdoch
Chairman,
Board of Management

Derek Green
Chief Executive
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Pat McLoughlin
Director of Planning and Commissioning

Angela Fitzgerald
Director of Monitoring and Evaluation

Martin Devine
Director of Corporate Services

Liam Woods
Financial Director

Síle Fleming
Director, Human Resources &

Organisation Development

Dr. Marie Laffoy
Director of Public Health

Maureen Browne
Director of Communications

City of Dublin Skin and Cancer Hospital

Hume Street, Dublin 2

Tel: 01 676 6935  Fax: 01 676 2967

Robert Martin
Chief Executive

Brian Crawford
Chairman

Royal Victoria Eye and Ear
Hospital

Adelaide Road, Dublin 2

Tel: 01 664 4600   Fax: 01 676 1858

Dr. Jim Ruane Ms. Aida Whyte
Hospital President Chief Executive

Peamount Hospital Incorporated

Newcastle, Co. Dublin

Tel.: 01 601 0300  Fax: 01 628 2306

Diarmuid
Connaughton
Chairman

The Drug Treatment Centre Board
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The Authority has set up a unit specifically dedicated to

monitoring and evaluating services and this unit has produced

a number of very impor tant reports on the strengths and

weaknesses of systems which have been enormously helpful in

the planning and in the arrangements of services.

Contrary to fears before the establishment of the ERHA, the

relationship that has developed between the Authority and the

voluntary agencies has been exceptionally productive.  This is

in no small measure due to the positive approach taken by

both the Boards and the Management of the voluntary

hospitals and agencies across the region.  Many of these

agencies have been in existence for a hundred years or mor e

and with the new arrangements have found themselves in a

totally new environment.  The Authority is deeply grateful for

the positive working relationships which have been developed

with them.

The three Area Health Boards have also had a distinct

challenge in keeping in place without any interruption all the

services that had been delivered in the past by the former

Eastern Health Board while setting up each in their own area

new organisations not only to provide services but to take on

board the rapid developments that were required in the

services over the last two years.  They are now well and truly

established and functioning well and g etting on with the job of

improving and developing the services.

The Members of the Board of the Authority who have come

together from many different backgrounds - over half are public

representatives, others are the elected representatives from

various professions and representatives of service provider

agencies - have also faced major challenges.  They have been

required to serve on a Board, the role and function of which, as

set out in legislation, is entirely different from any other Health

Board in the country.  Those who served on Boards responsible

for the delivery of services had to switch their thinking to a

Board which is responsible for more strategic issues such as

making arrangements for services and for planning, monitoring

and evaluating them.  As Members became more familiar and

comfortable with their new roles they took a very active interest

in the information which is now available to them on issues

and service across the region and in particular the reports on

the evaluation of service provision and proposals for service

adjustments and developments in line with identified needs.

The commitment of the Chairman and Members has played a

critical role in the development and implementation of the

policies which are now shaping our services. 

All this change would not be possible without the support and

the understanding of the Department of Heath & Children.

Staff at the Department have been readily available to the

Authority to support our change management process.

Cé go bhfuil morán déanta, tá go leor eile le déanamh fós.

Caifear comhdhlúthú agus buanú a dhéanamh ar na seirbhisí

nua-bhunatihe nó nua-leathnaithe. 

Caifear tuile a dhéanamh chun na riachtanaisí toirt agus

chineáil a réiteach.  Agus, go mór-mhór, caifear na seirbhisí atá

a chur ar fáil ag áisíneacha éagsula a thabhairt le chéile sa

chaoi go bhfuilid lárnaithe ar ar obair, ar an úsáidi, ar an othar.

Leanfar leis an obair i 2002 agus in a dhiaidh.

Donal O Shea

Regional Chief Executive.

section 9 - regional chief executive’s report

The Eastern Regional Health Authority, which was established

on March 1, 2000, completed its first full year of operation in

2001.  Twenty-two months down the road, the Authority is well

established and has made considerable progress in tackling

many critical issues.

On establishment day, the Authority was faced with a number

of challenges. With just a handful of staff, it was obliged to

discharge all its legal functions, arrange the transition from the

former Eastern Health Board, put in place and support three

new Area Heath Boards and develop new relationships with

these Boards and with the 36 voluntary hospitals and agencies.

We had to ensure that services were commissioned, supported,

monitored and evaluated.

We were in ef fect managing the greatest change in the health

services since the Health Boards were established at the

beginning of the 1970s

We also had a new Board with many of our Members

appointed or elected for the fir st time. 

The Authority’s approach to the planning and development of

services has been strategic, regional and needs based.

We have brought a regional dimension to issues like human

resources, information and communications technology.

Important work has been done in the area of conjoint action

between the various providers, the Area Health Boards working

together and with the Dublin Academic Teaching Hospitals and

with other voluntary agencies and we will continue to

encourage and support this work.

We have produced important regional reports on both the acute

hospital services and the non-acute services and have made

significant inputs on behalf of the region into national strategies

on issues such as bed capacity, waiting lists, Accident &

Emergency services and the National Health Strategy itself.

The Authority, the Area Health Boards and the various

providers in the region played a very active part at all levels in

contributing to the formulation of the Strategy which has

charted a new way forward for the services for the next seven

years.  

There has been a significant g rowth and development in

services during the year – primary care initiatives have been

established, hospital activity has increased, major hospital

building programmes are underway, childcare services and

services for the homeless, the elderly and those with

disabilities have been expanded and developed.  Mental health

services have been developed, and hundreds of new treatment

places have been provided for drug misusers.  On the other

hand, we have identified issues of capacity need in the services

which have been used as the basis for future planning.

The framework which the Authority has established for putting

in place arrangements for services is significantly different.  We

have moved away from a solely financial allocation process to a

process which includes not only financial resources but also

deals with the quantity and quality of services, the interface

between provider agencies around care groups and the

interface between various agencies providing care.

The transition to this new approach has been challenging for all

involved but the overall benefits to patients and clients are now

beginning to emerge and it is clear that it is making a real

difference to services.

section 9
regional chief executive’s
report

Leanfar ar an obair i 2002 agus in a dhiadh
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There has also been a change in the age profile of mothers

towards having children at a later age; in 1990, 50% of all

births were to mothers aged 20-29 and 41% were to mothers

aged 30-39, whereas by 1999, a reversed trend was evident

with 50% of bir ths to mothers age 30-39.  In 2000, 6.1% of

births in the Eastern Region were to teenage mothers

compared with 5.6% for the country as a whole. Approximately

33% of births were to single mothers in 1999 compared with

18.5% in 1990.

Data from EUROCAT, a surveillance system of congenital bir th

anomalies shows a reduction in neural tube defects (NTD),

such as spina bifida over the last 20 years (Figure 2). More

than half of NTD are preventable if the mother takes the

recommended dose of the vitamin folic acid around the time of

conception. An unexpected rising trend has occurred in recent

years with gastroschisis, a defect of the abdominal wall (Figure

3), although it is still relatively rare. A similar trend has been

observed in the United Kingdom and other parts of Europe.

Figure 2  Neural Tube Defects: bir th prevalence rate in the

Eastern Region from 1980-99

Figure 3  Abdominal Wall Defects: birth prevalence rates in

the Eastern Region from 1980-99

Deaths

At the beginning of the last century, communicable diseases

(particularly tuberculosis, childhood infections and enteric or

gastrointestinal disease) were the principal killers, generally

producing death at an early age.  Improvements in social

conditions produced a considerable increase in life expectancy.

With the growing appreciation of the impor tance of hygiene and

the development of ef fective control measures (including better

immunisation and powerful antibiotics), deaths from

communicable disease became less impor tant and, in an

increasingly older population, chronic disease such as

cardiovascular disease and cancer become more significant

causes of death and ill health.  

Premature mortality from cardiovascular disease, cancers,

suicide and road traf fic accidents is high compared to EU

averages.  Strategies for reduction are essential including

implementing the recommendations of the report of the

National Suicide Task Force on Suicide 2000, Cardiovascular

Strategy 1999, Cancer Strategy 1999 and the Road to Safety

1997.

Figure 4 shows the principal causes of death in the Eastern

Region.  Deaths due to diseases of the circulatory system and

cancer account for over two-thirds of all deaths in the region.

Figure 4  Principal Causes of Death in the Eastern Region in

All age Groups and Under 65s – 1999 

(Source, PHIS Version 4)

section 10 - demographic trends and health status profile
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Population

There have been signs of a significant change in the

demographic profile in the Eas tern Region which are likely to

continue, with net immigration as a result of the vibrant

economy and an increasing trend in the proportion of elderly,

as is occurring elsewhere in Ireland and Europe. The current

population of the region should be available later this year in

the preliminary findings from the 2002 census. Figure 1 shows

the population structure from previous censuses and

projections for the Eastern Region from 1981-2011.

The projected population of Dublin is set to increase from 1.05

million in 1996 to 1.36 million in 2011 to 1.65 million in 2031.

Between 1996 and 2031 there will be a 56% increase in

population in Dublin and a 50% increase in population in the

Mid-east area (Wicklow, Kildare and Meath.)  By 2031, Dublin

will account for 36% of the total population, and the Mid-eas t

will account for 11.4%.  All other regions are projected to show

further decreases in their regional population shares.  

Figure 1.  Population Structure Eastern Region 1981-2011

The young population (0-14 years) will increase by over a fif th

in the Dublin region, and the number of older persons (65 + )

will grow by over 141%.  

The average age of the population in Dublin will increase from

33.6 years in 1996 to 39.7 years in 2031.

Although the number of bir ths nationally is set to decrease

from 50,400 in 1996 to 47,000, birth numbers will increase in

Dublin and the Mid-east (Wi ck l ow, Kildare and Meath).  These two

regions combined will account for 52.2% of all births by 2031.

Up to 80% of the immigrant population are in the 15-44 years

age group which has implications for maternity and child health

services.

Births
The provisional number of births available for the year 2000

was similar to ten years previously. However, during the 1990s,

there was a fall in the annual number of births until the mid

1990s when a rising trend was evident (Table 1). An increasing

number of births in maternity hospitals in the region in the past

three years have been to non-nationals and women seeking

political asylum. In one of the Dublin maternity hospitals,

approximately 20% of mothers giving birth in 2001 were newly

arrived non-nationals. As the proportion has been rising rapidly

year-on-year, additional pressure has been put on maternity

service provision. A high proportion of these women make their

first attendance at the maternity services late in their

pregnancy, thereby increasing the risk of complications. In

addition, they may have differing medical and social needs

which need to be taken account of in the provision of services.

Table 1 Numbers of bir ths and crude bir th rates in the

Eastern Region and Ireland for selected years

Year ERHA Crude Ireland Crude

Number birth rate* Number   birth

of births       of births rate*

1990 19,259 15.5 53,044 15.0

1992 18,848 15.0 51,089 14.4

1994 18,299 14.4 48,255 13.5

1996 19,186 14.8 50,655 14.0

1998 20,619 15.6 53,551 14.5

2000** 19,069 14.7 50,034 13.8

* Crude birth rate: birth rate per 1,000 population

** Provisional numbers only (Source, PHIS Version 4)

section 10
demographic trends
and health status profile

Significant changes in demographic profiles are occurring in the Eastern Region and will continue. One
of the most notable relates to increases in the elderly population and this can be expected to have a very
significant impact on the use of all health and personal social services resources in the region. 
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Over 4% of deaths are due to injury and poisoning. Road traffic

accidents and suicide each account for 1% of total deaths.

However, many of these deaths occur in the under 65 year age

group – RTAs account for 4% and suicide for 6% of premature

deaths.  These deaths are particularly significant in that they

involve younger people and result in very high numbers of

potential years of life lost.

Ireland has made remarkable improvements in health in the

last 30 years – age s tandardised mortality rates have fallen by

almost one third from 1,204/100,000 in 1968 to

806/100,000 in 1999. The position of the Eastern Region

compares favourably; the mortality rate was 787/100,000 in

1999, the second lowest regional level in the country.

Health status in Ireland, however, is relatively poor when

compared to that of other EU countries. Ireland has the third

highest level of cancer mortality among the 15 EU member

states and are amongst the very highest rate of death due to

ischaemic heart disease. Premature mor tality from ischaemic

heart disease in Ireland is also the highest in the EU while

premature mortality from cancer is the fifth highest in the EU.

Although rates of ischaemic heart disease and cancers are

lower in the Eastern Region compared to nationally fur ther

improvements can be made.

Mortality in infancy

The Infant Mortality Rate (IMR) is an impor tant indicator of

health status. Considerable improvements have been achieved

in the IMR in Ireland and in the Eastern Region over the last 20

years (table 3). Nonetheless, the latest data show that Ireland

and the Eastern Region lag behind the EU average for IMR with

little difference between the two Irish statistics.  

Table 3 Infant Mor tality Rate (IMR) for selected years –

Eastern Region, Ireland and the EU average

Year Eastern Region Ireland EU average

1980 11.87 11.09 NA

1985 8.8 8.85 NA

1990 7.74 8.18 NA

1995 6.56 6.37 5.6

1999 5.42 5.49 NA

Source: Health Statistics, Dept of Health and Children. 1999

Perinatal mortality rates have also improved over the last two

decades but again the latest international data show that

Ireland (10.6 per 1000 live and still births) lags behind the EU

average ( 7.7 per 1000 live and still births).  The perinatal

mortality rate for 1998 in the Eastern Region was 9.7 deaths

per 1000 live and still bir ths and is amongst the lowest in the

country.

Life Expectancy

In Ireland, life expectancy at bir th has increased by 6.9% for

men and by 7.5% for women since 1970 (Table 4).  This is

mainly due to a reduction in death from infectious diseases

and accidents in childhood.  However life expectancy in older

age groups has not improved significantly reflecting the high

death rates from cancer and cardiovascular disease.  Fur ther

improvements can be made in this area.

Table 4  Life Expectancy at Birth – Ireland and the EU

(Source: Department of Health, 1999)

Life Expectancy

in years

(trends at bir th) Ireland EU

1980-2 75.6 77.1

Females 1990 77.6 79.4

1995-7 78.8 80.5

1980-2 70.1 70.5

Males 1990 72.1 72.8

1995-7 73.2 74.0

It has been demonstrated that cer tain disadvantaged groups

within this country have lower life expectancy than the average;

for example, the life expectancy of Irish traveller women is

twelve years shorter than Irish women generall y. Such

inequities need to be addressed.

Trends in Mortality & Hospital Discharge Data

Figure 5 compares the trends in age-s tandardised death and

hospital discharge rates for all diagnoses and for all ages, in

the Eastern Region, between 1994 and 1999.  Death rates are

falling, while on the other hand hospital admissions are rising.

This is probably due to the impact of the ageing population,

survival of patients with chronic diseases, advances in medical

technology and increased patient expectation of medical

treatment.

Figure 5  Trends in Age Standardised Death and Discharge

Rates for All Diagnoses, Eas tern Region, All Ages: 1994-1999

(Source: PHIS, Version 4)

Hospital Activity

The Eastern Region accounts for 41% of hospital activity

nationally.  Overall activity increased by 11% between 1994 and

1998.  Day cases have increased by 45% since 1994 with the

greatest increase in the older age g roups.

Twenty percent of hospital activity in the Eastern Region is

related to patients who reside in other health board areas.

Lifestyle Risk factors

The survey of Lifestyle, Attitudes And Nutrition (SLÁN) was

carried out in 1998 in order to document a baseline of health

related behaviours among adults. It has shown that there is no

significant geographical variation in the distribution of certain

lifestyle risk factors for heart disease. However, lifestyle risk

factors vary with social class. Smoking and a fatty diet, are

more common in lower social classes. SLÁN found an overall

smoking prevalence of 31%. Details for smoking by social class

for males are shown in Figure 12.

Figure 12: Smoking prevalence by Gender, Age and Social

Class - Male. Source: SLÁN Survey

Disadvantage and Deprivation

Inequalities in health s tatus have been identified within the

Eastern Region.  Large parts of the north and south inner city,

which have high level of deprivation also have high levels of

heart disease.  Similar ly eastern and western inner city

deprived areas show some of the highest levels of lung cancer.

It is a well es tablished fact that people in the lower socio-

economic groups have higher mortality ratios for all causes

cancers and coronary heart disease. Homelessness continues

to be a problem in the region. Groups of people within our

region e.g. travellers, asylum seekers, those with disabilities,

drug addicts, women in prostitution, etc, have special health

needs and require suitable services delivered in a way which is

most appropriate to them. Inter-sectoral collaboration is

required to address the issues that influence health

inequalities.

Uptake of Immunisations

In 2001, the immunisation uptake rates at 12 and 24 months

dropped in the Region. This trend was noted nationally,

however the reduction was much more dramatic in the Eastern

Region. The uptake rates at 12 months of age for diphtheria,

tetanus, polio, HIB and pertussis vaccines dropped by 10%

from 70% in the final quarter of 2000 to 60% for the same

quarter of 2001.  The uptake rate of these vaccines at 24

months remained stable at 77%, which was a drop of 4% from

the previous year. The most worrying observation occurred in

relation to the MMR vaccine where the uptake rate at 24

months dropped by 21% from 80.5% at the end of 2000 to 59%

at the end of 2001.

The Meningococcal C vaccination campaign was launched in

October 2000.  The campaign initially targeted those aged 4

years and under and the 15-18 year age group. The uptake of

Meningococcal C vaccine was 53% at 12 months of age and

70% at 24 months. The uptake in the 1 to 4 year olds ranged

from 60% to 69% across the Region. In the 15-18 year olds the

uptake was 79% in the school population and approximately

57% in the college population.

The risk of outbreaks of communicable diseases increases

significantly when the uptake rates drop to such low levels. A

regional immunisation committee has been convened to

address this issue and to look at strategies to improve the

uptake especially in relation to MMR, as an outbreak of

measles occurred in the Region in 2000. 

section 10 - demographic trends and health status profile section 10 - demographic trends and health status profile
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Health Promotion
The Authority's Health Promotion initiatives seek to address the

issues in our society which cause the highest levels of

morbidity and premature mortality, namely, heart disease,

cancer, alcohol and accidents. The Authority seeks to develop

such initiatives in a wide range of settings to improve the

quality of life for all members of our population, to build

healthier communities and to achieve maximum health and

social gain.

Commissioning Principles

Commissioning principles for all health promotion work are

those of the National Health Strategy:

• Equity and fairness

• People-centredness

• Quality

• Accountability

Key Priorities

• To focus on developing health promotion initiatives which

achieve the objectives stated above

• To continue to develop the Health Promotion capability in each

Area Health Board and build on the work of Health Promoting

Hospitals

• To concentrate efforts on priority issues such as: 

• smoking cessation and other cancer preventative measures

such as: 

• care in the sun; 

• heart health; 

• exercise; 

• diet;

• appropriate alcohol consumption; and 

• workplace health.

Developments 2001

The most significant development in Health Promotion during

2001 was the appointment of Directors of Health Promotion in

each Area Health Board in the latter half of the year. These are

now in the process of assessing the health promotion needs of

the populations and planning services for implementation in

2002. They will work closely with the Authority and will focus

on building the health promotion capacity of all staff working in

health and social care services.

The Authority's Department of Public Health undertook a

widespread survey of staff formerly of the Eastern Health Board

and now employed in the three Area Health Boards, Eastern

Health Shared Services and the Authority to ascertain their

perception of their own health and its impact on the workplace.

The survey was completed in July 2001. The report makes

recommendations for improvement in health particularly with

regard to smoking, alcohol intake and stress.

section 12
regional

implementation of
national strategies

The Eastern Regional Health Authority oversees the implementation in its region of the national strategies
which seek to address some of the chief causes of morbidity and premature death, namely heart disease,
c a n c e r, alcohol and accidents.  It currently targets these through three initiatives, those of Health
Promotion, the Regional Cardiovascular Strategy Building Healthier Hearts, and the Cancer Strategy.
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The Department provides up-to-date, accurate and detailed

information and advice on: - 

• The full range of health and personal social services provided

in the region 

• Eligibility criteria 

• How to access and make an application for services 

• How to make an appeal in the event of a service being refused 

• How to make a complaint in the event of dissatisfaction with

any aspect of a service being provided.

Access to the service is provided through the Freephone

service 1800 520 520, calls channelled through the main

switchboard, email, and for those cus tomers who call

personally, services are provided in a client-friendly information

environment with a facility for private interviewing when

necessary.  The Customer Services Department is open on

Monday to Friday from 9.00 a.m. to 5.00 p.m. (including lunch

time).  The department provides an answering machine service

outside of these hours.  

Health Promotion

The Customer Services Department carries a full range of

health promotion literature.  The Department also participates

in exhibitions with the aim of promoting the department and

providing information and advice to our customers on the range

of services available to them. The Customer Services

Department is targeted to the Health Strategy's emphasis upon

increasing the customer's orientation of services. Collaboration

and Co-operation in Information-Giving Partnerships between

Statutory, Voluntary Organisations and Community Groups is

also encouraged.

Activities for the period under review have included:- 

• Information sessions on the role of the Customer Services

Department, entitlements and services available by the health

boards were given to statutory bodies, voluntary organisations

and community groups.

• The Department met with and provided assistance and advice

to another Health Board on the es tablishment of their own

customer services department. 

• The co-ordination, production and distribution of information at

local level.

Training and Development

The Customer Services Department provided training to staff

from the National Organisation for Victims of Abuse established

in February 2001.

All Customer Services staff took part in Customer Services

training courses.

The Department has welcomed the imp l e m e n tation of a new

c o mp u te rised telephone system which will enable the deve l o p m e n t

of the department th rough imp roved re p o rting fa c i l i t i e s .

During the year under review the introduction of the Medical

Card for the over 70s, the launch of the Health Strategy, public

concern over the combined MMR Vaccine, the Foot & Mouth

Emergency (queries from customers who were travelling

abroad), queries related to the events of September 11th (i.e.

availability of iodine tablets / concern over Anthrax

contamination scares) resulted in additional pressures for the

department. 

Activity Levels for Period from 1st January 2001 to

31st December 2001

Number of calls via freephone: 93,747

Number of Calls via Switch: 75,275

Number of Personal Callers: 33,389

Total Number of Contacts: 202,411

section 11
customer services

The Customer Services Department is located at
Eastern Health Shared Services, Dr Steevens'
Hospital, Dublin 8.  The department provides a
service to the ERHA, the Northern, South We s t e r n
and East Coast Area Health Boards.  
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Mairead Behan, Acting Manager of Customer Services

The Chairman launches the Smoking and Women resource pack

Packie Bonner at The National Health Promotion Campaign: 

Get a Life, Get Active.

Launch of the Breast Feeding Initiative
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Cardiovascular Strategy
The Cardiovascular Health Strategy (Building Healthier

Hearts) launched in November 1999, sets out a strategic

plan (through 211 recommendations) to reduce the hear t

disease mortality and morbidity experienced by Irish people.

Targets set out to date are:

• To reduce the death rate from cardiovascular disease in the

under-65 age group by 30% in the ten years (1995 - 2005);

• To reduce the death rate from ischaemic heart disease and

stroke in people aged 65 to 74 by at least 15% to no more than

971 per 100,000 in the year 2005 from a baseline of 1,142

per 100,000 in 1995.

• To bring our levels of premature death from cardiovascular

disease in line with the European average and in time to

reduce our rates to the best performers in the EU.

Heart Health in the Eastern Region -
Summary points

One quarter of all deaths in the Eastern Region are caused

by heart disease

• Deaths from heart disease are declining in the eastern region

as seen nationally and internationall y.

• Ireland has the highest premature mortality rate (under 65

years) from heart disease in the EU.

• The Republic of Ireland has higher mortality rates from heart

disease than Northern Ireland.

• The Eastern Region has significantly lower mortality rates

compared with Ireland as a whole.

• Inequity in mortality exists in the Eastern Region as follows:

• twice as many men as women die from heart disease in

the region.

• Kildare and parts of Dublin have higher mor tality rates

than the region as a whole.

• The lowest socio-economic class has significantly higher

rates (for males) in the All Ireland study. This fact is highly

likely to be true also in the Eastern Region.

These findings need to be further explored in order to

understand correctly the factors, which need to be targeted.

• While death rates are on the decline, hospital discharges are

slightly increasing. This is, undoubtedly, due to the changing

nature of the disease to that of a chronic one and the effect of

an ageing population.

• Eastern residents are more likely to receive interventions

(PTCA) but less likely to receive surgery (CABG) than Irish

residents. The basis for this s tatement is HIPE system of data

collection on public hospital activity and does not include

private hospital activity. This is a limitation.

• Targeting effective interventions at areas of lower socio-

economic deprivation is an impor tant factor in reducing

inequity from the burden of heart disease. A multisectoral

approach is essential.  

Resources/Funding

The Eastern Regional Health Authority was allocated £3 million

for the cardiovascular strategy each year in 2000 and 2001.

The breakdown of allocation by the Authority to each sector

area is detailed below (fig 1). One of the Authority's objectives,

to significantly invest in Primary Care, has been held up due to

the delay at national level in implementation of the Secondar y

Care pilot in Primary Care.  

Figure 1 

Breakdown of Authority 2000 & 2001 funding by Sector 

The allocation defined in the Letter of Determination for the

Region in 2002 is €3m

Commissioning Principles

The vision of the Health Strategy (2001) is the provision of a

health system that supports and empowers people to achieve

their full health potential.  The system will be there when

people need it, responding to individual's needs and ensuring

that people's views are taken into account.  Four principles

underpin this strategy:

• Equity and fairness.

• A people-centred service.

• Quality of care.

• Clear accountability.

Of the four national goals attention is specifically drawn to

goals 1 (Better Health for Ever yone) and 2 (Fair Access) which

directly relate to the cardiovascular strategy, i.e. focusing on the

promotion of health and well-being and ensuring that the

system has the capacity to deliver timely and appropriate

services.

Key Priorities

Mindful of the burden of heart disease in the East and charged

with this responsibility, the Authority formed a Cardiovascular

Health Strategy Steering Group (May 2001), with the remit to

develop an Action Plan to improve the Heart Health Status of

the Region.  Within this remit lies the need to:

• Reduce the risk factor profile in the general population

• Ensure the best survival and quality of life outcome for those

who recover from an acute event

• Treat ef fectively those who have established disease

• Detect and manage those at high risk of heart disease

Through:

• Standardised care in the pre-hospital and hospital settings

• Establishing a protocol for appropriate primary care

• Ensuring an effective surveillance system

• Expanding or putting in place settings based health promotion

programmes

Core Service Provision

Cardiovascular Health is provided by a wide range of

professionals, in a variety of primar y, community and

secondary care settings.  Cardiovascular Health is concerned

both with the whole person and the needs of the population.

It is concerned with the whole picture, spanning the

complete spectrum (the health service ‘iceberg model’) of

prevention from reducing risk to rehabilitation.  Heart Health

is dependent on systems beyond the health sector, including

education, environment, public policy, consumer index,

social, private sector etc.  

Cardiovascular health services are delivered through

programmes of:

• Health Promotion

• Pre-hospital care

• Primary care

• Acute Hospital

• Cardiac Rehabilitation

Within the health sector in the Eastern Region, providers of

these services include:

• The three Area Health Boards providing health promotion,

primary and acute services, including the three Area Boards

Hospitals

• The five Dublin Academic Teaching Hospitals

• The Emergency Ambulance Services

• Various professionals, health promotion of ficers, nurses,

doctors (consultant cardiologists, surgeons, public health

specialists, and general practitioners), educators, rehabilitation

staff, technicians, emergency responders are involved in

delivering services to individuals, communities and populations

in a wide range of settings 

Service Developments 2001

Cardiovascular Health Action Plan

The Authority formed a Cardiovascular Health Strategy Steering

Group (May 2001), with the remit to develop an Action Plan to

improve the Heart Health S tatus of the Region.  

The Group defined its work-plan in two phases.

• Phase One (June - November 2001): to ascertain the need,

current activity and planned developments so that 'gaps' in

service to meet need and opportunities/challenges relating to

developments can be identified.  This work was accomplished

through a range of Working Groups, Health Promotion, Primary

Care, Pre-Hospital, Hospital Care, Cardiac Rehabilitation, and

Information Systems.

• Phase Two (December - May): based on this analysis, the

formation of an Action Plan, with specific targets, defined time

frame, costings and resource estimates, and key performance

indicators to ensure the balanced delivery of care.
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Phase One's work has identified common issues across the

sectors that significantly impinge on the implementation of the

strategy in the Region:

• Manpower/Human Resources

• Equity

• Standards and Quality 

• Communication & Co-ordination

• Health & Social Gain

Manpower/Human Resources

In essence, Human Resource Management (HRM) in the

context of service delivery requires that the right people with

the appropriate skills be in place at the right time and

resourced to carry out current and future work objectives.  

The Region's Human Resource objective in implementing the

cardiovascular strategy during 2000 and 2001 required the

recruitment of 185 wtes.  Considerable dif ficulties have been

experienced by agencies in the recruitment of these key

personnel. Therefore, the challenge to planners is the early

identification of need, the assessment and resourcing of skills

to meet those needs and the streamlining of the organisational

process to facilitate the recruitment, induction, retention and

motivation of personnel. 

Consultation with all agencies has identified a range of

influencing factors relevant to future plans and development

• Supply and Recruitment

• Retention

• Capital needs

• Human Resource Management 

The influence of economic trends (high cost of living,

inadequate transport systems etc.), gaps in supply

(technicians, nurses, therapists), adaptability of working

structures to retain staff (e-working structures), increased

specialization versus demand for generic professionals, future

personnel needs in light of evolving cardiology arena, directly

challenge the implementation of the strategy. The Authority,

under the guidance of the Directorate of Human Resources is

currently exploring mechanisms to address these issues.

Models of change management will form part of the Action

Plan. 

Access

Much has been documented at national level regarding access

and population needs in this regard.  The Eastern Region is

unique in that its Access Needs are two-pronged.  While it is

acknowledged that residents have access to high quality health

care, areas of concern include: disparities in health between

different groups; high levels of preventable illness, hospital

admissions that can be avoided and apparent barriers for some

in accessing services.  Historically, cardiovascular services,

particularly in the Hospital sector, have been provided by the

East to other health boards.  The demand on services is

therefore beyond the population with which the Authority is

charged to serve.  Indeed, the proportion of patients from

outside the region receiving many of our diagnostic and

treatment services is in excess of national averages for other

specialties (12-68% v 21 - 36%).  Currently 44% of our

cardiology waiting list is for non-ERHA residents.  While national

development plans aim to provide many services locally, during

this interim period (three - ten years) demands of in-flow

patients will continue.  Some specialties (e.g. EPS) will

continue as a supra-regional service.  

The issue of equity of access for residents within the Eastern

Region to all services (be they in the hospital or community

setting) must be based on need.  The complexity of waiting

lists, public and private patient issues directly impinge on such

equity.  Models of care embracing change in the way we deliver

care (co-ordinated shared care programmes, patient

empowerment, locally accessible partnership services) will form

part of the action plan. 

Targeting of inequity

Equity of access to health services is very important. So also is

equity of experience of health. While tackling this issue is

greater than the health services alone, targeting of health

promotion and clinical services towards areas and populations

with high levels of deprivation is a very important component. 

Standards and Quality 

The need to address protocol-driven care in conjunction with

audit and other forms of quality assurance is recognised across

all groups.  Programmes such as diabe tes, shared care, and

secondary prevention for established cardiac disease are

examples.  The Authority is currently conducting specific audits

on 'door to needle' time, and uptake of cardiac rehabilitation by

eligibility.  The cataloging of data collected by various agencies

throughout the region will directly feed into the Regional ICT

Strategy and National Chair Project.

Communication & Co-ordination

Quality co-ordination of care is essential, given the complexity

many patients experience in inter facing with a wide range of

health professionals, and particular ly in light of the need to

place the person at the centre of all services.  It is clear from

the sector reports that while professionals deliver excellent

service in their area, seamless delivery of care experienced by

the patient is lacking.  

Gaps identified include:

• Integration among service providers- e.g. partnership

programmes in Health Promotion by Area Health Boards, Local

Authorities, Education etc. Facilitating individuals to make the

healthy choice is broader than health education and requires

concerted input from agencies in sectors other than health.

While this principle is generally supported, programmes at

regional and local level experience difficulties in translating

principles into action.  Similar examples could be given for the

integration of care across clinical service boundaries such as

care of the patient with heart failure. The commitment to

closely work together, at an operational level needs senior

management prioritisation by all agencies.

• Patient Information Sharing among professionals - the absence

of integrated communication systems in the health sector, both

within institutions and across services, (primary care and

hospitals) militates against seamless delivery of care for the

patient.  Implementation of the Regional ICT Strategy and

specific Primary Care IT framework is urgently required.  To

ensure that cardiac care integrates itself into these projects it is

advisable that a strategy for Cardiovascular ICT be developed

and a dedicated ICT manager form part of the Regional ICT

Project Team

Health & Social Gain

The strategic approach to prevention, treatment and

rehabilitation of patients will achieve health gain.  In measuring

social gain the S teering Group will apply criteria to evaluate the:

• Appropriateness - relevance to need, not supply or demand

driven

• Acceptability - to individuals, g roups, society at large and

integrates service providers

• Accessibility - in terms of time and location, knowledge.

Improving the heart health s tatus of the population we ser ve

requires close examination of need, evidence that inter ventions

make a difference, cost ef fectiveness based on quality and

value for money.  The strategy urges a change in mindset in

order to alter the perception that as individuals and populations

we are powerless in the fight against heart disease. Altering the

profile of heart disease in the eastern region means seriously

tackling risk factors, both primary and secondary.

Specific Developments Achieved in 2001

Side by side with this work, the Authority commissioned a

range of service developments in the Region.  These included:

• Acute cardiac care was enhanced by the development of Chest

Pain Assessment Unit in St. James's Hospital and expansion of

facilities and services in o ther hospitals

• Assessment of the Cardiology Consultant Manpower needs of

the Region and submission to the National Cardiology Working

Group

• Expansion of cardiac rehabilitation services for heart patients in

all nine hospitals in the region

• Strengthening of health promotion infrastructure, in the three

Area Health Boards with particular emphasis on smoking

cessation, physical activity, and nutrition 

• Appointment of Regional Co-ordinator and Project Manager at

ERHA level to drive implementation of the strategy in the

Region  

• Subsequent engagement of Project Managers in each of the

three Area Boards to ensure co-ordination and prioritisation of

the strategy

• Expansion of acute service infrastructure i.e. nurses, therapists,

technicians, support personnel etc, also including resuscitation

training personnel,.

Collaborative quality initiatives between the nine hospital and

the ERHA cardiovascular team:

• Audit of 'door to needle' time in the nine centres providing

acute services in the Region

• Audit of uptake of cardiac rehabilitation services in the Region

Monitoring and Evaluation 

The Cardiovascular Strategy covers all care groups.  This allows

certain aspects of the Cardiovascular Strategy to be monitored

by using the framework and reporting mechanisms which are

in place in other care groups.  These would include:

• Acute Activity

• Acute Waiting Lists

• Employment Controls

The Authority also receives a monthly Service Development

report from all agencies given funding as part of the

Cardiovascular Health Strategy, which enables an early warning

mechanism for development challenges.

The Authority is committed to encouraging auditing and during

2001 agreed with providers the undertaking of 2 audits. i.e.

'door to needle' time and uptake of cardiac rehabilitation

services.  Auditing activities will be strengthened in 2002.
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Cancer Services
A number of policy documents and developments underpin the

provision and expansion of cancer services in the Eastern

Region. These include:

Cancer Services in Ireland: A National
Strategy (1996)

The principal objectives of which were:

• That all measures are taken to reduce rates of illness and

death from cancer and

• To ensure that all those who develop cancer receive the most

effective care and treatment and that their quality of life is

enhanced to the greatest possible extent

The Eastern Health Board's Interim Cancer
Plan (1998)

The EHBIC began the implementation process of the

National Cancer Strategy through the provision of regional

information on cancer incidence, health promotion initiatives,

development of hospital services, co-ordination of hospital,

primary care and palliative care services.  This

implementation process also included:

• "A needs assessment of Palliative Care" (1999)

• Identification of the support sy stems for patients and their

families

• Needs assessment of patients with symptomatic breast disease

was also examined by the Department of Health and Children

Development of Services for Symptomatic
Breast Disease (2000)

The National Breast Screening services Breast Check began in

2000 in the Eastern Region.

Every year over 7,000 people develop cancer in the Region and

approximately 2,500 die from it.  The most common cancers

are of the skin, colorectum, breast, lung and prostate which

account for 70% of all new cases diagnosed each year.  Cancer

of the colorectum, breast, lung and prostate account for up to

50% of cancer deaths each year.

Cancer now accounts for one quar ter of all deaths in the

Region.  It also causes significant morbidity, which is reflected

in the large number of hospital discharges and bed days used

for patients with cancer.

Service Developments 2001

Data analysis undertaken in 2001 shows that has been real

health gain in terms of cancer survival in the Eastern region

especially breast cancer where the reduction in mortality in

women under 65 years of age exceeds the target set out in the

National Cancer Strategy.

Data on cancer incidence, hospitalisation and mortality have

been analysed for the Eastern Region. These data have also

been DED-coded so that relevant information can be provided

to each Area Health Board. In doing this it will be possible to

identify black spots such as areas of above-average incidence

of lung cancer.

A quality assurance exercise of the DED-coding has been

undertaken by comparing coding methodologies undertaken by

the National Cancer Registry and those of the Department of

Public Health. The outcomes from both systems are very

similar and this gives confidence as to the reliability of the

information.

Additional detailed information is now being made available

from the National Cancer Registr y, especially in relation to

hospital activity. This will enable meaningful clinical audit to be

undertaken at regional level and a greater focus to be put on

regional variations in patterns of treatment, waiting times and

outcomes. At present each hospital in the East has been

contacted with a view to obtaining the permission for the

National Cancer Registry to release the additional information

to the ERHA.

