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 EXECUTIVE SUMMARY 
 

 
 
Introduction 
 
Palliative care is the continuing active total care of patents and their families, at a time when the 
medical expectation is no longer cure. The goal of palliative care is the highest possible quality of life 
for both patient and family.  In October 2001, the National Advisory Committee on Palliative Care, 
established by the Minister for Health, presented a comprehensive report on current service provision 
and the future needs of the palliative care service in Ireland entitled ‘Report of the National Advisory 
Committee on Palliative Care’.  The Committee advised that a needs assessment for palliative care 
services be undertaken in each health board area. The aim of this needs assessment, subsequently 
undertaken, was to determine the level of need for palliative care services in the Cork / Kerry region 
and to make appropriate recommendations for future service development. Current palliative care 
services are largely focused on patients with a cancer diagnosis. This review also encompassed non-
cancer conditions which might have a palliative care element.  
 
 
Morbidity & Mortality 
 
Deaths from cancer account for over one-fifth of all deaths annually in the Southern Health Board area. 
Overall, in the 1994-8 period, there was an average of 1,176 deaths annually in this region. The 
overwhelming majority of patients who currently avail of specialist palliative care services suffer from 
some form of malignant disease. The National Cancer Registry has predicted that the percentage 
increase in projected cancer incidence in the region between 2000 and 2015 will be 26%.  Reflected in 
this will obviously be an increased requirement for palliative care services.  
 
It is estimated that there would be approximately 4,000 deaths in the region each year from progressive, 
non-malignant causes, mainly circulatory and respiratory disorders. It is further estimated that at least 
800 of these patients would have a recognised period where they could benefit from specialist palliative 
care services. With the projected increase in population, the numbers of those suffering from 
progressive, non-malignant causes will also increase. It is estimated that an increase of nearly 9% in this 
group would benefit from specialist palliative care services by 2016.  
 
The most dramatic change suggested by population projections for Ireland up to 2016 will be in the 
over 65’s. The vast majority of users of the present services are in this older age-group. Nationally, the 
population of over 65’s is predicted to increase by 31% between 2001-2016.        
 
 
Current Service Provision 
 
In the Cork area, a specialist service has been developed and coordinated through Marymount Hospice, 
providing inpatient care at Marymount Hospice and a wide range of palliative care support services in 
the community through its home care nursing teams and related services. The hospice, a voluntary 
institution, provides a comprehensive specialist palliative care programme, which includes in-patient 
services, day care, home care, out-patient department, consultancy services, bereavement support and 
education services. Developmental plans for a new hospice are underway.  
 
There are two Consultants in Palliative Medicine in the region. The first was appointed in 1991, based 
at Marymount Hospice. The post entails sessional commitments at Marymount Hospice and at Cork 
University Hospital, with patients being seen on request at the Mercy Hospital, South Infirmary / 
Victoria Hospital and the Bon Secours Hospital in Cork. A second consultant was appointed in 2002 to 
lead the palliative care service in the Kerry / West Cork area. This latter post is based at Tralee General 
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Hospital and is linked to the specialist centre at Marymount Hospice. There are sessional commitments 
to Tralee General Hospital, Bantry General Hospital and Marymount Hospice. Patients are also seen at 
the Bon Secours Hospital in Tralee on request. There are, as yet, no designated palliative care beds at 
Tralee General Hospital.  
 
Day care services are available to patients who can access them from the Cork City area and its 
environs. The service has been provided at Marymount Hospice since 1994. There is no day care 
service provision for palliative care patients who live in more remote parts of Cork county. No day care 
service is available to palliative care patients in Kerry.  
 
Home care (community specialist palliative care) service provision is available throughout both 
counties. Patients are visited in their own homes by the Clinical Nurse Specialist-Palliative Care (Home 
Care Nurse), who works in collaboration with each patient’s General Practitioner and the Public Health 
Nurse (PHN). The Marymount Hospice Palliative Care team in the community provides a service to 
Cork city and county, operating a North Team covering North Lee and North Cork Community Care 
Areas, a South Team covering South Lee, and a satellite service covering West Cork.  Frequency of 
visits to patients who live a distance from Cork city is dependent on staff availability. There is seven-
day week service provision (one nurse on duty at weekends). In Kerry, community specialist palliative 
care provision operates in two teams – one based at Tralee General Hospital; the other based at 
Killarney Community Hospital. Present staffing levels do not allow for weekend cover. There is no 
multidisciplinary team. The Kerry service is managed by the Director of Public Health Nursing.  
 
With regard to acute general hospitals in the region, there are Specialist Palliative Care Nurses in Cork 
University Hospital, Mercy Hospital, South Infirmary / Victoria and Tralee General Hospital. Most of 
these appointments have been in the recent past. As already noted, the Consultants in Palliative 
Medicine have sessional commitments to Marymount Hospice, Cork University Hospital, Tralee 
General Hospital and Bantry General Hospital.  Patients are seen on request at the Mercy Hospital, 
South Infirmary / Victoria Hospital, Bon Secours Hospital Cork (private) and Bon Secours Hospital 
Tralee (private). There is no such service at Mallow General Hospital.  
[Acute General Hospitals in Public Sector SHB = Cork University Hospital, Mercy Hospital, South 
Infirmary / Victoria Hospital, Mallow General Hospital, Bantry General Hospital & Tralee General 
Hospital] 
 
There is ongoing development of the Community Hospital network throughout the region with the 
intention to establish dedicated non-specialist palliative care beds across all of the hospitals. This 
development has been to the fore in Kerry. There are currently no designated palliative care beds in 
nursing homes in the region; the Health Board ‘purchases’ beds on a needs basis. 
 
The General Practitioner has a primary role in the provision and coordination of palliative care services 
in the community. The GP liases with the home care team, the public health nurse and other service 
providers as necessary.  
 
The Public Health Nurse, who works at clinical nurse specialist level, provides a continuum of care to 
all patients in need of palliative care services within a geographic area. The PHN provides nursing care, 
advice, support and advice within the patient’s home in association with the home care team and is 
central to coordinating community services.   
 
Services are also provided by voluntary agencies. The Irish Cancer Society (ICS) funds specialist 
palliative care nurses (working in home care teams) and night nursing services, and offers financial 
assistance to cancer patients in need. The Irish Hospice Foundation likewise supports the development 
and improvement of palliative care services in a variety of ways. In Kerry, the Kerry Hospice 
Foundation has been in involved in leading, planning and organising the development of services in 
Kerry in partnership with the Southern Health Board for over a decade. The Kerry Home Care Team 
was founded by the Kerry Hospice Foundation in conjunction with the Southern Health Board and with 
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some funding from the Irish Cancer Society. Various fundraising activities are organised.  The 
Foundation funds a wide range of palliative care services in Kerry.  
 
 
Current Service Utilisation 
 
Current service utilisation is overwhelmingly by cancer patients (93%+). Utilisation patterns in relation 
to the inpatient specialist unit, day care, home care and the acute hospitals have been examined.  
 
Inpatient Specialist Unit, Marymount Hospice: In 2001 there were 348 patient admissions (bed 
occupancy 93%). In that year, 46% of patients had a length of stay of 1-10 days; 22% between 11-20 
days and 32% greater than 20 days. Typically there is a delay of some days for admission; however, this 
can regularly increase to weeks. Generally, between 6-10 patients are awaiting admission at any one 
time. 
 
Day Care: Seven places per day, five days weekly are offered at Marymount Hospice. A total of 45 new 
patients were referred in 2001; overall there were 776 attendances. Ninety-five per cent of attendees 
were from Cork City. Patients are generally contacted within 48 hours of referral. 
 
Home Care: In 2001, in Cork City & County, 411 new patients were seen out of a total of 511 referrals 
(an increase of 14% on 2000). In Kerry, a total of 316 patients were referred in 2001 (an increase of  
13% on 2000). 
 
Acute Hospitals:  
Cork University Hospital: In 2001, there were 376 referrals to the service, a 27% increase on 2000. This 
increase was largely influenced by the appointment of a consultant medical oncologist to the hospital in 
July 2001. 
 
Mercy Hospital: In the 6-month period March-August 2003, 158 patients at the hospital were referred to 
the palliative care service. Of these, 124 were seen by the Consultant in Palliative Medicine.  
 
South Infirmary/Victoria Hospital: Hospital data provided indicates that the current average referral is 
14 public patients per month (=168 per annum). Since the addition of a consultant oncologist to the 
staff, there has been a noticeable increase in the number of patients referred. 
 
Bon Secours Hospital, Cork: In the 12-month period ending November 2002, approximately 75 
oncology patients were referred for palliative care review. 
 
Mallow General Hospital: Does not have a visiting Consultant in Palliative Care.  It has been estimated 
that in the 12-month period Oct 2001-2, 66 patients died at the hospital who might have benefited from 
the specialist palliative care service. 
 
Bantry General Hospital: Specialist palliative care provision at the hospital is newly commenced with 
the appointment of a Consultant in Palliative Care to the West Cork / Kerry area. 
 
Tralee General Hospital: The appointment of a consultant in Palliative Care is a relatively new post at 
the hospital. Previous statistics relating to workload in the specialty at the hospital are not readily 
retrievable. In 2001, there were 145 patient referrals to the home care team from the hospital. 
 
Bon Secours Tralee: In 2001, 28 patients were reviewed at the hospital by the Home Care Team. 
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Views of Service Providers 
 
A series of consultative meetings and quantitative methods (questionnaires) were employed to assess 
the views of service provider stakeholders throughout Cork & Kerry in order to determine satisfaction 
with current services and to highlight priority areas for service development. The results clearly 
indicated that while there is widespread satisfaction with the service provided by specialist palliative 
care services, the majority of stakeholders consider that the level of palliative care service provision is 
inadequate to meet the needs of the region.  
 