The major hospitals in the Eastern Region have identified

database managers as one of their key priorities.  To this end

approval has been granted to the major five hospitals in the

East to employ database managers.  The priority is to ensure

that database managers are in place for the Symptomatic

Breast Services.  A sub-group of relevant consultants (surgery,

pathology, radiology, medical oncology) has been formed to

identify information requirements, to develop, manage and

audit the Symptomatic Breast Service in each of the proposed

specialist breast units in the Eas tern Region.  A tendering

process will now take place for the symptomatic breast service

data base.

Health Promotion

Directorates of Health Promotion have been established in each

of the Area Boards within the past year.  In 2001 a Health

Promotion Officer with specific responsibility for cancer

prevention, particularly lung cancer and skin cancer, was

approved and funded for each of the Area Boards. The

organisation of smoking cessation programmes will be a

priority for these health promotion of ficers. 

Breast Cancer Services

With a view to implementing the National Symptomatic Breast

Report, published by the National Cancer Forum in March

2000, a Committee, representing the relevant clinicians in the

Eastern Region has been es tablished.  The priorities of this

Committee are to ensure that the relevant resources are

identified in each of the specialist breast units and that an

audit system for evaluating the symptomatic breast service is

established.  An overall plan for the development of

symptomatic breast services in the East has been formulated,

costed and submitted to the Department of Health. In 2001

€1,161,810 was spent on symptomatic breast services. 

€107,928 was allocated to the Area Boards for prosthesis

services for women with breast cancer.

BreastCheck, the national breast screening programme,

operates from two units in Dublin: the Eccles unit at the Mater

hospital and the Mer rion unit at St. Vincent's hospital. In 2001

€1,904,607 was allocated for this programme in the East. 

Medical Oncology

The Eastern Region is spending approximately €15,236,856

on medical oncology drugs.  A review of the main cost

pressures and prescribing patterns has been under taken in the
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Strategic Planning

• During the year the Authority and the three Area Health Boards

engaged in a collaborative process to ensure that a planned,

strategic approach is taken to developing services for children

and families to meet identified needs.  A Steering Group,

chaired by the Chief Executive of the Authority is overseeing the

process.

• The first phase - to agree a set of objectives which could form a

strategic framework for the development of services across the

region - has now been completed

• The second and third phases will bring service providers and

professional groups within the framework and focus on

implementation

• Multi-disciplinary risk assessment and consultation service

established for children and families

• Properties have been acquired to provide additional emergency,

downstream and aftercare residential accommodation. 

Commissioning Principles

The Authority has identified the following principles to underpin

its planning and commissioning arrangements for children and

families.

• Enabling children and families to achieve their maximum

health potential and social well being. 

This is the basic purpose of services to children and families.

The Authority will work with providers to ensure that the aims,

objectives and outcomes of all services should clearly reflect

the extent to which they make a contribution to achieving this

goal

• Giving priority to children's best interests

Services will be designed in a manner which is child-centred.

This means developing services which meet children's needs in

both the short and longer term. It also involves consultation

with children and giving due regard to their views in accordance

with their age maturity.

• Working with children within the context of their families.

The family generally affords the best environment for raising

children and external intervention will be to support families

within their communities to provide safe and nurturing care for

their children. Exceptional circumstances in which it s

justifiable to work with a child in isolation include situations in

which all ef forts to engage families ha ve failed or where

involvement of families would be considered damaging to the

child.

• Providing services in local, community-based settings.

As far as possible, services will be community-based,

accessible and locally relevant. Exceptions to this include

services in response to difficulties that require a degree of

specialist intervention that would not be cost ef fective to

replicate in every locality and could be provided centrally in a

manner that adheres to the principle of children's best interest.

Another exception could be services, which may be stigmatising

if offered locally.

• Providing alternative care when all other interventions have

proven inadequate to ensure children's safety.

When the provision of alternative care is necessary, all ef forts

will be made to provide an alternative family environment as

near as possible to the child's original family and community

as possible. Investment in maintaining continuing in

relationships, unless this is not in the child's best interests, is

essential.  The option of reuniting children with their families

should always be considered, unless this would be deemed

unsafe for the child.  This means working with families towards

reunification, either total or partial, while alternative care is

being provided, unless it can be demonstrated that this would

not be in the child's best interests. 

Core Service Provision

Day Nurseries/Pre-schools

There are 64-day nurseries/pre-schools providing in excess of

1947 places for young children under five years of age

regionally. In addition to these, 141 full-time / drop-in créche

places are available and 376 af ter school places.

Neighbourhood Youth Projects

There are 17 Neighbourhood Youth Projects receiving financial

support from the Area Health Boards in the region. These

provide in excess of 768 places regionally.
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Eastern Region with the assis tance of medical oncologists and

chief hospital pharmacists.  

It is now a priority that a thorough review of medical oncology

services in the Eas tern Region be under taken.  This should

include issues in relation to s taffing, facilities (including

pharmacy), safety, access, best practice in prescribing and

patient outcomes.  It is planned to undertake this review in

2002.  

Survival from cancer has improved significantly over the past

10 years. There is no doubt that advances in medical oncology

have played an important role in this. It is necessary for the

ERHA to be able to forecast medical oncology requirements 

Radiation Oncology

A needs assessment for radiation oncology services has been

undertaken in the Eastern Region.  A national review of

radiotherapy services is due to be published in the near future.

As soon as the national report is published the ERHA will act

swiftly to fur ther develop radiotherapy services in the Region.

Psycho-oncology

A national review of psycho-oncology needs of patients with

cancer was undertaken by the EHB in 1999 on behalf of the

Department of Health and Children. In 2001 funds were made

available to pilot psycho-oncology developments in the East. To

this end €63,487 was allocated to St. Luke's/St. Vincent's. It

is planned to fur ther expand psycho-oncology services in all the

Area Health Boards in 2002, as resources permit.

Other developments

The 1998 EHB Cancer Plan recommended the development of

Cancer Nurse Co-ordinators.  As a result, 24 whole time

equivalent (wte) posts were created. As these were new posts,

a review of the functioning and ef fectiveness of the Cancer

Nurse Co-ordinators was undertaken in 2001. The main finding

was that these specialist nurses have contributed greatly to

cancer services in the Region. The fact that some important

specialties did not have a cancer nurse co-ordinator was

highlighted as a deficit by the three cancer directors in the East

in 2001. As a result an additional seven cancer nurses co-

ordinators were approved and funded for 2002. 

Summary of developments in 2001:

East Coast Area Health Board

• Health Promotion Officer (cancer prevention) appointed 

• Project officer to implement cancer strategy appointed

St. Vincent's University Hospital

• Cancer nurse co-ordinator (2) appointed

• Colorectal nurse specialist appointed

• Data manager appointed

• Pathology technical support provided

St. Luke's Hospital

• Advanced nurse practitioner appointed

• Commissioning of new technology

• Psychologist (links with ECAHB and St. Vincent's) recruited

St. James's Hospital

• Speech therapist for patients with head and neck cancer

appointed

• Colorectal data manager appointed

• Regional oncology guidelines development of ficer appointed

Our Lady's Hospital for Sick Children

• Pathology/ laboratory support s taff provided

Peamount Hospital / St. James's Hospital

• Lung cancer data manager appointed

Tallaght Hospital /Naas Hospital

• Database manager appointed

• Cancer nurse co-ordinator appointed

Mater Misericordiae Hospital

• Cancer nurse co-ordinator appointed - medical oncology

• Cancer nurse co-ordinator appointed - Lung cancer

Beaumont Hospital

• Cancer nurse co-ordinator appointed - Neurosurgery

James Connolly Memorial Hospital

• Cancer nurse co-ordinator appointed - General

Rotunda Hospital / Mater Hospital

• Cancer nurse co-ordinator appointed - gynaecology

Northern Area Health Board

• Health promotion officer appointed (cancer prevention)
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Parent Support Schemes

There are 10 Parent Support Schemes (Community Mothers

Programmes) providing support to 1000 children and their

parents through home based projects. 

Family Support Projects / Centres

There are 36 Family Support Projects/Centres of fering

practical assistance to families within and outside their home

and/or which focus on intervening therapeutically to strengthen

family function. These provide support to in excess of 1,263

families and 562 individuals through a range of activities and

locally based initiatives. 

Child Welfare and Protection Services (Social Work

Departments)

This service caters for children up to 18 years of age, their

families and carers. The main activities of the service are

assessment of need, risk assessment, referral to appropriate

services, provision of care for children deemed to be in need of

alternative care, court work, after school provision, family

support and preventative family programmes to suppor t

families to care for their children, outreach work for vulnerable

adolescents, advice and counselling, advocacy and community

development supports.

Foster Care

The placement of children in appropriate fos ter care is

facilitated and managed by Social Work Departments in each of

the 10 Community Care Areas, most of which have dedicated

fostering teams. There is one voluntary organisation working in

partnership with an Area Health Board that operates a foster

care placement services. There are approximately 1,197

children in foster care in the region at any one time.

Supported Lodgings

Supported lodgings refers to alternative care situations where

young people live within a family home as a 'lodger' but receive

support from social work departments. A total of 28

children/young people are catered for in suppor ted lodgings.

Two Community Care Areas have this service in operation.

Special Arrangements

Special Care arrangements are made for young people when

no other appropriate alternative care facility is available to meet

their needs. There are 21 children in this type of care. 

Residential Care

There are 61 facilities providing alternative care for young

people in the region, 48 of these are residential homes

providing long and short term alternative care for young people

in the region. Forty-three of these residential homes can

provide accommodation for approximately 269 children/young

people at any one time. 

Aftercare/Step-down Care in the Eas tern Region

There are 9 dedicated af ter care/step down facilities in the

Eastern region which cater for children who have left care but

may not be ready for independent living. These provide in

excess of 55 places regionall y. In addition to these 55 places,

there are 10 places available within two residential

centres/homes.

Young Mothers Homes

There are 2 residential facilities in the region that provide

accommodation for young mothers and their babies. Both

homes are run by Area Health Boards and provide residential

care for young mothers aged 15 to 25 years. There are 15

places available for mothers and their babies.

Sibling Care Arrangements in the Eastern Region

There are 2 residential homes in the Eastern region which

cater for two sibling families. A total of 9 children are receiving

care under these arrangements. The Area Health Boards

manage both services.

High Support/Special Care

There are two high support/special care facilities in the Eastern

region. Both are located in one Area Health Board but provide

a regional service. One unit, at Ballydowd, provides a national

service. This service has the capacity to cater for 14

children/adolescents at any one time. 

Crisis Intervention Service (CIS)

The CIS provides a range of services for children and young

people aged 12-17 years who are out of home. The CIS

services are available outside of the 9-5 office hours of the

community care teams. The service includes an Outreach

service, an Out of Hours Social Work Service, a social work day

service team, 6 residential units, 4 voluntary units, a daytime

drop in service for young people and a reception unit. The

service provides emergency and short-term residential care in

six facilities. The CIS operates on a regional basis. There are

47 places for young people aged 12-17.

Inter Country Adoption

The South Western Area Health Board had been providing this

service on a regional basis. The service was also dealing with a

small number of tracing requests.  During 2001 it was decided

that each Area Health Board would set up its own assessment

team. 

Domestic Adoption

Social Work Departments facilitate domestic adoption

applications in all 10 Community Care Areas. 

Domestic Violence

There are 11 services providing supports for victims of

domestic violence. One of the services provides advice and

support for victims of sexual violence - this service is open to

male and female clients. 

Pregnancy Counselling Services

This service is provided by 8 voluntary organisations based in

Dublin and Maynooth that provide information and advisory

services on a national basis. In addition, a locally based

initiative also operates in three Community Care Areas in the

Northern and South Western Area Health Boards.

Psychological Services

This is a regional service, which is provided in a range of

settings including child and family centres and residential units.

The service has psychologists allocated to the three Area

Health Boards and a regional service is also provided for

children with autism.

This service is also provided by a range of voluntary providers

such as the Mater Child and Family Service and the St. John of

God Lucena Clinic Services

Child and Adolescent Psychiatric Services

This service is provided by one Area Health Board and by a

number of voluntary providers through Child and family

Centres, In-patient Treatment Units, Special Schools, Services

for Autism and the Liaison Child and Adolescent Psychiatry

Services. 

South Western Area Health Board 

• 6 Child and Family Centres

• 16 Places are available in 2 regional in-patient treatment units

which also provide educational facilities

• 59 places are available in 3 Regional Special Schools

• Regional service for children on the autism spectrum

• Liaison child and adolescent psychiatry services are provided to

5 hospitals

The Northern Area Health Board

The Department of Child and Family Psychiatry, Mater

Misericordiae Hospital, provide services for two of the three

community care areas in the Nor thern Area Health Board. The

Department operates from a clinic at the Mater Hospital and 2

satellite clinics. In addition to these services, the Department

works collaboratively with:

• St. Paul's Hospital and Special School, Beaumont

• The Children's Hospital, Temple Street

• St. Joseph's Adolescent Unit, St. Vincent's Hospital Fairview

• Forensic Service (Oberstown Boys Remand Centre, Oberstown

Girls Remand Centre and Trinity House School)

• The Department also provides special education services to 3

schools.

A community based treatment programme for adolescents who

sexually offend and their parents/carers operates in the

Northern Area Health Board with services for 58 young people.

East Coast Area Health Board

St John of God's Lucena Clinic Service provides services to the

East Coast Area Health Board and part of the South Western

Area Health Board. The Lucena Clinic operates from 4 centres

and three satellite out-patient clinics. Services are also provided

to St. Peter's Special National School.
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Annual Report 2001p34 p35Annual Report 2001

The Barrettstown Gang Camp which is partly funded by the ERHA The President, Mary McAleese, opens the new creche at the Coombe Hospital

ERHA Report/e  26/6/02  10:27 am  Page 34



Services for Children with Autism

All th ree Area Health Boards provide services for ch i l d ren with

Autism th rough Child & Fa m i ly Centres/Child Guidance Clinics.

Child Health

Services under this heading include:

• screening for metabolic disorders in new-borns the six week

infant examination

• immunisations

• the seven-nine month developmental examination

• home visiting by Public Health Nurses

• well-baby clinics

• school medical examinations

• vision and hearing screening

• ophthalmic services for children

• health services for Traveller children.

Women's Health

The Women's Health Service aims to ensure that gender-

specific services are available to women. Services include

family planning and pregnancy counselling services, teenage

sexual health and relationship projects and a home birth

outreach project at the National Maternity Hospital.

Survivors of Abuse

Therapeutic services are provided for adult male and female

survivors of childhood abuse.

Cases of suspected child abuse in the Eastern Region in

2001*

Number of reports of suspected child abuse 1442

Number of children 817

Number of confirmed cases 542

Number of confirmed non-abuse cases 139

Number of inconclusive outcomes 300

Number of assessments ongoing 560

* The figures are provisional.

Service Developments 2001

Family Centres

• Two additional Springboard projects were provided in

Loughlinstown and Darndale with a project leader in place.

• Two Family Centres were developed in the Wicklow and

Ballyogan/Ballinteer areas, working in partnership with

voluntary agencies. Project leaders have been appointed to

these new centres. Neither development has been fully

delivered due to recruitment and premises dif ficulties. 

• Existing family centres with identifiable positive outcomes

through early intervention, parental involvement and consent

were augmented with the establishment of new family centres

in Darndale, Balbriggan and Blanchardstown. Managers have

been appointed for these centres and staff are being recruited.

• Funding for Youth Homelessness in late 2000 provided for a

further family centre in Jobstown

Family Support Services

• Family Group Conferencing was extended to fur ther areas in

the Eastern region and training provided, although interrupted

in some areas due to the Foot & Mouth crisis.

• A wide range of existing Area Board services and Voluntary

organisations and new Inter Agency Integrated Initiatives were

funded in the Area Health Boards to further develop existing

community based services. Such agencies include Fr. McCabe

House, Barnardos and the Foster Care Association.

• Additional Fa m i ly Support Wo rke rs we re ta ken on during th e

year in the No rth e rn Area Health Board; howeve r, re c ruitment of

s u fficient numbers remains difficult. Fa m i ly Support Wo rke rs in

the East Coast Area Health Board who we re ori g i n a l ly emp l oye d

by EVE Holdings and we re on te mp o r a ry contracts, fo l l ow i n g

discussion and consultation are now in substa n t i ve posts. 

• Arising from funding for Youth Homelessness late in 2000,

family support workers were recruited and 2 Pre-School

facilities established.

Youth Homelessness – Multi Disciplinary Youth Teams

• Work is ongoing to establish multidisciplinary teams in

Community Care Areas. 

• Community based project workers for Areas 6, 7 and 8 have

and continue to be appointed to work intensively with a number

of young people and their families. 

Youth Homelessness – Outreach Services

• These were expanded to seven days a week and take place

during the day and evening, Monday to Friday 10.00am -

1.00am and Saturday to Sunday 12.00pm - 11.00pm. 

• Focus Ireland provides this service via funding provided by the

Northern Area Health Board.

The Youth Homelessness Providers’ Forum has established a

sub committee to examine the development of services for

other children/ young people on the streets who do not fall

within the traditional Youth Homelessness spectrum of services

but are very visible (young travellers, young people who are non

- nationals). The subcommittee includes services engaged with

these groups, e.g. Leanbh, Gardai, Health Boards, Focus

Ireland and Nightlight.

Addiction Services

• A building in Buckingham Street was leased to provide a day

programme for young people and 85 young people have taken

part. The programme includes counselling and psychiatric

assessment.

• 20 young people appeared before the Drug Court. 

• The process of creation of three consultant psychiatrists posts

within the youth addiction service was commenced in 2001.

• Trinity Court Young Adults in Action Programme was

established in February of 2001 to provide targeted support for

young people 18 years and younger and sustain their place on

a treatment programme.

Emergency/ Assessment

• City Lodge, the SWAHB emergency accommodation unit, was

opened late last year. It has a maximum capacity for 14 and is

incrementally building to that with 7 young people presently

being accommodated. It is open 24 hours a day, 7 days a week

all year round. 

Crisis Intervention Service (CIS) Evaluation

• The evaluation into the CIS was comple ted and the

recommendations are being implemented. 

Provider Forum on Youth Homelessness

The Provider Forum on Youth Homelessness is a region wide

group established in October 2000 on foot of the Report from

the Forum on Youth Homelessness. It has wide representation

from the statutory and voluntary sector.  Its remit is to; -

• work with the ERHA to implement the recommendations in the

Forum Report on Youth Homelessness.

• to advise the Executive of the Authority on the adequacy and

inadequacy of the present range of services for young

homeless persons.

• to assist the Authority in preparing a development plan for the

region which will ensure the delivery of a comprehensive quality

service.

• to monitor the implementation of the plan.

• to recommend how capital and revenue resources should be

provided annually and multi annually.

• to establish such sub committees as may be required from

time to time, to review priorities and make specific

recommendations on the development of services to meet

needs.

Adolescent Support Service

• This service is being implemented in Area 9 to provide an

integrated and co-ordinated approach to out of home and

potentially out of home adolescents. A project leader has been

appointed to co-ordinate the spectrum of family support, foster

care, residential care, supported lodgings and af ter care from

which the best placement option for the child will be chosen.

Teen Counselling Service

• Work is ongoing to extend existing services provided by the

Mater Dei Counselling Services to include a service for

Community Care Area 1. There is an identified gap in services

for young people and families in difficulty in this area.

• Research is also being carried out in the region on teenage

suicide and Focus Ireland and the Nor thern Area Health Board

are participating in this.

Family Placement Initiatives

• Efforts are ongoing to appoint a single team in the South

Western Area Health Board with responsibility for attracting,

assessing, recruiting, training and supporting individuals and

families to provide a wide range of family placements and after

care for children aged 0-18. This team will work in close co-

operation with families of origin, area teams and the Irish

Foster Carers Association. 

Supported Lodgings

• This service will be piloted in Wicklow to test the feasibility of

providing an alternative to fos ter care for troubled young people

in their mid-teens where residential care would not be

appropriate. 

Enhanced Co-ordination and Management of Alternative Care

• Managers for alternative care and/or residential services are

being appointed to work with social workers to ensure

maximum use of bed capacity, implementation of findings

relating to standards and procedures and staff training for all

residential provision, both voluntary and s tatutory.

• A residential unit manager has been appointed in the East

Coast Area Health Board and has headed up a working group

examining existing policies and procedures. 

• Therapeutic crisis intervention training has been updated and a

new training programme initiated for all appropriate staff . This

included staff from the voluntary sector.

• A foundation programme has been developed for all residential

staff linked to national standards. Discussions have begun with

the Dublin Institute of Technology to have this training

accredited. 

• One social work post has been assigned to the Irish Foster

Care Association in order to roll out their Horizons training

programme, other training and the development of procedures.

Unaccompanied Minors / Separated Children

The East Coast Area Health Board presently delivers this

service on behalf of the three Area Health Boards. 

• In 2001, during the period January to August a total of 816

referrals were received. As a comparison, in 1999, 98 children

were referred, in 2000, 520 children were referred. 

• In September 10 children were in family placements, 4 children

were in residential care and the remaining 802 were in hostel

accommodation. 

• There is a marked increase in the range of countries of origin

from 31 in 2000 to 51 in 2001, the numbers of children under

15 and the number of children reunited with parents or

relatives already in Ireland.

Development of Aftercare and Step-down Services

• Aftercare workers have been or are being appointed to a

number of Community Care Areas as part of social work/child

care teams. They have specific responsibility to provide support

to identified clients in transition from care and these

section 13 - children and families section 13 - children and families
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appointments are ongoing. 

• Establishment of a step down facility was agreed in one Area

Health Board. This will provide transitional housing with s taff

working with young people to design programmes to meet

social, emotional and educational needs. 

Continuing to Respond to Children and Families in Crisis

• Training officers, team leaders and grade IV support are either

in post and/or being recruited to each Community Care Area

implementing the recommendations, training and Gardai liaison

for Children First throughout the region.

• In addition, arising from funding for youth homelessness in late

2000, the East Coast Area Health Board assigned new public

health nurses to the Child Protection Teams.

Inter Country Adoption

• In September of 2001 a decision was taken to establish three

teams, for adoption assessing, in the East Coast Area Health

Board and the Nor thern Area Health Board. 

Child & Adolescent Psychiatry

• Provision was made for the completion of a consultant led

team and the renting of premises to treat children in the East

Coast Area Health Board through Lucena Clinic was resourced.

• At Temple Street support was given to reduce the waiting list

for those less than five years of age. A programme was also

funded around preventing self-harm, following research, which

demonstrated such outcomes.

• The Mater Child and Adolescent Services providing for children

in the Northern Area Health Board at Darndale had a day

service resourced. A management initiative (Grade V) was also

resourced.

• Provision was made for the development of the care team for

the treatment unit presently being planned at St. Vincent's

Hospital, Fairview, to serve the Nor thern Area Health Board, 12

- 18 years population.

• Additional resources were also allocated to allow for the

extension of the Adolescent Day Service, serving the Northern

Area Health Board, at Fairview.

• A new consultant led team was provided for the

Blanchardstown sector.

• Additional resources to develop and expand service serving the

children of the South Western Area Health Board in the Kildare,

Clondalkin and Ballyfermot sectors was provided.

• A range of supports and extended services for children with

Autism were provided by Beechpark Outreach to support the

children, families, and schools across the region. 

• Ten additional paramedical grades and extended hours for the

dietician.

• The training for school s taff, parents and related agencies on

autism-specific learning style.

• Respite services extended to avail of more frequent access to

both Kishin, Delgany and Farmleigh in Stillorgan.

• A number of sibling g roups were run throughout the region.

• Two new designated school classes were es tablished Southside

and Westside with health supports provided.

• A one-week summer camp programme for children wit h

Asperger's Syndrome was provided through Beechpark.

• Funding was made available directly to schools for therapies to

be provided privately pending the appointment of Speech &

Language and Occupational Therapy personnel.

Monitoring and Evaluation 

At the end of 2000 the Authority agreed with the Area Health

Boards a monitoring data return for each of the Children and

Families Care groups. In negotiating the provider plan

arrangements 2001, it was agreed that the Children and

Families baseline data return would include the routine annual

requirements of the Department of Health and Children. 

Monitoring Data Returns 

The Eastern Regional Health Authority agreed that Area Health

Boards would work towards providing the following information

to the Authority on a quar terly basis: 

Interim Data Set - comprises summary information relating to

child protection child abuse, admissions to care, and children

in care, care providers, youth homeless and other child care

services. Area Health Boards return this information for their

functional area and a breakdown of the same information for

each Community Care Area within their remit. 

Pre-schools - the information required under this area reflects

the level of pre-school notifications, and inspections being

carried out by Area Health Boards as a whole and at individual

Community Care Areas. It also attempts to capture the level of

trends in pre-school places provided and the number of places

reduced following an inspection. 

Inter-Country Adoption - information requested under this area

reflects the requirements of the Department of Health and

Children including data on applications received, completed

assessments and projected waiting times for assessment. The

Authority is working with the Department of Health and

Children and the Area Health Boards to finalise a method of

calculation for the waiting time for assessment. 

Immunisations and School Boosters - Information in this area

includes uptake rates for immunisations and School Boos ters.

The information is collected on the RICHS system and is

circulated to the National Disease Surveillance Centre and the

Department of Public Health. The Authority on a quarterly basis

will require information in relation to uptake rates. 

Residential Homes - Quarterly update on demographic

information of residential homes in operation in the region. 

The return of this information proved difficult for Area Health

Boards during 2001 due to the over reliance on manual

systems. The development of a monitoring framework will

continue in 2002 in the context of Phase Two of the

development of the Strategic Framework for Children and

Families. The primary objective will be to work in collaboration

with the Area Health Boards to develop a more comprehensive

reporting schedule for data on children and families on a more

routine basis. We will also continue to work with the

Department of Health and Children on the National Childcare

Management Information Project. This will include working

towards the refinement of the data collected to ensure it

reflects the activity and capacity in this sector.

The collection and return of childcare information will be

improved by the following initiatives commenced during the

year.

• Continued Implementation of SWIS in all Community Care

Areas during 2002. 

• Ongoing development of an executive information tool for SWIS

(Data Warehouse). The purpose of this is to automate the

production of reports required by the Department of Health and

Children and the Authority. It will also serve as an information

resource to Area Boards and ChildCare personnel that do not

have access to SWIS. 

• Specification and Implementation of a system to support the

administration of the Inter-country Adoption Service, a by-

product of such a system would be quarterly Department of

Health and Children Return. 

The recruitment of Child Care Information Officers by each of

the Area Health Boards. 

• The recruitment of an Information Of ficer Support Person by

each of the Area Health Boards to support the validation of

data. 

Service Evaluation 

As outlined above a comprehensive review of services in the

Children and Families Care group commenced in 2001 and the

Authority will continue to work with the Area Health Boards on

the development of a Strategic Framework for Child Care,

Family Support and Youth Homelessness. In addition to the

overall review of services a number of specific evaluations are

planned for 2002 as follows: 

Breast Feeding 

An evaluation of the extent to which the targets of the National

Breast Feeding Policy have been achieved will be carried out. 

Immunisations Uptake Rates 

Concern has been expressed over the suspected drop in

Immunisation and MMR uptake rates in the region recently and

childhood vaccinations have been identified as a priority issue

for 2002. As part of the management of Immunisation services

in 2002 the Authority will be reviewing the quality of the

immunisation uptake information held on the RICHS system.

The objective is to ensure that the information is validated and

kept as accurate and as up-to date as possible to support the

management of Immunisation services. 

Women's Health

Arising from discussions between the Authority and the

Women's Health Council it is proposed that an evaluation of the

existing Women's Health Plan be undertaken as a joint initiative

It is proposed that this evaluation will be carried out under the

supervision of a multidisciplinary steering group comprising of

representatives from the Authority including public health, the

Northern Area Health Board and the Women's Health Council. 

There are four key stages proposed for this review:

• Analysis of the implementation of the recommendations of the

former Eastern Health Board's Women's Health Plan 

• Analysis of rationale of current women's health initiatives 

• Identification of service gaps 

• Development of a planning and evaluation framework

Performance Indicators

In 2002, the Authority will collect Performance Indicator

information in line with the set of National Performance

Indicators as agreed by the National Performance Indicator

Project Team in conjunction with the Department of Health &

Children. 

A Performance Indicator report will be returned to the

Department of Health & Children quarterly (as soon as possible

after the end of each quar ter). Where Performance Indicator

reports are sought on a basis other than quarterly i.e. half-

yearly or yearly basis, these returns will be forwarded with the

relevant quarterly returns. Values for the Performance

Indicators will be returned in most cases, however, agencies

have in cer tain instances indicated that they would not be in a

position to provide the Authority with the hard values

requested. In these instances the Authority will provide a

commentary outlining the reasons why this is the case and

what action is being taken to enable the agency to arrive at a

position where it can provide the information required.
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Core Service Provision and Developments in
2001

Core services provided to persons with physical and sensory

disabilities are planned and delivered along a continuum of

care; during 2001, the following services were delivered:

• Community based therapy and Outreach services: Additional

Occupational Therapists, Physiotherapists and Speech and

Language Therapists were employed within the region by the

three Health Boards, to provide assessment and appropriate

intervention within the home or the clinic environment.

Outreach and community based services are also offered by a

range of agencies, including Central Remedial Clinic, Enable

Ireland, Irish Wheelchair Association, National Association for

the Deaf, Muscular Dystrophy, and Multiple Sclerosis Societies,

in partnership with the Eastern Regional Health Authority or

directly with the Health Boards.

• Personal Assistance, Home Care Assistance, Home Support:

This continuum of home support services is directed towards

facilitating persons with disabilities to continue to live with

maximum independence within their own homes and

communities.  These support services provide some respite

and assistance for carers.  During 2001, £1,840,000 was

allocated towards development and enhancement of home

support and related services.

• Day Activity services: Attendance at Day Centres within the

community provides clients with disabilities with opportunities

for participation in social, cultural and recreational activities,

while also of fering therapeutic intervention where necessary.

Families, especially those caring for persons with disabilities,

may also derive support and respite from these services. Day

activation services, in particular those providing for clients with

an acquired brain injury were further enhanced in the Region.

• Respite services: These comprise either Centre-based

residential or home based services, aimed at providing a break

for carers of persons with a physical or sensory disability.

These services were significantly enhanced during 2001, with

funding provided for the appointment of a Regional Coordinator

for Respite care, as well as for the development of additional

respite services providing in excess of 1200 week long breaks.

• Residential Accommodation for young chronic disabled clients:

Various levels and types of residential care are provided,

through a range of facilities encompassing high support (which

may include 24 hour nursing care), supported independent

living, assisted living and boarding facilities associated wit h

Special schools. Residential accommodation also includes

respite places and long s tay residential places. A recentl y

completed review concluded that there are currently 404 beds

provided for young chronic disabled clients in the region, while

an estimated additional 674 clients are awaiting placement in

appropriate accommodation.

• Early intervention / Therapy services: Therapeutic services are

provided to children diagnosed with physical or sensory

disabilities, or to those children deemed to be at risk of

developing such disabilities. This assessment and provision of

therapy is delivered by Occupational Therapists,

Physiotherapists, Speech and Language Therapists and

Psychologists, of ten in partnership with Special schools,

Voluntary agencies and other Service Providers. In this regard,

Scoil Mochua, a Special School designated by the Department

of Education and Science, caters for young people with

disabilities under the patronage of the Central Remedial Clinic.

In 2001, funding was allocated towards the appointment of an

additional 7.5 WTE Therapy personnel in the Nor thern Area

Health Board, 9 WTE Therapists in the South Western Area

Health Board, 6 WTE Therapy personnel in the East Coast Area

Health Board and 7 Therapists in the Central Remedial Clinic.

• Rehabilitation: Therapeutic, remedial and rehabilitative services

are provided throughout the region, at primar y, secondary and

tertiary level. 

• The National Rehabilitation Hospital provides a specialised

national service to patients requiring rehabilitation in the areas

of Brain injury, Amputation, Spinal Injury, Neurology and

Paediatric rehabilitation. Funding was provided for the

appointment of 6.5 WTE Therapists in this hospital, while an

additional £112,500 was allocated towards establishment of a

Multidisciplinary team which implemented a fast tracking

initiative designed to benefit those clients with major

rehabilitation needs following traumatic or acquired brain injury.

• Financial Allowances: These allowances form part of the

Community Service programme budget and includes

Domiciliary Care, Blind Welfare, Mobility and Infectious Disease

maintenance allowances.

section 14 - physical and sensory disabilities
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The participation of the person with a disability, together with

other stakeholders, in discussions around needs is integral to

planning and enhancement of services, if a system is to truly

reflect and meet the needs of people with disabilities. Ongoing

consultation with consumers is essential for provision of a

credible, people-centred health system. 

While it is generally acknowledged that the prevalence of

physical and sensory disability in the population of a developed

country is approximately 10%, it is important to note that,

currently, little reliable data is available in the Eastern Region or

nationally to confirm either the extent or nature of disability or

the precise needs for a range of services. However, it is

anticipated that the National Database for Physical and Sensory

Disability will be operational by the end of 2002; data here will

be crucial in informing service planning and implementation of

a comprehensive range of services, including rehabilitation,

vocational training, provision of appropriate residential

accommodation, enhancement of respite services and

strengthening of community based supports.

Commitment to assisting persons with disabilities towards

attaining optimal independence within their communities is

emphasised in the Health Strategy: Quality and Fairness for All,

2001; similarly, documents of the National Disability Authority

endorse initiatives towards facilitating disabled persons to live

as independently as possible, within accommodation of their

choice, best adapted to their needs, and with appropriate

provision of care and support. The young chronic sick ie. those

persons aged between 16 and 65 years, diagnosed with long

term physical disability, which may be static or progressive in

nature, is a large group of clients for whom such initiatives are

urgently required.

Clearly, such approaches demand intensive investment in the

provision of a range of different types of accommodation for

persons with disabilities, together with active recruitment and

training of therapists, home carers, personal assistants and

other outreach personnel necessary for effective service

delivery within the community. Creative and flexible approaches

are essential if services are to be seamless and well integrated. 

The provision of adequate therapy services aimed at

rehabilitation as well as at reducing the effects of disablement,

is a critical element of an effective service. To date, dif ficulties

in recruiting sufficient numbers of professionally trained

Occupational Therapists, Physiotherapists, Speech and

Language Therapists and Clinical Psychologists have been a

significant constraint in attempts to provide timely delivery of

appropriate therapy services to clients with disabilities and has

impacted negatively on service delivery. Issues around therapy

resources have been discussed in the Bacon Report: Current

and Future Supply and Demand Conditions in the Labour

Market for Certain Professional Therapists, March 2001.

Recruitment of therapists to address waiting lists for both

assessment and therapy as well as current needs is an urgent

priority.

While a range of services has been provided to persons with

disabilities, with new developments continuously planned,

implemented and evaluated, it is of no te that existing services

may often be perceived as somewhat fragmented. Concerns

include poor liaison across care areas as well as across

disciplines, duplication of services in certain areas with

inadequate services in another, poorly functioning referral

networks and long waiting times for assessments, therapy and

provision of aids and appliances essential for maximum

independence. This situation will be addressed in an effort to

improve and enhance service delivery and render it more user

friendly to clients.

Currently, proposals for a review of rehabilitation services within

the Eastern Region are being formulated, and it is envisaged

that this should take place ear ly in 2002. The

recommendations from this review will further develop a quality

service for persons with disabilities. All recommendations will

be in line with the proposed disabilities legislation which will

define a statutory framework for assessment of need and

provision of services to persons with disabilities. In addition,

the Health Strategy has stated that it is intended to publish an

Action Plan for rehabilitation by the end of 2002, which should

further influence activity around quality service provision.

section 14
physical and sensory
disabilities

The impact of physical and sensory disability on the individual’s quality of life, physical, social and
vocational independence and general health and well being is inestimable; disability suffered by one
member of the family has implications too, for the well being of other family members and the extended
c o m m u n i t y. Planning and implementation of systems and procedures designed to address the wide
ranging and complex needs of such a heterogeneous group of persons clearly represents a huge challenge
to the health system.
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Intellectual disability services in the Eastern Region are

provided through a variety of community and residential

settings by a range of providers, including the three Area

Health Boards, voluntary agencies directly funded by the ERHA

and agencies funded by the Area Health Boards through

grants.  Partnership between the s tatutory and voluntary bodies

is a key aspect determining and influencing the development of

services in our region.

The National Health Strategy emphasises the importance of

mainstreaming of services for persons with disabilities, and

identifies the key goal of enabling "each individual with a

disability to achieve his or her full potential and maximum

independence, including living as independently as possible."

Historically, residential and respite services were to a large

extent provided in institutions or residential campuses; today

the majority of new places are provided in community-based

residential homes and the focus is on mainstreaming and

integrating clients into the local community.  This welcome shift

to the community has significant cost implications for the

service. 

In addition, a key priority is the movement of those who have

been inappropriately placed in the past to more appropriate

and supportive residential accommodation.  The Health

Strategy identifies this transfer of people inappropriately placed

in psychiatric services to appropriate accommodation 'as soon

as possible and not later than 2006'.  

With the recent investment in new residential and respite

places, service providers are now developing and improving

quality assurance measures for services and facilities. It is now

apparent that significant investment is required for the

upgrading of current infrastructure.  In addition, some clients

require specialist services, particular ly those with intellectual

disability and mental health problems, Autistic Spectrum

Disorders,  Alzheimer's Disease or multiple physical disabilities.

Services to this end will need to be either enhanced or tailored

in the coming years.  

The provision of support for carers through the development of

dynamic, innovative home- and community-based day respite

services often means that clients can be maintained and

supported in their home environment longer.  The majority of

providers are working to develop and enhance such services. 

Following the dissolution of the National Rehabilitation Board,

the provision of vocational training has been allocated to FÁS

and the provision of rehabilitative training programmes now

falls entirely within the remit of the Area Health Boards and the

voluntary providers.  The Authority is working with the Area

Health Boards and direct providers to establish resources at

local level.  The aim is to support the introduction and

monitoring of recently approved national standards (QA 00/01)

for rehabilitative training and to ensure that clients receive

appropriate counselling and support when placed on a training

programme.  Work will continue in 2002 towards agreement on

a national Code of Practice for Sheltered Work.

A total of 8,626 persons are registered on the National

Intellectual Disability Database in our region.  A total of 2,822

persons are in receipt of 5 or 7 day residential services,

including foster care and 7,096 persons are in receipt of day

services. 

No. of clients with Active Records 8,626

on the Database

Clients in receipt of a Day Service 7096

(including Clients Attending Schools) (1,932)

Clients in receipt of a Residential Service 2,822

Clients in receipt of Day & Residential Services 2,641

New Day Services required 89

section 15
intellectual disabilities

The overall objective for intellectual disability services in our region is to uphold the rights of persons
with intellectual disability to quality services which respect their dignity, which are provided within the
least restricting environment and which promote the greatest possible inclusion of persons with an
intellectual disability in society.
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Monitoring and Evaluation

In the absence of a fully operational National Database, the

ERHA will continue its work with the Area Health Boards to

develop an interim dataset reflective of the range of services

available within the region. Services for this care area cover a

broad range of need and are provided primarily through

agencies indirectly funded by the Authority through the Area

Health Boards in the region. As such, the Authority is reliant on

the capacity of individual Boards to deliver the following:

Quarterly data detailing client numbers, attendances and

numbers waiting for the following services:

Day Services: 

• Day Activation Services

• Day Centres

• Training Centres

• Sheltered Workshops

Residential Services: (by Physical/Aural/Sensory

impairment)

• Residential Schools

• Centre-based residential services

• Centre-based respite services

Personal Support Services

• PA/CA Schemes

• Home Based Respite

• Care Attendants 

In addition, monthly data will be provided directly by Schedule

II Voluntary providers to satisfy the Department of Health &

Children IMR requirements and the Authority’s monitoring

framework in 2002.

Overall this data will allow us to map the spread of services

across the region and reflect the impact of service

developments on activity levels.

Development Work

In addition to the measures outlined abo ve, the Authority will

continue to engage with care providers in the community to

develop a more comprehensive data set to monitor activity and

reflect the diversity in client profile and levels of acuity that

exist. 

Service Evaluation

Work completed in 2001 to continue in 2002

The Health Strategy states, "there are considerable unmet

needs in regard to people with physical and sensory

disabilities". It specifically mentioned respite care, personal

assistant services and aids and appliances among others. Last

year a review commenced on the three aforementioned

services and this will continue into the first quarter of 2002. 

The methodologies employed in the reviews are client focused

as the recipients of the services have been consulted as part of

the fieldwork. The outcomes of these evaluations will help

shape how best to meet this need and develop the services on

that basis.

Review of Transport Services

The Authority is planning to conduct a review of transport

services for clients with a disability in 2002. The need for such

a review was identified through consultation with the Area

Health Boards and voluntary organisations. A number of issues

need to be addressed in this service.

• Our transport services are provided by a multitude of agencies.

At a most basic level, it is necessary to profile the agencies and

the extent of their contracts. 

• It has been a g rowing concern that the transport services are

assessed to ensure adequate quality, and compliance with

health and safety legislation. 

• It is also known that many service users spend unnecessarily

long periods of time in transit despite a relatively short journey.

Human Resource Issues

The Department of Health and Children intends to develop a

national strategy to act on the findings of the Bacon Report.

The ERHA will work proactively in developing a regional

response to the critical shor tage of therapists in the Eastern

region, building on existing initiatives in this area, and in

tandem with the national strategy being developed by the

Department of Health and Children. The Northern Area Health

Board is currently leading a national strategy for targetted

overseas recruitment of therapy professionals for health

boards.  The ERHA will develop, in collaboration with service

providers, a similar strategy for o ther agencies in the Eas tern

Region.  

section 14 - physical and sensory disabilities
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Cllr. Anne Devitt, Chairman of the NAHB presides at the opening of a new

residential unit, St. Michael’s House

The Chairman visits the Royal Hospital, Donnybrook
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Services are provided under the following headings: 

Early Childhood : Assessment and early intervention; child

education and development centres; home suppor t; pre-school

for intellectual disability.

Day Care: Day Activation, special high support service; special

intensive day service.

Rehabilitation Training: Generic vocational training; special

vocational training centres; activation centres/adult day

centres; sheltered work centres, sheltered employment centres.

Care in Families: family support service and counselling; crisis

and relief care; foster care; shared care of guardianship  

Residential Accommodation: Semi independent living, 5/7-day

community group home, 5/7-day village type/residential/foster

care.

Service Developments in 2001

• 298 new day places were provided in 2001.

• 196 new residential places were provided in 2001, including 18

emergency placements.  Fourteen new places will be provided

in early 2002 as part of 2001 developments.

• 33 new respite places were provided in the region.  

• In addition over 1,000 clients in our region availed of

holiday/non-residential respite programmes.  

A number of initiatives were under taken to enhance current

services in the region, to address the changing needs of ageing

clients or those who are particularly vulnerable, including those

with challenging behaviour:

A total of €1.59m was allocated by the Regional Provider

Forum to provide special support to those clients in need of

specialist services.  In addition, special support for ageing

clients was provided in a number of agencies. 

Staff training programmes were

agreed by each Mental

Handicap Development

Committee in each Area Health

Board, with a total of €0.72m

allocated to these programmes

throughout the region. 

In addition, Hepatitis B

vaccination programmes were

sponsored in most agencies

with a total of €0.5m allocated

by the Mental Handicap

Development Committees to

support these initiatives. 

While recruitment of

paramedical staff remains

difficult, Disability Co-ordinators

were appointed in four

Community Care Areas in our region, with the remaining six co-

ordinators to be appointed in 2002.  

A regional Database Manager was appointed in the Authority to

co-ordinate and monitor the Intellectual Disability Database for

our region, with three Database Co-ordinators to be appointed

(one in each Area Health Board) in 2002. 

Rehabilitative Training Units were established in each Area

Health Board. Co-ordinators were appointed in the Nor thern

Area and the Southwest Area Health Board.   Guidance

Counsellors to advise and support individuals through the

programmes were appointed in each Area Health Board; the

full complement of these posts will be appointed in 2002.  

Monitoring and Evaluation

As mentioned above, the ERHA appointed a Regional Database

Co-ordinator to manage the returns by individual agencies and

to develop the quality of the existing data set within the region

in partnership with the providers of care. This appointment

should also facilitate improved analysis of information from the

Database that in turn should inform future planning and

commissioning decisions.

In parallel, the routine monitoring of Service Development

places and associated posts will continue in 2002. 

Evaluations

Work commenced in 2001 to continue in 2002 

Adult residential services

During 2001, draft standards for adult residential services were

developed accompanied by an assessment tool. These were

shaped through reference to international best practice and

adopted for an Irish context through the work of a g roup

comprising individuals from the voluntary and statutory

agencies, Department of Public Health and National

Association for the Mentally Handicapped of Ireland (NAMHI).

During 2002, the draft standards will be circulated to all

relevant bodies to commence a consultation process, the

outcome of which will be documented. The standards will then

be piloted in a number of agencies and the findings of the pilot

exercise will provide a framework for review and evaluation of

service delivery. It is also intended that the standards will

inform future commissioning decisions in this area.

The new Health Strategy has indicated that national standards

will be developed for residential care for people with intellectual

disabilities, further highlighting the need for quality in this care

setting. The time frame for this has not been indicated.

However, it is envisaged that the standards developed and

piloted within the Eastern Region will contribute to the task of

setting national standards in this area. 

Adult respite services

The evaluation of respite services for adults with an intellectual

disability commenced in 2001 and will be completed in the first

half of 2002. This review will assess the adequacy and quality

of existing respite services in the region. It is hoped that this

review will inform the planning and commissioning of respite

services with the aim of providing appropriate and

comprehensive services that elicit the highest levels of

satisfaction for the client and their family.

Five Year Action Plan for Intellectual Disability 

A new 5-Year Action Plan will be developed during 2002 that

will take cognisance of the principles underpinning the new

Health Strategy and will guide the development of services for

people with intellectual disability in the region over the next five

years. A series of reviews will be conducted throughout 2002 to

support and inform the implementation of the Plan.  

Human Resources

Delivering on the new developments as outlined will require

substantial human resource capacity.  Two significant areas of

need have been identified for this sector:

• Large gaps in numbers of paramedical staff available to

support clients in residential and day programmes in the

services and to support those clients who are attending

mainstream services, including FÁS training programmes and

mainstream educational facilities. These gaps include

vacancies for speech and language therapists, occupational

therapists and psychologists.  

• With increasing identification of Autistic Spectrum Disorder s

among those with Intellectual Disabilities, the appointment of

multi-disciplinary teams to support these clients and their

families is increasingly urgent. 

Gaps in administrative/management require resources to

address the growing demand for information in line with

increased accountability and quality assurance in the service.
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The President at the opening of special classrooms for children with intellectual disability, operated by St. John of God Services in Celbridge

The Taoiseach opens Cill Seilin, St. John of God’s Kildare Service.

CEO of the NHAB, Ms Maureen Windle (right), at the launch of ‘New Light Old Windows’ arts project at St. Joseph’s
Services in Portrane
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assists elderly people who wish to be discharged from hospital

back into their own homes once the acute part of their

treatment is concluded) an early discharge programme. 

• Opportunities to develop rapid response services so as to avoid

hospital admission for older people should be explored and

developed when the above groupings are in place 

• The establishment of agreed protocols and procedures for

discharge planning across the region with the computerisation

of the discharge planning system to support this.

• Establish specialist nursing posts in the community for older

people. 

• Expand respite services to include the provision of home

respite and increase the number of respite places provided.

• Improved transport arrangements should be put in place

• Guidelines should be developed for the investigation and

management of elder abuse.

• Health promotion programmes (Well Elderly clinics, exercise

groups, health promotion, involving schools in the active age

concept, hypothermia programmes, accident prevention) all

need to become established programmes within the Boards. 

• Capital investment in day care facilities is required to ensure

the expansion of the services

• Increase number of day care places

• Develop local consultation processes for users and carers

Core Service Provision

In the region the three Area Health Boards, voluntary hospitals

and institutions, supported by voluntary agencies and

community groups, provide services for older people. The

range of services at primary, community, secondary and long-

term care is as follows:

• General Practitioner services

• Dental/aural/ophthalmic services

• Public Health Nursing services

• Community paramedical services:

• Home Care Assistants (77) and Home Help services. There

are currently 35 organisations providing home help services,

employing approximately 3,800 home helps

• Meals on wheels

• Day centres/clubs providing 2000 day care places in the

region

• Occupational Therapy, physiotherapy, speech and language

• Chiropody services

• Support for carers

• Continence advisory service

• Nutritional advisory service

• Assessment, supply and fitting of medical appliances

• Home improvement scheme

• There are 14 District Care Units providing community

rehabilitation services

• Rehabilitation and stroke day services

• General hospital services

• Acute departments of medicine for older people

• Secondary rehabilitation care

• Day hospital for older people 

• Mobile day hospital

• Day care units for older people

• Respite/intermittent care is provided in public and private

establishments. Currently there are 154 respite beds available

• Convalescent care (voluntary/health board).

Extended care

• Extended care is provided in long-stay units and welfare homes. 

• There are 2,202 beds in public and voluntary hospitals across

the region.

Contract Beds

• There is a total of 1,400 contracted beds in nursing homes in

the region.

Subvention Payments

• Subvention payments towards the cost of private nursing home

fees are made to 1,738 people. 

Psychiatry Of Old Age

Specialist Psychiatric services for elderly people is concerned

with mental disorder arising anew in people over the age of 65

years. Broadly, it deals with two g roups of people:

• Older people developing functional psychiatric disorders for the

first time over the age of 65 years.

• Dementia sufferers with behavioural or psychological problems

for which psychiatric intervention is required.

Psychiatry of old age forms part of the secondary level

services, along with medicine for the elderly (dealing with

physical problems) in addressing more complex cases

presenting in the primary care community sectors. The

management and treatment of patients is primarily community-

based but where the treatment requires a different level of

care, options along a continuum of care are identified and new

resources are allocated to provide for this developing service.

Core services as outlined abo ve are available to all those over

65 years, but where specific need arises within the two

categories outlined the continuum specifically pr ovides for:

• Domiciliary assessment and home-based management

• Psychiatric Day Hospitals

• Liaison assessment to acute hospital and offer a seamless

approach to the transfer of care where appropriate

• Out-patient clinics

• Acute in-patient beds in psychiatric units

• Extended care facilities providing for respite and longer term

residential care. 

section 16 - services for older persons
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In 1996 there were 125,271 (9.7%) people over the age of 65

in the Eastern Region of whom 50,363 (3.9%) were over 75

years. It is projected that by 2006 the number of older people

in the Eastern Region will increase to 144,190 (9.6%) of which

56,863 will be over 75 years. This projected increase will result

in a strong demographically induced growth in demand for

health and social care services for older people. Significant

development of services will be required to meet this demand.

While older people can experience ill-health, this does not

preclude them from taking an active part in society and it is

imperative that their experience, knowledge and views underpin

the development of services.

The principles and strategic policy outlined in a range of

government documents and most recently in the Health

Strategy: Quality and Fairness also underpins our approach to

service provision.

In the present climate older people seek a new vision of care

firmly established on the principles of respect, dignity and

choice. While the family continues to have an important role in

the care of older people, the health service is expected to

support this role through the provision of a range of home-

based and community services, and to provide alternative care

for those people who can no longer be cared for at home.

Older people often experience a poor level of health and tend

to suffer from chronic disease and disability: conditions such as

stroke, cardio-respiratory diseases and fractured neck of femur

all become more common as people age. They are more likely

to benefit from multi-disciplinary assessment and rehabilitation.

They are also more likely to require more time than younger

patients to make a full recovery.

Health services must be responsive to these needs but must

also be proactive in providing health maintenance programmes

so as to ensure the continuance of health in older people. Our

health services need to address significant gaps in service

provision. These centre on community support services, acute

hospital services such as assessment, rehabilitation and day

hospital facilities, and extended care facilities.

Commissioning Principles

• to maintain older people in dignity and independence at home

in accordance with the expressed wishes of older people 

• to provide flexible 24 hour/7 day a week services 

• to provide respite care at home or in their local area for older

people

• to restore to independence at home those older people who

become ill or dependent

• to encourage and support the care of older people in their own

community by family, neighbours and voluntary bodies in every

way possible

• to ensure that older people have equity in access to acute

hospital services

• to ensure that older people who are being discharged from

acute hospitals have access to whatever service is appropriate

to their needs i.e. home support or short term care

• to provide a high quality of extended care for older people when

they can no longer be maintained in dignity and independence

at home

• to ensure that statutory and voluntary pr oviders work in a

coordinated way to ensure that older people receive a seamless

and integrated high quality service.

Key Priorities

• A priority objective must be the provision of a seamless service

through greater co-ordination between statutory and voluntary

providers. The Authority wishes to engage fully with community

groups involved with the care of older people.

• Establish a personal care service within each area health board

incorporating home help and home care attendant services. 

• With the care group approach and the District Care Unit model

as a basis, to es tablish specialist community services for older

people. A care services group will have responsibility for the

assessment, care planning and management, review and

placement of older people. This will include the establishment

of key workers for older people.

• The District Care Units should be enhanced with staff

appointed solely to those posts. The DCU should aim to further

develop, in conjunction with Home First, (the project which

section 16
services for older
persons

The demographic profile of our population is changing, with increasing numbers of people living into old
age. While most people will have an active and healthy old age, a sizeable minority is likely to require
special care. Research indicates that many older people are in need of some care and some are in need of
a lot of care.
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Ex-serviceman, Mr. Joe Ryan, with Minister of Health, Micheál Martin, TD, at

Leopardstown Park Hospital

At Cuan Ros Art in Health Project, Mr Jim Fenton and Sister Lena John
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Service Developments in 2001

• Nursing home subventions increased by 25% since April

• 400 contract beds were sourced across the region as part of

the Winter Initiative

• Day care services, respite services, home helps, chiropody, and

support services for carers were expanded across the Boards.

• Four pilot initiatives - Home Respite, Home from Hospital,

Health Promotion & Long Term Care Refurbishment - were

successfully introduced 

• A new rehabilitation unit was opened in Royal Hospital

Donnybrook

• A new Community Nursing Unit at Lusk 

• Many vacant nursing posts filled and 151 public beds re-

opened

• Building work begun on new Community Nursing Unit in

Leopardstown Park Hospital

• Meals on Wheels subsidy increased across all Boards.

• Additional Geriatrician appointed

Monitoring and Evaluation 

A vast range of services is available to Older Persons within the

ERHA catchment area across the spectrum of care.  2001 saw

the refinement of the proposed monitoring suite, giving rise to

the establishment of a more reflective and wide-ranging pro-

forma. Many of the areas outlined for development in the

National Health Strategy will be routinely monitored in 2002

and will comprise the following elements;

Routine quarterly monitoring of admissions, discharges,

source of referral, attendances and capacity in our regions.

• District/geriatric/extended care hospitals

• Voluntary long-stay hospitals

• Community units

• Welfare homes

• Respite/rehabilitation/convalescent beds.

• Day care units

• District Care Unit

Routine monthly data from Nursing Home Section outlining

• Contract bed numbers,

• Nursing home subventions,

• Applications etc. 

Developmental Work

Work will be ongoing in 2002 in relation to the provision of

improved community services data across Professions Allied to

Medicine, Registered General Nurses & Public Health Nursing,

having regard to the development of the Primary Care ICT

strategy.

In addition to identifying core data items, the implementation of

the Review of the 10 year Action Plan will require a detailed

profile of staffing at community level in relation to the following:

• Staff Numbers

• Location

• Clinical mix of patients

• Roles & responsibilities

This will include an appraisal of the current configuration of

Home Help and Meals On Wheels Services.

Performance Indicators

All agencies will be required to deliver data periodically on the

agreed National set of Performance Indicators in 2002 and PI

reports with commentary will be prepared for the Department

of Health & Children as required.

Service Developments

In addition to the measures outlined above, the monitoring of

Service Developments and Development Posts will be critical.

However the precise operation of this is yet to be decided

within the Authority.

Evaluation

Residential services

During 2001, draft standards for residential services were

developed accompanied by an assessment tool. These were

shaped through reference to international best practice and

adopted for an Irish context through the ef forts of a working

group comprising individuals from the voluntary and statutory

agencies and the Authority's Department of Public Health.

During 2002, the draft standards will be circulated to all

relevant bodies to commence a consultation process, the

outcome of which will be documented. The standards will then

be piloted in a number of agencies and the findings of the pilot

exercise will provide a framework for review and evaluation of

service delivery. It is also intended that the standards will

inform future commissioning decisions in this area.

The new Health Strategy has indicated that national standards

will be developed for residential services for older persons,

further highlighting the need for quality in this care setting. The

time frame for this has not been indicated. However, it is

envisaged that the standards developed and piloted within the

Eastern Region will contribute to the task of setting national

standards in this area. 

Contract beds

This review outlined the current policy and operation of the

contract bed system in the Eastern Region and considered its

effectiveness as both a care solution for Older People and as a

measure of alleviating pressures on acute hospital beds.

Central to success of this project was an extensive consultation

process across a range of s takeholders. The final report and its

recommendations will be available in 2002.

Review of Services for Older People

The Review of Services for Older People completed in 2001 will

guide the development of services for older people in the

region over the next ten years. 

Home First Pilot projects:

• Keeping People Well- Carnew Project

This project commenced in 2001. It is a project to assess the

effectiveness of health promotion initiatives in changing older

persons' lifestyles and attitudes to healthy living. A group of

older people participated in a series of health promotion

activities. They were surveyed before the initiatives took place

and will be sur veyed after they have ceased. The dif ferences in

the surveys will indicate if the initiatives had a positive or

negative effect in terms of changing opinions and lifestyles. The

findings will also be compared with a group of older people that

did not participate in the initiatives to further support the ef fect

of the initiatives.  

• Early Discharge Home- Beaumont hospital/Community Care

Area 8

This project commenced in 2001 and was due to be completed

in the first quarter of 2002. It aimed to discharge older people

home early after completing their acute phase in hospital and

maintain them at home. Dedicated nursing care and private

care services were contracted to provide a service to a group of

older people twenty-four hours a day, seven days a week to

enable people to remain at home. The service was orientated

around the needs of the older person and empowered them to

make decisions in relation to the service they received. 

Human Resources

A number of issues in relation to the development of nursing

posts will be addressed. These will centre on the creation of

specialist clinical nurse posts in the community and the

introduction of more flexible working arrangements to facilitate

the expansion of community services. Overseas recruitment

may need to continue to ensure that extended care

establishments are fully staffed.

The review of services for older people advocated the

development of multi-disciplinary teams in community services.

To develop these the Authority will examine the current roles

and functions of community s taff with a view to reorganising

how care services are delivered.

A range of community posts funded in 2001 remained unfilled

and it will be a priority for the Authority to complete the

recruitment process in the coming year.
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Children’s Minister, Ms Mary Hanafin, TD, with Chairman of Wicklow County Council, Cllr. Jimmy O’Shaughnessy and the ECAHB Chairman, Cllr. Tony Fox at the

opening of the new Sensory Garden at St. Colman’s Hospital

An Taoiseach, Mr Bertie Ahern, TD, opens the the Community Day Care Centre,

Clareville Court
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are homeless.  Further, outreach services to hostels and B&Bs
have commenced and will be expanded to cover hostels and
B&Bs North and South of the river.

The urgency of assisting homeless persons to access
primary health care is evident. 

A key component of service development in addressing the
health needs of those who are homeless, most of whom have
multiple health needs, is to bring health services to the
locations where homeless people go, e.g. night shelters and
day centres.  Alongside this strategy, ensuring that access to
the GMS system is in place for people who are homeless is
crucial.

Arrangements have been put in place to facilitate a fast-track
medical card system, aimed at expediting access to GP
services; this system is being routed through the
Multidisciplinary teams and adminis tered by the Community
Care Area 3/Medical card section, and is currently providing a
turnaround of 24 hours. Discussions are underway to extend
this system to other Community Care Areas.

Primary care health services are being brought into the
homeless sector, with health and treatment services provided
to people on the street and in hostels through a multi
disciplinary team approach.  In a partnership arrangement,
within one of the large night shelters in the city centre, a range
of health services are being provided within the shelter to bo th
residents and non-residents.  Nursing, Chiropody, Counselling
and Addiction services are part of the team providing this
innovative service.  The intention is to expand the range of
health services to include an optician, dentist and mental
health professionals.  A similar type of initiative is also being
developed within one of the large day centres

An important element of the Government Strategy,
Homelessness - An Integrated Strategy was the clarification of
the respective responsibilities of local authorities and  the
health authority:  Local authorities taking responsibilities for the
capital cost and running expenses of hostels whilst the
responsibility for all support staff including care and welfare

staff falls within the remit of the health authority.  Much work
has been done this year to implement this part of the action
plan.  It was agreed that the Homeless Agency as part of their
role to oversee the Action Plan - Shaping the Future should be
a central channel for funding to homeless services.  A formula
for the allocation of funds was agreed between the Health
Authority and the Local Authorities and the respective
Government Departments.  As a result, significant additional
funding has been allocated to the voluntary sector to support
staff and care costs and also to the local authorities to support
their staff and care costs.

Monitoring and Evaluation
Monitoring
The monitoring of homeless services derives its direction from
the Homeless Agency's Action Plan on Homelessness (2001 -
2006). Under this initiative, funding for homeless services from
the health board and local authority will be channelled through
the Homeless Agency.  During 2001 the authority worked in
close collaboration with the Homeless Agency to develop and
implement appropriate monitoring systems.  The Authority is
also represented on the Homeless Agency Monitoring Advisory
Group.

A set of national per formance indicators has been developed
(in close consultation with service providers) during 2001 and
derived from the Homeless Action Plan. These will be reported
on during 2002 by homeless services.

Evaluation
The Homeless Agency was established to plan and co-ordinate
the operation of services in the homeless sector. The E.R.H.A.
continues to work closely with the Homeless Agency to identify
relevant areas for evaluation. The E.R.H.A. will be working in
collaboration with the Homeless Agency over 2002 to review
areas of collaborative work.

section 17 - adult homelessness
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About 75% of people who are homeless in the country are in
the Dublin area, the vast majority of whom are in the city due
to the lack of, and gaps in, services in other areas of the
Eastern Region.

'Adult homelessness' refers to people aged over 18 years and
includes single people and families. 

The most recent estimate of homelessness, reported by
ESRI/Homeless Initiative in 1999, identified 2,900 homeless
adults within the Eastern Region. The report to the Board of the
Eastern Regional Authority on Homelessness (05/00) indicated
that 74% of homeless people are aged under 45 years. 

The Homeless Agency's report Shaping the Future: An Action
plan on Homelessness in Dublin, 2001 - 2003, indicated that
there are two broad categories of homeless people. These are
those for whom poverty, combined with some crisis, has
precipitated homelessness; or those who suf fer from chronic
disability e.g. mental illness or drug or alcohol dependence.

Factors contributing to homelessness are complex and
multidimensional, and are, in a majority of cases, linked to
structural issues such as poverty, unemployment or
accommodation shortages. However, additional factors such as
childhood or youth experience of physical or sexual abuse, prior
institutionalisation, previous physical or mental health
difficulties and a history of drug or alcohol misuse, appear to
play a significant role in contributing to a higher risk of
homelessness. Those persons leaving institutionalised care,
whether of a cus todial or a health nature, are a particularly
vulnerable group in this regard.

Research confirms that the overall health of homeless people is
generally deficient, with problematic issues prevalent around
health behaviour, health status and utilisation of health
services. General physical health is of ten poor while mental
health may be significantly compromised. The personal, social,
educational and vocational consequences of homelessness
may be devastating, with the eventual outcome of
homelessness being one of marginalisation and social
exclusion. Such exclusion renders it even more dif ficult for
homeless persons to access appropriate health care.
The local authorities are responsible for the provision of

accommodation, and the health agencies are responsible for
the provision of health and personal social services for the
homeless.

The needs of this vulnerable group pose a huge challenge to
the current system of health delivery. It is evident that ef forts
directed towards addressing the needs of the adult homeless
population must be comprehensive and coordinated.  They
should utilise a partnership approach in producing an
integrated, multidimensional response. Thus initiatives mus t
extend along a continuum model, incorporating preventive and
education measures directed towards at-risk groups, responses
to reducing street homelessness, improvement of access to
health and social care, and initiatives towards increased
provision of various forms of accommodation. All efforts must
be undertaken with the underlying objective of the eventual
settlement and integration of homeless persons in the
community.

The Health Strategy: Quality and Fairness: 2001 endorses the
current approaches being taken and outlines a number of
initiatives to improve the health and well being of homeless
people. Furthermore it acknowledges the barriers to public
health care provision experienced by homeless persons in
attempting to access treatment.   

Core Service Provision and Service
Developments in 2001
Up to 2001, the Northern Area Health Board assumed
responsibility, on behalf of all three regional Health Boards, for
the development and provision of services for homeless
persons. A significant development has been that each of the
Area Health Boards have now taken responsibility to develop
services that are locally based and can be responsive and
accessible to homeless people in their own locality and
community.  The overall aim is that the need for people to
come into the City Centre to access homeless services will
diminish as locally based services are developed.  

The Homeless Persons Unit within the NAHB which assesses
and places people in emergency accommodation on behalf of
the Local Authorities moved to premises which are more
accessible and appropriate for families and single people who

section 17
adult homelessness

Homelessness may be defined as: "those persons who are sleeping on the streets or in other places not
intended for night time accommodation or not providing safe protection from the elements, or those
whose usual night time residence is a public or private shelter, emergency lodging, bed and breakfast or
such, providing protection from the elements but lacking the other characteristics of a home and/or
intended for a short stay" - (Eastern Health Board Multidisciplinary Group on Homelessness, in
Homelessness: An Integrated Strategy, 2000).
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Consultation at the public offices, Wellington Quay

The Multidisciplinary Outreach team
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The paths to inclusion then become even more difficult to

negotiate for young people already on the margins of an

"educated", "working", "law-abiding" society.  Across western

societies, the rate of youth unemployment runs at twice or

three times the adult rate.  

Within this context, becoming homeless is not a single unique

event, it is a process.  Physical abuse, sexual abuse, parents

who are ill or unable to cope, drug and or alcohol abuse by

parent and or by the young person, emotional or behavioural

problems, or domestic violence may be key triggers to a young

person presenting as homeless.  We know however that not all

young people who experience these problems become

homeless.  Other factors that may contribute to a young person

being out of home include little or no community or extended

family support, the interplay of events on each other - i.e.,

domestic violence coupled with sexual abuse and

emotional/behavioural problems.  We also know that ear ly

identification and intervention with families under pressure is

crucial in preventing homelessness and/or minimizing the

length of time a young person is out of the family home.

The longer a young person is out of their home, which usually

also means disruption of education and loss (temporary) of

community/friends, the harder it is for them to leave the

connections and support they may have found within the

homeless culture and be reintegrated back with their families,

communities and school.

Summary of Child Care and Family Support
Services Within the Eastern Region

64 Day Nurseries/Pre-Schools

18 Neighbourhood Youth Projects

10 Parent Support Schemes

35 Family Support Projects

350 Families receive a home-based service from the Family

Support Programme

1178 children are receiving care through fostering

arrangements

21 children/young people are in supported lodgings.    

The present services for young people out of home in the

ERHA consist of the 10 CCA teams, outreach services, day

services, a Regional Crisis Inter vention Service, including a

spectrum of residential units, and three Out of Hours Social

Work Teams.  These services are provided either directly by the

Area Health Boards or are provided by voluntary bodies and

funded by the Health Boards.  There are also 8 aftercare

projects for young people leaving fos ter care and residential

care.  Approximately 1,372 children are in short-term Fos ter

care; 407 are in residential care; 6 are in high support, and 7

are in special care.  There are also approximately 160 children

either at home or in residential care awaiting foster care.  

The number of Out of Home Emergency beds available was

5,475; and the recorded bed usage was 3,172 or 58%.

section 18 - youth homelessness

p53Annual Report 2001

Most young people when they leave home do so gradually with

much coming and going.  Young people move out of the

parental home but usually return frequently, have meals with

the family, use the facilities, and thus have the support of their

home both practically and emotionally even though they may

no longer be living there.  Young people experiencing

homelessness do not have access to such support. 

The ERHA aims to reduce and if possible to eliminate youth

homelessness in its region by tackling the problem in a

practical and focused way.  The National Youth Homeless

Strategy requires that a two-year strategic action plan should be

drawn up in consultation with s tatutory and voluntary partners.  

The goal of the NYHS is to reduce and if possible eliminate

youth homelessness through preventative strategies, and where

a child becomes homeless, to ensure that they benefit from a

comprehensive range of services aimed at reintegrating them

into their community as quickly as possible.  

Information on the extent of youth homelessness in the ERHA

area is gathered by a range of different bodies, both statutory

and voluntary.  Examples include the Area Health Boards'

Community Care Areas and Crisis Intervention Services, the

Gardai, the VEC, Focus Ireland and the ISPCC.

As part of its strategic action plan on youth homelessness the

Authority aims to ensure:

• that there is a comprehensive response to youth homelessness

• that the importance of the family and wider community is

recognised

• that services match individual needs and are easily accessible

and

• that monitoring and evaluation of services is undertaken

strategically.

With time-line targets over the next two years, the strategy will

incorporate the following features:

• The development and expansion of local services so that young

people will not need to come into the city centre, and

community care teams have resources and services locally

• A comprehensive aftercare policy that links to focused af tercare

services including accommodation will be developed by the

Area Health Boards.  While some excellent aftercare services

currently exist, they are not comprehensive.

• The reshaping of city centre services so that they meet the

needs of young people more ef fectively

• Improved information and access on services for young people

• Partnership within the s tatutory sector and across the statutory

and voluntary services will continue to be emphasised, i.e.,

with residential services, with addiction services, with adult

homeless services around af tercare provision, with FÁS

services and the VEC on education, employment and training

supports.

The Action Plan was written in consultation with the three Area

Health Boards, and the Provider Forum on Youth

Homelessness, which has wide representation from both the

statutory and voluntary section.  Also consulted were local area

partnerships such as Clondalkin, Blanchardstown and Tallaght.

The Authority also intends to establish a forum with young

people so that they have a direct link with the plan and its

implementation.  

An understanding of the causes of youth homelessness is

crucial to developing effective services and preventative

strategies.  Young people's relationships with family and friends

have changed, their experiences of education and the labour

markets have altered dramatically, while their leisure and

lifestyle choices have developed in ways that reflect a very

different culture to that of their parents.  

Crucially, the transition towards independent living has been

extended.  The restructuring of the labour market (with the

increased demand for education and specialist workers

alongside flexible specialisation in the workplace) and the

impact of certain social policies (e.g. housing) has meant that

young people are dependent on their families for longer periods

of time.  The increasing impor tance of education, further

education and education attainment, the virtual disappearance

of transitional collective transitions into employment, and the

increasing difficulty of making successful domestic and housing

transitions combine to produce a range of pressures and risks.  

section 18
youth homelessness

Young people "out of home" are a diverse group and the reasons for their homelessness are complex.
There are many reasons why young persons may find themselves in such a situation.  These include:
physical/sexual abuse, drug/alcohol abuse in the home, difficulties at school, loss of a parent or close
family friend through death or separation, psychiatric or psychological problems within the home,
eviction of parents from the home, experience of being in residential care.  
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The Loft Project

The Loft Project operated by Focus Point
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section 19
travellers

It is estimated that there are currently 25,000 to 29,000 Travellers in the Republic of Ireland. This
small, indigenous, minority group has a particularly young profile, with 80% of its population being
under 25 years old and 50% less than 15 years old.
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Ongoing training and formal accreditation of both Community

Development Workers from Traveller organisations, and Public

Health Nurses from the Health Boards is of particular

importance in providing insight into the health s tatus of

Travellers and the issues impacting on their lives.  This is also

important because it provides equivalent knowledge and skills

to facilitate the planning, implementation, monitoring and

evaluation of primary health care for Travellers' projects. At the

same time, a Trainer Training course, designed to equip

trainers with the skills to develop and deliver primary health

care training courses and projects in their communities, has

been developed, with a number of participants qualifying as

trainers in 2001.

A training video on Traveller Women's health, produced by the

Primary Health Care for Travellers Project, has been found to

be very useful by bo th Travellers and by those working in the

area of Traveller health. A similar video on children's health has

been produced, and is being utilised as a means of providing

an alternative, accessible source of information on

recommended child health practices for Traveller parents.

Reviews and initiatives have also been planned around Traveller

Men's health, and focus g roup work has begun around this

issue. Initiatives promoting the inclusion of Travellers in the

National Drugs Strategy are also ongoing, with the objective of

developing a culturally appropriate response to drug issues

within the Traveller community.

Research around Traveller health issues and priorities is a

critical element of provision of appropriate health care to

Travellers. A number of relevant research projects are

underway, including research on consanguinity, and research

on service provision in specific Community Care areas.

Preliminary research on usage of hospital services indicates

that only 3% of Travellers aged over 65 years received hospital

treatment, in comparison to 38% of those from the settled

community.  The issue of access to GP services by Travellers is

also being researched, while research on Traveller child and

care systems has been completed.

Monitoring and Evaluation

Monitoring

The Traveller Health Unit is responsible for the development,

implementation and monitoring of a range of traveller health

initiatives. This unit is operated in equal partnership between

the health board and traveller representative organisations. The

monitoring of traveller health services continues based on

arrangements to date.

The ERHA in association with Pavéé Point and the National

Equality Forum and the Travellers Health Unit monitoring and

evaluation are aiming to introducing equality proofing to the

provider planning process in the ERHA.  This process initiated

in 2001 will be phased in during 2002.

Performance Indicators:  A set of national performance

indicators has been developed (in close consultation with

service providers) during 2001. These will be repor ted on

during 2002 by the traveller health services.

Evaluation

The Traveller Health Unit and the Area Health Boards are

responsible for commissioning research and evaluation.

Human Resource Issues

As part of existing programmes of training, and in the context

of a more proactive approach to the facilitation of training in

diversity and equality, there is a need to ensure appropriate

training of health service pr oviders in terms of their

understanding of and relationships with Travellers.

The first annual report of the Traveller Health Unit is launched by Cllr. Charlie

O’Connor, Chairman SWAHB, and Mr. Pat Donnelly, CEO SWAHB

Research shows that Travellers fare poorly on all indicators

used to measure disadvantage, including poverty, health status,

education, unemployment, accommodation, and living

conditions. 

It is acknowledged that the overall health status of Travellers is

particularly poor in relation to that of the settled community,

with significant disparities in life expectancy; infant mortality

rates provide one indicator of poor health status. In this regard,

infectious disease control, accident prevention, genetic

counselling, ante-natal care and family planning, health

behaviour and health service utilisation have been identified as

priority areas for improving health of Travellers. 

Lack of accurate, reliable data on the numbers of Travellers,

numbers of Traveller families, and the extent and nature to

which this group requires and avails of access to and usage of

health and other services, renders service planning

problematic. The absence of a National Traveller Health

Strategy addressing the unique needs of this community in a

concerted, focused manner, has further compromised proper

service planning.

The Traveller community's reputed experience is one of social

exclusion, marginalisation and frequent direct and indirect

discrimination. Although legislative strides have been made in

terms of addressing issues of equality, racism and cultural

diversity, such policy developments have still to translate into

practice, so that Travellers may be empowered to attain

maximum societal participation. The urgency of reducing health

inequalities experienced by Travellers, has, however, been

acknowledged in The National Health Strategy: Quality and

Fairness, where specific objectives for improving the health of

this sector have been outlined. Together with this, the Health

Strategy has defined additional objectives towards eliminating

barriers experienced by this and other disadvantaged groups in

achieving healthier lifestyles. It is also impor tant to note that

under the provisions of the Equal S tatus Act, 2000, members

of the travelling community are legally entitled to equal access

to health and other services. 