The main gaps in service provision repeatedly identified by service provider stakeholders were:  
 
- insufficient specialist inpatient beds, including the availability of respite / crisis beds, resulting in 

long waiting lists and an overstretched service 
- insufficient day care places, with most of the region (greater Cork area and all of Kerry) having no 

access to day care 
- insufficient staffing in inpatient unit, day care service and home care service 
- the urgent need for a new hospice with more beds and staffing in Cork 
- the lack of specialist inpatient unit in Kerry, with the provision of a comprehensive palliative care 

service, was voiced as a very acute need. The current lack of provision of designated beds in Tralee 
General Hospital for the appointed Consultant was strongly voiced 

- current lack of home care nursing service at weekends in Kerry 
- insufficient paramedical supports, especially in the community – with the paucity of 

physiotherapists, occupational therapists and counsellors being repeatedly emphasised 
- insufficient nursing staff in the community, with limitations in the provision of twilight nursing, 

night nursing and weekend cover notable 
- insufficient family supports, including home helps (the number of home-help hours was considered 

to be very limited in many instances)  
- a widespread lack of access to counselling services for patients, families and carers. Post 

bereavement counselling was considered to be a huge service gap 
- service access a real difficulty for very many patients in the region, with evidence of huge 

geographical inequities and of transport issues in more remote areas. Geographical inequities 
(especially in relation to day care) particularly notable in Kerry, West Cork, North Cork and East 
Cork   

- insufficient availability of dedicated beds in community hospitals, with particular problems in 
placement of those under 65 years in the community   

- perceived access difficulties for those in nursing homes with palliative care needs to specialist 
palliative care services 

- discharge planning from acute hospitals – community stakeholders repeatedly pointed this out as 
being suboptimal, resulting in poor service integration between hospital and community 

- no on-site palliative care service at Mallow General Hospital 
- the difficulty in accessing out-of-hours information on palliative care patients from Kerry by 

General Practitioners there was noted         
- difficulties with locally accessible education and training for all service providers  
- access to, and delivery of, aids & appliances (emergency stock) 
- lack of provision of palliative care services to non-cancer patients 
- the underdevelopment of paediatric palliative care 

 
 
Views of Patients & Carers 
 
The views of patients and carers were sought to find out what their perspectives on the palliative care 
services in the Southern Health Board were and to try to identify areas for service improvement most 
relevant to them. Both patients and carers expressed much satisfaction with the specialist palliative care 
service in terms of the staff providing the service, their communication with them and the services 
provided by them both in the specialist in-patient unit and in the community. 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

8

 
The main concerns highlighted were: 
- the inadequacy of information about ancillary services (patients wanted to be more aware of 

services available) 
- patients felt that, in some instances, staff were not adequately equipped to deal effectively with 

their care (e.g. in general hospitals; in terms of syringe driver use at home)  
- issues about acute hospital settings in terms of communication (as compared with the specialist 

unit) and the degree to which they are equipped to deal with palliative care patients  
- some difficulties with smooth continuity of care from the acute hospital setting to the community 

following discharge 
- access to hospitals from rural areas often problematic, in addition to parking difficulties on arrival 
- anxieties were expressed in relation to entitlement to, and renewal of, medical cards 
- patients frequently voiced feelings of social isolation in relation to their illness 

 
In addition, carers had experienced difficulties in getting assistance during night hours and in trying to 
organise home help and. Some had been frustrated with regard to obtaining equipment. Frustration was 
noted concerning carers’ perception of difficulty in obtaining information about their relatives from 
acute hospitals. Much dissatisfaction was voiced in relation to the lack of continuity with out-of-hours 
GP services for palliative care patients Bereavement support was highlighted over and over again as 
being inadequate and unevenly provided.   
 
 
Conclusion & Recommendations 
 
Based on the in-depth assessment of need for the further development of palliative care services in the 
Cork-Kerry region, and taking on board the views of representative stakeholders – including patients 
and carers, a lengthy set of recommendations has been made. Notwithstanding the very excellent 
service provided by specialist and non-specialist service providers, considerable gaps have been 
identified by providers, patients and carers. These must be tackled. It is considered that, when 
implemented, the recommendations made will substantially address current shortfalls. 
 
General recommendations provide for the inclusion of non-cancer patients in palliative care service 
provision and the separate undertaking of a needs assessment for paediatric palliative care services. 
Specialist palliative care should be available to all patients in need of palliative care in all care settings 
regardless of age. A comprehensive information booklet for patients and carers regarding services and 
entitlements is essential.  
 
Specialist palliative care service provision requires intensive tackling. The need for increased numbers 
of specialist palliative care beds in Cork and Kerry (latter has none as yet) is recommended. The 
planned Regional Specialist Palliative Care Unit at Marymount should be advanced without delay. A 
satellite Specialist Palliative Care Unit is required for Kerry (based on the grounds of Tralee General 
Hospital), to provide specialist inpatient palliative care services, out-patient clinics and day care 
services for the area.  Until established, however, it is imperative that a sufficient number of interim 
dedicated palliative care beds are identified at Tralee General Hospital to support the work of the 
appointed Consultant and her team. 
 
The issue of increased staffing needs to be addressed in order to adequately meet the needs of patients. 
Recommendations are made in relation to Consultant in Palliative Medicine posts (including an 
academic post) and to Specialist Palliative Care Nursing posts (including those in Specialist Inpatient 
Unit, Day Care, Acute General Hospitals and Home Care). The importance of geographical 
accessibility of home care services to patients is stressed. National recommendations in relation to 
numbers of physiotherapists, occupational therapists, social workers, psychologists, care attendants and 
others are delineated. Sufficient and appropriate administrative staffing should be provided to support 
palliative care provision both in hospital and community settings.   
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Adequate and accessible Day Care facilities throughout the region are a pressing requirement – with the 
necessity to further develop the facility at Marymount Hospice, to advance the provision of a Day Care 
facility in Kerry and to progress access for patients in more remote areas (where Community Hospitals 
might consider facilitation of day access). 
 
All acute general hospitals in the region should have a consultant-led service and should have an 
adequate number of Specialist Palliative Care Nurses as per national recommendations.  Service 
provision at Mallow General Hospital requires addressing. Discharge planning of palliative care 
patients from the acute hospital sector needs to be improved so as to better integrate the service for 
patients between hospital and community. Fast tracking of outpatient appointments and inpatient 
admission for patients in the acute hospital sector is urged.  
 
The importance of very close liaison between those involved in community-based services and Home 
Care Teams is stressed. It is recommended that the West Cork Project should examine related issues. 
The interface between the roles of the Specialist Palliative Care Nurse in the community (Home Care 
Nurse) and the Public Health Nurse should be examined by the respective heads of disciplines to ensure 
full service integration in all areas. There should be more Home Care nursing teams (with extension to 
7-day cover). The establishment of a working group is recommended to examine out-of-hours provision 
of nursing services (and non-nursing services where appropriate) to palliative care patients in their 
homes; the working group should also consider the need for extension of home-support / home-help 
hours allowable to palliative care patients, and should clarify the role of care attendants in the 
community. Where possible, provision should be made to enable out-of-hour GP services to access 
specialist palliative care information regarding patients so as to facilitate smooth continuity of patient 
care.   
 
Bed availability in the community is an issue.  The further development of dedicated non-specialist 
palliative care beds in all community hospitals is recommended, with adequate resourcing. Sufficient 
numbers of accessible respite beds is required throughout the region All patients in need of palliative 
care in nursing homes should have ready access to specialist palliative care services.  
 
A number of recommendations are made regarding aids & appliances including speed in provision, an 
equipment store in each community care area with out-of-hours accessibility and a home delivery 
service where required. Where necessary and feasible, particularly in rural areas, a transport service 
should be available to patients with access difficulties. Income supports should be considered for those 
who cannot afford transport costs. Medial cards to patients receiving palliative care services should 
always be processed responsively and without delay.  
 
The paucity of provision of family support and bereavement care constitutes a major gap. An 
appropriate range of professional services should be widely available to patients and their families. 
Bereavement counselling should be available to relatives and carers as required. There should also be 
appropriate support for all grades of staff. 
 
Repeatedly, professionals involved in the provision of palliative care services have indicated the need 
for further training, accessible regionally. This is recommended, with specialist providers having a key 
role in its organising and delivery.   
 
Finally, the development of an integrated palliative care information system demands attention 
regionally.  
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CHAPTER 1 
 

 INTRODUCTION 
 

   
 
1.1  BACKGROUND 
 
Palliative care is the continuing active total care of patients and their families, at a time when the 
medical expectation is no longer cure. The goal of palliative care is the highest possible quality of life 
for both patient and family. There is a long tradition of palliative care in Ireland since hospice care 
originated in the late 19th Century with the establishment of Our Lady’s Hospice in Dublin and St. 
Patrick’s Hospital in Cork.  
 
The National Cancer Strategy(1) highlighted the need for expansion of palliative care services in Ireland. 
While the majority of patients who currently avail of specialist palliative care services suffer from 
cancer, the extension of specialist palliative care to patients with advanced diseased of non-cancer 
aetiology is of considerable importance and is likely to have major service implications.    
 
In October 2001, the National Advisory Committee on Palliative Care, established by the Minister for 
Health, presented a comprehensive report on current service provision and the future needs of the 
palliative care service in Ireland entitled ‘Report of the National Advisory Committee on Palliative 
Care’(2).  The Committee considered the historical background, the need for specialist palliative care in 
this country, the perceptions of patients and carers, service provision in terms of specialist palliative 
care services in specialist units/acute general hospitals/community, bereavement support, 
education/training/research, communication, standards, funding/accountability, planning/development 
and service priorities.  
 
 

Included in the Report’s recommendations, the Committee advised that a needs assessment for 
palliative care services be undertaken in each health board area. 

 
 
 
1.2 NEED FOR PALLIATIVE CARE SERVICES 
 
The ‘Report of the National Advisory Committee on Palliative Care’(2) anticipated that the need for 
palliative care services will increase substantially in the coming years. It highlighted the indication, 
from national projections, that between 1996 and 2031 the population aged over 65 years and over is 
expected to more than double. Currently, over 95% of all patients availing of palliative care services 
suffer from cancer. The number of people dying from cancer is expected to rise in future years, given 
our ageing population trends. 
 
In relation to non-cancer patients, the report noted that those with cardiovascular and respiratory 
diseases would make up the bulk of those requiring specialist palliative care. While the number of 
patients with multiple sclerosis, motor neurone disease and similar disorders is small, these diseases 
have a much longer course than many cancers.  It has been estimated that the inclusion of non-cancer 
patients within the scope of specialist palliative care services would at least double the need for 
specialist services.  
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1.3  IN PREPARATION FOR A NEEDS ASSESSMENT 
 
1.3.1 STANDARDISATION OF APPROACH  

 
In the first Quarter of 2002, an inter-board management meeting was convened and attended by 
representatives from the Department of Health & Children (DOH&C), the Eastern Regional 
Health Authority (ERHA) and each of the seven Health Boards. There was general agreement 
that standardisation of approach would be helpful in order to avoid duplication of effort (where 
possible) and to facilitate subsequent interregional comparisons. It was acknowledged, however, 
that there would be some variation in the approach to needs assessment between regions, largely 
dictated by local requirements. 
 
Broad consensus was reached on: 

- Principles of study methodology (largely informed by earlier ERHA study) 
- Questionnaire adaptation and utilisation (mainly adapted from ERHA study) 
- Main epidemiological data requirements  
- Main sources of epidemiological data: Central Statistics Office (CSO), National Cancer 

Registry of Ireland (NCRI) 
- Extrapolation from UK data for estimation of non-cancer patients needing palliative care 
- Concentration on palliative care service needs of adult population. A needs assessment 

research project was subsequently commissioned jointly by the DOH&C and the Irish 
Hospice Foundation. This research is being undertaken in 2003 and is being led by Dr. 
Suzanne Quin, Department of Social Policy and Social Work, University College 
Dublin.  

 
 
1.3.2  SUPPORT MECHANISMS 

 
The ‘Report of the National Advisory Committee on Palliative Care’ also recommended the 
establishment of two committees in each region: a Regional Consultative Committee for 
Palliative Care and a Regional Development Committee for Specialist Palliative Care. Among the 
terms of reference of the Regional Consultative Committee was to ‘advise the Regional 
Development Committee on any matters relating to the provision of palliative care services in the 
region, including new developments’.  
 
The undertaking of the needs assessment in this region was delayed until the establishment of the 
Regional Consultative Committee, as its recommended membership was considered crucial to 
supporting the successful undertaking of the needs assessment. Its composition includes senior 
officers of the health board, representatives of specialist palliative care service providers 
(voluntary and statutory), a representative from oncology services, a representative from acute 
hospital services, a general practitioner representative, a public heath nurse representative, a 
representative of community hospitals and consumer representatives.    
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CHAPTER 2 
 

 AIMS & OBJECTIVES 
 

   
 
2.1 AIM 
 

To determine the level of need for palliative care services in the Cork / Kerry region and to 
make appropriate recommendations for future service development 

 
 
2.2 OBJECTIVES 
 

1. To document the current burden of cancer and other progressive non-malignant conditions 
in the region by examination of disease incidence and prevalence  

 
2. To determine current mortality rates for cancer in the region and other progressive non-

malignant conditions  
 

3. To predict future incidence and mortality rates for cancer and other progressive non-
malignant conditions – extrapolating from population projections - so as to estimate the 
expected number of future cases   

 
4. To document the palliative care services that are currently provided regionally in terms of 

hospice care, services in acute hospitals, day care and outpatient care, and home care 
 

5. To document service utilisation figures, including waiting times, for 
- inpatient units  
- day care  
- home care services 

 
6. To obtain the views/perspectives of key stakeholders (patients / carers / service providers / 

service planners) regarding current services and how they might be improved 
 

7. To examine outcome indicators for palliative care services including patient satisfaction 
and family / carer satisfaction with those services 

 
8. To examine the costs associated with, and current funding sources of, palliative care service 

provision regionally  
 

9. To make recommendations for future service development based on the regional 
assessment of need and taking account of models of best practice utilised elsewhere   
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CHAPTER 3 
 

 METHODOLOGY 
 

 
 
3.1 SCOPE  
 

Palliative care services to date have largely focused on patients with cancer. The inclusion of non-
malignant conditions with a palliative component presents much difficulty with regard to defining 
the extent of need. Epidemiological data is not as clearly defined or obtainable as with cancer 
diagnoses. Almost all illness in their end stages would benefit from palliation. Many debilitating 
and chronic illnesses run a relapsing and remitting course, creating some difficulty in determining 
when the primary aim of treatment is no longer cure.   

 
The focus of detailed data collection in this needs assessment was therefore on malignant 
conditions. It was agreed, at inter-board level, that the prevalence of non-cancer conditions which 
might benefit from palliative care input would be extrapolated from estimates arrived at by 
Higginson et al in the UK(3). These estimates had been used by the National Advisory Committee in 
its national report on palliative care(2).    

 
 
3.2 EPIDEMIOLOGICAL INFORMATION SOURCES 
 

Incidence and mortality data on cancers were obtained in order to estimate the need, both met and 
unmet, or specialist palliative care services in the region.  

 
Data specifically collected included: 

- Cancer incidence by age-group and county 
- Cancer mortality by age-group and county 
- Cancer projections at regional and county level 
- Place of death (cancer patients) 
- The prevalence of non-cancer diagnoses which might require palliative care were 

estimated, based on Higginson estimates(3)   
- Demography data, including population projections 

 
Data sources used included: 

- National Cancer Registry of Ireland (NCRI) 
- Public Health Information System (PHIS) 
- Central Statistics Office (CSO) 
- Hospital In-patient Inquiry (HIPE)  

 
Population statistics were based on the 2002 Census. The O’Connell population projections made 
predictions of future population up to 2011. These projections, unlike the Central Statistics Office 
projections, disaggregate the projected population by county.  

 
 
3.3 CURRENT SERVICE PROVISION & UPTAKE 
 

Specialist palliative care services which are currently provided in the Southern Health Board area 
are described in detail, along with available utilisation indicators. These services consist of in-
hospice, day care and home care services, as well as services provided in the acute hospital setting. 
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Service providers were contacted by telephone, subsequently written to detailing requirements, and 
were met with where necessary.  

 
Services provided by public health nurses, GPs and relevant non-statutory agencies are also 
described.   

 
 
3.4 VIEWS ON CURRENT SERVICES 
 
3.4.1 QUANTITATIVE COMPONENT 

 
Most questionnaires were adapted from a template developed for a previous palliative care needs 
assessment conducted in ERHA. This approach had been agreed nationally. In addition, a number 
of other questionnaires were devised for use with other identified key stakeholders. In all, seven 
questionnaires were utilised. Questionnaires, for self-administration, were posted with a covering 
letter and enclosed envelope (for return posting) to: 

- GPs 
- Public Health Nurses 
- Specialist Service Providers 
- Hospital Consultants 
- Clinical Nurse Specialists & Directors / Assistant Directors of Nursing  
- Community Hospitals 
- Nursing Homes 

 
 
3.4.2 CONSULTATIVE MEETINGS 
 

A series of consultative meetings were held in each Community Care Area and with Specialist 
service providers.  

 
 
3.4.3 QUALITATIVE COMPONENT 
 

The qualitative component of the needs assessment was designed to: 
- determine the extent to which the palliative care service meets the needs of patients from 

their perspective   
- to establish the views of carers about the quality and adequacy of the palliative care service 
- to identify the preferences of patients and carers and how, in their opinion, the provision of 

palliative care services might be improved 
 

Patient Interviews: In-depth interviews with 8 patients were conducted. Geographical 
representation across the region was ensured and the interviews included representation from 
those in receipt of home-care, in-patient care and day-care.  The ages of those who participated 
ranged from 24 to 74.  
  
Bereaved Relatives / Main Carers:  Four focus groups were held with bereaved relatives/carers 
(one each in South Kerry, North Kerry, West Cork and Cork City to ensure geographical 
representation). In addition, two in-depth interviews were conducted with bereaved 
relatives/carers who could not attend the focus group meetings but it was deemed necessary to 
have their contribution as both lived in more remote areas. Focus group participants were aged 
between their early 30s and mid 60s.  Twelve of the patients represented by bereaved 
relatives/carers had died at home and the remainder in a hospice. 
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In total, 28 people were interviewed. The Palliative Care Nurses identified patients and carers.  A 
Palliative Care Nurse was available for support throughout the focus groups, although she did not 
attend or participate in the group. Each of the participants signed a consent form (APPENDIX A). 
 
Only those who had received a palliative care service were included in the study.  Due to the 
highly sensitive nature of the research, initial contact was made with patients and their relatives 
by a healthcare professional known to them and sensitive to their needs.  Only those whom 
Palliative Care Nurses felt would be able to participate, physically and emotionally, were 
contacted.  The risk of some bias is therefore inevitable.  However, we feel that as different 
nurses in the different areas of the region identified the patients the potential bias is muted, and, 
as “We want to gain an in-depth understanding of the experience of particular individuals or 
groups; we should therefore seek out individuals or groups who fit the bill”(4).  

 
Semi-structured interview schedules were used incorporating a series of open-ended questions in 
line with the issues discussed in similar studies in other health boards. The topic guide compiled 
for the interview schedule is appended (APPENDIX B). 
 
 

3.5 ETHICAL APPROVAL 
 

Ethical approval, in connection with patient contact and qualitative aspects of the study, was sought 
and obtained from the Clinical Research Ethics Committee of the Cork Teaching Hospitals.     

 
 
3.6 DATA ANALYSIS 
 

Quantitative Data: Postal questionnaires for each of the health professional groups were devised 
using Formic 3.4 data capture tool. All data was collected on pre-printed optically scannable forms.  
Formic is a PC package which carries out automatic data entry from forms or questionnaires that 
have been completed by hand. Returned and completed questionnaires were processed and 
subsequently analysed using an integral statistical package within Formic. Graphical representation 
of data was performed in Microsoft Excel. 

 
Qualitative Data: Conducted by the Senior Public Health Research Officer, patient interviews each 
lasted an average of 1- 1½ hours and were tape-recorded where the participant gave consent.  Focus 
groups with bereaved relatives/carers each lasted a minimum of 1½ hours but were not tape 
recorded as the participants expressed reservations.  Instead a second research officer recorded 
detailed notes of each focus group.  
 
Interview notes were read through repeatedly and analysed by content(5) to identify emergent key 
themes and issues, which were then coded.  Information was aggregated “by noting the most 
frequently occurring points and any other points which seem to be of particular importance bearing 
in mind the context” (6). 
 
Focus groups were read through and analysed in a similar manner. Care was taken to consider 
minority opinions as well as the majority viewpoint(7) .  Care was taken to ensure that the context of 
the respondents’ meaning was not lost(8). 
 

 
3.7 EXCLUSION CRITERIA 
 

Patients who were deemed unsuitable for interview by virtue of degree of illness or uncertainty of 
short term prognosis were excluded from the study. This decision was made by the Palliative Care 
Consultant / Specialist Palliative Care Nurse. 
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CHAPTER 4 
 

 MORBIDITY & MORTALITY 
 

 
 
4.1 MALIGNANT DISEASE 
 
4.1.1 INCIDENCE 

 
In Ireland, during the 5-year period 1994-8, almost 20,000 new cases of cancer and 7,500 deaths 
occurred every year(9). The commonest cancers were those of skin, large bowel, lung, breast (in 
women) and prostate (in men). Overall, men and women had similar risks of developing cancer, 
although men were more likely to die from the disease. Older people were much more likely to 
develop cancer. Most patients (60%) were aged over 65 at the time of diagnosis and the majority 
(72%) of cancer deaths also occurred in those over 65. The largest number of deaths overall was 
due to lung cancer (20% of all cancer deaths). Breast cancer was the commonest cause of death in 
women (18% of total). Overall survival from cancer was 43%. One death in every four was due to 
cancer. 
 
In the Cork / Kerry region, in the 1994-1998 period, an average of 1,891 newly diagnosed cases 
of malignant cancer (excluding non-melanoma skin cancer) were recorded annually (Table 4.1). 
Cork accounted for an average of 1446 of those cases annually; Kerry accounted for 445.  The 
most commonly diagnosed malignant cancers are in line with the national picture – colorectal, 
breast, lung and prostate.  Non-melanoma skin cancers are common, are generally treated 
successfully and do not require palliative care services.    