Core Service Provision and Service
Development in 2001

The Traveller Health Unit - a Traveller-specific primary health

care initiative aimed at complementing mainstream initiatives -

was established in 1999 in response to the acknowledged

health inequalities experienced by the Traveller community. In

developing and co-ordinating services for Travellers on a

regional basis, the management of this Unit operates as a

partnership model between the health sector, specifically the

South Western Area Health Board, and the Traveller

community, with Travellers involved at all levels of the Unit's

work.

The role and function of the Traveller Health Unit

encompasses:

• Monitoring the delivery of health services to Travellers and

setting regional targets against which performance can be

measured;

• Ensuring that Traveller health is given prominence on the

agenda of the South Western Area Health Board;

• Ensuring co-ordination and liaison within the South Western

Area Health Board, and between the Health Board and other

statutory and voluntary bodies, in relation to the health

situation of Travellers;

• Collection of data on Traveller health and utilisation of health

services;

• Ensuring appropriate training of health service providers in

terms of their understanding of and relationships with

Travellers;

• Supporting the development of Traveller specific services,

either directly by the South Western Area Health Board or,

indirectly, through funding of appropriate voluntary

organisations.

In line with these functions, a range of projects has been

undertaken, while established initiatives have been enhanced.

In this regard, the Primary Health Care for Travellers Project,

originally developed in Community Area 6 to improve the health

status and quality of life of the Traveller community in the area,

has been significantly expanded as well as replicated in a

number of areas.
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section 20
addiction

While the dramatic increase in demand for opiate addiction services has reflected a corresponding
attention to the development of services to address this need, it is evident that alcohol misuse constitutes
a significant, increasing threat to personal health and well being.
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estimates of 40% of the Irish prison population having a history

of injecting drug use, and 50% of this group continuing to inject

while in prison.

Addiction results in wide-ranging ef fects, impacting on the

individual, family, workplace, and community. Dysfunctional

behaviour may lead to family breakdown and social and

material deprivation, while other negative consequences may

include use of violence, criminal behaviour, loss of employment

opportunities and significantly diminished quality of life.

Physical health may be particularly compromised with greater

risk of infections and communicable diseases, as well as the

illness associated with the toxic ef fects of the drugs being

misused.

Clearly, drug addiction is a complex illness Thus, any

programmes aimed at addressing addiction must incorporate a

comprehensive, multidimensional approach, involving initiatives

in the areas of prevention, awareness, education, treatment,

rehabilitation and support.

Core Service Provision and Service
Development in 2001

Alcohol addiction

In line with the National Alcohol Policy, the aim of service

provision is to facilitate treatment for alcoholism on a non-

residential basis, using the inter vention of trained community

personnel, in cooperation with General Practitioners. Thus

current core service provision is primarily community-based

with some facilities for detoxification of fered at secondary level.

Programmes are systemic in approach and encompass

prevention programmes, health promotion and a number of

treatment options. Life-skills training and family therapy also

play an important role.

Alcohol related programmes provided in the region include:

• Early intervention programmes

• Rapid assessment programmes

• Counselling services

• Young Adults in Action programmes i.e. Programmes for under

18s

• Open Door Project - an alcohol programme designed for

chronic long-term users

• Daily breathalysing service (when required) by nursing team,

prior to drug administration with inter ventions

• Special clinic for those clients receiving methadone treatment,

who are also af fected by alcohol misuse.

Opiate addiction

The provision of core services is based on a continuum model

and comprises:

• Supply reduction: 

Although this area is primarily the responsibility of the

Department of Justice, collaboration with health service

personnel working in opiate addiction services, particularly at

community level, is crucial if the volume of illicit drugs is to be

reduced or if access to such drugs is to be lessened. Health

personnel currently serve on forums aimed at targeting such

supply reduction, while the health authority also supports

funding towards surveillance measures.

• Prevention: 

The creation of societal awareness about the dangers of drug

misuse is an impor tant element of health promotion

programmes throughout the region. At the same time, specific

programmes aimed at equipping young people and other

vulnerable groups with the skills needed to make informed

choices about their health, personal lives and social

development are continually being developed. Currently

Education Officers are employed in all three Health Boards. A

Co-ordinator at Pavee Point Traveller Centre has responsibility

for investigating needs and proposing policy around the

increase in drug misuse among this socially excluded group.

This has been particular ly useful in informing the National

Drugs Strategy.

Education and prevention programmes are offered throughout

the region, with education teams actively involved in

coordination of education and prevention initiatives, frequently

in conjunction with voluntary, statutory and community groups.

Outreach workers in all Health Board areas are also active

participants in prevention programmes as well as in treatment

and rehabilitation initiatives.

Attention is also paid towards prevention of the transmission of

communicable diseases such as hepatitis and HIV/AIDS

through shared use of needles and other injecting equipment.

Needle exchange facilities are available within each Health

Board area which offer opportunities for engagement with

intravenous drug users, in promoting safer injection practice,

providing sterile equipment and safe disposal of used sharps

and barrels. 

Measures to protect staff working in treatment facilities from

such risks are also constantly being improved.

• Treatment & Rehabilitation: 

A range of treatment and rehabilitation programmes is in place

as part of a planned, comprehensive programme of

progression for those involved in drug misuse. Such options

include treatment of fered at community level, detoxification and

stabilisation services, residential units offering post

detoxification services, and rehabilitation programmes. Each

Health Board is working towards the establishment of such

integrated provision of care, introducing a "key worker" model

as part of this approach.

Needle exchange schemes, methadone reduction and

maintenance programmes and provision of detoxification

programmes on an inpatient or community basis are crucial

components of addiction treatment, and are all offered

throughout the region. At the same time, complementary

Beldale View, a new Drug Treatment Centre, is opened by the Minister for

Education, Mr. Michael Woods, TD

Alcohol addiction
Alcohol misuse has wide-ranging and pervasive implications for

the individual and for his or her family and community.

Addiction to alcohol is characterised by a generalised increase

in morbidity, and has implications for mental health. At the

same time, it is associated with an increase in unintentional

injuries, interpersonal violence and suicide. A pilot study

conducted in the Mater Hospital to establish the prevalence of

alcohol- related admissions at Accident and Emergency

Departments, and in general hospitals, revealed that 13% of all

persons attending A&E were clinically intoxicated.  The same

study found that 25% of attendances at A&E were either directly

or indirectly alcohol-related.

Reports published during 2001 on this issue indicated a

significant increase in drinking among persons aged between

20 and 29 as well as a dramatic increase in binge drinking

among adolescents.

It is generally acknowledged that problems related to alcohol

misuse are multi-factorial in origin. Clear ly then, measures

aimed at developing solutions to alcohol misuse and addiction

are required to be multi-sectoral. Strategies addressing alcohol

misuse must include awareness raising, health promotion, and

the provision of appropriate treatment services.

The Minister for Health and Children, Mr Micheál Martin TD,

has established a National Alcohol Strategy Task Force to

recommend measures aimed at preventing and reducing

alcohol-related harm to persons. The findings of this Task Force

preliminary report should inform further development and

enhancement of services for alcohol misuse.  

Monitoring and Evaluation

In 2001 a committee was formed to develop a template for

monitoring the Alcohol services in the Eastern Region with

representation from the Area Health Boards.  The areas that

will be collated will be: Age, Sex, Gender, DED, Referral

patterns and alcohol misuse history.  During this development

phase that will be continued into 2002 a review of the current

IT systems within the Alcohol services was undertaken by

Eastern Health Shared Services.  First results of this monitoring

are expected in mid 2002. 

Opiate addiction
The Health Research Board defines drug misuse as: "drug use

which causes social, psychological, physical or legal dif ficulties

as a result of an excessive compulsion to continue taking

drugs."

While cannabis, followed by ecstasy, is the most common drug

of use in Ireland, it is heroin that has the greatest impact in

terms of harm to the individual, family and community. Indeed,

heroin use remains, almost exclusively, a Dublin phenomenon,

with approximately 13,500 heroin addicts. Studies of trends in

drug use also indicate a steady increase in the use of cocaine,

particularly among young professionals. A fur ther cause for

concern is indications of a trend towards increased poly drug

misuse among drug misusers. Clearly, all health actions aimed

at addressing drug misuse should take these factors into

consideration.

Socio-demographic information, together with profiles of drug

misusers presenting for treatment, reveals that the average

drug user in the Irish context is male, young (less than 30

years old), generally with a low educational level and

unemployed. The age profile of drug misusers in treatment is

declining, and this, together with research results

demonstrating an increase in the prevalence of drug, alcohol

and tobacco misuse among young people, has further

implications for treatment needs.

Links are firmly established between poverty, deprivation and

social exclusion, and drug misuse, with such factors acting to

encourage misuse of drugs. Disadvantaged populations such

as the Traveller community, homeless persons and persons

working in prostitution are acknowledged to be at increased risk

in terms of increased drug misuse. Surveys too, show evidence

of significant drug misuse among the prison population, with

ERHA Report/e  26/6/02  10:27 am  Page 56



section 20 - addiction

p59Annual Report 2001

M&E.  This process involved a communications exercise with

the Clinics in the AHB's on the role and function of M&E and

the ERHA .

Performance Indicators

Performance Indicators:  A set of national per formance

indicators was developed (in close consultation with service

providers) during 2001.  The providers will report on these

indicators on a quarterly basis.  The ERHA will also work in

collaboration with the providers to develop these indicators to

make them as applicable to the care group and the service

provision as possible.

Evaluation

A number of evaluation projects are cur rently underway in the

Addiction Services. These are:

• Consumer Appraisal Survey (Phase I): A random selection of

treatment clinics from each Area Health Board have been

selected. An appropriate survey instrument has been selected.

This instrument has been for warded to each Area Health Board

for consultation. Phase II of this evaluation will involve

surveying in more depth issues arising from Phase I of the

evaluation.

• Barriers to accessing drug treatment services: A survey

instrument has been developed and consultation with Outreach

Teams has commenced. It is intended that this survey will

begin during 2002.

• Audit of Methadone Prescribing Protocols: Following

completion of an ICGP report on the adherence to methadone

prescribing protocols in General Practice, a similar audit is to

be undertaken in treatment clinics and satellite centres. This

evaluation is still under active planning.

• Review of Eastern region response to problematic alcohol

use: Following the decision to assume Alcohol Treatment

Services under the Addiction care group and with increasing

emphasis on the impact of problematic alcohol use on society

and the health services, a review of the response in the East to

this issue is currently being planned.

• Review of Counselling in the Addiction Services: A Review

was submitted to the Authority during 2001. An implementation

plan will now be compiled in conjunction between the Authority

and three Area Health Boards.

• Review of Outreach Services in the Area Health Board

Addiction Services: During 2001, a Request for Tender

document was developed in conjunction with Senior Addiction

Management Personnel and Senior and Basic Grade Outreach

Workers. The review is due to commence during 2002 and is

expected to take 8-10 months to complete.

section 20 - addiction
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therapies such as acupuncture, aromatherapy and music

therapy are available within the region at various locations.

An additional 784 treatment places were established

throughout the region in 2001. Currently, 5,844 clients are

receiving methadone treatment. This is an increase of 15.5%

since January 2001. This includes approximately 200 drug

misusers in prisons. To date, 137 GPs are involved in the

delivery of care to drug misusers while 169 Pharmacists within

the region are participating in methadone dispensing

programmes. The mobile drug treatment service was extended

to include the Tallaght area during 2001.

Treatment and rehabilitation programmes planned around the

unique needs of young drug users are continuously being

developed and enhanced. A successful new, innovative

programme, Young Adults in Action, targeting young chaotic

drug misusers, has been developed by the Drug Treatment

Centre Board (Trinity Court). This project targets young chaotic

drug misusers, many of whom are homeless. Further

programmes targeting young persons, which include

counselling and family therapy, are also available within the

region.

Rehabilitation services are aimed at facilitating the reintegration

of the drug misuser into the community, and at preventing

relapse. Programmes are currently offered in partnership

between Health Boards and a number of voluntary agencies,

providing a wide range of treatment options. Keltoi opened in

2001 as a dedicated Rehabilitation Centre and is full y

operational. Services are also provided by Soilse and Saol.

Rehabilitation Coordinators and support s taff are currently in

place in the Nor thern Area and East Coast Area Health Boards,

while the position of Rehabilitation Coordinator in the South

West Area Health Board should to be filled shortly.

Drop-in centres, respite facilities and halfway houses have been

found to be of value in prevention of relapse. Pilot initiatives are

underway in respect to the development and enhancement of

such facilities. Aftercare and Outreach programmes, with

extensive counselling and support components are offered in

the region.

Support has been given to the 13 Local Drug Task Forces

within the Region. Over 140 local projects have been positively

evaluated and over 60 have been mainstreamed within the

Health Boards. 

Coolmine, The Rutland Centre, Cuan Mhuire and Merchant's

Quay, among other treatment models, are grant-aided through

the Area Health Boards to provide treatment for a significant

number of clients. 

Monitoring and Evaluation

Monitoring

The monitoring of opiate addiction services derives its direction

from "Building on Experience: a national drug strategy" (2001).

Information on numbers of persons entering and awaiting

methadone treatment places will continue to be sought.

The Authority has made considerable progress in validating and

refining the routine monitoring of addiction services. Key

developments in 2001 in this area are set out as follows:

• Methadone Waiting List: A complete validation and

implementation of procedures in each of the clinics for the

Methadone waiting list. This process has proven very

successful and the waiting list is currently validated at inter-

board level and cross-tabulated with the Trinity Court waiting

list for duplications.

Waiting List 2001:

• The 2001 validation exercise has proven effective.  Since its

introduction the overall waiting list has decreased by 17.06%.

• NAHB Methadone Waiting List has decreased by 54% from

April to December.

• SWAHB Methadone Waiting List has decreased by 22%,

• ECAHB Methadone Waiting List has decreased by 62.5% due

to validation.

• At present, based on the methodology used in the capture,

recapture study there are an estimated 12,000 to 15,000

people using heroin in Ireland. 

• There are 57 treatment locations within the Eastern Region.

This is an increase of 3 Clinics (5.5%) in 2001.

• At the end of December 2001, 5865 people were receiving

methadone maintenance treatment within the Eas tern Region.

(See Table 1)  This represents an overall increase of 929,

nationally, on the Central Treatment List since 2000.  Since

1999 there is 19% increase each year on those receiving

methadone treatment.  

• There were 710 additional treatment places created in the

Eastern Region in 2001.

• 55% (318) were in AHB Treatment Clinics. 9% in Trinity Court,

31.3% in GPs and 4% in Prisons.

• There are currently 166 Pharmacies participating in Methadone

Prescribing in the Eastern Region, an increase of 2 since

January 2001.  The maximum number participating during the

year was 170 in October of last year.

• There are 4 new GPs participating in the Methadone

Prescribing in the Eastern Region. 

Improvements in Data Quality

The quality of the information being received by the ERHA has

significantly increased during 2001 with the introduction of

procedures and standardised reporting mechanisms.  This

work was implemented through a joint working arrangement

with the Nurse Managers in the three area Health Boards and
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section 21
mental health

The Psychiatric Services in the eastern region incorporate three specific areas of provision:

* Child and Adolescent Psychiatry which is reported on within Children and Families Care Group;
* Psychiatry of Old Age, reported on within Services for Older People, and
* Adult Psychiatry reported on here.
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Finally, our services will continue to strive to emphasise the

role played by positive psychological well-being in contributing

to overall health and ensuring that the stigma associated with

mental illness and accessing mental health services is

continually tackled.

Core Service Provision

Adult Mental Health

Key to effective service delivery is that care is provided in a way

that is experienced as seamless and integrated by service

users. The adult psychiatric services are provided for in a

comprehensive way through 10 geographical catchment areas.

The core services are delivered through a network of acute and

continuing care beds, day hospitals, day centres, and

outpatient clinics. Community residences, rehabilitation and

training facilities are also part of the community care approach

being advanced to provide for need in an accessible and

acceptable way.

The range of services include:

• Acute beds in Psychiatric Hospitals (388 acute beds)

• Acute Psychiatric Units (190 acute beds)

• Community Accommodation (including 21 High Suppor t

Hostels with 308 places; 25 Medium Support Hostels with 202

places; 31 Low Support Hostels with 228 places)

• Day Hospitals (394 places)

• Day Centres (748 places)

• Long Stay/Continuing Care (489 beds)

• Forensic Services (94 beds)

• Forensic Day Services (to facilitate approximately 300 people)

The National Forensic Service

The Central Mental Hospital, in Dundrum, Dublin, is a national

centre offering specialist forensic psychiatric in-patient care,

prison clinics, court reports and court appearances and

increasingly specialist consultations with general psychiatry

colleagues throughout the countr y.

The services include hospital in-patient care, out patients based

at Usher's Island, prison clinics at Mountjoy, Wheatfield, Arbour

Hill and St. Patrick's Institution and advisory on-site

consultancy to the local prison service and a range of

treatment modules.

The service has an active involvement with voluntary sector

organisations.  These include Alcoholics Anonymous, Friends of

Central Mental Hospital, Mental Health Association, Simon

Community, Marist Fathers, and the St. Vincent de Paul

Society.  All of these are involved in providing support and

welfare to patients both while in the hospital and following

discharge.

During the year the Board of the Eastern Regional Health

Authority adopted a report which envisages an £IR26 million

renewal of the Central Mental Hospital to meet the needs of a

modern forensic psychiatric service.

The new development to be carried out over 3 – 5 years would

provide 120 beds, including a 15 bed female unit and 30

rehabilitative hostel beds.

The development is planned as a mix of renovation and new-

build preserving the character of the building - which is

probably the oldest forensic secure hospital in Europe.

The Central Mental Hospital, which was opened in 1850,

provides forensic psychiatric assessment, treatment and

rehabilitation services for the ten Health Boards.

It also provides a service to the Irish prison population.

Those cared for in the hospital include (1) those found unfit to

plead;  (2) Patients termed " guilty but insane" (3) Patients

transferred from local psychiatric hospitals who need treatment

in special conditions of security.

The hospital, which is managed by the East Coast Area Health

Board, provides 89 high, medium and low security places as

well as a hostel for pre-release or long term care.

Recruitment is already under way to provide five consultant led

multi-disciplinary teams, which would be central to the new

development.

There is a need for a system which identifies persons with

mental disorders at the point of reception and the development

of links to appropriate service is required.

Additional nurse recruitment will also be required as well as

academic infrastructure resources for research training,

recruitment and audit of clinical outcomes.

The report stated that the management of the hospital should

Official opening of Carlton House, Lispopple, Swords, Co. Kildare

The mental health services in the eastern region are primarily

psychiatric services or services for people with mental illness.

The interchangeable use of these terms, mental health services

and psychiatric services, is misleading.

Historically services have focused on treating psychiatric

disorders and on funding the mental illness aspect. The

Authority will continue to work with providers to further develop

these important core services while endeavouring to meet the

needs of those with milder and more moderate forms of mental

illness.  It will work particularly to enhance services in the

primary care setting - taking a broader approach to mental

health in the population.

Studies show that GPs are presented with the largest

proportion of psychiatric morbidity (90% of diagnosed mental

illness).  A smaller and atypical proportion (10%) is left to the

specialised psychiatric services (Planning for the Future 1984). 

Studies in the UK have found that between one-quar ter and

one-third of all illness treated by GPs fall into the category of

mental disorder. A study of Irish general practice by AWARE

(the depression support g roup) in l999 found that 6.7% of

those attending had a major depressive disorder. That same

survey showed that 7.5% of the Irish population have clinical

depression at any one point in time. The World Health

Organisation estimates that depressive illnesses of all kinds are

set to become the second greatest cause of worldwide

morbidity by the year 2010.

It is accepted that primary care services should be developed

and enhanced to provide treatment for the majority of people

who present with mental health problems and psychological

distress. Literature abroad reveals that up to 50% of depression

remains undiagnosed, with many of those people attending

their GP for a range of physical complaints. 

Follow up studies of males who commit suicide in Ireland

revealed that 80% had no recent contact with GPs prior to their

death. This is an issue the Authority is addressing through the

Irish College of General Practitioners by supporting a study to

identify training needs within area.

The new vision, new horizons concept enunciated in the Health

Strategy, Quality, and Fairness 2001 is centred on a whole-

system approach to tackling health, both physical and mental.

It deals with developing a system in which best health and

social well-being are valued and suppor ted. The Eastern

Regional Health Authority supports this concept and within this

specific care group one of its principles, that of people-

centeredness, rests appropriately with the decision to

strengthen the Primary Care Model. This approach can "lead to

better outcomes, better health status and better cost

effectiveness. Properly developed primary care services can

help prevent or reduce the impact of conditions that might later

require hospitalisation... the strengthened primary care system

will have a major impact in reducing demand for specialist

services and the hospital system..."

Notwithstanding the emphasis on and reorientation towards a

primary health care response to mental health need, there is a

need within the psychiatric service sector in the Eastern region

to provide a comprehensive range of acceptable responses to

address those individuals who require such specific and

dedicated psychiatric expertise. The annual audit of those

services, which is reported on publicly by the Inspector of

Mental Hospitals, is a tes tament to that need. The psychiatric

service in the region has progressed from an era of institutional

care, and continues to face the challenge of re-orientating

towards a dynamic, responsive, community orientated service.

The Health Research Board also reports on the activities within

the services annually. The information from both these

documents provides excellent base-line information from which

direction can be taken for a reforming psychiatric service. 

The Authority is pursuing with the Department of Health and

Children the capital and revenue resources required to respond

to recommendations in the Acute Bed Capacity story “We have

No Beds”. The Authority is also looking internally through the

ERHA at reforming our organisational structure and planning

our pathway through care (admission/discharge policies). The

vision for the psychiatric services in the eas tern region is to

provide a comprehensive service, at the least level of

complexity, to an excellent standard, with the option for users

to make an informed choice from a range of treatment options.

St. John of God’s Hospital
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In close consultation with the providers these data sets will be

developed and updated.  It is also anticipated that these

templates will be equality proofed in conjunction with the

Equality Authorities guidelines.  The results of this initial

information gathering has proved effective in highlighting the

resources required in each of the area health boards and the

change management processes that requires close attention.

Following this initial gathering a review and update of results of

this information will be published in 2002.  

To collaborate with the ongoing base of information the ERHA

has initiated to gather the Inspector of Mental Hospital Report

on a quarterly basis thus utilising this reporting mechanism to

feed directly into the planning and commissioning process.

Also as part of this initiative the ERHA will request an update of

the implementation of the Inspectorates recommendations on a

quarterly basis.  This development in partnership with area

health boards, section 10 providers, the Inspector of Mental

Hospitals and other agencies will foster the climate of change

and transparency as well as facilitate real improvement in

quality of service delivery.  Service monitoring will also mirror

the principles set out in the World Health Organisation report

on mental health (2001). 

Performance Indicators:  A set of national per formance

indicators was developed (in close consultation with service

providers) during 2001.  The providers will report on these

indicators on a quarterly basis.  The ERHA will also work in

collaboration with the providers to develop these indicators to

make them as applicable to the care group and the service

provision as possible.

Evaluation

During 2001, a number of evaluations were initiated to

investigate user perspectives of the mental health services, to

conduct a mental health needs assessment, to survey the

catchment area management teams, to review the psychiatry of

old age services and to  review mental health services for

persons who are homeless and have a psychiatric illness. 

Consumer Appraisal Survey: A consumer appraisal survey will

be undertaken in a random selection of mental health services

during 2002. Currently, a consultation period with all

Catchment Area Management teams on the survey instrument

and methodology is being planned.

Review of Mental Health Services for Older Persons: During

2001, a Steering Group was established to oversee this

evaluation. A Consultant Researcher has been contracted to

undertake this work. It is expected that the evaluation will be

completed during 2002.

Review of Services for Persons with Autistic Spectrum

Disorder in the Eas tern Region: It is expected that the final

report of this Committee will be submitted to the Authority

during the first quarter of 2002. A S teering Committee will then

be established to oversee the implementation of the

recommendations.

Development of services for homeless persons with a

psychiatric illness: During 2001, a Request for Tender

document was developed to delineate a best practice model for

this area. An evaluation of the model of care required to

address the needs of homeless persons with a psychiatric

illness will be initiated during 2002. 

Survey of Catchment Area Management Teams (CAMTs): An

evaluation of the needs of CAMTs in support their management

functions will be undertaken during 2002. A consultation

process on the focus and direction of this evaluation will also

be undertaken prior to the commencement of the evaluation.

Rev i ew of Hostels in the Mental Health Service: A Re qu e st fo r

Tender document to rev i ew the use and optimum provision of

h o stels in the mental health services was finalised during 2001.

An assessment of the mental health needs in the Eastern

Region: This evaluation is awaiting commencement following

the establishment of an Advisory Committee.

Human Resources

The Human Resource aspect of service development has

presented many challenges for the Mental Health Services in

2001.

New developments were not in some cases put in place due to

staff shortages. However some providers used innovative

recruitment approaches to encourage new entrants into the

region.

In some circumstances, treatment such as speech and

language therapy was sourced privately, until the therapists

could be recruited in the public service. Other sources of

learning in 2001 were the recruitment process itself,

particularly in relation to the procedures to be observed in

relation to consultant and psychologist posts.

Not all the impact relates to new developments. In nursing,

where people are moving to o ther locations, outside the

Eastern Region, and changing roles, shor tages have occurred

in existing service areas. This has resulted in nursing staff

being obliged to support services through overtime. In many

cases this has impacted on budgets. The impact on personal

health and the quality of service is being evaluated.

section 21 - Mental Health
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remain with the East Coast Area Health Board.

It also proposed that in view of the national remit of the

service, an appropriate governance structure would involve

appointing a board of directors drawn from stakeholder

agencies appointed by the Minister for Health and Children

Stakeholder agencies include the hospital itself, Irish Prisons

Service, the Department of Justice and/or Court agencies, the

Health Boards, the Department of Health, the Probation and

Welfare Service and the Gardai.

In addition a representative of service users group or advocacy

group would be essential, together with representatives of the

medical schools and the academic facilities of nursing.

The Homeless Programme for the Mentally Ill

The aim of the Homeless Programme for the mentally ill in the

region is to develop and implement a comprehensive

management programme for the homeless mentally ill in

collaboration with existing psychiatric sector services and with

other statutory and voluntary organisations caring for the

homeless with mental health problems.

The service provision at present consists of bo th hospital and

community beds with a component focusing on rehabilitation

outreach services and support through the day service at

Ushers Island.

Service Developments in 2001

• The new revenue in 2001 for Mental Health continues the

trend over the past 3 years of an increase in the allocation:

Year Allocation

1999 £1.212m

2000 £2.269m

2001 £3.210m

• The revenue allocated in 2001 allowed the Authority to pursue

within the adult service the provision of 2 multidisciplinary

consultant led teams. In addition, 4 registrar posts, 18 nursing

posts, 6 psychology posts, 8 social worker posts, 5.5 WTE

occupational therapy posts, 9.5 WTE

administrative/management posts, 16 care staff and

miscellaneous posts were provided.

• Capital monies specifically allocated to address some of the

alternatives to hospitalisation in the recommendations in the

Acute Bed Study of 1999, amounted to £7m. Properties were

purchased in each health board area.

• The Authority agreed the transfer of land in the South Western

Area Health Board for the purpose of developing a collaborative

social housing project with partners in the voluntary sector.

This project will provide 12 independent living units.

• The Authority commissioned a peer advocacy training

programme in mental health throughout the region to support

the growing requirement for user involvement in our services.

• The Authority commissioned a review of psychological and

psychiatric conditions within GP practices to establish the

extent of these conditions presenting to general practice, and

the responses required by GPs to address this.

• The pilot training programme for GPs in suicide prevention and

related issues, as recommended by the National Task Force on

Suicide was commenced.

• A regional training programme was implemented on dialectical

behaviour therapy for the treatment of borderline personality

disorders following a pilot in Cluain Mhuire Mental Health

Service

• Three Mental Health Promotion Of ficers with responsibility for

suicide prevention strategies were appointed. Each Area Health

Board has responsibility for implementing the

recommendations of the National Task Force on Suicide. With

these appointments, each Board will develop its own strategic

response and the Authority will commission new services

based on an evaluation of those plans submitted. The recently

published National Study, Suicide in Ireland 2001, conducted

on behalf of the Chief Executive Officers of Health Boards, is

incorporated into our planning process.

• A pilot project was initiated with voluntary providers for

additional training and support for staff treating eating

disorders and offering support to families.

• An overall plan costing €2m for the development of child and

adolescent psychiatry was agreed with providers. 

Monitoring and Evaluation

Monitoring

The monitoring of mental health services derives its direction

from the mental health information strategy. A pilot monitoring

system was initiated in 2001 in Child & Adolescent Psychiatry

by the Mater Hospital, Adult Mental Health in the NAHB

Laurena Clinic and Castlebrooke Day Hospital, SWAHB in the

St. Pats Service and the Hostels in Kildare and in the ECAHB

in the Central Mental Hospital.  This system will be extended to

all mental health services in the ERHA region. This monitoring

system was implemented in areas in each of the area health

boards and initiated the process of information gathering in the

Mental Health Sector.  The aim of this strategy is to provide

region and area health board information on the patterns of

utilisation of services and a profile of clients using services.

This information will form part of an extended range of

information used to monitor service delivery to users of mental

health services. Specifically this activity monitoring will monitor

the following: Age/Gender/Diagnosis/Length of Stay and will

feed into the Mental Health ICT strategy which will commence

in 2002. 
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Ireland is becoming an increasingly multi-ethnic, multi-cultural society. This is reflected in the steadily
increasing numbers of asylum seekers/refugees entering the country: 10,083 persons were recorded
entering the country between January 2001 and the end of December 2001.  The information gathered
on unaccompanied minors shows that 1084, an increase of 115%, entered the country in 2001
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with asylum seekers and other non-nationals.
• Health screening: Efforts will be directed towards encouraging

greater numbers of asylum seekers to avail of health screening,
thereby lessening strain on acute services; appropriate
resources to facilitate management and follow up of clients
with infectious diseases will also be put in place and attention
paid to improving immunisation coverage. Health promotion is
a particularly important component of service provision to
asylum seekers; the development of a peer led programme of
health information and promotion should be facilitated. 

• Medical card: Measures to introduce a patient held medical
record system for asylum seekers will be investigated.

• Specialised services: While no marked increase in usage of
mental health services by asylum seekers has been reported, it
is axiomatic that this group may require specialised
interventions in this area; it is presumed that lack of usage
reflects inadequate awareness of how to access such services.
Attention will thus be directed towards incorporating measures
to inform asylum seekers around mental health and related
services and ensuring that such facilities are accessible to
them.

• Children and Unaccompanied Minors: This group requires
specialised intervention by virtue of its particularly vulnerable
status; these juveniles are at high risk in terms of general
health and emotional well being, poverty, social deprivation and
marginalisation. Necessary interventions will be addressed
within the Children and Families Care Group plan.

Core Service Provision and Service
Developments in 2001

• Medical Screening: General screening, as well as specific
screening for Hepatitis B, Hepatitis C, HIV/AIDS, Tuberculosis
and polio is of fered by Health Board personnel at all of the 6
Reception Centres within the Eas tern region.

• Access to General Practitioner and Psychological / counselling
interventions is also available at these Centres.

• Hospital services: Asylum seekers are entitled to free medical
care within hospitals.

• Interpreter services: Each Area Health Board provides a
limited range of interpreter services.

Monitoring and Evaluation
Monitoring
The monitoring of asylum seekers services primarily involves
the reporting of information on numbers presenting to
reception centres, medical screening uptake and results and
those unaccompanied minors that enter the country. This close
monitoring of numbers presenting, uptake levels of voluntary
screening and results of screening will continue in 2002.  It is
proposed to initiate a validation process of monitoring
information in 2002.  The following is a summary of the key
issues arising from analysis of monitoring information.

In 2001, 10083 Asylum Seekers entered the country.  This is a
decrease of 8% on 2000 figures.

• Average cost of Emergency Accommodation in 2001 was an
average €1,234,610 per month.

• 1084, unaccompanied minors entered the country in 2001.
This constitutes an increase of 115% on 2000.

• The majority of these minors, (56%) are between the ages of 16
and 17 years.  

• It is also noted that the trend of more males entering than
females is levelling off in 2001 as the male female ratio of
1.7:1 is now more 1.4:1.

• 50% of the unaccompanied minors were housed in B&Bs, 39%
with relatives and the rest were divided between Supported
Lodgings, Direct Provision and Community Care with only 1.4%
in Community Care.

• Arising from the large numbers of unaccompanied minor s
entering the country the ERHA has undertaken a validation
process and to date 2% of those that are classified as minors
are actually over 18 years of age. 

Performance Indicators:
A set of national performance indicators has been developed
(in close consultation with service providers) during 2001.
These will be reported on during 2002 by the asylum seekers
services.

Evaluations
During 2001, the first phase of an evaluation on the ethnic
appropriateness of health services for different cultural and
ethnic groups was conducted. Results showed that the level of
health service utilisation over the previous 12 months was low.
The highest utilisation rates were for GPs, pharmacy, dental
and social work services and hospitals (particularly A&E).
Overall, there was a high level of satisfied with consultations
with GPs (88%), hospitals (80%) and Community Welfare
Officers (83%). There were some repor ted difficulties making
appointments with health professionals, explaining symptoms
or situations and understanding the directions of health
professionals. However, the most difficulty was experienced by
persons who rated their English language proficiency as poor.
There was a high level of agreement by respondents that health
professionals were sensitive to dif ferences in culture and that
they were not perceived to be treated dif ferently by health
professionals because of their race or ethnic background. The
second phase of this evaluation will be completed during 2002.

Human Resource Issues
Human resource issues have been mentioned previously as a
key priority in the provision of appropriate, comprehensive
services to asylum seekers. Building on current initiatives, there
is a need to enhance existing customer care programmes and
to develop new programmes to provide for training and
education for health care s taff in relation to dealing with the
needs and respecting the rights of non-nationals, i.e.
awareness of cultural diversity; a need also exists for greater
dissemination of information to asylum seekers / non-nationals
in relation to health services (e.g. NAHB have produced a video
for non-nationals explaining the health care system).  The
Authority will facilitate provider agencies in developing such
programmes, in collaboration with the Office for Health
Management, who have already conducted valuable research
into the area of diversity.

Asylum seekers are a heterogeneous group from a range of
different countries and cultures, with diverse experiences and
needs. From our data the most common sources of asylum
seekers entering Ireland originate in Nigeria (47%), Romania
(11%), Other African Countries (26%), Other European
Countries, (14%).  Many have experienced various forms of
material and emotional hardship and deprivation in their
countries of origin, and may be confronted with further barriers
such as poverty, isolation and discrimination when adjusting to
living in a host countr y. Such factors act to further undermine
general health status and emotional and mental well being.
Cultural and religious dif ferences, language dif ficulties and the
heightened levels of stress experienced in such circumstances,
exacerbate the situation.

The report Impact of Asylum Seekers on Health Services in
the Eastern Region, published in August 2001, confirms that
health of asylum seekers in general is compromised, while
many asylum seekers experience a high level of psycho-social
distress. Mothers and children are repor ted to be a particularly
vulnerable subgroup of asylum seekers. 

Clearly, the needs of this socially excluded group pose a
significant challenge to existing health service delivery. The
growth in numbers of asylum seekers has increased demand
for health services, bo th at primary care le vel and within acute
hospitals. The effects have been particular ly noted in Maternity
hospitals, while Acute hospitals have reported significant
service usage in Accident and Emergency Departments and
Radiology, followed by Haematology and GUM / Infectious
diseases. Specific areas where services have experienced
greater demands include public health nursing services, child
health services and community based services.

The Health Strategy: Quality and Fairness, published in
November 2001, expresses a commitment to addressing the
health needs of asylum seekers.  Additionally, the right to equal
status for people of dif ferent ethnic origin in relation to access
to health services for persons is provided for in the Equal
Status Act, 2000. 

Commissioning Principles
Principles here are underpinned by objectives of the Health
Strategy, particularly by those governing access to health care
and responsive and appropriate service deliver y.

Commissioning principles include:
• Commitment to provision of equal, accessible, culturally

appropriate care to this group, using models of best practice of
inter-culturalism and integration. 

• Acknowledgement of the unique health and personal social
needs of the asylum seeker g roup, with particular regard to the
vulnerable status of women and children. Implicit in this
approach is the empowerment of asylum seekers to voice and
advocate for their own concerns and needs.

• Adoption of a collaborative, multi-sectoral approach to
addressing the needs of asylum seekers. Such initiatives
demand strategic planning towards examining policies designed
to address social exclusion, enhancing integration of asylum
seekers in the community and providing comprehensive
programmes of care, through utilising partnerships between
statutory and voluntary providers. Participation of other
government agencies, voluntary agencies and local authorities
is essential here.

Key Priorities
The priorities have been informed by the report on the Impact
of Asylum seekers on services in the Eastern Region as well as
by needs identified by service providers. Key priorities include:

• Human Resource issues: A need for the employment of
interpreters to assist health care workers in gaining insights into
the unique needs of asylum seekers has been identified. At the
same time, additional human resources will be deployed into
areas where asylum seekers are presenting increased
workloads for the health system. Training in awareness of areas
such as diversity, communication and other needs and
practices of asylum seekers will also be a priority within a
changing health system. In this regard, cultural mediators -
ideally drawn from the asylum seeker population - will be
involved in assisting health service providers in their dealings

Party for asylum seekers in Parnell Square, Dublin
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primary care

The National Health Strategy 2001 sets out a new direction for primary care as the central focus of the
delivery of health and personal social services. Primary care is the first port of call for the majority of
people who use health services and it can meet 90 - 95% of all health and personal social service needs. 
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general practitioners, community pharmacists, public health

nurses, area health boards and hospital professionals, their

respective managers and support personnel.  The region

currently supports two out-of-hours structures:  24 hour co-

operatives in defined rural catchment areas and urban-based

general practitioner services for defined out of hours periods.  