 
Table 4.1 Cancer Incidence in Cork, Kerry, SHB 1994-8 (all ages) 

 
CANCER CORK 

    No.            Av. 
KERRY 

    No.            Av. 
SHB 

    No.            Av. 
All Malignant Cancer (excl NMS) 7231 1446 2226 445.2 9457 1891 
Colo-Rectal 1124 224.8 331 66.2 1455 291 
Colon 718 143.6 219 43.8 937 187.4 
Rectal, R’sigmoid Junct & Anal 406 81.2 112 22.4 518 103.6 
Breast 973 194.6 285 57 1258 251.6 
Lung 800 160 225 45 1025 205 
Prostate 744 148.8 182 36.4 926 185.2 
Stomach 228 45.6 73 14.6 301 60.2 
Lymphoma 293 58.6 96 19.2 389 77.8 
Non-Hodgkins Lymphoma 245 49 82 16.4 327 65.4 
Bladder 263 52.6 99 19.8 362 72.4 
Melanoma Skin 244 48.8 69 13.8 313 62.6 
Leukaemia 253 50.6 82 16.4 335 67 
All Other Cancers 2309 461.8 784 156.8 3093 618.6 

                                                                                                                                          Source: NCRI 2002 
 

 
The age breakdown of newly diagnosed cancer cases regionally is outlined (Table 4.2), and is 
also depicted separately for Cork (Table 4.3) and Kerry (Table 4.4). Overall, in the 1994-8 period, 
1% were <18 years, 40% were between 18-65 years and 59% were > 65 years.  
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Table 4.2 Cancer Incidence SHB by age group 1994-8 

 
CANCER <18 

    No.            Av. 
18-65 

    No.            Av. 
>65 

    No.            Av. 
All Malignant Cancer (excl NMS) 118 23.6 3808 761.6 5531 1106 
Colo-Rectal 0 0 507 101.4 948 189.6 
Colon 0 0 309 61.8 628 125.6 
Rectal, R’sigmoid Junct & Anal 0 0 198 39.6 320 64 
Breast 0 0 774 154.8 484 96.8 
Lung 0 0 344 68.8 681 136.2 
Prostate 0 0 159 31.8 767 153.4 
Stomach 0 0 101 20.2 200 40 
Lymphoma 17 3.4 211 42.2 161 32.2 
Non-Hodgkins Lymphoma 8 1.6 168 33.6 151 30.2 
Bladder 0 0 113 22.6 249 49.8 
Melanoma Skin 7 1.4 174 34.8 132 26.4 
Leukaemia 33 6.6 120 24 182 36.4 
All Other Cancers 61 12.2 1305 261 1727 345.4 

                                                                                                                                         Source: NCRI 2002 
 

 
Table 4.3 Cancer Incidence Cork by age group 1994-8 

 
CANCER  <18 YRS 18-65YRS >65 YRS TOTAL 
All Malignant Cancer (excl NMS) 93 2944 4194 7231 
Colo-Rectal 0 393 731 1124 
Colon 0 236 482 718 
Rectal, R’sigmoid Junct & Anal 0 157 249 406 
Breast 0 606 367 973 
Lung 0 270 530 800 
Prostate 0 131 613 744 
Stomach 0 70 158 228 
Lymphoma 12 161 120 293 
Non-Hodgkins Lymphoma 4 130 111 245 
Bladder 0 82 181 263 
Melanoma Skin 7 140 97 244 
Leukaemia 25 89 139 253 
All Other Cancers 49 1002 1258 2309 

                                                                                         Source: NCRI 2002  
 
 

Table 4.4 Cancer Incidence Kerry by age group 1994-8 
 

CANCER  <18 YRS 18-65YRS >65 YRS TOTAL 
All Malignant Cancer (excl NMS) 25 864 1337 2226 
Colo-Rectal 0 114 217 331 
Colon 0 73 146 219 
Rectal, R’sigmoid Junct & Anal 0 41 71 112 
Breast 0 168 117 285 
Lung 0 74 151 225 
Prostate 0 28 154 182 
Stomach 0 31 42 73 
Lymphoma 5 50 41 96 
Non-Hodgkins Lymphoma 4 38 40 82 
Bladder 0 31 68 99 
Melanoma Skin 0 34 35 69 
Leukaemia 8 31 43 82 
All Other Cancers 12 303 469 784 

                                                                                                   Source: NCRI 2002 
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4.1.2 MORTALITY 

 
Overall, cancer ranks as the second most common cause of death, after cardiovascular disease, in 
the Southern Health Board region (Fig 4.1). It is responsible for over 20% of all deaths.  

 

Fig 4.1 Major Causes of Death (All Ages)
SHB 1999
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                                             Source: Public Health Information System (PHIS); Version 4 

 
 
Overall, in the 1994-8 period, there was an average of 1,176 deaths annually from cancer in this 
region, with a yearly average of 897 (76%) in Cork and 279 (24%) in Kerry (Table 4.5). The 
principal causes of cancer death were colorectal, lung, breast and prostate.  
 

Table 4.5 Total Cancer Deaths (all ages) by County 1994-8 
Southern Health Board 

 
CANCER CORK 

    No.            Av. 
KERRY 

    No.            Av. 
SHB 

    No.            Av. 
All Malignant Cancer (excl NMS) 4485 897 1398 279.6 5883 1176.6 
Colo-Rectal 591 118.2 172 34.4 763 152.6 
Colon 419 83.8 135 27 554 110.8 
Rectal, R’sigmoid Junct & Anal 172 34.4 37 7.4 209 41.8 
Breast 391 78.2 125 25 516 103.2 
Lung 797 159.4 242 48.4 1039 207.8 
Prostate 303 60.6 86 17.2 389 77.8 
Stomach 203 40.6 61 12.2 264 52.8 
Lymphoma 150 30 50 10 200 40 
Non-Hodgkins Lymphoma 134 26.8 45 9 179 35.8 
Bladder 105 21 33 6.6 138 27.6 
Melanoma Skin 28 5.6 12 2.4 40 8 
Leukaemia 142 28.4 57 11.4 199 39.8 
All Other Cancers 1775 355 560 112 2335 467 

                                                                                                                                            Source: NCRI 2002 
 

 
A significant feature of cancer mortality is that the disease accounts for more premature deaths 
(i.e. among adults under 65 years) in the Southern Health Board region, similar to the rest of the 
country, than any other cause. It accounted for 33% of premature deaths in this region in 1999, as 
compared with 19% of deaths in the over 65’s. Overall mortality figures, premature and 
otherwise, for the main causes of death in the Southern Health Board are outlined (Table 4.6). 
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Table 4.6 All Cause Mortality Summary Table 

SHB 1999 
 

Cause of Death Number of Deaths 
(All Ages) 

Number of Premature  
Deaths  (<65 years) 

Number of Deaths 
(65+ Years) 

Cardiovascular 
Disease 

2,324 258 2,066 

Respiratory 
Disease 

830 58 772 

Neoplasms 1,131 (21%) 326 (33%) 805 (19%) 

Injury & 
Poisoning 

238 149 89 

Other 752 196 556 

Total 5275 (100%) 987 (100%) 4288 (100%) 

                                                                                                                     Source: PHIS Version 4 
 

 
Table 4.7 Cancer Deaths by Age-Group 1994-8 

Southern Health Board 
 

CANCER <18 
    No.            Av. 

18-65 
    No.            Av. 

>65 
    No.            Av. 

All Malignant Cancer (excl NMS) 32 6.4 1724 344.8 4127 825.4 
Colo-Rectal 0 0 211 42.2 552 110.4 
Colon 0 0 143 28.6 411 82.2 
Rectal, R’sigmoid Junct & Anal 0 0 68 13.6 141 28.2 
Breast 0 0 199 39.8 317 63.4 
Lung 2 0.4 302 60.4 735 147 
Prostate 0 0 29 5.8 360 72 
Stomach 0 0 70 14 194 38.8 
Lymphoma 3 0.6 91 18.2 106 21.2 
Non-Hodgkins Lymphoma 2 0.4 78 15.6 99 19.8 
Bladder 0 0 17 3.4 121 24.2 
Melanoma Skin 0 0 13 2.6 27 5.4 
Leukaemia 7 1.4 57 11.4 135 27 
All Other Cancers 20 4 735 147 1580 316 

                                                                                                                                            Source: NCRI 2002 
 
 
4.1.3 PLACE OF DEATH 

 
Data obtained from the National Cancer Registry allows extrapolation of the place of death for 
those dying from cancer (Table 4.8). The numbers below represent all deaths in 1998 where 
cancer was listed as a cause of death on the death certificate (primary or secondary). The data 
includes those resident within the Southern Health Board region who died outside of the region.  
Nearly half of those who died in 1998 died in hospital (48%), with 29% dying at home and 17% 
dying in hospice care.   

 
Table 4.8 Place of Death 1998 SHB  

(Where Cancer listed as cause of death on Death Cert – Primary or Secondary) 
 

Place of 
Death 

At Home Nursing 
Home 

Hospital Hospice Unknown Total 

No (%) 357 (29%) 45 (4%) 590 (48%) 207 (17%) 37 (3%) 1236 

                                                                                                                                         Source: NCRI 2002 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

20

4.2 NON-MALIGNANT DISEASE 
 

Palliative care constitutes the continuing active total care of patients and their families, at a time 
when the medical expectation is no longer cure. While palliative care services have largely 
focused on patients with a diagnosis of cancer, a recently reported UK study found that almost 
one-fifth of non-cancer patients had symptom severity comparable to the top one-third of cancer 
patients. The study findings suggested that patients with non-cancer conditions and their families 
were as much in need of the expertise of specialist palliative care services in symptom control and 
open communication as cancer patients (Regional Study of Care for the Dying in the UK)(10). 
Non-cancer diagnoses which may require palliative care comprise a very diverse spectrum, 
including end-stage cardiac / respiratory / renal failure, aids, motor neurone disease and multiple 
sclerosis. 
 
However, the quantification of patients with non-cancer diagnoses who might require palliative 
care services is problematic. Patients with cardiovascular and respiratory diseases make up the 
bulk of non-cancer patients requiring specialist palliative care (2). In view of this difficulty, the 
National Advisory Committee on Palliative Care utilised estimates based on Higgison et al 
1997(3).  
 
Extrapolations from Higgison’s estimates are therefore utilised here to estimate the numbers of 
patients with non-cancer diagnoses who might require palliative care in this region.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

[SHB pop. 580,356] CENSUS 2002  
 
 
4.3. DEMOGRAPHY & POPULATION PROJECTIONS  
 

4.3.1 DEMOGRAPHY 
 
The population of the Southern Health Board region, based on Census 2002, is 580,356(11). The 
age/sex structure of the population, depicting the change from younger to older age groups, is 
depicted in the population pyramid below (Fig 4.2). 
 

NON-CANCER PATIENTS IN NEED OF PALLIATIVE CARE IN SHB 
- EXTRAPOLATION FROM HIGGINSON ESTIMATES  

 
Population of 1 million → 6,900 deaths/year due to progressive non-malignant disease 
 
Almost 1/5 of non-cancer patients had symptom severity comparable to the top one-
third (in terms of symptom severity) of cancer patients. Patients with cardiovascular and 
respiratory diseases made up the bulk of these non-cancer patients requiring palliative 
care. 
 
Extrapolating from these estimates: 
Pop 1 million → 6,900 deaths / year due to progressive non-malignant disease   
 
Southern Health Board: 
Pop 580,356  → 4004 deaths / year due to progressive non-malignant disease   
 

→ 1/5 (4,004) = 800 
 
 
Conclusion: 
It is estimated that there would be approximately 4,000 deaths in the Southern
Health Board each year from progressive, non-malignant causes, mainly 
circulatory and respiratory disorders. At least 800 of these patients would have a
recognised period where they could benefit from specialist palliative care services. 
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Fig 4.2 POPULATION PYRAMID OF SHB POPULATION 
 

Fig 4.2 POPULATION PYRAMID OF SHB POPULATION 
 
           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.3.2 POPULATION PROJECTIONS 
 

The projected rise in the Irish population over the 15-year period from 2001 to 2016 
predicts that the Irish population will rise by over 5% in that timeframe – with an increase 
in the numbers of older people a notable feature (Table 4.9; Figs 4.3 & 4.4). The latter will 
have particular implications for specialist palliative care services as the vast majority of 
users of the present services are over 65 years of age.  The projected increase in the over 
65’s nationally is predicted at 31% between 2001-2016.   
 

 
Table 4.9 ACTUAL & PROJECTED POPULATION : SHB 1996-2031 

 
 Thousands     

 0-14 15-24 25-44 45-64 65+ Total 
1996 128.0 93.6 150.4 108.5 66.1 546.6
2001 120.8 93.9 158.4 122.2 67.6 563.0
2006 120.5 84.5 165.2 136.6 70.6 577.4
2011 122.2 74.2 165.9 147.9 77.4 587.7
2016 118.9 73.3 159.7 152.8 88.8 593.4
2021 111.6 76.0 147.0 159.2 101.0 594.8
2026 103.0 75.0 135.0 165.0 113.7 591.8
2031 95.6 71.2 127.9 165.3 125.8 585.7

 
 
 
 
 
 
 
 
 
 
 

Population Pyramid SHB 2002
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Fig 4.3 ACTUAL & PROJECTED NATIONAL POPULATION: 1996-2026 
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Fig 4.4  PROJECTED POPULATION BY AGEGROUP: SHB 1996 - 2031 
 

Population projections (M1F2) for the Southern Health Board region, 1996 to 
2031 by age cohort
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4.3.3 CANCER INCIDENCE PREDICTIONS 
 
Using population projections, National Cancer Registry Ireland NCRI has predicted the numbers 
of all malignant cancers (excluding NMSC), based on projected population data for the Southern 
Health Board (Table 4.9) and each county (Table 4.10) for 2005, 2010 and 2015. This is 
summarised into three age-group bands below.  The percentage increase in projected cancer 
incidence in this SHB region between 2000 and 2015 is 26%. Obviously reflected in this will 
be an increased requirement for palliative care services. 
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Table 4.9 Projected Cancer Incidence (excl NMSC) SHB by Age-Group 
2000-2015 

CANCER <20 yrs 20-64 yrs 65+ yrs Total 
2000 28 781 1165 1974 
2005 28 868 1212 2108 
2010 27 959 1295 2281 
2015 29 998 1466 2493 

                                                                                                                                                        Source: NCRI 2002 
 

 
Table 4.10 Projected Cancer Incidence SHB by County & Age-Group 

2000-2015 
CANCER 2000 2005 2010 2015 
 CORK 
<20 yrs   21   21    21     22 
20-64 yrs 605 673  744   773 
65+ yrs 884 919  983 1114 
 KERRY 
<20 yrs      7 7      6        7 
20-64 yrs  176 195  215    225 
65+ yrs  281 293  312    352 

                                                                                                                                                      Source: NCRI 2002 
 
 
4.3.4 NON CANCERS 

 
With the projected increase in population (in 2016 – 593,400), the numbers of those suffering 
from progressive, non-malignant causes will also increase. With a population of 593,400 in 2016, 
4,095 deaths/ year are estimated due to progressive non-malignant disease (as per extrapolations 
p.20). At least 819 (1/5) are calculated to benefit from specialist palliative care services – an 
increase of nearly 9% on current estimates (p.20).   

 
 
 
 
 
 
 
 
 
 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

24

CHAPTER 5 
 

 CURRENT SERVICE PROVISION 
 
 

 
The population of the SHB is 580,356 [Census 2002]. The provision of palliative care services 
throughout the region, both specialist and non-specialist, is considered in this chapter. The location of 
Marymount Hospice St. Patrick’s Hospital and the acute general hospitals in the region is outlined (Fig 
5.1). A summary of the specialist services provided is summarised in Table 5.2. 
 

 
Fig. 5.1 Acute Hospitals & Specialist Palliative Care Unit SHB 

 
5.1 SPECIALIST PALLIATIVE CARE SERVICE PROVISION 
 

Progress has been made over recent years with the continuing development of palliative care 
services in the Southern Health Board region. In the Cork area, a specialist service has been 
developed and coordinated through Marymount Hospice, providing inpatient care at Marymount 
Hospice and a wide range of palliative care support services in the community through its home 
care nursing teams and related services.  The appointment of a second consultant post linked to 
the specialist centre at Marymount Hospice and leading the service in the Kerry / West Cork area 
is a recent development (2002). Based in Tralee General Hospital (6 sessions weekly), with 
sessions in Bantry General Hospital (3 per week) and Marymount Hospice (2 per week), the 
appointment has been undertaken in conjunction with the further development of specialist home 
care nursing teams in the Kerry and West Cork areas, and in the context of the expansion of the 
supportive role in the community hospital network. Existing beds within the acute hospital sector 
are being utilised in addition to dedicated hospice care beds in community hospitals. Sessions at 
Marymount Hospice have been deemed necessary for the integration of the entire palliative care 
service in the Southern Health Board. 
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5.1.1 INPATIENT UNIT   
 
         (There is currently no specialist in-patient unit or no designated specialist beds in Kerry) 
 

MARYMOUNT HOSPICE, ST. PATRICK’S HOSPITAL, CORK  
 
Marymount Hospice, St. Patrick’s Hospital, Cork has provided inpatient and community based 
palliative care since the early 1980’s. In 1991 a Consultant Physician in Palliative Medicine was 
appointed, with sessional commitments to both the hospice and Cork University Hospital. The 
hospice provides a comprehensive specialist palliative care programme, which includes in-patient 
services, day care, home care, out-patient department, consultancy services and education 
services. The programme of clinical care is structured in an integrated fashion so that patients 
may move easily and readily from one care setting to another.  
 
Marymount Hospice is a voluntary institution, and is run by a Board of Management on behalf of 
the Sisters of Charity. Notwithstanding the ‘voluntary’ status of the institution, the hospice is 
closely integrated with the range of health care services provided by the Southern Health Board. 
 
The hospice accommodation is limited to one floor of three in a building that was opened in 1870. 
Various modifications have taken place over the years to facilitate an enhanced level of care for 
patients and their families. However, current space and facilities allocated to palliative care 
services at Marymount are inadequate to support a modern specialist palliative care programme. 
[The need to develop a new hospice was agreed between the Southern Health Board, Department 
of Health & Children and Sisters of Charity. The Sisters donated a suitable site on the campus of 
St. Patrick’s Hospital. Developments are underway. The design is being informed by the Report 
of the Expert Group on Hospice Design, as established by the Minister for Health on the 
recommendation of the National Advisory Committee on Palliative Care].  

 
Service Provision:   
- Beds: 24 
- Staffing (WTEs) – Table 5.1  
- Admission policy: cancer & non-cancer patients 
- Referrals: accepted from Hospital Consultants & General Practitioners  
- Every new referral seen by Consultant in Palliative Care Medicine 
- Liaison with Home Care Teams: NCHD attends morning brief every week-day 
- GP liaison as needed 
- Other activities: 

Day Care (cf below) 
Home Care (cf below) 
Out-patients: seen by appointment by Consultant 
Consultancy: Specialist palliative care advice available on 24-hour basis to external 
agencies  
Education Centre: palliative care courses for internal / external students 
Bereavement Support: relatives of all patients who were under the care of the palliative 
care programme are invited to attend a single group bereavement service at the hospice. 
Individuals at particular risk in their bereavement may be offered some limited 
additional help and support where possible. This element of the service is 
underdeveloped.  

- Funding: Budget 2002 for Marymount Hospice was €3,979,700 (86% state funding)   
- Recent developments: Developmental plans for a new Hospice are underway as above[]. 
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Table 5.1 Posts Marymount Hospice 
 (as of Feb 2003)  

Category Staff No. (WTE) 
MEDICAL (4) Consultant 1 
 Specialist Registrar 1 
 Registrar 1 
 SHO 1 
NURSING (35) CNM II 1 
 CNM I 1 
 Staff Nurses 17 
 Auxillary Nurses 11 
 Relief Staff Nurses 2.5 
 Relief Auxillary Nurses  1.1 
 + Proportion (24/88) of Director of Nursing (1), Night 

Superintendents (2), Relief Night Superintendents (1 x CNM I), 
Night Tutor 

1.4 

PARAMEDICAL (6.5) Physiotherapists 2 
 Social Work  2 
 Pastoral Care 2 
 +Proportion of Pharmacist & Pharmacy Technician 0.5 
ANCILLARY (12) Maintenance 1 
 Volunteer Co-ordinator 1 
 Ward Domestics 4.5 
 Relief Domestics 1.5 
 +Proportion of Catering (12); Maintenance (2.67); Chaplain (0.5)  4 
ADMIN (5.5) Consultant’s Secretary 1 
 Director of Nursing’s Secretary 1 
 Librarian 1 
 Education Secretary 0.5 
 + Share of 7 others 2 

 
 (Certain amount of overlap between staff providing in-patient, day and home care and the patients 
availing of these services) 

 
 

 
5.1.2 DAY CARE   
 

(There is currently no specialist Day Care Unit in Kerry) 
 
ST. PATRICK’S HOSPITAL, MARYMOUNT HOSPICE, CORK  
 
The day care service at Marymount Hospice was established in September 1994. Seven places per 
day are offered, five days per week.  
 
- Service provided: Patients typically attend once or twice a week depending on individual 

need.  Nursing care is conducted e.g. change of dressings, attention to colostomy and 
catheter care. Patients can have a Jacuzzi bath or shower; hairdressing facilities are available 
daily.  Pain and symptom control advice is given.  Medical interventions range from simple 
procedures such as venepuncture, through to intravenous infusion of bi-phosphonates and 
blood.  Aspiration and drainage of effusions or ascites may also take place.   

 
- Appointments: appointments can be made with hospice physiotherapists and social workers 

as needed.  A chiropodist visits once a fortnight.  Pastoral care is available through the 
hospice chaplains.  Social activities such as art, pottery, glass painting, indoor gardening and 
music lessons take place; volunteers help out with these activities. Day Care allows patients 
to socialise, integrate, and partake in the various activities of the day, which provide carers 
with respite through a day off.  Transport to and from Day Care is provided by the hospital 
bus and volunteer drivers.   
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- Staffing (WTEs): CNMII = 1; Staff Nurse = 1; Auxiliary Nurse = 1 
Access to the medical, paramedical and other support services of Marymount Hospice are 
available as required.  The Day Centre relies to a large extent on volunteer input to 
supplement permanent staff. 

 
- New referrals: New patient referrals are assessed by the Medical Registrar on their first visit, 

and reviewed weekly thereafter.   
 

- Liaison with Home Care Teams: The Day Care Manager attends the morning meeting with 
Home Care Teams where patients’ progress is discussed and new referrals made. 

 
- GP Liaison: The patient’s own G.P. is contacted regularly to update him/her on the patient’s 

progress, and consulted concerning any changes made following specialist medical review.   
 

- Referral policy: The service is available to all patients requiring specialist palliative care, 
both cancer and non-cancer patients.   

 
- Funding: Day Centre costs are included in those for the In-patient Unit.  

 
 

5.1.3 HOME CARE 
 

(1) CORK CITY & COUNTY 
 
The Marymount Hospice Palliative Care team in the Community presently provides a service to 
Cork City & County with a population of 447,829 [CSO 2002]. It is Consultant led. The present 
service operates in two teams from Marymount Hospice base.  North Lee and North Cork 
Community Care Areas are covered by a team of 5 WTE Clinical Nurse Specialists-Palliative 
Care.  South Lee is covered by 3 WTE CNS-Palliative Care. In West Cork there is a satellite team 
with 4 WTE posts (commenced Sept 2003); one nurse provides palliative care to Bantry Hospital 
while three serve the community, community hospitals and nursing homes (c.f. (2)West Cork 
below).  
 