The Irish health system places a considerable reliance on

hospital care. But 15- 16 million consultations take place each

year in general practice compared to 1.9 million in the

outpatient and A & E departments. By developing the primary

care model, patient care can move from secondary to primar y

level, through patient empowerment from primary level to self

care, and through health promotion and illness prevention from

self care to health.

The future challenge for the ERHA will be to strengthen the

existing primary care system, to develop comprehensive team-

based approaches to delivering care and to enhance capacity

to meet these challenges. In addition the development of

human resource and information and communication

technology (ICT) is crucial.  The Authority has already

embarked on a Primary Care ICT Strategy for the region.  

Commissioning Principles

A properly integrated primary care service can lead to improved

outcomes, enhanced health status and greater-cost

effectiveness.  The Authority aims to ensure that developments

in primary care will meet the needs of patients and clients by

delivering an integrated, team delivered, community-based

service accessible to all on a round-the clock basis.  

The Authority is committed to developing a robust, quality

oriented well-supported and integrated primary health care

service, which will promote and enhance health and social gain

through improved primary health care services.

Core Service Provision

The Authority's aim is to provide a range of primary care

services, which are bo th appropriate and adequate, relative to

the needs of the population it services. In general the range of

primary health care services provided include health

promotion, disease prevention, acute episodic care, continuing

care of chronic conditions, education and advocacy.

Primary care issues specific to individual care groups include:

• General Practice Developments

• Care of Chronic Illnesses

• Infectious Diseases

• Immunisation

• Dental and Orthodontic Services

• Ophthalmic Service

• Community Drugs Scheme 

The primary health care professionals with whom the patient

mostly makes contact with are:

Profession In Region

* General Practitioners 773

* Public Health Nurses 429

* Practice Nurses 113

* Community Pharmacists 389

Other primary health care professionals include area medical

officers, social workers, community welfare of ficers,

physiotherapists, occupational therapists, speech and language

therapists, community psychiatric nurse, community

nutritionists, community ophthalmic services, dental services,

chiropody, psychology services, addiction counsellors and

meals on wheels services.  A wide range of voluntary

organisations also provide valuable services to the community.

General Practice

General practitioners (GPs) operate either single-handedly or in

groups of two or more.  Within the Eastern Region the majority

of practices (64%) are single- handed.  

Primary care is an approach to care that includes a range of

services designed to keep people well.  It is about the day-to-

day realities of peoples' lives and its range of services provides

the majority of health care for people. The primary health care

services provided range from health promotion and screening

for disease to assessment, diagnosis, treatment and

rehabilitation as well as personal social services. 

In defining primary care, the World Health Organisation states

that Primary Care should:

• Be an integral part of the whole health system as well as the

wider social and economic development of the community.

• Ensure greater community participation.

• Act as the first point of contact for health and social needs.

• Be scientifically sound, practical and affordable.

The aim of the proposed developments outlined in the new

National Strategy for Primary Care: A New Direction

(Department of Health & Children, 2001) is to provide:

• A strengthened primary care system, playing a more central

role as the first and on-going point of contact

• An integrated, interdisciplinary, high-quality, team-based and

user-friendly set of services for people

• An enhanced capacity in the areas of disease prevention,

rehabilitation, and personal social services that complement

the existing diagnosis and treatment focus.

The new direction for Primary Care will provide care "of the

community for the community" upholding the people-

centredness principle underpinning the national Health

Strategy, Quality & Fairness.

A wide range of individuals and organisations are involved in

providing primary care services.  Currently within the eastern

region, primary care services are delivered from a number of

settings namely, health centres, primary care centres, and in

the case of most general practitioners, dentists and

pharmacists, from their own private premises. While the

general practitioner, public health nurse, practice nurse and

community pharmacist are most frequently involved with

patients, other key professionals include community mental

health nurses, dieticians, nutritionists, dentists, community

welfare officers, physiotherapists and occupational therapists

and voluntary organisations.

The General Medical Services (GMS) Scheme, based on a

system of means testing, covers 27% of the population of the

eastern region and provides primary health care services,

prescribing medicines, dental and ophthalmic care, which are

free at the point of contact. 

The introduction of the medical card to all persons over 70

years of age in 2001 is estimated to increase the provision of

this service.  The remainder of the population (private patients)

pays for these services. However the Drug Payment Scheme

introduced in July 1999 ensures that non-GMS card holders

(individual or family) pay no more than €53 in a calendar

month for approved drugs, medicines and appliances.  

Following the widespread consultation with service users and

providers in preparation of the Strategy, public opinion reported

very positively about experiences of primary care but

acknowledged the limitations of existing services in terms of

limited access, inadequate and often inappropriate

infrastructure.  

The Strategy highlights the need to:

• Put patients and clients at the centre by integrating services;

• Provide the right care, in the right place, at the right time;

• Maximise the potential of primary care.

The Strategy proposes the introduction of a multi-disciplinary

team-based approach to primary care provision, supported by a

wider network of professionals. Many services will be provided

on an extended hours and out-of-hours basis and liaison

between primary and secondary care services will be improved.  

These plans are already underway in the eas tern region.  In

recent years, providers have come together developing models

of co-operative and partnership arrangements.  The aim of the

partnerships is to improve people's health by fos tering and

developing an integrated approach to patient care involving

The opening of the Mary Mercer Health Centre in Jobstown
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Hepatitis B Vaccine

This continues to be made available free of charge to contacts

of notified cases and to certain high-risk groups.

Hepatitis C (Community Services)

The 1996 Health Amendment Act provides a statutory

entitlement for people who have contracted Hepatitis C from

the receipt of blood/blood products to a range of primary care

services. In the primary care setting these include general

practitioner services, medicines, home nursing and home

support, dental, ophthalmic, aural and counselling services.

Fluoridation

The monitoring of the fluoride levels in public water supplies is

undertaken by the Environmental Health Of ficers in each of the

three Area Health Boards.  Samples are taken on a monthly

basis to ensure compliance with the legal requirements (0.8-

1.0ppm).  The analysis of samples is under taken by the staff in

the Regional Public Analyst Laboratory in Sir Patrick Dun's,

which is geographically located in the South Wes tern Area

Health Board.  

Service Developments in 2001

General Practice Developments

Primary Care Units

Primary Care Units in the region promote the development of

the general practice and enhance the interface between

general practice and other healthcare providers.  The

establishment of the Authority in March 2000 saw the

decentralisation of the units to the three Area Health Boards.    

Primary Care Partnerships

There are currently three Primary Care Partnerships in

existence in the Region (South Inner City, Nor th Inner City &

Dublin South West).  These partnerships enhance seamless

integrated delivery of primary care services to people by

fostering health professionals, hospitals and community

services to work together in prioritising the health care needs of

their individuals and communities.  

Service provision includes: 

• Courier service between practice and laboratories, 

• physiotherapy,

• wound management, 

• shared care diabetic services, 

• clinical psychology service, 

• anticoagulation management, 

• community based dietetic service, 

• shared ante-natal service.  

For example, in 2001, the direct GP access physiotherapy

service facilitated 861 patients providing benefits of:

• Significant reduction in waiting time

• Improved patient and GP satisfaction

• Reduced cost per treatment

• Improved patient satisfaction

GP Co-operatives & Out of Hours Services

Two structures of out-of-hours services were developed in the

Region.  Model 'A' (out of hours service for defined periods)

being Dub-Doc, covering South Inner City area, and East-Doc,

covering the South East City area.  The services are located at

St. James and St. Vincent's' hospitals providing surgery type

consultations from 6pm - 10pm Monday to Fridays, and from

10 am - 6 pm at weekends and bank holidays.  

A third service, (Model 'B') K-Doc, located in the South Western

Area Health Board provides a 24-hour GP co-operative service.

Serving the people of Kildare and West Wicklow (150,000), 66

GP participate in the scheme.  Over 38,000 GMS card holders'

benefit from this service.  On-going patient satisfaction surveys

are high (95% satisfaction).  In the first six months of its

programme, the service responded to over 13,000 calls of

which:

• 45% received treatment at a call centre

• 27% received advice over the phone

• 28% received a home visit.

Care of Chronic Illness

Programmes such as the shared care diabetes service continue

to ensure that patients with diabetes receive optimal standards

of care, meeting their individual needs while promoting

consistency of clinical practice.  These are situated in South

Inner City, East Coast Area and Nor thside.  For example during

2001 over 300 patients have benefited in the South Inner City

programme. A Review of Diabetic Care continued during 2001.

Infectious Diseases

Communicable diseases continue to present a major threat to

public health.  This is evident in the quantity and diversity of

communicable disease issues, which presented in the Eastern

Region in 2001.  During 2001, there were 22 outbreaks of

gastrointestinal illness and 2 family outbreaks of e Coli 0157.

These outbreaks occurred in a variety of settings including long

stay units for the elderly/nursing homes, nurseries/créches,

hotels and private residences.  
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The Chairman of ECAHB, Cllr. Tony Fox, and the CEO, Mr. Michael Lyons (left) at

the launch of EASTDOC

A survey of the GMS General Practitioner infrastructure

highlights the limited amount of support available to GPs in

relation to practice nurses and practice managers.  

Nurses/Managers GMS Practices

The provision of primary health care is also dependent on a

support team comprising practice secretaries, practice

managers, the staff of health centres, health board, secondary

services etc. The functioning of the primary care team and its

members is facilitated by the staff and organisations of their

various professional bodies e.g. the Irish College of General

Practitioners and An Bord Altranais play a key role.

Infectious Diseases

The Department of Public Health collects, collates, interprets

and disseminates information in relation to infectious diseases

in terms of prevention (immunisation programmes) and control

of sporadic cases and outbreaks of infectious diseases. (See

sections on Demographic Profile and Public Health) 

The Specialists in Public Health take the lead role in the

management and co-ordination of the response to outbreaks of

communicable disease of public health significance. They also

co-ordinate and lead investigations in relation to infectious

disease. Development of protocols for the control of sporadic

cases and outbreaks of communicable diseases involves public

health working with staff from other agencies at national level,

such as the NDSC, FSAI, DOHC. The Department of Public

Health, in conjunction with the 3 Area Health Boards, has

recently finalised a Model Plan for the Management of

Communicable Disease Outbreaks. 

The following are examples of notifications for the year 2001:

No. of Cases Time Frame

Meningococcal 120 2001

TB 186 2001

Measles 182 2001

Immunisation 

Vaccinations have been one of the most important and cost-

effective medical interventions being second only to clean

water in terms of lives saved and illness and disability

prevented.  It is important to acknowledge the national and

regional declining trend in uptake.  A number of measures will

be considered in 2002 to address this important area.  The

following are the immunisation programmes in place within the

eastern region.

Childhood Immunisation Schedule

AGE IMMUNISATION

Birth - 1 year BCG (Implemented ECAHB)

*2 months DTaP/ IPV/ Hib/Men C*

*4 months DTaP/IPV/Hib/Men C*

*6 months DTaP/IPV/Hib/Men C*

12 months MMR

**4 - 5 years DTaP/IPV/MMR

11 - 12 years MMR(6)

10 - 14 years BCG (interval of 3 weeks post MMR)

***School leaving Td

Meningococcal Group "C" Conjugate Vaccine was introduced in

October 2000. From the outset it has been incorporated into

the Primary Childhood Immunisation Programme and will be

ongoing.  Overall the Meningococcal vaccine programme is

aimed at everyone in 0 - 22 year old age group i.e. one third of

the population.  The catch-up programme is being delivered on

3 phases (phase I, phase II and phase III) within the 0 - 22

year old age group and prioritisation for vaccine is given to

groups with the highest incidence of Meningococcal disease.

Those at most risk are being targeted first.

Phase Age Group

Phase I 0 - 4 1 Oct 2000 - 31st Mar 2001

15 - 18

Phase II 5 - 6 March - June 2001

Phase III 7 - 14 On-going

18 - 22

Influenza Vaccine

The influenza vaccine is made available free of charge to all

persons over 65 years and to those in high risk groups under

65 years.  Non-GMS patients continue to pay for GP

consultation fee.  The introduction of the medical card service

to persons over 70 years has extended this programme.

Pneumococcal Vaccine

General Practitioners are involved in opportunistic targeting of

people over 65 years old and certain high-risk groups under 65

years of age for this vaccine.
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Monitoring and Evaluation

Primary Care

The Primary Care Monitoring Framework will be developed from

the information which is cur rently collected at a local le vel and

will develop in line with the National Primary Care Strategy.

The Authority will work closely with Primary Care Units/

Partnerships and other structures to identify key areas to

initiate monitoring frameworks.

Human Resources and Change Management

The vision of the Primary Care Strategy is that Primary Care

services become the cornerstone of care and preventative

services for communities throughout Ireland.  The principal

change required is a shift in the balance from secondary

specialist care to primary generalist care.  This will need major

investment in the development of an appropriate infrastructure

for primary care.  

This presents significant challenges in relation to existing

human resource management policies and the effective

management of change.  The development of this model will

require new ways of working, in particular in relation to

effective team working and inter-disciplinary working.  This

implies change to existing cultures and practices, and as a

consequence, planned and ongoing management of change

will be a critical success factor. The development of this new

model will also require a significant enhancement and

expansion of existing services currently available.  

Achieving such expansion will be challenging in the short term,

in view of critical supply shor tages in professions such as the

therapy professional grades and nursing.  However in the

medium to long term, the Authority will work pro-actively with

the Department of Health and Children and relevant agencies,

on the development of the Human Resource plan for primary

care (which will be published by the Department at end 2003)

and a range of HR interventions including workforce planning

and skills development initiatives in pursuit of the achievement

of the new model of primary care. It is also important to

emphasise that the new model of primary care also presents

considerable opportunities for s taff, since it provides for

enhanced job enrichment, motivation and flexibility.

Guided by the Primary Care Strategy the National Strategy for

Nursing and Midwifery in the Community will provide a plan for

the integration of nursing and midwifery services within primary

care.  The strategy will build on existing strengths, such as the

existing diversity of nursing and midwifery competencies.  Key

elements will incorporate:

• consideration of the role of the clinical nurse specialist/clinical

midwife specialist and advanced nurse practitioners/advanced

midwife practitioners

• the potential to maximise their competencies in the provision

of a needs-led, high-quality and sustainable primary care

service.  

The ef fective utilisation of the skill-mix of nurses and midwives

will ensure appropriate use of resources.   

The needs assessments to be carried out in 2002 by the three

area boards will directly feed into the development of a Primary

Care Human Resource Plan.

Cervical Screening and Cytology
Services

Information from the National Cancer registry and the Public

Health Information Systems (PHIS) showed that in 1999

cervical cancer was responsible for the deaths of 23 women in

the Eastern Region and 75 women nationally thus accounting

for 2 percent of cancer deaths nationally each year. In 1998,

75 new cases of cervical cancer were diagnosed within the

Eastern Region.  

Cervical cancer is de tectable as a result of the development of

the PAP smear test which can identify abnormal, pre-cancerous

cells in the cervix that could eventually develop into cancerous

cells.  Regular cervical screening and treatment where

indicated can prevent 80-90% of cancers developing.

In the Eastern Region approximately 118,000 smears were

processed during 2001 both for women from within the Eastern

region and for other regions which have traditionally sent

smears to the East for processing. 2001 saw the demand for

cervical cytology continue to increase throughout laboratories in

the region to the extent that many laboratories are now

operating at capacity. 63% of the processing of all smears

nationally are done in laboratories within the Eastern Region.

This recent increase in demand has led to an increase in turn

around times with backlogs of several weeks and additional

staffing pressures on the laboratories throughout the region. All

laboratories have continued to work to address the backlogs

which have arisen as a result of increasing demand and a lack

of available trained cytology staff which continues to be a major

issue for all laboratories. 
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The summer meeting of the South Inner City of Dublin Partnership in Primary Care

An outbreak of syphilis occur ring in homosexual and bisexual

males, which was notified in November 2000, is on-going.

Tuberculosis continues to be a problem in the Region with 186

cases notified in 2001, which is an increase of 43 from the

previous year.  An outbreak of TB also occurred in a drug

treatment centre during 2001, which involved extensive contact

tracing and follow up in this vulnerable population.  The first

reported outbreak of leptospirosis occurred in November 2001.

The global threat of bioterrorism in October also had an

impact.  In total 53 anthrax hoaxes were managed in the

Eastern Region during 2001.  This presented a challenge to all

the services involved and in particular to the health services.

In addition, three investigations were undertaken in relation to

Hepatitis B and Hepatitis C in the hospital setting.  One

involved a large look back exercise and highlights the

importance of immunisation of all healthcare workers against

Hepatitis B virus.

Immunisation - Uptake Rates in the Eastern Region

It is notable that the overall primary immunisation uptake rates

at 12 and 24 months have dropped in 2001.  This trend has

been noted nationally, however, the reduction has been more

dramatic in the Eastern Region.  Furthermore, the drop is more

marked in areas of social and economic deprivation.  The

lowest uptake rates for primary immunisation at 12 months for

2001 were noted in the north and south inner city locations

(areas of severe deprivation).  The primary immunisation

uptake rates for diphtheria, tetanus and acellular pertussis at

12 months have dropped in the third Quar ter of 2001 to 59.8%

from 70.6% in the four th Quarter of 2000. The uptake rates for

HIB and polio vaccines in this age group have dropped to

60.4% and 59.2% from 72.3% and 72.2% respectively. While

less marked trends are evident uptake rates at 24 months and

MMR uptake rates were also lower in these areas. 

It is recommended that the immunisation uptake rate of

primary and MMR vaccination in the population reaches 95% in

order to prevent outbreaks of serious infectious diseases such

as measles, mumps and pertussis.  The uptake rates for 2001

could present a risk of such diseases increasing in the

population.  In order to address these poor rates a range of

strategies will be pursued and targeted in 2002.  

Community Drugs Scheme

During 2001, approximately 352,000 clients registered under

the scheme in the eastern region were entitled to receive

services. In addition approximately 377,113 availed of the Drugs

Payments Scheme (DPS) and 41,242 benefited under the Long

Term Illness Scheme (LTI).

Hepatitis C (community services)

Currently there are 578 people with Hepatitis C regis tered with

the authority. This is an increase of four per cent on last year's

figures. Services for this client group are continually assessed,

evaluated and developed in accordance with client needs and

the recommendations of the Review of Health Services for

Persons with Hepatitis C conducted by the Consultative Council

on Hepatitis C.

A Regional Hepatitis C Liaison Co-ord i n a tor was appointed with i n

the Easte rn Regional Health Au th o rity in 2001. The Co-ord i n a to r

will build on the ex i sting st ru c t u res and relationships that support

the development of services for persons with Hepatitis C in ord e r

to ensure an inte gr a ted seamless appro a ch to health c a re at

p ri m a ry and secondary levels th roughout the region. 

Launch of the Public Access Defibrillation Programme in Blanchardstown Shopping Centre
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Dental

The Dental Treatment Service Scheme (DTSS) allows for the

provision of primary dental care services for adults (persons

over 16 years of age) by private dental practitioners

participating in the DTSS. Within the eastern region

approximately 304 private dental practitioners provide dental

services to eligible adults under the DTSS. The scheme was

introduced on a phased basis and commenced in November

1994. The objective was to:

• Improve the oral health of adult medical card holders and

thereby reduce the equity gap between this population and the

population as a whole by pr oviding a high quality dental service

• To provide dental services to adult medical cardholders in a

cost-effective and equitable manner

• Under the revised agreement, treatment may be carried out on

above the line treatment items without prior approval from the

area health boards.  Prior approval continues to be necessary

in all cases of below the line treatment and for denture

treatment. 

The services of health board dentists are largely concentrated

on providing oral health and treatment services to children and

special needs groups with an emphasis on preventive

programmes. The range of dental services provided include

preventive primary care dental services such as dental health

education, examination, scaling and cleaning and preventive

treatments such as fissure sealing plus routine dental care.  A

target approach is used to maximise ef ficient use of resources.

Children in 2nd, 4th and 6th class are screened for treatment

need once every year. This programme is to be extended to

include 2nd year post primary school age group.  A dental

team including dentist, dental hygienist and dental nurses

provides this treatment. Responsibility for the care of patients

with special needs is co-ordinated by senior dental surgeons

(special needs) in each dental area. 

Orthodontic services

Orthodontic treatment need is assessed in the dental clinic by

the dental surgeons in the fir st instance. Patients are placed on

an assessment waiting list depending on the severity of their

orthodontic need. Principal dental surgeons play an important

role in the validation of assessment waiting lists. Orthodontic

services in the region are consultant led and provided through

units based at St. James's and St. Columcille's Hospitals.  The

Area Health Boards have also contracted or thodontists to

provide treatment in the dental clinics within the community.

Treatment need is categorised as urgent, non urgent and no

treatment need by the consultant or thodontist. There are

waiting lists for or thodontic surgery and or thodontic treatment. 

Significant difficulties were encountered during 2001 in the

recruitment of adequate numbers of qualified staff to address

the orthodontic needs of the region.  Despite major efforts by

the Boards to recruit clinicians both at home and abroad there

is only a net gain of two clinicians to the region.  This

recruitment problem remains the main problem for the service.

The physical infrastructure has been enhanced.  A new

orthodontic unit was opened at St. Columcille's Hospital and

five additional surgeries were opened at the unit in St. James's

hospital.  

A revised joint training scheme between the Boards and the

Dublin Dental Hospital commenced in October 2001 and four

post graduate trainees commenced their three year Masters

Degree for the region.  As part of their training, trainees under

the supervision of the Boards' Consultant Orthodontists will

treat cases from the public waiting list.  

The employment of Orthodontic Managers by the Area Boards

to drive the implementation of the orthodontic plan for the

region is positively impacting on the waiting lists.  A validation

exercise is in operation, and is already identifying significant

proportions (10 - 30%) of invalid cases.  The 884 patients

whose treatment was suspended prior to March 2000 had their

treatment restored during 2001.  The Category 1 Assessment

Waiting List (236 people) is eliminated and while this has

resulted in an increase in the Category 11 Assessment Waiting

list, over 3,000 patients are currently in treatment.
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The Dental Hospital, Dublin

Colposcopy clinics are under taken in the Mater, Rotunda,

National Maternity, Tallaght, Coombe and Beaumont hospitals

and offer a regional as well as tertiary service.

Commissioning Principles

• Timeliness - to process cervical smears in a timely manner and

ensuring quality standards are maintained and that treatment

is delivered on an equitable basis, based on medical need.

• Best use of technology - to introduce liquid based cytology

(LBC) as the means of processing cytology smears to the

laboratories within the region and to support the laboratories in

the training of staff and smear takers in the use of this

technology.

• Efficiency - to increase the capacity of laboratories in the region

to process smears

• Quality - to ensure development of laboratories throughout the

region continues in line with the recommendation of the

National Advisory Group on Cervical Screening. 

Key Priorities

• Addressing the needs of women within the region in the areas

of cytology and colposcopy remains the priority for the

Authority. In particular this year it is the intention of the

Authority to address the increasing problem of lack of

availability of smear kits to GPs within the region. 

• Continued investment in laboratories and colposcopy clinics

within the region to ensure their on-going development and

maintenance of quality standards and best practice guidelines. 

• The Authority will continue to work with the National Cervical

Screening programme in relation to the needs assessment

currently underway nationally to examine the cytology services

in order to identify key areas which need to be addressed and

with regards to any roll out of the screening programme to

other health boards. 

Liquid Based Cytology

D u ring 2001 some laborato ries took the initiative of intro d u c i n g

l i quid based cytology on a trial basis - this re l a t i ve ly new

d evelopment which has been in use in the Un i ted Sta tes fo r

some time, has been st ro n gly supported by the ERHA and wa s

funded during the course of the ye a r. The introduction of Thin

P rep re g i o n a l ly will gre a t ly imp rove the quality of screening in th e

region by enhancing the detection rate of abnormal ch a n ge s .

Its introduction is aimed to g reatly reduce the number of

unsatisfactory and borderline reports and therefore reduce the

number of repeat smears required thus improving capacity.

During the year the Rotunda, the National Maternity Hospital,

St. Luke's, St. James's and Beaumont Hospital all received

funding to support the introduction of Thin Prep technology.  In

most hospitals there will be a gradual transition from

conventional to liquid based processing - St. Luke's estimate

that they will process up to 30% of their samples using this

technology in 2002 while Holles Street will have 100%

conversion to liquid based; for the o ther hospitals it is expected

that the rate of conversion to liquid based will vary from 20 to

80%.  The variance is related to staff training and training of

smear takers. The provision of funding throughout 2001 and

2002 will result in 14 laboratory staff in St. Luke's hospital

being trained in the use of this technology in the US. 

Increasing demand for colposcopy service has been reported

by most of the hospitals and clinics within the region. 

Monitoring and Evaluation

• The Authority will work closely with the laboratories in the

region in monitoring the demand for cytology services and will

begin to examine referral patterns and processing time in the

reporting of results. 

• Early in 2002 all laboratories within the region are to be

surveyed with regard to the volume of work undertaken during

2001.

• The Authority will also monitor the ef fects of the introduction of

liquid based technology.

• Monitoring of work undertaken by laboratories on behalf of

Phase One of the national cervical screening programme will

be undertaken by the Phase One programme office of the Mid

Western Health Board.

Human Resources

All laboratories in the region have been experiencing dif ficulties

in filling posts for cyto-technicians. Where possible laboratory

aides have been introduced to support the work of laboratories

and to free clinical staff to devote their time to screening. The

new development funding provided with the 2002 allocation

has been directed at improving the staffing structures of the

cytology laboratories and colposcopy clinics within the region. 

Financial Framework

Additional funding of €1,225,297 was provided during the

course of the year to enable the laboratories to fund the

introduction of liquid based technology and also to purchase

additional equipment. The funding provided during 2001

included start up costs for ten additional nursing and

laboratory staff.
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Orthodontic Treatment in the Dublin Dental Hospital.  Detailed

analysis of the type of procedures and the prospect of

duplicates between the Area Health Boards waiting lists and

those receiving treatment require further analysis.

Dublin Dental Hospital

In 2001 the Dublin Dental Hospital returned information on the

following to the Eastern Region.

• Emergency Services

• General Dental Services

• Specialist Services

• Oral Surgery

• Oral Medicine

• Orthodontics

• Restorative Dentistry

• Periodontology

• Paediatric Dentistry

• Oral Radiology

• X-Ray Services

• External Agencies

• An initial analysis of this information shows that there were

12601 emergency treatments in 2001 with the maximum in a

one-month period being December 2001 with 1461.

• There were a total of 9467 orthodontic treatments in the Dublin

Dental Hospital during 2001.

• In 2002, the Eastern Region will work closely with the Dublin

Dental Hospital to validate this information and to update the

monitoring template.

Community Dental Service

Monitoring & Evaluation have been working with the Planning

and Monitoring representatives of the Principal Dental Surgeons

group in the Area Health Boards during 2001 to develop a suite

of information.  A template was implemented and the first

year’s analysis is currently being collated.  Although the

template is in place it has provoked discussions around the

data definitions of each of the core information sources and

these discussions will continue into 2002.  

Ophthalmic Services

The health board Community Ophthalmic Services Scheme

(HBCOSS) was launched on the 1st July 1999 to provide

Optometric/Ophthalmic services to adult medical cardholders

and their dependants not entitled to benefits under the DSCFA

benefit treatment scheme. Under the HBCOSS eligible persons

have access to free eye examinations and necessary

spectacles/appliances. Within the eastern region 145

Optometrists provide services for eligible patients. 

During 2001, the 145 Optometrists who provide services for

eligible patients, treated approximately 24,825 patients.    
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Monitoring and Evaluation

The Authority is committed to working with the newly

appointed Orthodontic Managers in the Area Health

Boards to continuously validate and develop the quality 

of the information gathered on Or thodontic services.

Monitoring 

In 2001 the Eastern Region collated information routinely on

the orthodontic Assessment and treatment Waiting List and

treatment information.  With the appointment of 3 new

Regional Orthodontic Managers in the Area Health Boards,

the quality and validity of the information received has

improved in the last quar ter of 2001.  The introduction of a

new computer system in the ECAHB will also help in the

improvement of the quality of information from the new clinic in

Loughlinstown.  This system once completed its pilot in the

ECAHB will be disseminated across the Area Health Boards

thus further improving the quality of detailed orthodontic

information to the Eastern Region and the Department of

Health and Children. 

In 2002 the Eastern Region will continue to work closely with

the Orthodontic Managers to develop a more comprehensive

monitoring template.  This template will capture the flow of

patients through the clinics from assessment waiting list to

treatment waiting list through treatment and the length of time

in each phase.  This will present a more detailed picture of the

service provision in the Eastern Region and aid the planning

process in the future. 

Analysis of Information - Or thodontic Section

Assessment Waiting List

• The Category I assessment waiting list has decreased from 307

in 2000 to 18 in December 2001. This dramatic decrease

(94%) is due to the appointment of the Orthodontic Managers

and a co-ordinated focus on assessing the Category I patients.

The Category II assessment waiting List has decreased by

1520 (13%) cases in 2001.  The reason for this decrease is due

to the focus on the Interrupted cases in the Region.  

Eastern Region Assessment Waiting List

Quarter Category Category % (+/-) % (+/-)

One Two Total quarterly year

1st 365 10940 11305

2nd 1 11498 11499 1.72 1.72

3rd 27 11781 11808 2.69 4.45 

4th 18 9420 9438 -20.07 -16.51

Treatment Waiting List

• The number of people in Treatment at 31/12/2001 is 3776.

This is a reflection of resources being channelled through the

ERHA to focus on the increasing numbers being assessed and

therefore increasing those eligible for treatment.  This figure

also includes the following:

• Number of people currently receiving treatment

• Number of patients in retainers i.e. no longer in active

treatment

• Patients in treatment with postgraduates

• Community Orthodontists

• The assessment waiting list validation exercise that will begin in

early 2002 will show the exact numbers from the assessments

that are not eligible for treatment.

• The number of patients waiting for treatment at the end of

2001 was 1058.  This represents an increase of 15% since the

introduction of the or thodontic managers in October 2001.

Patients Currently in Orthodontic Treatment

Challenges for the Service 2002
• The need to standardise reporting mechanisms on information

gathering from Community Or thodontists needs further

clarification.  It is anticipated that a solution to this situation will

be achieved in early 2002 thus improving the procedures in

relation to information collection.  

• Updating of IT system:  The ongoing validation of the VAX

system in St. James and the introduction of the new system in

Loughlinstown has improved the quality of information through

the orthodontic units in the Area Health Boards.  However, it is

imperative that the system is thoroughly piloted and

amendments are fully carried out before it is rolled out across

the region.  The Eastern Region will work closely with the

Orthodontic managers in has collation of quarterly information

on a similar basis from all health boards.  

• There are a significant number of patients receiving

Ten children, from the Belarus area of Chernobyl, receiving dental treatment at The South Western Area Health Board Clinic in Naas, Co. Kildare
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accelerators).

• New Day Ward and A&E Unit opened in Temple Street Hospital.

• New / upgraded Bone Mar row facility at St. James's Hospital

opened in February.

• Provision made for running costs in 2001 of £20 million re-

equipping programme in Beaumont Hospital.

• Bone Bank Service, Cappagh Hospital - The development of a

new service commenced this year.

• Further roll-out of accreditation programme in major acute

hospitals.  Establishment of national accreditation agency on a

statutory basis being progressed by Department of Health and

Children.

• Accreditation of laboratories in major acute hospitals and

maternity hospitals underway.

• An allocation of £2m for pre-hospital and ambulance services

has allowed for significant upgrading of ambulance equipment.

• Development of renal services at Beaumont, the Mater,

Tallaght, St. Vincent's and St. James's including support for

home dialysis.  A review of Renal Services in the region by the

Authority was well advanced.

• Waiting lists: 7,471 general procedures were commissioned in

2001

• An additional 485 cardiac procedures were commissioned.

Waiting lists for cardiac surgery have been reduced by 43% in

the period December 2000 to September 2001.

• St. Joseph's Private Hospital, Raheny, was purchased by the

Authority.

• The new 34 million development at Our Lady’s Hospital,

Crumlin, which got underway this year, will provide seven

theatres, a day ward and other facilities.  

The development funded by the ERHA, will deliver significantly

improved facilities at the Hospital from early 2004.

The funding is to be allocated under the National Development

Plan and will allow for the building and equipping of:

• 5 new full operating theatres;

• 2 day theatres;

• a new day ward;

• ancillary changing rooms; and,

• a new Sterile and Clinical waste disposal unit (CSSD).

The work will take 21 months to complete. The new facilities

will start to be used by patients early in 2004.  

Over the last 18 months, the Hospital, working with the ERHA,

has been able to significantly reduce waiting lists for heart

surgery in children by arranging for them to have their

operations done in private hospitals in the UK and the United

States.  The overall waiting list for cardiac surgery in the region

was reduced by over 40% this year.

Commissioning services abroad is an interim measure while

capacity is built up at home.  The new theatres at Our Lady’s

Hospital for Sick Children will enable the hospital to provide for

children on the waiting lists for surgery and other procedures

section 25 - acute hospital services
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The acute hospital sector has been characterised by a number

of fundamental changes in the last number of years.

• An accelerated decline in the bed stock within the Eastern

Region over the period 1980-1998, of 30.9% (1980=7,066 -

1998=4,884).  In 1980 the East had 47% of the national bed

stock and this had declined to 41.5% of the national s tock by

1998.

• Allowing for residents outside of the eastern region who access

acute hospital in-patient services within the region, the number

of beds per 1,000 of population in the eastern region is 2.49

compared to 2.95 for other Health Boards.  

• Day cases have increased steadily and now stand at 47% of all

Acute Hospital activity in the east.

The existing bed stock in the eastern region has been under

sustained, constant pressure over the past number of years

and the Authority will be working in 2002 with the Department

of Health and Children and provider agencies in the context of

initiatives arising from the Health Strategy Action Plan to

provide additional acute hospital beds for public patients.

This region has one of the lowest levels of care places for

elderly people in the country.  It has the highest reliance on

private nursing homes/convalescent care and has the lowest

ratio of public non-acute beds; two thirds of this supply is

extended care. There is also a significant shortage of

convalescent and rehabilitation provision. These are areas

which the authority has identified as being crucial in the

management of bed capacity and appropriate use of hospitals.

It is in linking the provisions in the community to the acute

hospitals that the Authority would see itself playing a pivotal

role in the context of actions arising from the Health Strategy.

Activity Levels in Acute Hospitals

An analysis of the information from the monitoring framework

shows that activity in the region for 2001 is higher when

compared to the same period in 2000. 

• Inpatient Discharges have increased by 2.0%

• Day Cases have increased by 10.5%

• Bed Usage has increased by 2.7%

• Outpatient attendances have increased by 5.5%

• In 2001 the Authority was in a position to monitor the

proportion of patients who reside within the eastern region and

those who reside outside of the region.

• The inflow for hospital inpatient admissions from outside the

region is approximately 20%

• 33% of elective inpatient admissions in the eastern region were

for non eastern residents

Day case activity has continued to grow and currently accounts

for 47% of all activity in the eastern region. This compares to

44% last year. Non eastern region residents account for

approximately 20% of all day cases.

With this increasing activity, there still remain some critical

issues facing hospital services, which include high bed

occupancy, high ratio of emergency admissions and patients

occupying beds who are medically fit for discharge but awaiting

a bed in a more appropriate setting. These issues can result in

cancellation of inpatient and day case procedures.

Emergency admissions account for 56% of all admissions in

the region. However, when isolating those hospitals with A&E

departments this figure is 69%.

• In any one week there is an average of 198 people over 65

requiring more appropriate care and 47 young chronic sick

patients requiring placement.

Delivery of elective and emergency medical care, maternity

services, diagnostic, rehabilitation, preventative, and palliative

care lie at the core of hospital based service provision within

the region.

During 2001 the following developments took place:

• Continued roll-out of developments commenced in 2000.

• MRI Scanners at Tallaght and St. James's were full y

commissioned in February 2001. Funding was also made

available to Cappagh Or thopaedic hospital and the Children's

Hospital, Temple St to enable them to commission MRI

Scanners in their hospitals.

• Commissioning of new radiotherapy equipment (two linear

section 25
acute hospital
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The hospital sector provides care to a population of over 1.5 million people. Included in the remit of the
major hospitals is the provision of services to patients from outside the functional area of the ERHA,
particularly in relation to tertiary services and national specialist services.  However they also provide a
wide range of services for people from outside the Region who travel to Dublin for routine procedures.
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Stephen Doyle is a 16 year old boy who in April 2001 wa s

a d m i t ted to the Mater Hospital with a rare cardiac condition

w h i ch re s u l ted in seve re heart fa i l u re.  Te ch n i c a l ly the pro s p e c t s

of perfo rming a heart transplant we re ex t re m e ly ri s k y. 

On Intensive Care Stephen's heart stopped twice and he was

treated with novel medical drugs to keep him alive.  A heart

transplant was performed by a team led by Mr Jim McCarthy,

Consultant Cardio Thoracic Surgeon in the Mater Hospital. This

was a very high risk, but successful, operation which lasted 8

hours. His medical team felt that his case would have been

exceptionally challenging in any of the best transplant centres

in the world.  Six weeks later, Stephen was discharged from

hospital and now leads a normal life - he is back at school and

is currently studying for his Leaving Certificate.

There are many more success s tories like Stephen's in the

Mater Hospital which has an enthusiastic and highly motivated

team of doctors, nurses and para-medical personnel.

A happy outcome
for StephenArchitect’s model of the new St. Vincent’s University Hospital project

Stephen after his operation
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the kind of service they need.   

• A new purpose-built National MRSA Reference Laboratory at St.

James’s Hospital was completed this year.

The Reference Laboratory will monitor the presence of MRSA in

Ireland, assist infection control ef forts and survey rates of

resistance to current and new antibiotics.

Staphylococcus aureus (S. aureus) are commonly occur ring

bacteria.  Methicillin-resistant S. aureus (MRSA) are S. aureus

that are resistant to first choice antibiotics and are primarily

found in hospitals. MRSA may colonise body sites without

causing infection but may cause serious, even life-threatening,

infections in already seriously ill patients.