Staffing(WTEs): CNMIII = 1; Clinical Nurse Specialists (CNS) = 8; Home Care Secretary = 1 
 
Availability: Service provision is seven day /week 8.30 am-5 pm.  The present level of staffing 
allows for one nurse on duty at weekends; the level of community palliative care weekends is 
therefore curtailed. A telephone advice service to Marymount Hospice is provided for out of 
hours enquiries. 
 
Team meetings: Team meetings are held four mornings weekly. On Monday and Wednesday the 
Palliative Care Consultant, Registrar and Clinical Nurse Specialists in Palliative Care attend. On 
Tuesday and Friday the Social Worker in Palliative Care also attends. This meeting lasts for a 
period of one hour.  On Tuesday afternoon a multi-disciplinary team meeting is held for a period 
of two hours. This meeting is attended by the Consultant, Registrars, S.H.O., Nursing Staff from 
Marymount Hospice, the Clinical Nurse Specialists in Palliative Care in the Community, the 
Clinical Nurse Specialist from Cork University Hospital, the Social Worker, Physiotherapist and 
any other member who may be visiting the Hospice on this particular day. 
 
Services provided:   
Nursing: Patients are visited in their own homes by the Clinical Nurse Specialist in Palliative 
Care.  The CNS works in collaboration with the GP and Public Health Nurse in the community. 
The CNS provides advice and support to patients and their families in the setting of their choice 
maintaining an approach that incorporates physical, psychological, social and spiritual 
components in accordance with the hospice philosophy.  This involves working in an advisory 
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capacity to the primary health care team, to hospital staff and other team members as appropriate. 
The nurse provides bereavement support to families or individuals following the death of a 
patient. 
 

Medical: The patient may visit the Consultant in the outpatient clinic in Marymount Hospice on 
appointment, the Registrar in Palliative Care in the Day Care Centre and the Registrar may visit 
the patient in their own home on a designated day.  This joint visit is undertaken with the CNS in 
Palliative Care following receipt of permission from the patient’s GP.  Arrangements can be 
made for admission of the patient to Marymount Hospice as required. 
 

Paramedical: Advice may be received from the Social Worker in regard to particular care 
situations.  Arrangements may be made for family members or patients to visit the Social Worker 
in Marymount Hospice on a limited basis.  Unfortunately the Social Worker is unable to visit the 
patients in their own homes. Advice may also be received from the Physiotherapy Department in 
relation to patient care.  Unfortunately the Physiotherapist is presently unable to see Home Care 
patients in the Physiotherapy Department.  In some situations patients may be reviewed in the 
Day Care Centre by the Physiotherapist. 
 

Other: For patients and families who reside adjacent to Cork city, a Hospice at Home Companion 
 is available to visit at home and facilitate the carer to have free time.  
 
Service Access: Referrals are received from the General Practitioner and Hospital Consultant.  A 
completed Marymount Hospice referral form is required from either of these sources in order to 
visit the patient in their own home or place of care.   
 
Initial Assessments & Follow-up Visits: Initial assessments and follow-up visits are undertaken 
by the CNS in Palliative Care. Patients living in Cork City and adjacent areas are visited as 
required.  Patients residing a distance from Cork City may only be visited weekly/fortnightly.  
Visits to patients who reside outside of Cork City are currently dependent on staff availability.  
Much of the service is advisory to the patient, family, GP and Public Health Nurse. 
 
Waiting Lists: Patients are visited as soon as possible following referral (as of 22/07/02, a total of 
19 patients were waiting to be visited and assessed by the Home Care service).  Priority is given 
to deteriorating patients and patients close to death.  
 
Diagnosis of Patients Referred: In 2001, 95% of new patients visited had a malignant condition 
and 5% of patients had a non-malignant condition. 
 
Funding: Funding is received from the Southern Health Board and the Irish Cancer Society (the 
latter since 1987).  A total of €31,650 is received from the Irish Cancer Society, which is 
allocated towards the Home Care service.  The remainder of funding for this budget is received 
from the Southern Health Board. 
 
 
(2) WEST CORK 
 
[c.f. also under Section 5.1.3(1) and Bantry General Hospital : Section 5.1.4] 
 
There are three posts of Clinical Nurse Specialist-Palliative Care in the community assigned to 
West Cork. These work as a team with the Clinical Nurse Specialist-Palliative Care in Bantry 
General Hospital. The team covers both Bantry General Hospital and the West Cork community 
services. It provides a home care service in the area, operating on a 7-day week basis from 
8.30am-5pm. A telephone service will be available from 5pm-8.30am from Marymount Hospice, 
Cork. Two rooms have been provided in Bantry General Hospital for the team – office space, 
interview rooms, a clinical room and a nurses’ meeting room. 
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A steering group comprising management staff of Marymount Hospice, West Cork Community 
Services and Bantry General Hospital ensure that there is maximum coordination and cohesion 
between this service and other health services in the area.  
 
 
(3) KERRY 
 
The Kerry Home Care Team was founded by the Kerry Hospice Foundation, in conjunction with 
the Southern Health Board, in 1990 and was partially funded by the Irish Cancer Society. The 
Home Care Team continued to develop over the past 12 years. Funding for the service as it was 
developing was from the Kerry Hospice Foundation with the support of the SHB and the ICS. 
Currently, staffing is funded through the SHB.   
The Kerry Community Specialist Palliative Care Team provides a service to patients in their 
homes, in nursing homes and in hospital i.e. Tralee General Hospital, Bon Secours Tralee and the 
Community hospitals. It is Consultant led. The service has two teams, one based in Tralee 
General Hospital and one based in Killarney Community Hospital.  
 
Staffing: There are 5.5 whole time equivalent  (WTE) permanent posts of Community Clinical 
Nurse Specialists-Palliative Care. The Director of Public Health Nursing is the line manager for 
the Community Clinical Nurse Specialist-Palliative Care and has responsibility for the 
management of community nursing services in Kerry. 
  
Availability: Normal working hours are weekdays 9am-5pm. The present level of staffing does 
not permit for a Community CNS-Palliative Care to be on duty at weekends or out of hours. On 
an individual patient basis a Community CNS-Palliative Care may make herself available to 
PHN/GP for advice / visit. This causes a budgetary overrun.  

 
Team Meetings: CLINICAL – a team meeting is held on a weekly basis. The nursing teams, 
Consultant, Registrar and Senior House Officer in Palliative Care attend these meetings.  The 
Consultant meets with each nursing team twice weekly. There are no multi-disciplinary meetings, 
as no multi-disciplinary team exists in Kerry. LINE MANAGER – The Community CNSs-
Palliative Care have regular meetings with the line manager; they meet with other community 
based nursing colleagues on a quarterly basis with the DPHN.   

 
Services Provided:  
Nursing:  The CNSs in Palliative Care visit the patients at home and all care settings. Advice and 
support is provided to patients and their families, facilitating communication concerning the 
illness. The patient’s physical, psychological, social and spiritual needs are attended to. The CNS-
Palliative Care  is involved in planning patients’ discharge from acute hospitals.  They act as a 
resource for GPs, PHNs and nursing staff of both community and general hospitals - providing 
advice and support in relation to pain and symptom management (e.g. nausea, dyspnoea and 
terminal restlessness). 
Pre-bereavement and bereavement care is provided to patients and families. However, due to the 
limitations of the Palliative Care team (i.e. no social worker), bereaved families who find 
themselves in difficulty have no alternative but to access services in the private sector. They are 
referred to accredited counsellors 
 
Education: Education and training are regularly provided by CNS-Palliative Care to GPs /PHNs 
and to all levels of nursing staff both in the community and in general hospitals.  This service also 
extends to Pastoral care, Counsellors and other community groups.  
 
Administration: The CNS-Palliative Care undertakes administration and all management duties. 
No administrative support is provided.   
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Service Access:  The CNSs are in their office from 9-10.30am each weekday; they are  
contactable by nursing and medical colleagues, patients or their families at this time. After 10.30 
am, messages and referrals are left on an answering machine. A designated team member checks 
the messages twice daily and takes appropriate action. Referrals are received from GPs or 
Hospital Consultants. Patient need is assessed and a subsequent visit arranged accordingly. The 
initial visit is a joint one by the CNS and PHN, contributing to a team approach and an 
effective service for the client.   

 
Waiting Lists: The GP and PHN are contacted as soon as a referral is received. The first visit is 
arranged depending on the patient’s needs.  Visits are then prioritised.  Management of cases and 
prioritisation presents an ongoing challenge and a source of stress due to lack of personnel.  
 
Medical: The Consultant has a weekly outpatient clinic in Tralee General Hospital.   The 
Consultant will also visit patients at home or in the Community hospitals at the request of the 
CNS and with the permission of the GP.  
 
Diagnosis of Patients Referred: In 2001, 96% of new patients referred had a malignant condition 
and 4% of patients had a non-malignant condition. In 2002, the ratio was 92%: 8%. 
 
Funding: Southern Health Board: CNS (5.5 WTE) and Medical Posts. Irish Cancer Society: 
Funds night nursing care. Total of €35,000 revenue funding is received, a portion of which is 
used to fund the Community CNS-Palliative Care. Kerry Hospice Foundation: Provides some 
funding for continuous professional development of Community CNS-Palliative Care and other 
nursing staff. 
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Table 5.2 Specialist Palliative Care Services in SHB  
 
 IN- PT 

UNIT 
HOME CARE SERVICE 

 
N.LEE          S.LEE            N.CORK        W.CORK*   KERRY 

DAY CARE 
 

CORK 
Staffing levels         
 - Nursing 35 8 WTE CNS** in Palliative Care  

1 Coordinator (also a CNS in Palliative Care) 
 
Operate in 2 Teams: 
North Team: N.Lee / N.Cork (5WTE) 
South Team: S.Lee (3WTE)   
 
One Satellite Team: 
West Cork: 3WTE (+1 other hospital based) 
 

5½ WTE CNS 
 
 
 
Operate in 2 
Teams: 
Tralee/N.Kerry 
Kill/S.Kerry 
 
  
 

3 WTE 
 
Access to 
medical, 
paramedical, 
other support 
services of 
Marymount 
Hospice as 
required 

 

 - Medical 4  Consultant 
input 

Consultant 
input 

 

 - Paramedical 6.5  -   
 - Ancillary 12  -   
 - Admin 5.5  -   
         
Referral 
Source 

Hospital 
Consultant / 
GP 

GP / Hospital Consultant 
(Completed Marymount Hospice Referral Form 
required) 

GPs, Hosp 
Consultants  

From HCT 
or Inpatient 
Unit 

 

No.beds / 
places 

24 - - - - - Not  relevant  

Waiting times Variable Patients visited as soon as possible after 
referral. 
Priority given to deteriorating patients and 
those close to death. 

Variable; 
prioritised 
according to 
need 

Contacted 
within 48 
hrs. 1sr visit 
within one 
week of 
referral 

 

Diagnoses of 
patients 

93% cancer; 
7% non-
cancer 

In 2001, 95%  new patients visited had a 
malignant condition; 5% had a non-malignant 
condition. 

96% cancer; 
4% non-cancer 

Service 
available to 
patients with  
malignant & 
non-
malignant 
conditions 

 

On-call service 24-hour I Nurse on duty at weekends 
Telephone advice service to Hospice provided 
for out-or-hour enquiries 

Mon-Fri : 
9am-5pm.  

Check  

Catchment 
Area 

Cork City & 
County 
 

Cork City and County 
(Pop 447,829) 

Kerry 
(pop: 132,527) 

Cork City & 
county 

 

Specialist 
Medical Input 

YES Consultant-led team  Consultant-led 
team  

New pts. 
assessed by 
Med. Reg; 
weekly 
review 

 

 
*West Cork – c.f. Section 5.1.4 (under Bantry General Hospital) 
**CNS = Clinical Nurse Specialist 
 
 
 
5.1.4 GENERAL HOSPITALS 
 

CORK UNIVERSITY HOSPITAL 
 
The palliative care service in Cork University Hospital commenced in December 1991 following 
the appointment of a palliative care physician to St. Patrick’s Hospital, Marymount.  There are 
three full-time palliative care nurse specialists (the most recently appointed took up position in 
July 2003).  A new radiotherapy / oncology unit was completed at the hospital in May 2002. The 
composition of the palliative care service team is outlined (Table 5.3). There are no designated 
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palliative care beds.  The patient stays with the consultant who refers.  There is no voluntary 
funding of any aspect of the service. 
 

 
Table 5.3 Palliative Care Team Service CUH 

 
�� Consultant in Palliative Care Medicine – 3 sessions/week 
             (with Snr. Registrar in Palliative Care) 
�� Senior Registrar in Palliative Care Medicine – 2 further sessions/week 
�� Palliative Care Nurse Specialists (3) 
�� Social Worker ‘shared’ with Oncology Services 
�� The team is supported by 1/3 WTE Secretary 

 
 

Members of the Palliative Care Team are involved in the provision of education on palliative care 
in the hospital setting to medical students, student nurses, back-to-nursing groups and practice 
nurses.  Commencement of in-service education for hospital staff is planned. 

 
 

MERCY HOSPITAL 
 

The Mercy Hospital has 354 beds. It has a rapidly developing oncology service. There are no 
designated palliative care beds. One Clinical Nurse Specialist in Palliative Care (1 WTE) is in 
post, appointed in March 2003, and works under the guidance of the visiting Consultant Physician 
in Palliative Medicine. The palliative care service at the hospital is linked to the specialist service 
at Marymount Hospice. It is available to patients and families on referral from the 
medical/surgical team, with the permission of the medical consultant. Patients are referred for 
management of pain and other symptoms, for psychological support or in relation to any other 
quality of life issues. The palliative care team complements other disciplines, acting as a resource, 
and provides advice / education to other staff. On referral, the Clinical Nurse Specialist (CNS) 
assesses the patient. The Consultant in Palliative Medicine visits, on request, to review the 
patient. The CNS reviews the patient daily and is involved in liaising with other disciplines, with 
outside agencies and in discharge planning - liaising with the Discharge Planning Co-ordinator in 
discharging palliative care patients to Marymount Hospice or to home.    
 

 
SOUTH INFIRMARY / VICTORIA 
 
The South Infirmary / Victoria Hospital has 258 beds. The hospital is a tertiary referral centre for 
ENT, breast, gynaecological cancers. There are no designated palliative care beds. A palliative 
care nurse specialist (1 WTE) took up post in early 2003. The palliative care service was 
established in 1992. The service is consultant led; the Consultant in Palliative Care Medicine 
attends on a needs basis. Transfer or follow up by Home Care Team is subsequently organised. 
The Home Care Team does not visit but is available to deal with queries by telephone. Oncology 
nurses may link directly with the home care nurses. A social worker recently commenced service 
provision at the hospital (no dedicated service to palliative care).   
Training in palliative care is undertaken on a voluntary basis, with staff attending training days at 
Marymount Hospice.  
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BON SECOURS HOSPITAL CORK 
 
The Bon Secours Hospital (private) has 345 beds. While a designated palliative care service is not 
provided, palliative care is an integral part of the care given to all patients diagnosed with a 
terminal illness in the hospital.  
 
The service of palliative care provision is informal in its structure: 

- no designated palliative care beds 
- no palliative care sessions. Patient’s consultant requests Consultant in Palliative Care 

from Marymount Hospice to review patient as necessary 
- no designated staff to palliative care. Nurse looking after patient administers care. 

Cancer Liaison Nurse looks after discharge requirements and follow up phone calls 
with GP and Home Care Team 

- Waiting times for referrals: Palliative Care Consultant (24-48 hours); Home Care Team 
to see patient at home (7-10 days) 

- Good liaison with Home Care Team – daily contact; weekly review by phone; monthly 
meeting. Cancer Liaison Nurse has regular contact with GPs (faxes details and reports 
on patients) 

- No formal education of hospital staff. Staff informally attend palliative care courses in 
Marymount Hospice. 

- No funding of palliative care services by VHI or any voluntary groups   
     

 
MALLOW GENERAL HOSPITAL 

 
Mallow General Hospital has 77 beds. No dedicated specialist palliative care service is provided 
and there are no designated palliative care beds. Hospital consultants contact the Consultant in 
Palliative Care Medicine for advice on pain management and transfer patients to Marymount 
where appropriate.  The latter generally does not visit the hospital. The waiting time to transfer to 
Marymount is 2-3 days; however, the patient is often too ill to transfer and dies in Mallow.  The 
Home Care Team visits the hospital when requested by the medical team. Referral forms are 
completed by the medical teams and forwarded by the discharge co-ordinator to the Home Care 
Team in Marymount for patients being discharged into the community. The discharge co-
ordinator arranges for the PHN to call if the patient is discharged home. 
The main cancer diagnoses requiring palliative care are those with bowel and prostate cancer 
(breast cancers are referred to CUH).  Non-cancer patients requiring palliative care include 
respiratory, AIDS/HIV, MND and MS.  Pain control is usually managed by the hospital 
anaesthetists.  
Nurses attend the Palliative Care training days on a voluntary basis. The Irish Cancer Society 
provides in-house training/teaching (2-3 day sessions).  There is no palliative care for other staff.  
Pastoral care is provided by priests of the parish.  
 
 
SHANAKIEL HOSPITAL 
 
42 bedded private hospital.  The hospital does not have facilities or expertise within the hospital 
to deal with palliative care patients.  It may occasionally have a patient who is in need of 
palliative care.  The Consultant in Palliative Care Medicine has infrequently been requested to 
visit by a treating consultant (usually to deal with non-cancer patient who has chronic pain).  
 
 
BANTRY GENERAL HOSPITAL 

 
Bantry General Hospital is an acute hospital with 110 beds (68 acute; 24 continuing care; 18 
psychiatry). The newly appointed Palliative Care Consultant took up post at the hospital in 
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November 2002. Patients requiring palliative care are accommodated within the hospital’s 
existing bed complement.  A Clinical Nurse Specialist-Palliative Care, based at the hospital, 
covers the hospital /community on a 0.5: 0.5 WTE basis since September 2003 and works as a 
team with the Clinical Nurse Specialists in the community [c.f. Section 5.1.3 (2)]. The Palliative 
Care Consultant attends Bantry General Hospital on a weekly basis and sees in-patients as 
requested by treating consultants. There are no designated palliative care beds; patients remain 
under the care of referring consultants. Patients attend from West Cork and South Kerry 
catchment areas (Sneem and Kenmare). There is a weekly out-patient clinic. Referrals are taken 
from GPs and hospital consultants.  
 
 
TRALEE GENERAL HOSPITAL 
 
Tralee General Hospital has 378 beds. There are no designated Specialist Palliative Care beds 
within the hospital. The Consultant in Palliative Medicine took up duty in November 2002. 
Patients requiring palliative care continue to be accommodated within the hospital’s existing bed 
complement, there being no dedicated specialist Palliative Care Unit at the hospital. Referred 
patients remain under the care of the admitting consultant; the Consultant in Palliative Medicine 
sees patients on an advisory basis only. One out-patient clinic per week is held. 
 
Specialist Palliative Care Staffing at TGH 

�� One Consultant in Palliative Care Medicine – 6 sessions / week provided 
�� Senior Registrar and SHO support  
�� Community Clinical Nurse Specialist-Palliative Care Nursing Team currently supports the 

medical team. The Clinical Nurse Specialist post in Palliative Care was advertised in February  
2003. 

�� Consultant has 1 WTE secretarial support 
 
There are no specialist palliative care day care facilities, no specialist paramedical support to the 
Palliative Care Team and no specialist palliative care equipment in the hospital. There is no 
dedicated office space for the Specialist Palliative Care Nurse, NCHD or clerical staff.   
 
(Note: Social Work post approved and part-time physiotherapist post in place. Office space being 
provided from November 2003). 
 
 
BON SECOURS HOSPITAL TRALEE 

 
The Bon Secours Hospital Tralee has 110 beds (including Day/Paediatric and Intensive Care). 
Two beds are allocated for palliative care purposes. These are not solely designated; they are 
prioritised if a patient is referred, being freed up within a maximum of two/three days. This 
system has been in place for a number of years, with direct referrals from Mr. McCormack, 
Consultant Surgeon. Inpatients are referred to the Home Care Team as considered appropriate by 
the treating Consultant (not confined to those in allocated palliative care beds).  
A number of nursing staff at the hospital have undertaken a Diploma in Palliative Care. 
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Table 5.4 Service Provision:  Acute Hospital Specialist Palliative Care Services SHB* 

 
 CUH 

 
 
Beds:600 + 

Mercy 
 
 
Beds:354 

S.Inf/Vic 
 
 
Beds:258 

Bon 
Secours 
Cork  
Beds:345 

Mallow 
 
 
Beds:81 

Bantry 
 
 
Beds:118 

TGH 
 
 
Beds:378 

Bon 
Secours 
Tralee 
 
Beds:110 

Service 
established 

1991  1992  No 
service 

2002 2002  

Designated 
Beds 

none none none none -   (2 
prioritised) 

Staffing  1 Const 
sessi
ons/
wk 

1 Spec. 
PC 
nurse
s 

2 Snr. Reg. 
Sessions/wk 

1 Spec. 
PC nurse   
 
Consultant 
visits as 
requested 

1 Spec. 
PC nurse   
 
Consultant 
visits as 
requested 

(Consultant 
visits as 
requested) 

- Consultant 
service 
 
1 Spec PC 
nurse 

Consultant 
service 
 
1 Spec. 
PC nurse 

Home Care 
Team visits 

Led by 
Consultant 
in P/Care? 

Yes yes yes yes Advice 
only 

Yes since 
Nov 2002 

Yes since 
Nov 2002 

No 

Medical 
Sessions/wk 

5 
 

variable variable variable N/A 3 6 N/A 

Waiting 
times 

All  within  24 
hours 

Usually 
24-48 hrs 

Usually 
24-48 hrs 

All  within 
24-48 hrs 

N/A New 
service 

New 
service 

N/A 

 
*Acute General Hospitals in Public Sector SHB = Cork University Hospital, Mercy Hospital, South Infirmary / 
Victoria Hospital, Mallow General Hospital, Bantry General Hospital & Tralee General Hospital 
 
 
5.1.5 COMMUNITY HOSPITALS  

 
There are 18 Community Hospitals and 3 Welfare Homes in the Southern Health Board region 
(Fig 5.2). A number of Community Hospitals have designated palliative beds – most notably in 
the Kerry area.   
 