Control of MRSA requires continual investigation to monitor

epidemic strains, data on rates of resistance to current and

new antibiotics and on-going research to try to determine why

MRSA remains such a dif ficult and intractable problem. The

establishment of the National MRSA Reference Laboratory will

provide facilities for this work and is therefore a most timely

and welcome development.

Since 1999, Irish hospital laboratories have participated in a

European study called the European Antimicrobial Resis tance

Surveillance System (EARSS) in partnership with the National

Disease Surveillance Centre to collect data on antibiotic

resistance in bacteria. In that study rates of resistance to

methicillin among S. aureus were 39% in the years 1999 and

2000. These rates place Ireland among the countries with the

highest rates of methicillin resistance in Europe.

In 1995 the Department of Health commissioned a survey to

determine the extent of MRSA in Irish hospitals and found a

prevalence of 16.5 cases per 1000 discharges. In 1999 this

study was updated in collaboration with the health authorities

in Northern Ireland and reported a prevalence of 15.4 cases

per 1000 acute hospital discharges. The 1999 study also found

that only one in three

patients carrying MRSA

showed evidence of

clinical infection.

The establishment of the

National MRSA Reference

Laboratory coincided with

the launch of the Strategy

for the Control of

Antimicrobial Resistance

in Ireland (SARI) Report

in 2001. That report

highlighted the need to

develop a national

strategy to control the

development and spread

of antimicrobial

resistance in Ireland.

The National MRSA Reference Laboratory will liaise with

reference centres in other countries. The advantage of such

liaison was demonstrated recently when a strain of MRSA

causing problems in Western Australia was recognised to be

similar to an Irish strain of MRSA.

• At Beaumont Hospital a £1.5 million Cardiac Inter ventional

Suite was completed. The suite provides essential diagnostic

treatment services, such as coronary angiography, for patients

suffering from cardiovascular conditions.

Thanks to the new facility, statistics for the present year to the

end of July, showed that already the numbers of interventions

are up: compared with December 2000, for example, when 9

inpatient pacemakers were fitted, in July 2001 15 were fitted.

In December 2000, 51 angiograms were carried out – in Jul y,

120. In December, there were 13 angioplasties; in July there

were 22. 

All of these interventions are meaningful – in some cases they

confer hope of a longer, more active life, in others they allay

anxiety and relieve troublesome symptoms.

The unit carries out around 2,000 essential procedures a year.

As well as angiogram, angioplasty, pacemaker insertion and

various other procedures the unit also provides diagnostic and

treatment facilities which were previously provided for

Beaumont patients at the Mater.  As a result, the waiting time

for treatment has also been significantly reduced.  It is hoped

that a dedicated Cardiology Day Ward will soon be developed

which will further enhance the facilities for the treatment of

cardiovascular illness, which remains a major cause of

premature death in Ireland.

• A new £2 million building to house the National Centre for

Hereditary Coagulation Disorders (NCHCD) was completed at

St. James’s Hospital.

The purpose-built facility will enable the diagnosis and

treatment from one specialised location of all coagulation

disorders including haemophilia for adults and children.

The services the facility provides include care for patients with

severe haemophilia and other blood related disorders.  It also

provides facilities for those on home therapy programmes,

specialised service for HIV and Hepatitis infections, specialised

dental and orthopaedic care for haemophilia and an advisory

and response service to Local Haemophilia Treatment Centres,

Hospitals, General Practitioners, patients and their families.

The new NCHCD building houses a research and development

laboratory where successful new treatments for patients with

thrombotic and bleeding disorders have already been

developed. A number of patients who have benefited from

treatments, for illnesses (such as septicaemia arising from

meningitis and recurrent miscarriages) were present at the

opening.

Services have been transferring from other parts of St. James’s

Hospital to the new building over the past 18 months. In the

coming months outpatient services for children with

haemophilia and related disorders, cur rently at the Adelaide

and Meath National Children’s Hospital at Tallaght, will also

transfer to the new building. This will enable entire families to

be treated in an integrated manner at one location.  Children

requiring treatment on an inpatient basis will be treated at Our

Lady’s Hospital for Sick Children, Crumlin.

The centre is part of a better future for the treatment of

coagulation disorders in Ireland. The specialised building will

enable a top level of service for patients that is highly

integrated and family friendly. Staff there will play a leading role

internationally in the development of better treatments and

cures for patients

Haemophilia is a genetic disorder and is believed to affect

approximately one in every 5,000 to 10,000 male births.

Bed Capacity: In addition to developments above, projects

have been identified that would bring on stream within the

region additional capacity depending on additional capital and

revenue resources as follows:

• 325 extra in-patient beds;

• 10 extra day care places;

• 600 additional orthopaedic procedures, additional plastics, ENT

and ophthalmology procedures.  

An Interim bed capacity allocation of £3 million from the

Department of Health and Children has allowed for the

commissioning of:

• 43 of these beds in Tallaght and the Royal Hospital

Donnybrook;

• A new Medical Emergency Department in the Mater Hospital;

• Patient Liaison Officers in each adult A&E hospital to ensure

there is a key individual in each A&E department with

responsibility for patient communications.  

Much of the emphasis on hospital care within the East during

2001 has focused on the situation in the A & E departments

and on the length of waiting lists for elective surgery.

On-going difficulties in addressing the demand for elective

treatment on a timely basis reflect the sharp decline in elective

admissions, the increasing emergency admissions and the high

occupancy levels in the larger acute hospitals. 

Management of Waiting Lists

Waiting Lists continue to be high in numbers with significant

waiting times in acute hospitals within the Eastern region. The

above factors have been identified as key priorities for the

Authority in 2002. At the end of September 2001 there were

16,253 people on waiting lists within the region: 76% of all

cases fall within eight main specialties (Cardiology, ENT,

General Surgery, Orthopaedics, Ophthalmology, Plastic Surgery,

Urology and Vascular Surgery).  Management of the waiting list

issue will require a whole system-wide approach particularly for

high-volume specialties. In 2001 the commissioning of an

additional 1,245 procedures from private hospitals provided

significant additional capacity in addressing waiting times for

elective specialties. 

Better utilisation of one-day surgery and five-day wards is

fundamental if a significant impact is to be made to the waiting

times of the patients on the Public Waiting Lists. The Authority

has taken the initiative in 2001 to plan the development of day

surgery and medical procedures in the Northern Area. These

plans will also inform developments in the East Coast and

South Western Areas.

During 2002 the Authority in conjunction with Providers will

address the transfer of patients from one consultant to another

within a specialty where this would assist in having procedures

carried out on a timely basis. In the course of 2001 the ERHA

significantly reduced the number of patients waiting for cardiac

surgery (reduced by 43% from December 2000 to September

2001) in both the adult and paediatric populations by funding

identified capacity within the public and private sectors both

here and abroad. 

In 2001 the Authority commissioned additional surgical

procedures in the following specialties: Ophthalmology,

Paediatric Surgery, Orthopaedics, ENT, Gynaecology,

Neurosurgery, Maxillofacial, Plastic Surgery, General Surgery,

Urology and Cardiac Surgery. The commissioning of additional

procedures will be continued in 2002. Despite capacity

constraints there is significant po tential identified by the

Authority within both the public and private sectors to further

reduce waiting lists and times. 

Accident and Emergency

During 2001 the Accident and Emergency departments across

the region were continuously busy and at times over stretched.

Emergency admissions are steadily increasing and account for

69% of all admissions. E l even hospitals in the region prov i d e

Accident and Emergency services, including th ree paediatric A & E

D e p a rtments.  The trend in levels for both adult and paediatric is

section 25 - acute hospital services section 25 - acute hospital services
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l i ke ly to continue with 402,950 new and 36,895 ret u rn atte n d a n c e s

ex p e c ted in 2002.  

Winter Initiative funding was provided by the Department of

Health & Children to support a range of initiatives including the

appointment of additional consultants in the Accident and

Emergency departments within the region. In addition Winter

Initiative funding allowed the Authority to progress

implementation of the Authority's review of Accident and

Emergency services in the Eas tern region which was approved

by the Board of the Authority in February 2001. This review set

out a range of initiatives to improve accident and emergency

services including the employment of a project manager, the

employment of discharge co-ordinators in hospitals in the

Eastern region to manage the timely discharge of patients to

the appropriate setting; the establishment of dedicated minor

injuries in larger hospitals, in order to reduce waiting times for

patients with minor injuries and piloting of potential solutions

for managing specific emergency admissions such as a Deep

Vein Thrombosis respiratory illness and chest pain.

The review strongly supported the bringing together of an A&E

steering committee composed of A&E consultants, Nurse

Managers and Senior Hospital Management and the

ambulance services which would give priority to improved

operation and coordination of accident and emergency

services.  This high level group has been active throughout the

year in overseeing and developing appropriate responses to the

emergency workload presenting in the region. The initiatives to

improve accident and emergency services already underway in

the region have been underscored by the National Healt h

Strategy which sets out a subs tantial programme of

improvements including the appointment of additional A & E

consultants and Advanced Nurse Practitioners (Emergency) and

the establishment of assessment units.

Renal Dialysis

Within the region four hospitals adminis ter dialysis services to

approximately 300 patients. Most units operate to full capacity,

with one open on a 24-hour basis seven days a week.

Approximately one third of patients attending for dialysis

services are from outside the Eastern region. Activity in Dialysis

throughout the region has increased subs tantially due to a

reduction in contra-indications. Age alone is no longer a barrier

and the link between kidney transplantation and dialysis is no

longer a determining factor. Patients are now dialysed even if

transplantation is not envisaged.

Pre-Hospital Care and Ambulance Services

The Ambulance Service will continue to meet the demand for

emergency care.  The Eas tern Region Ambulance Service and

that of Dublin Fire Brigade answer a total of 140,000

emergency calls per annum in addition to their role in patient

transportation.

A number of developments took place during the year :

• Procurement of 15 new A&E ambulances and 2 Patient

Transport vehicles.

• Administration of Aspirin in the treatment of Acute Myocardial

Infarction.

• Data collection and Clinical Audit.

• Automatic External Defibrillators.

• 12-Lead ECG and transmission of data by mobile phone to

A&E/CCU of the Acute hospitals.

Funding for some of these initiatives was made available under

the Cardiovascular Strategy to enhance the quality of pre-

hospital cardiac care services.

The development of pre-hospital care services has also resulted

in a requirement for increased training input in order that high

quality outcomes can be achieved.

In recognition of the need to be prepared in the event of a

major disaster/incident the emergency planning services have

ensured that all collaborative ef forts of emergency services will

be appropriately integrated and co-ordinated so that the impact

of any disaster can be minimised.

The pre-hospital and ambulance services will continue to

provide an equitable Emergency Ambulance and Patient

Transport Service for all patients and clients within the ERHA.

Palliative Care

Palliative Care is regarded as the oldest of all medical

specialities and is in essence concerned with the quality of life.

It is the continuing active total care of patients and their

families at a time when the medical expectation is no longer a

cure. It responds to the physical, psychological, social and

spiritual needs and extends to support in bereavement. The

goal is the highest quality of life for both patient and family,

(Report on the National Advisory Committee). 

A needs assessment of palliative care was undertaken by the

former Eastern Health Board and published in December

1999. Most of the recommendations of this report have now

been implemented in the Eas tern Region.  The publication in

October 2001 of the National Advisory Committee on Palliative

Care identifies further areas for development and the extension

of palliative care beyond its traditional limited remit of oncology.

The Authority will update its needs assessment in light of the

new findings from the national report, specifically to include the

palliative needs for non-malignant conditions. An additional

€950,000 was allocated for palliative care in the Eastern

Region in 2001. This funding allowed early progress to be

made on the implementation of report of the National Advisory

Committee.

Hepatitis C

In the provision of services for individuals who have contracted

Hepatitis C through blood or blood products administered

within the state, the Eastern Regional Health Authority

continues to be guided by the recommendations of the

Consultative Council on Hepatitis C. (HSRC, March 2000). 

There are twelve recommendations contained within the report

and a subcommittee of the Council is currently evaluating

progress against these. 

The Health (Amendment) Act, 1996 provides for the Health

Boards to make available without charge the following services

to persons infected with Hepatitis C:

• GP services in relation to all medical conditions.

• Drugs and medicines.

• Home support services.

• Home nursing services.

• Dental, ophthalmic and aural services.

• Counselling services in respect of Hepatitis C.

• Other services, as deemed appropriate.

Hospital Services are provided in the following designated Liver

Units:

• St. James's

• Beaumont

• Mater Misericordiae Hospital

• St. Vincent's University Hospital

• Our Lady's for Sick Children

The Committee of Medical Consultants who provides services

for persons with Hepatitis C has commenced work to agree

protocols for the treatment of this patient cohort and is in the

process of producing a draft discussion document. The Review

of Health Services for Persons with Hepatitis C conducted by

the Consultative Council on Hepatitis C was satisfied to record

that the services provided were generally meeting the needs of

this client group although there was scope for improvement

highlighted in some areas.

Maternity Services

Births in the region have continued to rise and 22,427 babies

were born in 2001 in Eastern Region Hospitals. Limited

capacity in the Maternity Services has made it necessary in

some hospitals to encourage first time mothers from outside

the region to have routine births managed by their local

maternity services. 

In the course of 2001 the Authority established a joint working

group with the maternity hospitals to examine the impact on

the hospitals created by the increased number of births, the

impact of asylum seekers on the service and nurse midwife

section 25 - acute hospital services section 25 - acute hospital services
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The Minister for Health, Mr. Micheál Martin, TD, opened the new MRI scanner at

Cappagh Hospital

The Taoiseach, Mr Bertie Ahern, TD, opens the new cardiac suite in Beaumont Hospital
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recruitment and retention issues.  The policy of referring

asylum seekers to other accommodation centres throughout

the country will assist the hospitals.  The impact on the service

of this policy as well as the level of referrals from outside the

region to the Dublin Maternity Hospitals will be kept under

review during 2002.

Monitoring and Evaluation

The acute sector of the Authority is responsible for the

monitoring and evaluation of hospital services commissioned

within the context of the service agreements with voluntary

agencies and area health boards.

Monitoring Arrangements

As part of its Monitoring requirements the Authority will be

collecting a detailed set of information from acute Hospitals in

2002. The information collected will be broken down by

children, adults and older persons and by specialty in most

cases. A breakdown of public/private activity, elective/non-

elective mix and ERHA and non ERHA patients will also be

provided.

The following are the areas covered by the monitoring template:

• In-patient discharges

• In-patient waiting list

• Out-patient attendances

• Day case activity

• Day case waiting list

• Delayed discharges

• A&E attendances

• Source of admission

• Bed capacity/utilisation 

• Out-patient capacity

A profile of activity based on this monitoring framework is set

out on page 76. The monitoring template fulfils the Eastern

Regional Health Authority requirements as well as those

requirements that have to be met for the Department of Health

and Children i.e. IMRs, Bed designations, weekly A&E statistics

Waiting List Monitoring

The National Health Strategy: Quality and Fairness placed

renewed focus on waiting times with targets set for both adults

and children to be achieved by the end of each year to 2004.

The Authority will continue to monitor the progress made by

each agency in 2002 in achieving the immediate target of a

waiting time for treatment of no longer than 12 months for

adults and 6 months for children.

In this regard the waiting list information monthly submissions

which form part of the monitoring framework for all acute

agencies in the Eastern Region will continue to be used to

monitor waiting times in the region. 

Waiting lists are currently categorized by waiting

times/Specialty/ Consultant / age band / public or private /In-

patient or day case and area of residence. The Authority is

currently working on having the procedure breakdown within

each specialty returned as part of the monthly returns from the

Agencies in 2002.

As the agencies are at dif ferent stages of system development

their capacity to return the additional information is not

complete at this stage but the Authority will continue to work

with all agencies to facilitate the r eturn of information as

detailed above.

In 2002 it is proposed to work with the providers in order to

standardize placement records to enable better monitoring and

classification. The Authority is committed to ongoing validation

in order to better manage and audit waiting lists and waiting

times.  For the first half of 2001 there were 5,255 patients

validated from waiting lists in the Eastern Region, thus yielding

more reliable and accurate information to assist clinicians and

managers in delivering services.

Accident and Emergency Monitoring Arrangements

The format of the A & E weekly statistical returns has been

reviewed. The A & E steering committee has accepted the

proposed changes and they will be introduced during 2002.

The information returned will be more detailed and will give a

more accurate reflection of activity in the region.

Evaluations

These evaluations will be conducted in order to assess the

strengths and weaknesses of existing services against a

background of the commissioning principles of quality, equity,

people-centredness and accountability.

Evaluation of outpatient services in the Eastern region

A key policy objective of the National Health Strategy is to

improve outpatient services.  The Authority began a review of

this service in 2001 in order to make recommendations and

implement change aimed at improving the service.  The initial

focus has been on ENT out-patient clinics, and this is well

under way. It is anticipated that the initiatives arising from the

review will be piloted in 2002. Any program of change will have

as its focus an improvement of quality in outpatient settings in

terms of process and structure. The Authority will also continue

to take account of the prepective of the patient in any

improvement of health service delivery, through ongoing

surveys of patient satisfaction without outpatient services.

Evaluation of Renal Dialysis Services

The Department of Health and Children is currently considering

bringing forward a national renal strategy. As part of this the

ERHA agreed with the Department to carry out its own review

of renal dialysis services within the eastern region. The ERHA

has also been under considerable pressure from individual

agencies to facilitate an increase in dialysis services. This

review was conducted and is almost completed. Its purpose

was to examine the scope and quality of services within the

Eastern region, and the possibilities for networking or co-

ordinating services in order to provide quality equal and

accessible care to all patients within the region. The terms of

reference are:

• To review existing arrangements for the delivery of renal

services with regard to quality/audit to ensure they are in line

with best practice internationally.

• To review existing activity levels and projected demand to 2011.

• To examine other models of delivery both nationally and

internationally.

• To bring forward proposals for the development of renal

services for the region in line with best practice internationally,

and having regard to such policy as may be determined by the

DOHC in relation to renal dial ysis services.

It is intended that the review will inform future commissioning

decisions on renal services and highlight the Authority's

information requirement to monitor and evaluate service

delivery, identify access issues and access outcomes for

dialysis patients.It is also anticipated that the Authority's

evaluation will make an impor tant contribution to the proposed

national review of renal services.

Human Resources

Shortage of key staff throughout the region has continued to be

a major problem for the majority of hospitals within the Eastern

Region.  While up to 8%-10% of nursing posts are filled by

agency nurses, problems remain such as a lack of continuity,

difficulty in planning nursing schedules and the shortage of

nurses with specific expertise in theatre or intensive care areas.

While many agencies have embarked on international

recruitment campaigns with good ef fect, in planning and

developing hospital services there will be a need to take

account of the limited availability of certain categories of staff

and to address these challenges through innovative use of

different skill mixes and other strategies. 

During the course of 2001 the Authority es tablished a nursing

and midwifery planning & development unit with the aims of: 

• Developing a strategic plan for the professional development

and promotion of Nursing and Midwifery within the Eastern

Regional Health Authority area.

• Assisting in the development of a regional framework in

conjunction with the Department of Health and Children,

Eastern Regional Health Authority and the three Area Health

Boards in identifying priorities for the implementation of the

Health and Primary care Strategies.

• Promoting the development of multidisciplinary and interagency

working within the Eastern Regional Health Authority.

• Developing an information and communication framework for

nursing and midwifery within the Eastern Regional Health

Authority.

A DATHs nursing recruitment and retention of fice was

established in August of 2000 and a project manager

appointed in December of that year. Work began in earnest

during 2001 with five key areas identified on foot of the nursing

recruitment and retention study conducted in

October/November 1999. 

The key areas being addressed are: 

• Recruitment

• Skill Mix

• Career Pathways

• Databases

• Governance

The office, based presently in AMNCH, has, on behalf of the

hospitals involved, gone to tender for International Recruitment

of Nursing staff. The contract has been awarded for one year

with the option of renewal for three years. 

section 25 - acute hospital services section 25 - acute hospital services
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Architect’s model of Naas General Hospital project
Testing the new scanner at Beaumont Hospital with the Minister for Health, Mr. Micheál Martin, TD.
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Activity

In 2001 the number of outpatient attendances totalled

approximately 2,872, a monthly average of approximately 250

outpatient attendances.  The number of procedures performed

increased by 2-3% over 2000 activity.  A programme for cardiac

surgery abroad has been maintained and expanded, as shown

in Table 11.1 below.

Table 11.1:  Activity Data for Paediatric Cardiac Surgery,

OLSC 2000/2001

Activity 2000 2001

Number of theatre procedures 309 296

OPD attendances 2,883 2,872

Number procedures carried 
out abroad 81 95

Liver Transplants

The National Liver Programme at St. Vincent's University

Hospital exists to provide high quality specialist care to patients

both locally and nationall y.  Currently in its tenth year of

operation, the continued success of the programme has

resulted in ever increasing numbers of patients being refer red

for both assessment and treatment. 

Since its inception in 1993, a total of 186 liver transplants have

been performed on 153 patients, with 37 transplants being

performed during 2000.  The success rate remains constant at

in or around 85 per cent.

Cochlear Implants

The National Cochlear Implant Programme was es tablished in

Beaumont Hospital in 1995 and to date has accepted referrals

for initial assessment and consultation for a total of 300

children and 345 adults. (see pages 86 & 87)

A consultant-led (ENT) multidisciplinary team of audiologists,

speech and language therapist (paediatric cases only), hearing

therapist, teacher for the deaf and secretarial staff of fer core

services within the following areas: 

• Assessment of speech and language ability

• Assessment, decision and preparation for Cochlear Implant

• Cochlear Implantation

• Counselling for hearing impaired people

• Fitting and programming of the speech processor

• Lip-reading and hearing assessment

• Rehabilitation and training

• Trials with hearing aids or o ther devices

The unit is considered one of the larger facilities in Europe with

2,600 patient attendances per year.  A total of 22 cochlear

implantation procedures were carried out in 2001.

Bone Marrow Transplantation

The National Centre for Bone Marrow Transplantation

underwent extensive renovations following an outbreak of VRE,

and was reopened in 2001.

Metabolic Screening

The National Newborn Screening programme for inherited

metabolic and genetic disorders is based in Temple Street and

is currently the sole agency responsible for assessing every

new-born child nationally. The service is currently provided on a

24 hours day, 365 days of the year basis. Each week 1,200

samples are analysed and results are sent to both the referring

hospitals and the community care area in which the child

resides. Every sample is screened for four inherited and one

congenital disease and the laboratory is responsible for

following up and requesting repeat samples where anomalies

have been discovered. The demands upon the programme

have expanded considerably over the past number of years

being driven by scientific advances, technological developments

and litigation concerns. In addition the programme is

increasingly being used to assess adults in order to rule out

metabolic disorders.  

One of the more pressing challenges for this programme is the

increasing number of immigrants who will present with less

common metabolic disorders and this is expected to continue

to have an increasing impact upon the work load of the

laboratory and the s taff. 

Activity

The following diagram details the activity levels for Metabolic

Screening at the Children's Hospital Temple Street:

Figure 11.1: Total Number Specimens examined, 1999-2001.
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Within these National/Supra-Regional specialist centres, the

ERHA commissions treatment and af tercare services for those

who have complex illnesses/conditions. National speciality

services provide a comprehensive and wide range of

assessment, diagnosis, treatment and rehabilitation services.

Designated National Specialist services in the eastern region

incorporate the following areas of care (although in some areas

tertiary work does go on outside the national centre while other

centres carry on work a portion of which can be considered

tertiary level):

• Heart/Lung Transplantation:  Mater Hospital

• Liver Transplantation:  St. Vincent's University Hospital

• Cochlear Implants:  Beaumont Hospital

• Metabolic Screening: The Children's Hospital, Temple Street

• Bone Marrow Transplantation:  St. James's Hospital

• Adult Cystic Fibrosis: St. Vincent's University Hospital

• Spinal Injuries: Mater Hospital, National Rehabilitation Hospital

• Paediatric Cardiac Services: Our Lady's Hospital for Sick

Children.

• National Centre for Medical Genetics: Our Lady's Hospital for

Sick Children.

• Renal Transplantation:  Beaumont

• Haemophilia:  St. James's

Where patients have complex illnesses and conditions, the

ERHA will harness the expertise and advances in national

specialist services for the benefit of all.  The ERHA will work

closely with national specialist centres in ensuring the

appropriate provision of services to patients with complex

illnesses/conditions who may be referred to the region. 

The Authority will pursue these aims in a spirit of co-operation

and partnership and will seek progressively to build in

continuous improvement goals incorporating agreed quality,

equity and accountability measures and ef ficiency targets.

The core values that will guide the Authority are outlined below.

They are all in keeping with the policy principles and priorities

outlined in The Health Strategy: Quality and Fairness.

In commissioning services with providers for National Speciality

Treatments, the ERHA endorses the key priority areas outlined

for Acute Hospitals and Extended Acute Services, which include

the following:

• Commitment to continuous quality improvement in patient

diagnosis, treatment and care.

• In relation to all Transplantation Programmes, the

establishment of a monthly reporting data system so

independent benchmarking against best practice in Europe can

be obtained. This is particularly important in relation to the new

Heart/Lung Transplant programme for which audit will be

undertaken during 2002 - on a quarterly basis - and will

include information on donor utilisation, infection rates,

rejection rates and renal complications.  In addition, the

operational policy acknowledges that a monthly review of

mortality will be under taken by clinicians.

Core Service Provision and Key Priorities

Heart Lung Transplant Programme

During 2001 approximately 40 assessments for possible

transplants were carried out and 6 lung transplants were

undertaken in the Freeman Hospital in Newcastle Upon-Tyne as

part of the Irish Heart/Lung Transplantation Programme, which

involves collaboration between the Department of Health &

Children, ERHA, the Mater Misericordiae Hospital, St. Vincent's

University Hospital, and the Freeman Hospital. 

It is expected that the contract to carry out heart/lung

transplants will be renewed with the Freeman Hospital when

the current contract expires in March 2002.  A detailed

submission has been issued to the Department of Health &

Children by the Authority which sets out the requirements for

the operation of the heart/lung transplant programme centred

at the Mater Misericordiae Hospital.  

Paediatric Cardiac Services

Our Lady's Hospital for Sick Children is the National referral

centre for Paediatric Cardiac Services. (see also p88)

section 26
national/supra-regional
specialist services

The Acute Hospital Sector in the Eastern Region provides care to a population of 1.5 million. The major
Dublin Academic Teaching Hospitals also provide tertiary and national/supra-regional specialist services
for patients from outside the Eastern Region. A National or Regional Referral Centre can be defined as a
centre with an established capacity to accept patients with complex illnesses or conditions, and which
can provide a high level of specialist integrated services for patients.  
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Mr. Freddie Wood, who heads the Heart Transplant team,

at the Mater Hospital
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A cochlear implant is a highly sophisticated electronic device,

which is implanted into the inner ear, and provides hearing for

profound or severely hearing impaired people.

Cochlear implants are most suitable for those who have only

marginal benefit from a hearing aid, and can be given to both

adults and children, although children who receive the implant

before the age of five do better.

The implant can improve their communication abilities and give

them awareness of everyday sounds. The implant sends an

electrical message directly to the hearing nerve, bypassing

damaged or absent cells in the inner ear which would ordinarily

transmit sound. This means that, providing the hearing nerve is

still working, profoundly deaf people can hear sound.

The cochlear implant team at Beaumont operates exclusively

within the public health service, and comprises two surgeons,

Laura Viani and Robert Gaffney, audiological scientists and

technicians, a hearing therapist, speech and language

therapists, a teacher, a psychologist and administrative staff.

The team provides a complete service to hearing impaired

people, from detailed assessment, to counselling and advice

about the implantation procedure, through to extensive post

operative rehabilitation and therapies. 

In the event of the person being unlikely to benefit from a

cochlear implant, the team can advise and recommend other

aids or assistive devices.

The team also runs a National Tertiary Hearing Assessment

Centre, which provides expert hearing assessments for children

and adults from all over Ireland . 

They also provide the Acoustic Neuroma Clinic, in conjunction

with Mr. Daniel Rawluk and Dr. Rory McConn Walsh. Mr.

Rawluk and Ms. Viani recently per formed a brain stem implant,

again the first in this country and one of very few in the world.

It was carried out on a patient who had developed tumours on

the auditory nerve, so the implant was placed directly into the

brain stem instead of the cochlea.

Kay Walshe is the hearing therapist on the team, yet again the

first in Ireland, and also the Adult Programme co-ordinator. She

works with adults who have received implants, assisting them

to adjust to their new environment. K ay stresses that all

patients have care plans tailored to their needs and abilities,

and says that the degree of rehabilitation will closely correlate

to the length of time the person was completely without

hearing, and the age at which they became deaf. 

In the case of children in particular, the commitment and

support of their parents and families is crucial to the

development of their restored speech and hearing. 

In 1995, Kathleen Lonergan became the fir st Irish person to

receive a cochlear implant. From the age of 21, her hearing

had deteriorated, over a period of about fif teen years and for

the last three or four years before receiving her implant, she

had been profoundly deaf.

A mother of three boys, she found it immensely frustrating and

saddening to be unable to communicate clearly with her family

and friends, and described how she retreated into herself,

becoming isolated from those around her.

The cochlear implant team carried out assessments for a year

before performing the procedure, and Kathleen confesses to

great anxiety prior to the operation. Encouraged by her family

that she had everything to gain, she made history in 1995. 

What is must be like to have the sensation of sound af ter such

a long silence can only be imagined, but she described it as

"like a light being switched on, which enabled me to come

back into the world."

Nearly seven years later, Kathleen is an avid golfer, and has a

new life, courtesy of her implant. Interestingly, her sons now

really do have to hoover the sitting room, ins tead of prior to her

operation, when they were known to push a silent vacuum

around the house, while she was none the wiser...

With all recipients post implantation, there is a period of

acclimatisation and rehabilitation, and the cochlear implant

team continues to work with each patient to encourage and

enable them to reach the fullest po tential of their hearing

recovery. It isn't possible to tell in advance of the operation

what level of hearing the person will regain, so expectations are

kept conservative to avoid disappointment.  Kathleen is

obviously delighted with her outcome, and has regained even

more abilities that she had originally hoped for - like being able

to use the telephone. 

The impact of this work on patients and their families, and their

appreciation of the commitment of the team, can perhaps be

summed up in the words of the daughter of a successful

implant recipient:  "Thank you for giving my dad another

chance at life, for encouraging and supporting him through the

years he has been in your care, and for always of fering help,

guidance and care to all that have crossed your threshold in

the hospital."

When Rebecca Dunne's parents were given the news that at nine months old, she was profoundly deaf,
they probably would not have imagined that at the age of eight years she would not only be hearing and
speaking, but also be top of her class in a local mainstream primary school. But that is the happy reality
for Rebecca and her family, as she is one of the 130 adults and children who have been recipients of
cochlear implants at Beaumont Hospital, since the Cochlear Implant Programme was established by ENT
Consultant, Laura Viani, in 1994.

‘A light switched on... 
enabled me to come back into the world.’

Rebecca and her father, Gerry

Kay Walsh, Kathleen Lonergan and Laura Viani
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The National Spinal Injury Service
The Spinal Cord Services comprises an Acute Surgical Unit in
the Mater Hospital and Rehabilitation Services in the National
Rehabilitation Hospital. This service co-ordinates the acute
transfer of patients with major spinal injuries from around the
country. This is carried out in conjunction with the air corps
with a team from the National Rehabilitation Hospital linking
with the spinal injury surgical service at the Mater Hospital,
Dublin. The spinal injury service provides acute rehabilitation
and life long follow-up for patients with spinal injuries.

National Limb Fitting Service
The National Limb Fitting Service offers rehabilitation to any
patient who has lost a limb as a result of vascular disease,
trauma, cancer, infection or any other cause, including
congenital limb deficiency. A comprehensive service is led by a
consultant in Rehabilitation Medicine and provides a full
complement of medical, prosthetic, nursing and clinical
support services. 

The National Traumatic Brain Injury Rehabilitation Services
The National Brain Injury Service at the National Rehabilitation
Hospital incorporates Adult and Paediatric programmes for
people who sustain trauma or acquire a non-traumatic brain
injury. The Brain Injury Rehabilitation Service treats patients
from all over the country. This service provides rehabilitation to
patients with traumatic and acquired brain injury. The
comprehensive service includes a consulting service to
Beaumont and the Mater Hospitals, and primary rehabilitation
in-patient care at the National Rehabilitation Hospital. The NRH
also of fers comprehensive rehabilitation for children many of
whom have sustained traumatic and acquired brain injury. This
also includes spinal cord lesion, spina bifida, cerebral palsy
and other neurological disorders. The Children's Service
comprises an 8-10 bedded unit.  

Adult Cystic Fibrosis Service
The National adult Cystic Fibrosis Unit continues to provide a
comprehensive programme of quality care for adults with cystic
fibrosis.  This includes an inpatient, outpatient and day care
with an increasing number of patients having outpatient and
day care treatment.  The National Lung Transplant Programme
has been set up as a joint programme involving the Mater
Hospital and St. Vincent's University Hospital.

S u rvival in cystic fi b rosis has increased signifi c a n t ly in re c e n t
ye a rs and continues to increase.  Because of the imp rove d
s u rvival, the number of patients attending the cystic fi b rosis unit
has increased.  As life ex p e c tancy increases, a number of
medical, social and psychological problems, rare in the past ,
h ave become more prevalent.  This has also had a signifi c a n t
i mpact on the wo rkload of associated departments such as
p a l l i a t i ve care, ga st ro e n te rology and hepato l o g y, micro b i o l o g y,
s u rge ry, bed management, diagnostic imaging, endocri n o l o g y,
p s ych i a t ry, urology and path o l o g y.  The number of patients and
the comp l exity of their problems are ex p e c ted to incre a s e
f u rther because of the Lung Transplant Pro gr a m m e .

T h e re has been a major expansion of the home intrave n o u s
a n t i b i otic pro gramme.  Because of this, many patients who
would oth e rwise re qu i re hospitalisation can re c e i ve th e i r
t reatment at home, th e re by imp roving patient quality of life and
reducing hospital bed utilisation.  This inte n s i ve pro gr a m m e
i nvo l ves ongoing monito ring of each patient. The development of
the lung transplantation pro gramme has moved to a new leve l
w i th the appointment of one Lung Transplant Physician and one
Lung Transplant Surgeon, both of which took up post in 2001.

National Centre for Medical Genetics
The National Centre for Medical Genetics provides a Medical
Genetics service for patients and families from across the
country, and from all the Health Board regions.

The clinical service cur rently consists of 2 full-time consultants
in clinical genetics, 2 full-time genetic counsellors, and 1
paediatric registrar.  During 2000 a further consultant post was
approved, with a sessional commitment divided between the
National Centre for Medical Genetics and the children's
Hospital, Temple Street. It is anticipated that the team would
have seen approximately 2,000 patients during the year 2000.
Because of the wide-ranging nature of genetic disorders, the
team is involved with families referred from paediatric, adult
neurology, oncology, obstetrics, cardiology, gastroenterology,
and learning disability services, as well as many directly
referred by their GPs.  Clinics are currently carried out in the
National Centre for Medical Genetics (5 per week), in the
Children's Hospital, Temple Street (weekly).

In respect of foetal medicine, the identification of high-risk
pregnancies, and their detailed management is now required.  

During 2002 the National Centre aims to build on its strengths:
• An excellent team of Clinical Scientists
• A high quality of service, responsive to users' needs
• The skills and commitment required bringing the latest

innovations on-line for the benefit of patients.

Renal Transplantation
The Renal Transplantation unit at Beaumont Hospital is the
National Centre for Renal Transplants (both adult and
paediatric) and also provides a pancreatic transplant service.
The Department is s taffed by a multi-disciplinary team and co-
ordinates an organ procurement service nationally

Activity
Transplantation increased in the fir st 2 decades but has
levelled off since 1990.  There has been a mean number of
approximately 136 transplants per annum in the last 15 years,
the prevalence of which is approximately 37.5 transplants per
million population annually.

Haemophilia/National Centre for Hereditary Coagulation
Disorders
The country's first fully operational comprehensive haemophilia
care programme is now in place at St. James's Hospital, with
all aspects of haemophilia care now delivered at the new
National Centre for Hereditary Coagulation Disorders.
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Ambrose Flanagan of Ennistymon, Co. Clare, had been

suffering from a heart murmur and blackouts when he was

referred to Our Lady's Hospital, Crumlin. There surgeon Mr.

Mark Redmond took over his case. Mr. Redmond has operating

rights at Johns Hopkins Hospital in Maryland after working on

the staff there, and by using those rights has been able to

halve the waiting list for children such as Ambrose in Ireland.

Soon the Flanagans got the call to the States where Mr.

Redmond operated on the heart lesion that was causing

Ambrose's trouble. Brid, Ambrose's mother, says that her son

today is 'tip-top' and she adds: "It was simply brilliant for a

medical card patient to be treated this way - all our expenses

were paid."

American Heart Op
for Ambrose

The mother of a ten-year-old boy who was born

with a serious heart condition has praised the

health service for pulling out all the stops to

provide a lifesaving operation for her son in a

world-famous hospital in the United States.  

Ambrose and Brid, his mother

Ambrose and his parents outside Ennis General Hospital
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Public Analyst’s Laboratory

The Public Analyst’s Laboratory based in Sir Patrick Dun’s

Hospital, is an approved Laboratory under the Health (Official

Control of Food) Approved Laboratories Order 1996.  It is

administered by the East Coast Area Health Board and carries

out an analytical service in the testing of food, drugs and water

samples for Eastern, Midland and Northern Eastern Health

Boards and for the Local Authorities within that region.  Fees

for analysis are charged to all Authorities except the Health

Boards.

The Laboratory also provides an analytical service to

businesses and private individuals on a fee – paying basis.

The laboratory analyses food products and provides Certificates

of Free Sale to companies exporting goods, as requested by the

Food Safety Authority of Ireland.

Council Directive (93/99/EEC) lays down that Approved

Laboratories must achieve Accreditation (European Standard

EN45001).

The Public Analyst’s Laboratory was granted ILAB Accreditation

by the National Accreditation Board on 23 September 1998.

The scope of tests accredited covers both chemical and

microbiological analysis but it will be necessary to continue

extending this scope

Under the terms of the Service Contract between the Food

Safety Authority of Ireland and the Eastern Regional Health

Authority, the Public Analyst’s Laboratory has the following

responsibilities:

• The analysis of an agreed number of food samples as set out

in the Food Sampling Programme agreed annually with the

Environmental Health Service in all the Health Boards serviced

by the laboratory.

• Analysis of food samples under the EU Co – Ordinated

Programme for the of ficial Control of Foodstuffs.

• Analysis of samples submitted as a result of Food Alerts or

Customer Complaints.

• Analysis of food samples for Certificates of Free Sale issued by

Food Safety Authority of Ireland.

• Membership of Zooneses Committees in the Health Board

Regions serviced by the Laboratory.

Public Health Laboratory Service, Cherry
Orchard

The overall objective of the Public Health Laboratory service of

the South Western Area Health Board serving all three area

health boards in the Eas tern Regional Health Authority and the

North Eastern Health Board is to provide the most ef fective and

efficient service possible to support the diagnosis, prevention

and control of infectious, communicable diseases and food

borne illnesses in the region.

The baseline funding service in 2001 was £1.265 (£1.617m in

2000, £1.4 million in 1999). This includes an amount of

£0.060 million provided for developments in Food Control in

2001.

Outputs 2001.

Routine Food Sampling Programme - including the EU Co-

ordinated Food Control Programme 2001.

Sampling 2001 No. of
Programme Target Samples

Submitted

Routine Samples 968 964

Non Routine Samples

Specific Sampling Projects 508 546

(surveys, etc.)

Water 2948

Others Variable 488

Outbreaks/Incidents

Total Foods 1476 1998

Containment level 3 facility for E. coli 0157

section 28
environmental health

The environmental health services deal with the prevention, detection and control of environmental
hazards which affect health.  Their duties include food control, hygiene, and education.  Responsibility
for food and environmental health is shared by a number of state bodies, including government
departments, local authorities, health boards, and specialist agencies.  Environmental Health Officers
monitor food safety, and are responsible for nominating approved laboratories to carry out analysis.
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Quality Issues
The quality of the pre-hospital care service is measured in a
number of ways:

• Training
Training programmes are continuously reviewed and developed
so that the care provided in the pre-hospital environment is
more appropriate to the needs of the patients.  The target set
for Emergency Medical Technicians (EMTs) to re-validate or re-
certify was reached in 2001.  A second Training and
Development officer was appointed at the end of 2001 and the
impact of this development on the quality of the service will
become evident during 2002.

• Response Times
The response times continued to be measured on a quantity
basis during 2001.

• Clinical Audit
The Clinical Audit system was further developed in 2001 and
revised patient report forms were introduced in keeping with
the requirements of the system.

• Standard Operational Procedures
Standard Operational Procedures (SOPs) as ratified by the Pre-
Hospital Emergency Care Council as best practice models were
formally introduced in 2001.

• Performance Indicators
A representative from the Eastern Region Ambulance Service
was appointed to the National Group with responsibility for
developing appropriate Ambulance Service Per formance
Indicators.  It is planned to introduce the PI system in 2002.

Public Awareness and Accident Prevention
As part of a joint collaboration between the Gardai, Fire
Service, the National Road Saf ety Council, and the Eas tern
Region Ambulance Service, a number of road traffic courtesy
stops took place in 2001.  The purpose of that initiative was to
raise public awareness on the areas of road safety, including
the wearing of seat belts, speed limits, drinking and driving,
and other issues that can contribute to road traffic safety.

Major Emergency Operations
Following the September 11th incidents in the US, there were a
number of related emergency alerts in the Eas tern Region,

where 'anthrax-like' substances were detected.  Those alerts
necessitated the recently-acquired decontamination units to be
activated at 41 separate incidents.  Fortunately, all were found
to be hoaxes.  However, the experiences provided an
opportunity for EMT staff to participate fully with the new
equipment following their training.

Information meetings with General
Practitioners
Four information meetings were organised throughout the three
Area Health Boards to which General Practitioners were invited.
The purpose of the meetings was to:

• Share information on developments in the Ambulance Services
• Provide General Practitioners with an opportunity to discuss

pre-hospital care issues
• Provide information on the Cardiovascular Disease Strategy in

the context of pre-hospital care
• Discuss first-responder options in the context of immediate care
• Improve relations between the Service and GPs.

National Neo-Natal Transport
A National Neo-Natal Transport Service was developed in 2001.
As part of this joint Health Boards' operation the Eastern
Region Ambulance Service was given responsibility for
providing the vehicle and the human resources. The service is
co-ordinated from the Rotunda Hospital and provides an
emergency ambulance transfer facility for neo-natal patients.

Safety, Health and Welfare at Work
A revised Health and Safety Statement was issued to all
Eastern Region Ambulance Service staff during 2001.

New Initiative
As part of our on-going development of preparedness in the
event of major emergencies, three quad motorcycles were
purchased.  These vehicles can be used in hilly and
mountainous areas, woods, forests, railway lines and sandy
beaches where conventional ambulances would be unable to
travel.

section 27
eastern region
ambulance service

The key role of the Ambulance Service is to be in a constant state of preparedness and to be capable of
responding to the many emergency calls that are received each day. As every emergency ambulance call
is potentially life-threatening, the Ambulance Service must perform in the most effective efficient and
appropriate manner.  To achieve optimal performance it is necessary continuously to review practices,
procedures and protocols and to develop new approaches to the provision of pre-hospital care.  In line
with this thinking there were some noteworthy achievements in 2001 .
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The Chairman of the ECAHB, Cllr. Tony Fox launches the Ambulance Report
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section 29
property services

Eastern Health Shared Services provides property and insurance services for the Eastern Regional Health
A u t h o r i t y, East Coast Area Health Board, Northern Area Health Board and South Western Area Health
Board. The property portfolio consists of some 495 properties with a reinstatement valuation of £730m.
The insurance premium for providing full insurance cover for the year amounted to £2.8m. A notable
addition to the property portfolio for 2001 was the acquisition by the Eastern Regional Health Authority
of St. Joseph's Hospital, Raheny for £10 m .
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Acquisitions

13 properties were acquired for the three Area Health Boards

during the year, amounting to £7.2m for such uses as

children’s residential units, health and social services

information unit, children’s residential homes, low suppor t

hostel and premises for youth programmes.

Leases 

14 additional properties were leased for the Area Health Boards

during 2001 for such uses as of fice accommodation; Births,

Deaths and Marriages; Inter Country Adoption; Complaints and

Appeals; Drugs and Aids, Counselling and Autism Services.

Office accommodation at Parkgate Street was also sourced for

essential additional of fice space for Eastern Health Shared

Services.

Newly constructed properties at Community Unit Lusk,

Derrinturin H.C., St. Columcilles (or thodontic unit);, G.A. Clinic

St. James's Hospital, were significant additions to the property

portfolio in 2001.

There were 2 disposals handled by the department during the

year involving Charles Street Health Centre to Dublin City

Council, and the disposal of Block 1, St. James's Hospital to

CIE for the LUAS project.

Other property queries arising during the year included the

exchange of lands with South Dublin County Council at

Jobstown and Kiltalawn.

Progress continued on strategic plans for major sites such as

St. Loman's, Meath, St. Brendan's and St. Ita's Hospitals.

Risk management / Insurance Services

There were 17 additional locations set up under the Risk

Management Incident Reporting System.

There were 886 incident report forms received from the three

Area Health Boards for 2001.  Some 84% of incidents reported

relate to incidents involving staff members.  The occupation

most at risk remains that of staff working in mental healt h

services particular ly the larger psychiatric hospital setting.

Physical Assault accounts for 48% of the causes of incidents

to staff.  The following gives a breakdown of the main causes

reported:

All insurance queries and claims continue to be managed

centrally by the Insurance Manager, Property Services.  The

National Insurance Review 2000/2001 showed that the

Eastern Region provides the best value for money in terms of

premiums nationally.

The insurance premiums for 2001 amounted to £2.8m.  There

were over 100 claim notifications received involving both

employee and public.  This department also dealt with 13

notifications of claims to ERHA, which did not involve any of the

Area Health Boards, and the department handled these

appropriately.

An average of 50 insurance telephone queries a week are dealt

with by the Insurance Manager, ensuring satisfaction of correct

levels of cover in place throughout the Region.  This easy

access for Area staff to insurance advice, continues to be a

vital and valuable tool in the delivery of services from this

department as part of Eastern Health Shared Services.

The Public Health Laboratory has gained a lot of experience in

diagnosing and managing outbreaks associated with this

pathogen.  However in line with requirements it was necessary

to upgrade our T.B. laboratory to a Containment Level 3 (CL3)

Laboratory. Technical work was commenced in the CL3 on

03/10/00  The CL3 Lab was of ficially opened in June 2001.

Specific training and certification was achieved by a Public

Health Laboratory Technical person in the proper supervision

and safe use of this facility. A CL3 quality system is operational

and documented for training, technical operating procedures,

safety, emergency incidents, fumigation, maintenance,

decontamination and waste disposal.

E. coli 0157 detection

Validation and accreditation for detection of E.coli 0157 in

foods was achieved in 2001.  A targeted food survey for

E.coli.0157 was also completed.  A 48 hour turnabout service

for verocytotoxin status of E. coli 0157 (and other Non-0157

E.coli) from clinical and food samples was set up in 2001.  This

novel service has g reatly enhanced the support to our Public

Health colleagues in the investigation and management of such

cases.

Bio terrorism

Since the terrorist activities of Sept. 11 2001, the threat of

deliberate biological agent release has become a reality.  In the

current national planning for such events the PHL is the

designated laboratory to co-ordinate bacterial investigation of

such threats.

Accreditation

Maintenance and extension of our scope to include waters, E.

coli 0157 and salmonella via the Vidas method was achieved

during 2001. The PHL was assessed and accredited to the new

ISO.17025 standard. 

• The Public Health Laboratory is currently implementing a

laboratory information management system (LIMS), testing and

parallel trials are ongoing.  The system will be live in 2002.

• Discussions are ongoing with the FSAI, NDSC, ERHA, Public

Health Dept. and the Environmental Health Service to promote

IT linkages with the PHL.  Many of these IT developments are

part of a national strategy which have not yet been finalised.

The PHL is actively participating in the process of inter lab and

agency linkages.

A programme of staff training and development was

undertaken in 2001.  Senior Technical staff attended scientific

meetings in Ireland and the UK relevant to food and water

microbiological analysis.  The Director attended relevant clinical

and Public Health Microbiology conferences.  Fur ther Technical

staff attended and were accredited to supervise the

implementation of postal regulation NRT for dangerous

pathogens.  Continuous Professional Development is

encouraged and facilitated for all s taff members.  Regular

educational seminars are held in the Public Health Laboratory.

Two senior staff members are under taking MBA degrees.  Two

Technicians completed training and were awarded membership

of the Medical Laboratory Academy in 2001.  Twelve PHL staff

members successfully completed and were awarded European

Computer Drivers Licence (ECDL) as part of the strategy for

implementation of the LIMS project.

The Chairman unveils a plaque marking the St. Joseph’s purchase

ERHA Report/e  26/6/02  10:28 am  Page 92



working within the Eastern Regional Health Authority.

• Developing an information and communication framework for

nursing and midwifery within the Eastern Regional Health

Authority.

The following Work Programme was
completed in 2001

The preparation and ongoing monitoring of regional nursing

and midwifery human resource forecasts and strategic plans in

conjunction with the Department of Health and Children and

the Eastern Regional Health Authority Human Resource

Departments.

The Professional Development of Nurses and Midwives:

• Identify the professional development needs of nurses and

midwives within specific care g roups.

• Targeting specific nursing and midwifery service areas relating

to professional development including the development of

specialist and further education programmes.

• Monitor the on-going development of nursing and midwifery

specialities, taking into account changes in practice and service

need.

• Monitor the appointment of clinical nurse/midwife specialists

and advanced nurse/midwife practitioner, taking account of

geographic spread and access by nurses and midwives and in

particular service need.

• Review of existing Nursing Development Units across the region

• Establishing a framework to support practice development in

terms of the implementation of evidence based nursing and

midwifery practice.

• Assisting with identification of future nursing and midwifery

service requirements based on population and health trends.

Formulate a Strategic Framework for the Development of post-

registration Nurse/Midwifery Education in the ERHA region:

• Examine the continuum of care and identify where nursing

services are required to develop in order to respond to service

existing and emerging need.

• To identify the potential areas for the development of Clinical

Nurse Specialists within existing nursing services

• Process to devise clinical pathways for the Post-

graduate/higher Diploma in the specific branch of nursing and

inform the content of same

• The setting up of working g roups in the various branches of

nursing to inform this 

Formulate a Strategic Framework for the Development of Inter-

disciplinary and Inter-agency Networking and Co-operation in

the ERHA:

• Examine the continuum of care and identify practice areas

where inter-disciplinary and inter-agency cooperation can be

developed.

• Identify the required structures and processes to support the

implementation of such cooperation and networking and

disseminate findings.

• Establishing inter-disciplinary and inter-agency networking and

cooperation relating to education, training and developments.

• Identify exemplar practice areas where improved networking

and cooperation have resulted in improved quality of patient

care. 

Establishing a framework to support practice development in

terms of the implementation of evidence based nursing and

midwifery practice:

• Identify education and training needs of nurses/midwives to

facilitate practice development.

• Identification of resources such as access to library, Internet

etc to support the development of evidence based practice

culture.

• Implement structures and processes through which

nurses/midwives are facilitated to implement evidence based

practice.

Assisting with identification of future nursing and midwifery

service requirements based on population and health trends in

conjunction with the planning and commissioning directorate in

the ERHA:

• Monitoring and evaluation of regional and local health board

population and health needs trends.

• Identification of population targeted services based on identified

and emerging needs.

• Identification of required and future nursing/midwifery skills

base to meet these needs.

• Workforce planning activities to support requirements. 

Development of an Information and Communication Strategy to

facilitate the role of the unit and Co-ordination of the

Information/communication technology strategy relating to

Nursing:

• Establishment of mechanisms through which information can

be disseminated to nurses and midwives throughout the region.

• Co-ordination of training for senior nurses in electronic

database resources funded through the Department of Health

and Children. 

• Coordination of community nurses with regard to regional ICT

strategy in liaison with monitoring and evaluation. 

Liaison with National Council for professional development of

Nursing and Midwives:

• Working with the National Council with regard to the

development of clinical nurse/midwife specialist and advanced

nurse/midwife practitioner posts.

• Identification of policy issues at regional and national level and

the development of projects to address these issues in

conjunction with the council and o ther NMPDU's.

• Identification of regional continuing education needs in

conjunction with services, third level institutions, national

council and the NMPDU.

• Identification of emerging areas in practice, education and

service requiring development and assistance with securing

funding to support these emerging developments.

section 30 - nmpdu
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The purpose of these units is the strategic planning and policy

development for Nursing and Midwifery services in a health

board area.  Included in this purpose are the following

components:

• Strategic planning and quality assurance on nursing and

midwifery services in a health board area.

• Co-ordinating the delivery of nursing and midwifery services

and improving cooperation between health board and voluntary

bodies in the delivery of services

• Working in partnership with the Chief Nursing Officer in the

Department of Health and Children in planning and policy

developments in nursing and midwifery.

• Overseeing the detailed provision of continuing nursing and

midwifery education within a health board area.

• Liasing with centres of nursing education of health service

providers.

• Developing, monitoring and reviewing the co-ordination and

development of multi-disciplinary nursing services within a

community care area.

• Identifying inter-nursing disciplinary and inter-agency training

needs and promoting the development of an inter-disciplinary

and inter-agency training strategy.

• Reviewing significant issues in relation to inter-nursing

disciplinary and interagency co-operation arising from the

handling of selected cases.

• Assisting in improving internal communications with nurses

and midwives in a health board area.

The unit has been involved in a number of key activities relating

to strategic management and policy developments in nursing

and midwifery services across the region. 

The preparation of regional nursing and midwifery human

resource forecasts and strategic plans, which will take account

of each division of the Nurses Regis ter:

• Monitoring of the availability of suf ficient nurses now and in the

future.

• To review the Nursing & Midwifery Resource, with a particular

focus on workforce planning.

• Initiation and establishment of a proposed government to

government imitative on foreign recruitment of nursing and

midwifery personnel. 

• Monitoring of Staff turnover within nursing and midwifery

services.

• Establishment of a multi-disciplinary nursing group to examine,

identify and implement mechanisms through which the

retention of nurses and midwives within the services across the

region will be promoted.

• Support and facilitate training and educational programmes in

post-registration professional development and return to

practice programmes.

• Working in partnership with the Chief Nursing Officer in the

Department of Health & Children in the planning and

development of policy in Best Practices in Foreign Recruitment. 

Strategic Planning of Midwifery Services:

• Establishment of midwifery working g roup to review existing

and emerging service needs and to identify areas for future

development.

• Facilitation of a needs analysis in the professional development

of midwives in the three Maternity Hospitals 

• The identification of training needs and clinical practice

supports in relation to clinical midwifery practice.

• The identification of clinical midwife specialist posts to facilitate

development of career pathways in midwifery practice.

• Monitoring of developments and approval of clinical midwife

specialist posts

• Identification and monitoring of operational measures aimed at

developing the midwifery services.

Key Priorities

• Developing a strategic plan for the professional development

and promotion of Nursing and Midwifery within the Eastern

Regional Health Authority area.

• Assisting in the development of a regional framework in

conjunction with the Department of Health and Children,

Eastern Regional Health Authority and the three Area Health

Boards in identifying priorities for the implementation of the

Health and Primary care Strategies.

• Promoting the development of multidisciplinary and interagency

section 30
nursing & midwifery
planning &
development unit

The Commission on Nursing (Report of the Commission on Nursing - A blueprint for the Future.)
recommended the establishment of a Nursing and Midwifery Planning and Development Unit in each
health board area.  
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Building of this development commenced in June 2000 and is
scheduled for completion in November 2002. 

New facilities will include a new day surgical centre with 2
operating theatres and day care and out patient facilities for
medical investigations including oncology and endoscopy.
Thirty-one in patient beds and 32 day beds will be provided.  A
new concourse area, which will become the hub of St. James's
Hospital forms part of this development.

Accident and Emergency
Construction of a 30 bed medical ward to support the Accident
and Emergency function commenced. 

Planning for a major extension to the A+E department
continues.

St. Vincent's Hospital
Construction of the major development to St. Vincent's
Hospital, costing £160m, commenced during the year. This
development comprises provision of new units/departments as
follows:

• Ward Accommodation (82 additional beds and 55 replacement
• Operating Theatre Department (10 replacement operating

theatres)
• Radiology
• Accident +Emergency Department.
• Out Patient/Ambulatory care facilities
• Support Services including mortuary, pharmacy

This major development will not be completed until 2005.

Breastcheck
As part of the main development a new permanent Cancer
Breast Screening Unit costing in excess of £4m will be provided
on the St. Vincent's campus. Cur rently breast screening is
being carried out in a temporary unit on the site.

Rotunda Hospital 
A new development, which will cost in the region of £10m,
commenced construction in October 2001. These works
include the amalgamation of the paediatric unit with the
Neonatal Intensive Care Unit and the upgrading of postnatal
beds on the third floor.

Our Lady's Hospital, Crumlin
Detailed planning for the provision of seven new theatres and
ancillary accommodation at The Children's Hospital continued.
This development, at an overall cost of £24m, will commence
construction in the year 2002.

Projects at Planning Stage
Mater and Children's Hospital 
Planning continues for a major development at the Mater
campus to include considerably expanded and improved
facilities for the existing Mater Hospital and the building of a
new Children's Hospital (replacing the existing Children's
Hospital at Temple Street) on the Mater Campus. This

development will cost approximately £268m making this the
largest health project in the National development plan.

The Development Control Plan for the proposed development
was approved in November 2001 and detailed planning is
ongoing. Completion of this project will take 7/8 years.

The following new clinical facilities are to be provided for the
Mater development:

• Accident & Emergency Department
• Outpatient Day Care & Ambulatory care facilities
• Operating Theatres 
• Facilities for Heart/ Lung transplantation
• Intensive Care Unit
• High Dependency Unit
• Pathology Dept.
• Diagnostic Imaging Dept.
• 80 Additional General Inpatient Beds

New integrated expanded support facilities for both the Mater
and the Children's hospital will also be put in place.

Mental Health Projects
The transfer of patients to acute psychiatric departments is
ongoing.  To this end a new psychiatric unit is under
construction on the Vincent's campus and a new unit to be
located in Beaumont Hospital campus is at planning stage.
Both of these units will accommodate 54 beds together with
ancillary support facilities.

New facilities are being planned for the St. Loman's site. 

Projects for Older persons
A 50-bed unit for older persons is under construction in
Maynooth.

A 50-bed unit at Leopards town Park commenced construction.

Special Childcare units
Construction of a High Support Childcare Unit in Ballydowd
was completed.

Physical and Sensory Disabilities
In addition to the purchase of a number of residential and
respite places the planning of St. Joseph's learning disability
service development in Portrane is on-going. This unit will
provide bungalow accommodation for independent living as
well as for clients with challenging behaviour and autism. Day
centre facilities will also be provided.

section 31 - capital developments
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Projects Completed 
St. Luke's 
The replacement during the year of two linear accelerator
machines which had not been replaced during the recent major
refurbishment of St. Luke's. The replacement of these
machines, at a cost of almost £3m, means that St. Luke's now
has six modern high-energy linear accelerators in use, along
with a modern cobalt machine and other radiotherapy
equipment.

MRI Machines
New MRI machines were installed in St. James's Hospital, in
the Adelaide and Meath Hospital (incorporating The National
Children's Hospital), Cappagh and Temple Street.

Bone Marrow Transplant Unit 
Approximately £3m was provided to St. James's hospital for the
upgrading of the bone marrow transplant unit.

Temple Street Children's Hospital
Accident and Emergency
The development of a new A+E for the paediatric population of
North Dublin became a reality when the new facility at The
Children's Hospital opened replacing the old department. This
facility with its child -friendly ambience became operational in
April 2001

New Day Ward
The new St. Philomena's Day Ward, which occupies the first
floor of the A+E wing was successfully opened on 17th April.
The new day ward, with increased bed capacity of 19 day beds,
will take on a subs tantial medical day-care list in addition to
what was originally an exclusively surgical workload operating
from a capacity of 14 beds.

Projects under Construction
James Connolly Memorial Hospital
Construction of this £76m hospital development, which
commenced in October 2000, continued.  In the year 2001 the
new medical records department, which is now located in the
old church, was completed and handed over. The programme

of works, which will provide the hospital with up-to-date modern
facilities in the following unit/departments, is scheduled for
completion in spring 2003: 

• Ward Block
• Department of Rheumatology
• Coronary Care
• Intensive Care
• Psychiatric Department
• Surgical Day Unit
• Operating Theatres
• Accident & Emergency
• Mortuary & Post Mortem Concourse
• Waste Marshalling Yard

Naas General Hospital
Construction of Phase 2 of the new hospital in Naas continued
during the year. Provision of this phase will provide new state of
the art facilities, which will enable staff to provide the highest
standard of care to their patients. New facilities will include
provision of the following:

• 164 in-patient beds
• 25 day beds
• Out patients department
• Accident and emergency department
• Radiology department
• Operating theatres
• Intensive care unit
• Coronary care unit
• Geriatric assessment/rehabilitation unit
• Physiotherapy/occupational department
• Some Support facilities

The new facilities are scheduled for completion in the second
half of 2002 and will cost in the region of £45m.

Planning for the final s tage of the hospital development (phase
3) is ongoing.  

St. James's Hospital
Phase 1H
Construction work continued on the major new Phase 1H
Development, which will cost £32m.

section 31
capital
developments

Substantial progress was made in the
implementation of NDP projects in the eastern
region during the year 2001 .
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AIDS
While the number of new AIDs cases has fallen in the Eastern
Region from 32 in 1999 to 11 in 2000 the number of new
positive HIV diagnoses has increased. Nationall y, there was an
increase of HIV diagnosis from 209 in 1999 to 290 in 2000.
For the first 6 months of 2001 there were 161 new cases. 

AIDS: Over the past 5 years the incidence of AIDS cases has
fallen as more effective regimes of anti-retroviral medicines
have become available, slowing the progression of the disease
from HIV infection to development of AIDS. However, the
number of new cases of HIV infection has increased, in keeping
with a general increase in the incidence of sexually transmitted
infection. The Eastern Region has the highest numbers of AIDS
cases in the countr y. Of the total of 707 cases of AIDS repor ted
since the disease was fir st identified in Ireland 78% have been
residents of the Eastern Region. This concentration of AIDS
cases in the East, and particularly in Dublin City, is a function
primarily of the fact that most injecting drug use occurs among
the residents of Dublin. Over the last number of years the
cases of AIDS relating to injecting drug users have gradually
reduced as a proportion of the total so that they now account
for 40% of the cases in the country.  The next most common
mode of transmission has been homosexual sex, which has
accounted for over a third of the cases nationally.

Heterosexual transmission, which predominates in the
developing world, has been gradually increasing in importance
in Ireland.  Regional breakdowns of heterosexual transmission
are not available. 

HIV: The HIV data for 2000 show that, while the number of
AIDS cases being repor ted in the country annually has
continued to decline the number of newly diagnosed HIV
positive individuals has increased between 1999 and 2000,
and the 1999 figures were an increase on the 1998 figures.
These increases were most marked in heterosexuals with the
figure at more than double the previous year, and in gay men
and bisexuals where there was an increase of 80% on the
previous year’s figures. In 1999 there were 59 new HIV positive
results among heterosexuals and in 2000 this had risen to 127.
For 6 months of 2001 there were 91 newly diagnosed
infections in heterosexuals. For 1999 the number of new HIV
infections in men who have sex with men was 40 and 2000 it
was 72. In first six months of 2001 there were 41 new
infections in men who have sex with men. 

This changing pattern of HIV transmission has important
implications for HIV prevention strategies. One dif ficulty at the
moment is that for confidentiality reasons it is impossible to get
precise data by region of origin and risk category. This issue
will need to be rectified so that appropriate prevention
programmes can be delivered. This is a matter that has already
been taken up with the Data Protection Commissioner and will
also have to be taken account of in the drafting of the new
Health Information Bill. If HIV were statutorily notifiable there
would be more robust data on which to plan services. 

Obesity
The prevalence of obesity appears to be increasing in our
region.  Obesity is known to reduce life expectancy by
approximately 9 years on average, and it is linked to life
threatening conditions, e.g. heart disease, stroke, type 2
diabetes and some forms of cancer.  Consequently the
avoidance of obesity and the serious associated complications
is of paramount impor tance in our region.

Smoking
The prevalence of smoking, at 30%, is excessively high.  In
recent years attention has been focused at adult smokers in
our society with a view to reducing the impact of heart disease
and cancer on the health services.  There is now a need to
further develop strategies to help pregnant women to stop
smoking and to curtail environmental tobacco smoke exposure
to their children.

Injury Prevention
The Eastern Regional Health Authority Department of Public
Health is calling for a national strategy on injury prevention and
control as well as a sharp reduction in the drink-driving limits
and programmes to prevent falls in the elderly.

There are up to 1,500 deaths due to unintentional injury in
Ireland each year.  In terms of years of life lost, injury is one of
the most important causes of death.  Males have a higher
incidence rate, hospital admission rate, and death rate from
injury than females. 

In a study of unintentional injury, the Department of Public
Health found that traf fic accidents exert a huge burden in
Ireland.  Irish death rates from RTAs far exceed many
comparable countries, such as the United Kingdom and
Australia.

Death rates are at 18.4/100,000 for males and 5.7/100,000
for females.  Though mortality due to road traf fic accidents in
the eastern region is the lowest in the countr y, averaging 140.5
in the years 1993 – 1997, compared to a national average of
179.4, injuries exert a massive toll. 

A national strategy on injury prevention and control is required,
and action is needed on a number of fronts, including road
traffic accidents, accidental poisoning, and fall prevention for
the elderly.

section 32 - public health
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In addition to tackling inequalities there are other areas of
public health concern:

Infectious Diseases
The introduction of the Meningococcal C Vaccination
Programme has brought major gains with a dramatic reduction
in the incidence of meningitis C.  Also in recent times there
has been a reduction in salmonella infection but an increase in
notifications of viral gastroenteritis. 
On the negative side, however, we have seen a major increase
in the level of HIV, with over 70% of all cases living in the
Eastern Region.  We also have an ongoing syphilis outbreak
and other sexually transmitted infections have increased
dramatically.  A priority for our Department of Public Health in
2002 will be to develop a Sexual Health Strategy for the region.  

MMR
Of major concern is the poor uptake of immunisation.  MMR
uptake is particularly problematic.  In some areas it is as low
as 60%.  The Department of Public Health strongly urges all
children to receive the MMR vaccine as it is the best protection
against the very serious diseases of measles, mumps and
rubella. 

The ERHA has established a multi-disciplinary Committee to
suggest strategies to ensure best uptake of the MMR vaccine.
The work of this committee is ongoing and involves close
collaboration with the three Area Health Boards.  

Meningitis
While bacterial meningitis remains an impor tant cause of death
and disability, vaccination has markedly reduced the number of
cases due to H influenzae and Meningococcal C disease.

In October 2000, the Department of Health and Children
introduced a national immunisation programme against group
C meningococcal disease. It targeted all those up to 22 years
of age and was car ried out on a phased basis. 

The number of Group C cases for 2001 in the Eastern Region
was 13 compared to 43 in 2000. This represents a 69%
decrease. This decrease is due, in the main, to the

effectiveness of this campaign. The National Disease
Surveillance Centre noted a 75% drop nationally in Group C
Meningococcal Disease from 2000 to 2001.

There are a number of public health messages that need to be
highlighted:

• It is important that all who are in the target group present for
vaccination. 

• It is important for the public to be aware of the symptoms and
signs of meningococcal disease, as there is currently no
vaccine against group B meningococcal disease, which
accounted for more than 80% of the cases in the region in
2001.

• The fact that young people are now being vaccinated highlights
the need for a high risk of suspicion of cases occurring in older
age groups.

• The administration of antibiotics pre-hospital admission to all
cases of suspected bacterial meningitis has also been shown to
be effective.

TB
TB continues to be an impor tant public health concern. The
trend of tuberculosis notifications in Ireland is downward.  In
the Eastern region however most recent data show an upward
trend since 1996. There were 186 notifications received in
2001 of which  21.4% were among non-nationals.

Sexually Transmitted Infections
During 2001 there has been an ongoing serious outbreak of
syphilis in the gay/bisexual community with 175 cases notified
in the Eastern region. Despite a major investigation and control
measures put in place by the Department of Public Health and
other agencies the outbreak has continued. Similar outbreaks
have occurred in other European cities and have proved to be
equally difficult to control. This outbreak is also a cause for
concern because syphilis infection increases the risk of
acquiring HIV.

section 32
public health

There are many challenges to the health of the population in the Eastern Region.  These generally relate
to protecting health, promoting health and ensuring quality of patient care.  Despite the familiarity of
such conditions, it is clear that some groups in our region suffer excess ill health.  The new population
health approach advocated in the Health Strategy, Quality and Fairness, should ensure a new focus on
reducing health inequalities by influencing many sectors outside the health system, e.g. housing,
transport and environment, which in turn may improve overall health status.
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Road Traffic Accidents
Every year thousands of young people are admitted to hospitals
for treatment as a result of road traffic accidents and many of
them spend weeks to months in rehabilitation.  Such injuries
are often totally avoidable. To improve health gain in this area it
is imperative that resources are directed towards enforcing
legislation.  

The Authority’s Department of Public Health is recommending
that:

• Permissible levels of blood alcohol should be reduced from
80mg/100 mls to 50 mg/100 mls.  This is most urgent and
will lead to a subs tantial reduction in alcohol-related RTAs

• Speed limits in residential areas should be reduced from 30
mph to 20 mph in keeping with evidence on the effectiveness
of this measure

• Random breath testing should be commenced
• The penalty point system should be introduced without fur ther

delay
• A review of the national strategy on RTA prevention.

The eastern region has the lowest standardised mortality ratio
for unintentional injury in the country.  But unlike
cardiovascular disease and cancer, the rate of decline in injury
death during the past ten years is disappointingly low.

Paracetamol poisoning is still the most common form of
overdose leading to hospital admission in Ireland.  Between
1993 and 1999, admissions increased by 29% from 1,111 to
1,433.   This persis tently high number is a source of concern
as most cases are young people. The Authority’s Department of
Public Health has welcomed new legislation controlling the sale
of paracetamol, which came into force in October last as "an
extremely worthwhile development" which should lead to a
substantial reduction in the incidence of paracetamol
poisoning.  The Authority is also recommending that medicines
not already packaged in blister packs should be dispensed in
child-resistant containers.   Where this has been implemented
in other countries, there has been a reduction in childhood
poisoning.   

Each year in Ireland approximately 280 people die from
accidental falls.  Of these, more than 75% are aged over 65
years.  Of the 8,000 older people hospitalised annually due to
injury, falls cause 80% of those admissions.  In the elderly, falls
can have very serious adverse health consequences.

Fall prevention should become part of the routine health care
for older people, especially those in long-stay homes.  The
ERHA is recommending that all long stay units and nursing
homes should have a fall monitoring and prevention
programme in place.  Af ter a fall prevention programme in a
95-bed district hospital under taken by the Department of Public
Health, significant reductions in falls had been achieved.  In the
first year after the programme of fall prevention had been
introduced, there were 21% fewer falls, and in the second year,
this had risen to over 49%.  In the first year fractures due to
falls had reduced from 20.5% to 2.8%, and in the second year,
there were no fractures.    

Drop in Cancer Deaths in the Eastern Region
There has been a significant drop in death rates from the
common cancers eg breast and colorectal cancer, in the
eastern region. This has come about at a time when there has
been a dramatic increase in the level of hospital treatments
carried out for cancer. This in turn reflects a combination of
more effective treatments and earlier detection.

Research by the ERHA Public Health Department has shown
that:

• the death rate from cancer for men living in the east dropped
by over 8% and the death rate for women in the east decreased
by 9.7% between 1992 and 1999.

• Lung cancer is the commonest cause of cancer death in the
Eastern region and. colorectal cancer is the second
commonest cause overall.

• In the case of breast cancer death rates of women under 65
dropped by well over a fif th.  In the same period hospitalisation
for breast cancer treatment increased by about 45% in the
region.

• Breast cancer is the second commonest cause of cancer death
in women.

• The male death rate from colorectal cancer dropped by 10%
while the rate for women went down by over 18%.

The death rate from lung cancer for men fell by over one fif th
in the last ten years in our region.  For women the decline in
death rates for this disease was disappointingly small at 5.5%.
Overall 586 people died from lung cancer in 1999, of whom
158 were under the age of 65. The much smaller reduction in
death rates from lung cancer among women is a cause of
concern and reflects the need for all the various interests to re-
double their ef forts to discourage young people from smoking
and to promote smoking cessation.

This ERHA has approved and funded a Health Promotion
Officer for each of the three Area Health Boards in the region
with specific responsibility for cancer prevention, particularly
lung cancer and skin cancer.

The level of hospital treatments for cancer is rising.  Almost
half of all cancer treatment in the country was carried out in
Dublin hospitals in 1999 with almost 50,000 discharges
recorded that year.
Forecasted population growth in the East, of over 33% by 2011,
will have a critical impact on the number of people diagnosed
and living with cancer in the region.  Between 1994 and 2015,
the incidence of cancer is expected to rise by 57%.

Older age groups will have the greatest population growth, and
as the incidence of cancer tends to rise with age, the number
of people with cancer in the region will increase significantly.
This will influence service developments and demands.  

All women living in the Eastern Region who develop breast
cancer should now be treated in a specialist unit, because
there is evidence of their ef fectiveness: a 20% improved
survival has been no ted in patients attending specialised breas t
units compared with women not treated in such centres. A
common database, which will enable audit of the symptomatic
breast service, should be developed immediately.

Many hospitals in the Eas tern Region have developed expertise
in treating cancer and provide a service, not only to patients
who live in the east, but also for many other parts of the
country.  In 1999, almost 50% of all national cancer discharges
were from hospitals in the Eastern Region, when there were
49,780 cancer discharges or 19.4% of all hospital discharges.

Better technology has changed practice and has facilitated
complex treatments with fewer complications.  The ERHA’s plan
to expand radiotherapy services in the region, following an
assessment of need in 2001, will more than double the
number of radiotherapy machines in the region by 2011.

This is a major task and will be carried out in a phased
manner.  It will improve cancer outcomes and lead to real
health gain due to:

• Greater access to radiotherapy by patients who need it
• A reduction in radiotherapy waiting times
• A reduction in delays to start radiotherapy and interruption in

treatment
• Completion of radiotherapy courses within the prescribed time
• Development in specialised treatments. 

Similarly, medical oncology is a rapidly advancing speciality.
For patients with many types of cancer, the provision of
chemotherapy is an increasingly important treatment.  The
impact of chemotherapy on the health services is also
escalating.  All patients with cancer require a best practice
approach to their treatment, including those receiving
chemotherapy.  This is a complex speciality and new advances
in treatment are constantly being researched and rapidly
coming into practice in an effort to improve patient outcomes.

Death rates from heart disease  
The premature death rate from heart disease in the eastern
region has fallen from 54 per 100,000 to 43.01 per 100,000
in the last decade.

While deaths from heart disease are declining in the eastern
region and the region has significantly lower mortality rates
compared with Ireland as a whole, the region still lags behind
the European average and much remains to be done.

Ireland has the highest rate of premature heart disease (under
65 years) in the EU and heart disease is responsible for a
quarter of all deaths in the country each year.  Also the
Republic has higher mor tality rates from heart disease than
Northern Ireland. 

Notable aspects in the eastern region:
• Twice as many men as women die from heart disease in the

region
• Kildare and parts of Dublin have higher mortality rates than the

region as a whole.

While death rates are on the decline, hospital discharges show
a slight increase. The changing nature of the disease to that of
a chronic one, and the effect of an ageing population, are
important factors in the provision of services in primary care
and in hospital.

Prevention of heart disease is also important. Targeting
effective interventions at areas of lower social class is an
important factor in reducing heart disease because lifestyle risk
factors for heart disease vary with social class. Smoking and a
high fat diet are all much more common in lower social
classes.  

Consequently, looking at the variation in social class in the
eastern region would give a good indication of where these risk
factors are highest, and hence where ef forts to reduce heart
disease should be targeted.  

In terms of areas most likely to have a higher proportion of risk
factors, a heavier burden of heart disease is likely to be
concentrated in the inner city and to a lesser extent in the
suburbs of north and west Dublin.

In tackling the challenge of reducing heart disease, a multi-
disciplinary and multi-sectoral approach is being taken in the
Eastern Region. The Eastern Regional Health Authority has se t
up a Cardiovascular Steering Group to draw up a five-year
action plan under the chairmanship of Dr. Siobhan Jennings,
Specialist in Public Health Medicine and Heart Health Co-
ordinator. This plan will inform investment in the region so that
heart disease is ef fectively targeted.

Areas being addressed in the plan are: 
• Health promotion
• Pre-hospital care
• Primary care
• Hospital care
• Cardiac rehabilitation and
• Information and Surveillance of cardiovascular diseases.

The Region has received two years of initiative funding for
cardiovascular health to date, and improvements have been
made in many areas:

• Health promotion infrastructure and campaigns targeting
smoking especially in young people.

• Employment of personnel (nursing and dietician) in advance of
the national primary care/general practice pilot programme

• Aspirin training, provision of semi-automatic defibrillators and
audit structures in the ambulance service

• Hospital initiatives including chest pain assessment centres in
a number of hospitals, resuscitation training, improving cardiac
technical expertise

• Establishment of cardiac rehabilitation in all nine hospitals
• Public health/epidemiological initiatives including cardiology

manpower projections, mortality analysis by small area,
collaboration with hospital colleagues on audit of ‘door to
needle time’ and proportion of eligible patients receiving
cardiac rehabilitation.

A major contribution to improving health overall would be for
smokers to stop smoking, to prevent people from starting to
use tobacco, and to protect non-smokers from tobacco smoke
from others.

section 32 - public health section 32 - public health
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Key areas of responsibility are corporate human resources and

finance, corporate strategy and development, technical

services, communications and information management, legal

and public affairs, servicing the Board and Committees of the

Authority and co-ordinating parliamentary questions and public

representations and Freedom of Information requests.

The directorate launched the Human Resource strategy and

ICT strategy for the region in 2001 and was responsible for the

co-ordination of the rollout of the National Health Strategy to

the region.  These strategies were presented to the agencies

funded by the Authority and are in the process of being

implemented.

A number of functions within the Corporate Services

Directorate have been restructured and relocated.  The

responsibility for job evaluations for the region has been

transferred to the Human Resource Directorate and individual

directorates have been charged with the responsibility for

responding to parliamentary questions and public

representations directly.

The Directorate has organised a number of training courses for

staff including; communications workshop, and Freedom of

Information training.  It is developing further courses to meet

the requirements of the staff of Eastern Regional Health

Authority corporate.  A document-management steering group

was established in 2001, chaired by Mr. Martin Devine, Director

of Corporate Services, with representation from the three Area

Health Boards and Eastern Health Shared Services.  This group

will select a system to manage documentation in the region

and ERHA Corporate will be the pilot site in 2002.  

A number of corporate policies were developed and

implemented, including travel and subsistence, and health and

safety.  Drafting of fur ther policies is ongoing.  Corporate

Services also carried out a review of the clerical/administrative

structures in the Authority, and as a result a number of

additional posts were identified which are currently being put in

place.

section 34
corporate services

The primary function of Corporate Services is to manage the resources of the Authority Corporate.  It is
responsible for the planning, development and management of the corporate services of the Authority
and for ensuring that the Corporate Services are delivered in an efficient manner.  
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The role is outlined in Section 8 of the Health (Eastern Regional
Health Authority) Act, 1999 as follows:

• In performing its functions the Authority shall put in place
systems procedures and practices to enable it to monitor and
evaluate services provided in accordance with the
arrangements made under section 10

• Provide in its annual report an account of measures taken to
monitor and evaluate services and an account of the outcomes
of such measures.

The Directorate’s role is to monitor per formance against the
service agreement targets and to evaluate the extent to which
the service delivered contributes to the overall achievement of
the Authority’s strategic aims and objectives. In per forming
these functions the directorate is guided by the principles of
efficiency, effectiveness, equity, quality and accountability

Monitoring
In 2001 the Authority monitored activity and per formance
during the course of the year through a series of
monthly/quarterly returns from each of the agencies using the
monitoring framework. This monitoring framework built on
existing monitoring systems and was aimed at satisfying the
Department of Health and Children reporting requirements as
well as tracking the delivery of service plan in the region.  A key
priority in developing the monitoring framework was to facilitate
the analysis of issues such as capacity, unmet need, equity of
access, appropriateness of care delivery

In 2001, there were some positive developments in terms of
improvements in both the quality and timeliness of dat a
submitted by agencies notably in the areas of acute, addiction
and orthodontic services.  The data normally submitted to the
Authority in relation to those services offer potential new
sources of information to support the planning &
commissioning process and to highlight particular areas of
concern. From a monitoring prospective, there are still some
challenges for the Authority in terms of having access to routine
timely information on all care g roups. It is also critical that
information is available in an appropriate format at local level to
support local management decision-making. In many cases this
requires additional investment both in terms of human
resources and technological support and the Authority is
working closely with the providers to identify key priorities in
this respect. However, it is also critical that providers are
supported to maximise the use of existing systems and

resources and that there is recognition of the value of the
information at local as well as at regional level.

Looking forward, key objectives to the activity in 2002 in the
area of monitoring are as follows:

• Improved reporting on capacity, access and activity in relation
to all care groups.

• Better utilisation of monitoring information in local and regional
decision making

• Improved integration of information sources to provide a more
comprehensive view of service delivery and performance. The
monitoring and evaluation Directorate have identified initiatives
in this area, which will be implemented in 2002.

Evaluation
An ambitious programme of evaluations was initiated in 2001
and this is well advanced way in each care group. Areas of
review and analysis are underway and are linked to issues such
as assessment of need, development of care standards, equity
of access and appropriateness of service delivery. The detail of
these evaluations and their findings are contained in each care
group chapter in this report. 

The monitoring and evaluation process has highlighted some
key issues for the Authority. The first of these relates to the
issue of standard setting. The reviews in these areas of
disability and older persons have reinforced the need for the
development and implementation of explicit and comprehensive
care standards. These standards should form the basis of
commissioning decisions and also provide a coherent
framework for monitoring and evaluation of services. The
recently published health strategy " Quality and Fairness- a
health strategy for you" highlights the need for standard setting
in health care delivery. It is hoped that the Authority’s work in
these areas will inform the national perspective. 

A second area of concern for the Authority is to ensure that
evaluations take account of individual experiences and
expectations. A key principle underpinning the New National
Health Strategy is people centeredness.  The Authority in its
approach to evaluation and review has attempted to incorporate
the client’s perspective in all its views.  Within each care group,
the client views have been explicitly sought through bo th
consultation with representative groups and the use of
appropriate questionnaires and assessment tools to elicit
individual experiences. 

section 33
monitoring and
evaluation

The Directorate of Monitoring & Evaluation is legally responsible for the process of monitoring and
evaluating the activities commissioned by the Authority through service agreements with the 36
Voluntary agencies and three Area health Boards. A profile of the work undertaken to monitor and
evaluate services is contained in each of the care-group chapters in this report.

Annual Report 2001p102

Co-celebrants at the Multi-Faith Service held after events on September 11thAngela Fitzgerald, Director of Monitoring and Evaluation

Choristers of St.Patrick’s Cathedral, Dublin, at the Multi-Faith Service
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section 35
finance directorate

2 0 01 represented the first full calendar year of operations of the Eastern Regional Health Authority.
During the year the authority successfully finalised the transition to new funding arrangements with the
39 agencies in the region including the development of Section 10 agreements under the Health (ERHA)
Act 1999. Much of the work of the finance function within the ERHA during 2001 related to the
introduction of the Euro and ensuring a smooth changeover took place at the end of 2001 .
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Implementation of the Euro

The Finance function co-ordinated the introduction of the Euro

within provider agencies.  This in volved:-

• Acquiring funding from the Department of Health and Children

under the ICT programme for changeover costs

• Formation of a regional steering group comprised of ERHA

personnel and representatives of agencies

• Organising workshops with major software providers at which

agency ‘buying-power’ could be maximised

• Tendering on behalf of the 39 providers for assistance with the

changeover which achieved a best-value delivery of consultancy

where required

• Retaining PwC to evaluate progress to the changeover

throughout the year

• Briefing the Department of Health and Children

Annual Financial Statements Project

The Authority led a project to fully automate production of the

annual financial statements for the 3 Area Boards and

Corporate.  A consolidation structure was also introduced.  This

involved tendering for the system work and bringing together

finance teams from each Board to fully specify requirements.

This project has facilitated the smooth production of the 2001

annual financial statements.

Introduction of Budget Management System

During 2001 the Finance function implemented a Budget

Management System – B-Plan Synergy on a phased basis.

This allows greater control over allocation of agency funds as

well as providing information by care group.  The system is

designed for activity-related funding. Phase 1 is almost fully

complete with phases 2 to 4 due to be introduced in 2002.

Capital Management

The Authority provided capital funding of £105m (133m) to

National Development Plan (NDP) projects throughout the

eastern region in 2001.  This accounted for the full allocation of

NDP funds available for the year to the Authority from the

Exchequer.  £56m (€71m) or 53% of the 2001 cash funded

the general hospital programme of the Authority, including the

purchase of St Joseph’s Hospital in Raheny for £10m

(€12.7m).  A fur ther £682m (€866m) is committed by the

Exchequer to funding the NDP over the next five years.  Over

65% of the total funding over the life of the NDP is expected to

be spent on the development of general hospitals.

Financial Out-Turn 2002

2001 represented the first full calendar year of the Authority.

Under section 18 of the Health (Eastern Regional Health

Authority) Act 1999, the Authority is required to prepare

consolidated financial statements.  These financial statements

include the statements of the three area boards together with

payments made to the 36 agencies on the second schedule for

the provision of healthcare.

The consolidated Income and Expenditure Account and

Balance Sheet, along with 10 month comparatives, are shown

overleaf and the key elements are as follows:-

• The opening deficit of £15.2m was substantially funded by the

Department of Health and Children and related to items such

as demand-led schemes.

• The determination for the year was £2.008 billion and

expenditure against that determination amounted to £2.015

billion – an excess of £10m.  The analysis of expenditure by

care group is identified in the diagram below:

Expenditure for year ended 31/12/2001

Mr. Liam Woods, Financial Director

Complaints and Appeals

A review of Complaints Handling in the Region was instituted by

Corporate Services in 2001. The Authority appointed a Working

Group in June to review Complaints Procedures Protocols and

Appeals in the Region.  

• A central objective of this review is to set the goals, establish

the structures, and examine the processes for implementation

of an approved complaints system in the Region.

• The Working Group met over the summer and presented an

Interim Report to the Authority in September.  The Interim

Report made a number of Recommendations.  These included

the need for Staff Training, the development of mechanisms for

the review of complaints unresolved through local resolution, an

IT Regional Database to support the process for handling

complaints, and the promotion of Patient/Client Advocacy and

the development of a Regional Cus tomer Service.

• The Working Group is undertaking the implementation of these

recommendations and significant progress is being made.  A

Regional Conference on Handling Complaints in the Health

Service is planned for early next year (2002).

• It is also intended to organise regional training courses for s taff

dealing with complaints.

• The review of Complaints Procedures Protocols and Appeals is

bringing together the ERHA Service Providers and staff from

across the Region to work towards making a quality dif ference

to those patients, clients and families using health services and

facilities.

The membership of the Working Group is: 

Alastair Graham ERHA Chair (on behalf of ERHA)

Pat Bennett South Western Area Health Board Assistant Chief Executive Officer

Brigid Butler St. John of God Hospital ER Services Co-ordinator of Programme Development

Joe Cahill Northern Area Health Board Assistant Chief Executive Officer

Ian Carter St. James's Hospital Deputy Chief Executive Officer 

Louise Coleman Irish Society for Quality and Healthcare Quality Developer

Paul Cunniffe The Children's Hospital, Temple Street Secretary / Manager

John Davis East Coast Area Health Board Board Secretary

Aidan Gleeson Cappagh Orthopaedic Hospital Chief Executive Officer

Michael Lenihan National Maternity Hospital, Holles St. Secretary/ Manager

Christy Lynch KARE Chief Executive Officer

Mary Shore St Vincent's University Hospital Corporate Services Manager

The Regional Chief Executive with Ms. Mary Shore, of St. Vincent’s Hospital at

the launch of a Braille printer to assist in the handling of complaints made by

visually impaired people
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Balance Sheet as at 31st December 2001

31/12/2001 31/12/2000

£ € £

Fixed Assets

Tangible Assets (Note N1) 353,342,782 448,652,785 278,803,148

Financial Assets (Note N2) 0 0

353,342,782 448,652,785 278,803,148

Current Assets

Stocks (Note N12) 13,167,334 16,719,065 5,310,632

Property Purchase Deposits 1,798,890 2,284,119 1,907,000

Debtors (Note N3) 195,637,941 248,408,943 165,263,391

Cash at bank or in hand 3,695,383 4,692,169 29,572,632

Inter Area Health Board Debtors 0 0 37,003,961

214,299,548 272,104,296 239,057,616

Creditors (Note N4)

Bank Loans & Overdrafts (17,879,148) (22,701,835) (24,362,219)

Other Creditors (289,764,567) (367,925,104) (232,454,738)

Health Contributions 0

Inter Area Health Board Creditors 0 (37,003,961)

(307,643,715) (390,626,940) (293,820,918)

Total Assets and Liabilities 259,998,615 330,130,142 224,039,846

Capital and Reserves

Non-Capital Income & Expenditure Account (Form 1 line 5) (10,019,231) (12,721,799) (15,241,012)

Capital Fund :-

Capitalisation Account 353,342,782 (Note N5)

Less Deficit on Capital Income & 

Expenditure Account (86,256,576) (Note N8) 267,086,206 339,129,526 237,743,404

Deferred Income Account (Note N7) 1,798,890 2,284,119 1,907,000

Special I&E Account (Form 8) 1,132,750 1,438,296 (369,546)

259,998,615 330,130,142 224,039,846

section 35 - finance directorate
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Prompt payment of accounts

The Easte rn regional Health Au th o rity is comp lying with all its obligations under the Pro mpt Payment of Accounts Act 19 97.   Section 4 of th e

Act re qu i res the Easte rn Regional Health Au th o rity to pay for the supply of goods and services by the "pre s c ribed payment date." If th e

Au th o rity fails to make a payment to a supplier by the pre s c ribed date, inte re st is paid to the supplier.  It is the policy of the Easte rn Re g i o n a l

H e a l th Au th o rity to ensure that all invoices are paid pro mpt ly. For ERHA Corp o r a te, inte re st payments of £3,525,000 we re paid in the ye a r

ending 31 December 2001, where payments could not be made by the pre s c ribed date.  This re p resents 0.04% of non-pay ex p e n d i t u re. 

It is expected that the e xcess will be primarily funded by the

Department of Health and Children in line with the previous

year and is analysed as follows:-

£M

Set Up Costs Underfunded 3.0

Pay Awards underfunded 2.5

Virus Reference Laboratory 1.0

Legal fees underfunded 3.2

Miscellaneous including refugees 5.5

Total 15.2

* Expenditure on capital is shown as £142m for the year.  This

represents capital expenditure by the three boards together

with capital grants to the 36 agencies on the 2nd schedule to

the ERHA Act. Capital receipts are shown at £100m however in

line with government accounting guidelines further amounts

due at the year end are not recorded because they had not

been received up to the 31st of January 2002.

The following graph shows capital expenditure per the

consolidated financial statements, analysed by care group.

Work in 2002

In the current year the finance function will continue the

development of B- Plan Synergy, with the introduction of a

consolidated IMR for the region.

The development of web-based costing templates is also being

explored with the use of E-forms for collection and

consolidation of data.  Work will continue on developing the

SAP accounting system in order to maximize its usefulness to

the organisation.

Consolidated Summary Income & Expenditure Account (Non-Capital) for year ended 31/12/2001

Adjusted This Year (£)

Excess/(saving) brought forward 2,742,990,913

Net Health Service Expenditure 2000

By ERHA 12,241,792

By Northern Area Health Board 356,528,128

By East Coast Area Health Boar d 239,046,185

By South Western Area Health Board 318,362,189

Determination by ERHA to Voluntary Bodies 1,089,193,947

2,015,372,239 

Sub Total 2,018,115,229  

Total approved determination from DOHC 2,008,095,997

Excess/(Saving) carried forward (10,019,232)

Programme Analysis of Expenditure and Income
Determinations to Determinations to This Year 31/12/01

Pay Non-Pay Voluntary Bodies Gross Expenditure Income Net Expenditure

£ £ £ £ £ £

General Hospital Programme 126,459,448 115,943,909 1.089,193,947 1,331,597,304 (19,,533,569) 1,312,063,735

Special Hospital Programme 121,698,152 89,966,530 211,664,682 (7,088,589) 204,576,093

Community Care Programme 123,222,855 312,121,929 435,344,784 (13,337,269) 422,007,515

Central Services 23,162,282 59,114,340 82,276,622 (5,551,726 76,724,896

TOTAL 394.542,737 577,146,708 1,089,193,947 2,060,883,392 (45,511,153) 2,015,372,239

Expenditure by Agency Type

Capital Expenditure for year ended 31/12/2001
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section 36
information &
communication technology

In responding to the key business drivers and the wider strategic context the Authority has established a
strategic framework for ICT to guide future developments and investments that will achieve the
maximum benefit to key stakeholders-i.e., the Authority, providers and patients.  The overall Vision of
the strategy supports integrated service delivery with the client or patient at the centre.
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Objectives and Actions
In the context of the strategic framework and vision a set of
clear objectives have been set for each of the four development
streams.  The objectives in turn will be achieved through a
series of actions (i.e., initiatives, projects, etc.).  

Overall 24 objectives have been defined across the four
development streams.  These are broadly represented in the
diagram above.

The high priority actions that have been identified during the
strategic planning process include: -

• Targeted ICT developments to implement/replace core systems
in relation to priority areas such as: child-care (and child
health), accident and emergency provision, drugs and AIDS,
specialist hospitals, and waiting list management; Expected
Timeframe: Significant achievement by the end of 2002.

• Targeted investment in ICT for primary care to enable effective
and co-ordinated service within primary care and with other
agencies; for example through the rapid introduction of
structured messaging across the region; Expected Timeframe:
Structured message facilities available in 2002 with continued
development to add enhanced functionality such as results
reporting and online scheduling. 

• Progressive investment in hospital systems towards achieving a
fully integrated core Electronic Patient Record in each hospital;
Expected Timeframe: By the end of 2004.

• The implementation of integrated and comprehensive care
support systems into all the primary care and community care
services delivered by the area health boards; Expected
Timeframe: Pilot work beginning immediately with
comprehensive systems delivered by the end of 2004.

• The investment in ICT facilities to make available a shared
Electronic Health Record across the region, subject to pertinent
controls, to both clinicians and patients;  Expected Timeframe:
Delivery of a patient event registry by the end of 2003 with
continued development through-out the life of the strategy.

• The rapid development, agreement, and adoption of consistent
rules and ethics governing all information sharing and the
implementation of a co-ordinated policy and approach ensuring
the security and confidentiality of patient/client information;
Expected Timeframe: Delivery in 2002.

• The introduction of the necessary technologies to enable
access to and creation of knowledge-bases for practitioners,
planners, managers, and patients;  Expected Timeframe:
Initial development will provide for universal Internet access to
key external medical resources in 2002 with continued
development through-out the life of the strategy.

• The rapid completion of a core suite of specialised
commissioning tools to be used by all those engaged in
commissioning and service development but most significantly
by the ERHA itself and the area health boards;  Expected
Timeframe: By the end of 2002. 

• The adoption of common data standards and definitions in
respect of patient/ client care and resource management, and
the establishment of 'on-line' access to planning and
management information based on this data; Expected
Timeframe: By the end of 2002.

• The implementation of an enhanced infrastructure to enable
the interface with patients/clients, carers and the public, for
example through the co-ordinated delivery of web-based
information and knowledge services;Expected Timeframe:
Patient portal available by mid-2002 with continued
development closely aligned with national eGovernment
initiatives.

• Completion of a robust and sus tainable regional
communications infrastructure for voice and data; Expected
Timeframe: By the end of 2002.

• Taking forward immediate actions in respect of the
introduction of the PPSN (Personal Public Services Number)
throughout the region; e.g. ensuring high priority is placed on
this endeavour in relation to all systems investment; Expected
Timeframe: Immediate and ongoing.

Figure 2. Cornerstone Objectives of the Strategic Framework

Delivering the Vision

Delivering the vision will require a co-ordinated effort in relation

to the management of patient/client information, knowledge,

and management information. There will be four major streams

of development that together will form the focus for projects

and initiatives to be under taken in relation to patient/client

information and knowledge. The way forward is summarised by

the following.

Empowering Patients, Clients and the Public:

• Patient web portal;

• Phone support services;

• Information kiosks;

• eBroker/eGovernment;

• Streamlined patient flow / integrated services.

Delivering Knowledge for Planning & Management:

• Knowledge-based systems;

• Data warehousing;

• Data mining tools;

• Universal Client Index;

• Resource Management Systems.

Ensuring Integrated & Informed Care:

• Local electronic patient records;

• Regional electronic health records;

• Core clinical systems;

• Patient Administration Systems;

• Decision support.

The Enabling Infrastructure:

• Organisational LANs;

• Remote access;

• Voice systems;

• Regional WAN;

• System-wide messaging;

• Mobile computing.

The ICT Vision
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The Directorate’s responsibilities are underpinned by the

aspects of section 8(2) of the Health (Eastern Regional Health

Authority) Act, 1999 that require the Authority to plan and

arrange for the provision of services while having regard to the

resources available.  In discharging these responsibilities the

Planning and Commissioning Directorate continues to develop

and refine processes and skills in order to facilitate the

strategic planning of integrated, quality services in response to

identified and measured need and the commissioning of

services to meet such needs from both the statutory and

voluntary sectors.  The following are key elements in these

processes:

• Prepare annual Service Plan for adoption by the Authority.

The Authority is required to submit its Service Plan to the

Minister for Health and Children within 42 days of receipt of

the annual letter of determination.  The Service Plan sets out

the projected activity for the incoming year, utilisation of

available resources, planned development in services and

monitoring arrangements for implementation of the plan during

the year.  Following intensive work by the staff of the Authority,

Members of the Finance and Property Committee and

Members of the Board of the Authority’s first annual Service

Plan was adopted on 15 January, 2001 and submitted to the

Minister for Health and Children.  The Plan formed the

benchmark against which progress was monitored, in

association with the Board and the Department of Health and

Children, throughout the year.

• Undertake needs assessment in a collaborative fashion.

The Directorate seeks at all times to base planning firmly

around identified and measured need.  The planning process is

also characterised by inclusiveness, transparency and

partnership and close liaison with agencies, professionals and

clients.

The following is a list of reviews completed or underway which

seek to assess needs and plan the necessary reorientation and

improvement in services required to meet these needs:

• Working Group on Children & Adolescents with Sexual

Behaviour Problems.

• Young Chronic Disabled Review.

• Audiology Review Group.

• Day Surgery in the Nor thern Area Health Board.

• Cardiac Catheter Laboratory Review.

• Alcohol Review.

• Mental Health Strategy.

• Child and Adolescent Psychiatry Review.

• Review of Psychiatry of Old Age.

• Review of Intensive Care Unit and High Dependency Unit Beds.

• Regional Child Care Strategy.

The Authority also works closely with the Department of Health

and Children, Comhairle na nOspideal and other bodies

carrying out service reviews nationally.  In this regard, the

Directorate has worked closely with providers in formulating a

regional input to national reviews of neurology and

neurophysiology services, cardiology manpower and Accident

and Emergency services. 

• Negotiate service agreements with the 39 providers.

The Authority is required to enter into written ag reements with

providers setting out the services commissioned in each year.

In 2001 the Authority negotiated 39 such agreements which

detailed the services to be delivered and associated funding.

The commissioning of services in each care area is based on

principles adopted by the Board of the Authority and set out in

preceding chapters.  Details regarding the total services

commissioned, both existing and new, are also set out in

preceding care chapters.

This was the first year Provider Plan Agreements were

concluded and the process required intensive consultation

around the format and content of these Agreements.  The

Agreements underscore the accountability of both the Authority

and the providers for the achievement of the most beneficial,

effective and efficient use of resources.

section 37
planning and

commissioning

The objective of the Directorate is to ensure that all health and personal social services in the region are
planned, managed and delivered to achieve measurable health and social gain.  The Directorate is
responsible for the strategic planning of all services, including capital and information technology aspects.
The Directorate is also responsible for commissioning services from the 39 providers within the region.

Pat McLoughlin, Director of Planning and

Commissioning

p111Annual Report 2001

• The adoption of a regional ICT governance framework that
ensures that all investment is taken forward in a co-ordinated
manner within the context of a coherent strategic plan and in
accordance with pertinent principles such as the need to
adhere to standards in respect of data and functionality;
Expected Timeframe: Delivery in 2002.

• The determination of the tactical and strategic way forward to
ensure the effective availability of specialist ICT human
resources; Expected Timeframe: A comprehensive recruiting
and professional development scheme early in 2002 with
ongoing support.

• The co-ordinated delivery of a range of training and
development resources to support ICT initiatives throughout the
life of the strategy; Expected Timeframe: Initial comprehensive
plan by 1st quarter 2002 and continued through-out the
strategy.

ICT Programme Progress in 2001
Total funding of €11,762,980 was secured from the
Department of Health & Children in 2001.  This investment
was distributed in the following manner :

• €4,750,820 for Euro Compliance (Voluntary & Statutory
providers)

• €1,952,179 for Area Health Boards
• €635,958 for ERHA Corporate
• €4,424,022 for Voluntary Providers

The investments include a range of Patient/Client system
implementations & roll-outs in both primary & secondary care,
selection & implementation of Financial S/W for Voluntary
agencies, service support applications, administrative support
applications & implementation & expansion of network
infrastructures.  

Taking Things Forward
Implementing the ICT Strategic Framework involves a
considerable amount of change for the ERHA in a number of
areas. As a first step in managing change, an ICT governance
model has been proposed.  

Individual initiatives can be advanced through working groups
via the preparation of a business case that takes into
considerations, among other things investment criteria such as:

• Positively impacts and/or supports a high priority service need
(e.g., child care, waiting lists),

• Positive contribution to meeting overall ICT vision and
objectives,

• Benefits are significant and quantifiable.  The initiative provides
benefit to a wide cross-section of ERHA (e.g., shared/common
systems),

• Clear relationship between cost and benefits and/or strong
value proposition,

• Risk; of doing nothing & Implementation risk

Typically, business cases put forward will be reviewed and
discussed by the ICT Executive. 

In addition, the governance model proposes the establishment
of a senior ICT planning role within the Authority.  This
individual will oversee the delivery of the strategy and act as
the ICT Programme Of ficer; form and in many cases co-chair
the ICT Working Groups; and sit on the ICT Executive.

Finally, training and organisational development will be an
important aspect in the implementation of this strategy.  The
Authority is committed to encouraging each agency to develop
and maintain a training programme allowing every individual to
derive maximum benefit from the ICT developments.

Achievements and Benefits
Regular reviews of project progress and the resultant benefits
gained from investments in ICT will be critical to ensure that
information is an true enabler in the workplace and that real
Value for Money is realised.  Such post implementation reviews
will be based on the objectives of individual Business Cases
and will inform future projects.

Conclusions
The vision, objectives and actions outlined in this ICT strategy
are driven entirely by the strategic environment and a shared
vision for the region, and will be considered a vital component
to help deliver the region's objectives alongside clinical
equipment, staff, and other strategic developments.  

Success in delivering the strategy will depend as much on
gaining support from each organisation and individual involved,
as on technical issues regarding the information systems
themselves.  Thus a wide consultative process has been used
in developing this strategy.  This document, however, does not
represent the end of a dialogue but rather the beginning of a
wider consultation process that sets-out an ambitious but
practical programme of change.
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Media Service

A 24-hours a day seven days a week information service was

provided to the media, and a large volume of calls was

processed from local, specialist and national print, broadcast

and web media.  We maintained a constant input into breaking

news stories to facilitate balanced and accurate coverage of our

work.

ERHA Times 

The ERHA Times, which is circulated to all our provider

agencies, and contains news of developments throughout the

region, was re-designed this year.  The ERHA Times gives

information on Authority policies and developments, funding

allocations, staff appointments, health promotion campaigns

and partnership projects with local communities

Supplement on ERHA Work

A supplement on the work of the ERHA was published by the

Irish Independent during the year and distributed throughout

the country.

Internet

The ERHA Internet site was redesigned and modernised.

Application forms for the various services were put on the site,

from where they can be downloaded.  In conjunction with the

Government’s REACH campaign, work was begun to enable

people to fill up application forms on-line

Intranet

An Intranet site was developed during the year for the ERHA

Corporate.  This provides staff directories, information on

current work projects in the dif ferent Directorates, details of

payroll, educational courses, job vacancies in the region, the

regional library service and the Corporate Social Club activities.

Diary

An ERHA Corporate Diary was complied, with details of our

Board Members, Service Providers and a comprehensive list of

health and personal social services in the East.

E-People

An e-Newsletter, E-People, was introduced during the year,

featuring the latest news from and about ERHA Corporate staff.

National Health Strategy

A major communications programme was organised to ensure

that details of the National Health Strategy were communicated

without delay to our own staff and our provider agencies.

Arts Policy

Five pilot projects on the practice of arts in healthcare settings

carried out jointly with the Arts Council were completed and

based on these proposals the development of an arts policy for

the ERHA was almost finalised.

Launches, Seminars and Conferences

Press launches, seminars and conferences were organised.

Information for the public

A booklet for public representatives giving information on the

various services in the region was produced and distributed

widely.

section 38
communications

The Communications Department maintained a network of external, internal, and electronic
communications to inform the public, Board members, staff and our provider agencies about the range
and extent of the Authority’s work in 2001. It provided support on communications to all the
Authority’s Directorates and to our 39 service providers, in line with its commitment to openness and
t r a n s p a r e n c y.
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section 39
human resources
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Since the mid-1990s the labour market in the eastern region

has experienced significant changes including shifts in

workforce participation, the growth of other sectors and

increasing staff mobility. The combined ef fect of these

environmental factors has created significant dif ficulties in

relation to the attraction and retention of staff.  This presents

challenges, since many shortfalls in the delivery of health care

are attributable to deficits in the available supply of the

appropriate supply and skills mix of staff. 

In 2000, the ERHA commissioned an independent

management consultancy firm to under take an analysis that

would inform the development of a Human Resources (HR)

strategy for the eastern region.  Participants included the

Service Provider agencies, professional bodies, representative

associations, the Department of Health and Children, the

Health Service Employers’ Agency (HSEA) and the Of fice for

Health Management (OHM). The report acknowledged the

individual needs and role of each stakeholder and also

captured a regional perspective on key issues facing the sector.

The Report recommended that a Human Resources Strategy

should be developed for the region, which would be dependent

on the achievement of three objectives:

• To ensure that Human Resources are on the strategic agenda

for each Service Provider in the Region.

• To define a new model for Human Resource Management

(HRM) in the region.

• To agree a framework for a Regional Human Resources

Strategy.

The consultancy report recommended that a Director of

Human Resources be appointed to achieve these objectives. On

foot of this Ms. Síle Fleming was appointed as Director of HR

and Organisational Development in October 2001.

Since October 2001, the work of the HR Directorate has

focused on analysing the key human resource issues and

priorities for the region, on recruiting a small team of HR

professionals to work in the Directorate, and on building

relationships with key stakeholders.  It has also sought to clarify

and communicate the role of the new Directorate with

stakeholders, and to establish a number of projects and groups

in order to develop a programme of work for the period 2002

to 2004. 

Integrating HR planning into the Service
Planning Process:

The independent consultancy report emphasised the need for

HR planning to become an integral part of the service planning

process given that a high calibre, well trained staff team is a

prerequisite to the delivery of quality services. 

Development and Implementation of a Regional HR

Framework and Strategy:

The report highlighted the benefits that would accrue from a

regional approach to the development of HR initiatives and

priorities. In order to take this forward, the HR Directorate

established a Regional HR Forum in November 2001,

comprising human resources professionals from all provider

agencies in the region.  At its first meeting, there was a

consensus among forum members that a collaborative

approach to the development of HR initiatives would accrue

significant benefits to the agencies and lease up resources for

investment in service provision.  A Regional HR Steering

Committee was also established to further the work of the

Forum and it comprises HR representatives from each strand

of provider agencies within the region. It is intended to engage

other stakeholders, including trade unions, on a partnership

basis, in the development and implementation of the change

programme.

The development of an accurate and comprehensive workforce

profile of the Eastern Region will be essential to the design and

implementation of appropriate HR interventions. In recognition

of this, a key priority of the HR Directorate is to lead the

development of comprehensive employment/HR information

The mission of the Human Resources Directorate
is to work with and facilitate provider agencies
to obtain, develop and retain the level and
quality of health care professionals required to
ensure that the health needs of our population
are met.Síle Fleming, Director, Human Resources & Organisation Development

The new look ERHA website was launched
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systems within provider agencies in order to develop effective

workforce profiling and planning, including information

regarding turnover, absenteeism, vacancy and skills levels

within provider agencies in the region.  

Recruitment:

In view of the volume of staff and levels of turnover, national

and overseas recruitment accounts for a significant amount of

the existing activity carried out by the HR department of each

provider agency.  The independent consultancy repor t

emphasised the need for collaborative, cost-ef fective and

service-focused approaches to recruitment within the region.  In

recognition of this need, the HR Directorate will work actively

with service planners in the ERHA to develop recruitment

initiatives to address key priorities identified in the ERHA

service plan in respect of specific care groups. The ERHA will

work with other key stakeholders to develop recruitment

practices that are aligned with the needs of a competitive and

changing labour market.  A number of other initiatives are also

underway:

• The ERHA initiated a pilot project to develop a government-to-

government strategy for overseas recruitment of nurses in late

2001. This project is being developed in collaboration with all

statutory and voluntary agencies in the East Coast area.  The

aim of the project is to develop direct links with other

governments in order to develop a more systematic and cost-

effective approach to overseas recruitment.  It is hoped that the

outcome of this project can inform the development of similar

approaches for the recruitment of other grades. 

• The ERHA has initiated a Working Group, representing a cross

section of provider agencies, to fur ther develop proposals for

innovative and effective approaches to recruitment in the

Eastern region. Part of the initiative will be to further develop

and expand internet-based advertising. 

• A Regional Framework for the Development of Childcare for the

Eastern Region was recently developed. In order to progress

this project to the implementation s tage, it was agreed that a

number of working groups would be established.  The HR

Director of the ERHA is chairing the Regional Human

Resources Working Group, the aim of which will be to develop

and implement proposals and solutions in relation to

recruitment, retention, and skills and professional development

of staff in order to achieve the strategic objectives of the

Regional Framework.

• The Dublin Academic Teaching Hospitals have initiated a

project to tender for the provision of agency nurses.  The ERHA

is actively working to encourage o ther provider agencies to join

this project. The Area Health Boards have also joined this

project. 

Training and Development:

Under the Programme for Prosperity and Fairness (PPF, 2000),

the need for greater investment in the training and

development of staff is highlighted as a key objective of the

public sector modernisation programme.  The PPF

recommends that public sector organisations should invest 3-

4% of payroll costs in the training and development of staff.  At

the first Regional HR forum, the value of informal development

opportunities, including coaching, mentoring, job rotation, skill

mix projects, and mobility programmes, was discussed. The

HR Directorate is working with provider agencies to implement

performance management, professional development planning

and career planning systems for staff. The benefits of

investment in these initiatives can be measured in areas such

as increased staff motivation, higher retention levels and quality

service delivery.  It was agreed that the ERHA will work with

and facilitate provider agencies to develop con-joint training and

development initiatives to meet their specific needs. 

‘Employer of Choice’:

A key objective of the National Health Strategy is to develop the

health service as an employer of choice. Strategies will be

developed to enhance the image of health service agencies in

the Eastern region as employers of choice over 2002 and

beyond. These will focus on the following areas: development,

in consultation with unions, of family friendly working

arrangements, diversity and equality programmes, the

extension of personal development planning, increased

investment in training and development for staff, and the

development of new ways of working including multi-disciplinary

team working.

Other Projects/Priorities:

Job Evaluation and Reviews

In 2001, the Department of Health and Children devolved the

National Clerical and Administrative Job Evaluation Scheme for

the Eastern region to the ERHA. Since then, over three hundred

evaluations of clerical and administrative jobs have been

carried out by the ERHA.  The undertaking of this role is

carried out so as to ensure the achievement of a consistent

approach to job evaluations across the region. This role has

also evolved since its original es tablishment and now includes

the provision of advice to agencies on restructuring,

development of specific roles and other grading matters.
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This year’s report

Design: Creative Communications

Printing: Woodprintcraft

Cover Image: The leaf bo th reflects the Authority’s logo, the leaf of

medick, an ancient heraldic symbol of medicine and healing, and

symbolises energy, growth and dynamism.
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