North Lee CCA (3) – Midleton, Youghal, Youghal Welfare Home, Macroom 
South Lee CCA (1) – Bandon, Kinsale  
North Cork CCA (3) – Fermoy, Kanturk, Millstreet, Fermoy Welfare Home  
West Cork CCA (5) – Clonakilty, Skibbereen, Schull, Dunmanway, Castletownbere  
Kerry CCA (5) – Caherciveen, Dingle, Kenmare, Killarney, Listowel, St. Columbanus’ Home  
 
In relation to the ongoing development of the community hospital network throughout Cork and 
Kerry, the Southern Health Board intends to establish dedicated non-specialist palliative care 
beds across all of the hospitals.  

 
 
 
 
 
 
 
 
 
 
 
 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

36

 
Fig. 5.2 Community Hospitals SHB 

(*Kinsale inadvertently not shown*) 
 
5.1.6 NURSING HOMES  
 

There are currently 60 registered private nursing homes in the Southern Health Board region -   
Cork City: 28+1; North Cork: 9; West Cork: 5; Kerry: 17. There are no designated palliative care 
beds in nursing homes. The Health Board ‘purchases’ beds on a needs basis. 

 
 
5.1.7  SERVICES PROVIDED BY GENERAL PRACTITIONERS  
 

The general practitioner has a primary role in the provision and co-ordination of palliative care 
services in the community. The Home Care Team requests the general practitioner’s permission 
before taking on the care of his or her patients. Clinical responsibility for the patient remains 
with the GP. The GP liases with the Home Care Team, public health nurses and other service 
providers as necessary.  The degree of involvement of GPs in palliative care of patients varies 
throughout the region.  
A national palliative care programme was introduced by the Minister for Health in 1993. The 
programme was introduced to improve palliative care provided by general practitioners for the 
terminally ill in the community. It applies to GPs who provide domiciliary palliative care for 
those with advanced malignant disease, terminal HIV infection or progressive neurological 
conditions such as motor neurone disease.   
Palliative care courses are organised by the ICGP to educate GPs in the medical care of  
palliative care patients.    

 
 
5.1.8  SERVICES PROVIDED BY PUBLIC HEALTH NURSES  

 
The Public Health Nurse (PHN) who works at clinical nurse specialist level provides a 
continuum of care to all patients in need of palliative care services within a geographical area.   
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In association with the Home Care Team, the PHN provides advice, support and nursing care 
within the patient’s home. The PHN is central to co-ordinating community services e.g. aids 
and appliances, (medical cards) Home Help and Community Welfare Services, Occupational 
Therapy and Physiotherapy services and in referring families to support groups for bereavement 
counselling and support.  
The PHN facilitates access to the Irish Cancer Society (which provides the Night Nursing 
Service) and to other voluntary services, provides a twilight and weekend nursing service, and 
liases closely with the patient’s GP.   
 
The Palliative Care Home Care Service is Consultant-led throughout the region. The initial visit 
to clients referred to the service is a joint visit by the CNS in Palliative Care and the Public 
Health Nurse. The Director of Public Health Nursing continues to manage the Home Care 
Service in Kerry.   
 

 
 
5.1.9 SERVICES PROVIDED BY VOLUNTARY AGENCIES 
 

 
IRISH CANCER SOCIETY 

 
The Irish Cancer Society is the national charity for cancer care dedicated to eliminating cancer as 
a major health problem and to improving the lives of those living with the disease. Each year 
funds raised on Daffodil Day go towards providing care for people with a cancer diagnosis and 
their families. Nursing services funded by Daffodil Day include: specialist palliative care nurses 
working in Home Care Teams in the community and Night Nursing for terminally ill cancer 
patients in their own homes. The Society has provided funding towards the Home Care Team at 
Marymount Hospice / St. Patrick’s Hospital since 1987 and has continued to pay a Daffodil 
Funded Grant, which is reviewed annually. 
 
During the early 1990’s the Irish Cancer Society was involved in setting up many Home Care 
Teams together with local Health Board and Hospice groups throughout the country. In January 
1992, funding was first allocated to the North and South Kerry Home Care Teams and continues 
presently. Support for Home Care Nurses is provided through the running of an annual workshop 
run by Society. Each workshop is repeated, allowing nurses a greater opportunity to attend. 

 
The Irish Cancer Society has provided a free Night Nursing Service to cancer patients in their 
homes since 1986. The Night Nursing Service gives help and support to carers, especially 
towards the end of the patient’s illness. Night-time is when most families need help caring for a 
relative or friend, although occasionally nursing care may be more appropriate during daytime. 
The Home Care Team, Public Health Nurse or GP already involved in the patient’s care initiates 
this service. A recent review of this service resulted in its extension from 5 to 7 nights (extended 
from 40 hours to 70 hours) with increased flexibility of shift hours and payment of travel 
expenses to nurses. Recruitment of new nurses has taken place in both Cork and Kerry. Further 
development of the service will focus on continuing education for Night Nurses. �
�

The Irish Cancer Society also offers financial assistance to cancer patients in need; a health care 
professional involved in the patient’s care submits a request to the CEO in order to obtain same.  

 
 
IRISH HOSPICE FOUNDATION 

 
The Irish Hospice Foundation was established in 1986 as a voluntary support organisation for the 
development and improvement of hospice services.  Its vision was to ensure that palliative care 
would be available in Ireland to everyone who needed it(12). 
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Current work includes: 
- supporting home care nursing teams in various parts of the country 
- subsiding courses of study for palliative care nurses 
- bereavement support service – key element 
- running education and training programmes 
- organising national meetings for voluntary hospice groups 
- providing an information service 
- fundraising  

 
Funding – home care liaison service (adult and child) / support services. In partnership with the 
DOH&C, it pioneered the introduction of palliative care services in general acute hospitals in 
both Cork and Dublin(12). All of these posts have now become statutory.  To ensure that all 
children with life-limiting illnesses and their families receive the help they need, the IHF has 
agreed to fund jointly with the DOH&C an assessment of their hospice needs(12).  
 
KERRY HOSPICE FOUNDATION 
 
The Kerry Hospice Foundation (KHF) was established in 1990 as a voluntary organisation. It has 
been in involved in leading, planning and organising the development of services in Kerry in 
partnership with the Southern Health Board for over a decade. The Kerry Home Care Team was 
founded by the KHF in conjunction with the Southern Health Board and with some funding from 
the Irish Cancer Society. The Foundation is directed through a medical committee directed by Mr. 
Tom McCormack, Consultant Surgeon at Tralee General Hospital and chaired by Dr. Billy O’ 
Connor. Mr. Ted Moynihan chairs the fundraising committee. The Foundation holds an AGM 
where all stakeholders, fundraisers, the medical committee, Consultant in Palliative Medicine 
(Dr. Patricia Sheahan), Community Clinical Nurse Specialists-Palliative Care, community and 
hospital senior management (SHB) attend. The local fundraising groups meet regularly 
throughout the year; they organise and participate in various fundraising activities including 
Christmas cards, sponsored walks and golf classics. The KHF has maintained excellent working 
relations with the SHB and Community Clinical Nurse Specialist-Palliative Care. The Foundation 
funds a wide range of palliative care services in Kerry. These include counselling services (e.g. 
bereavement) and alternative therapies (e.g. reflexology, aromatherapy, reikii). It provides 
essential funding for:       

- redecorating / modernising / refurbishing hospice rooms in some of the community 
hospitals 

- specialist palliative care medicines 
- patients who require palliative care stay in designated nursing homes. The Kerry 

Hospice Foundation covers all treatments  
- provides financial aid for palliative care equipment, aids and appliances 
- extra financial support for patients and their families 
- ongoing continuous professional development of Community Clinical Nurse Specialists-

Palliative Care and other nursing staff 
- extra nursing care, including Community Clinical Nurse Specialist-Palliative Care, night 

nurses and out-of-hours nursing 
- ongoing fundraising 

  
OTHER 
 
The work of other voluntary agencies involved with non-cancer clients who may eventually 
require palliative care is noteworthy. There are many such agencies in the region. They are 
diverse and wide-ranging. With regard to palliative care need, they involve relatively small 
numbers compared with cancers, cardiovascular disease and respiratory disease (the latter two 
groups at end-stage are likely to eventually account for the majority of non-cancer patients in 
need of palliative care). The needs assessment team, in association with the Regional 
Consultative Committee for Palliative Care, acknowledges the contribution of all such agencies.  
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CHAPTER 6 
 

 CURRENT SERVICE UTILISATION 
 
 
 
6.1 SPECIALIST PALLIATIVE CARE  
 
The service activity outlined in this section does not offer any information on the level of unmet patient 
need i.e. those patients who might benefit from specialist palliative care service provision, but who are 
never referred to the service. 
 
 
6.1.1 INPATIENT UNIT: ST. PATRICK’S HOSPITAL, MARYMOUNT HOSPICE, CORK 
 

Data relating to hospital activity is currently maintained and retrieved manually. Statistics for 
2001 are presented (Tables 6.1, 6.2 & 6.3). There were 348 patient admissions in 2001. Over half 
(54%) were from Cork city; 30% were referred from Cork University Hospital. Seventy-eight per 
cent of patients were 60years+ (with 53% over 70 years). Bed occupancy for 2001 was calculated 
at 93.2%.  There were 227 inpatient deaths.  There were 126 discharges.  
 

             Table 6.1 Referral Sources 2001 
Referral Source No. % 

CUH 104 30% 
Home 98 28% 
Mercy Hospital 75 22% 
Bon Secours Hospital 27 8% 
South Infirmary 25 7% 
G.P. 10 3% 
Other Hospital 6 2% 
Nursing Home 2 <1% 
TGH 1 <1% 
TOTAL 348 100% 

 
 
Table 6.2 Referrals 2001: Area of Residence 

Area of Residence No. % 
Cork City 189 54% 
Cork County 148 43% 
Kerry 6 2% 
Outside SHB Area 5 1% 
TOTAL 348 100% 

 
            
  Table 6.3 Referrals 2001: Age 

Age Breakdown No. % 
<40 7 2% 
40-49 24 7% 
50-59 44 13% 
60-69 90 25% 
70-79 110 32% 
80+ 73 21% 
TOTAL 348 100% 
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WAITING TIMES FOLLOWING REFERRAL 
 
Empirical data on waiting times following referral is not available.  The Unit has suggested that it 
is inappropriate and not useful to try to measure such waiting times, as the admissions policy is 
based on need i.e. when allocating beds that are available, consideration is given to the relative 
needs of patients, rather than the length of time that they may have been listed for admission.  
This is deemed necessary in terms of using scare resources for the maximum benefit.  However, 
from the perspective of an individual patient who is waiting for admission, it is entirely 
unsatisfactory.  Not only are patients obliged to wait for excessive periods of time, but also when 
a bed does become available, the notice regarding admission is very short. 
 
In the Cork region there are typically in excess of 200 patients under the care of the Specialist 
Palliative Care Services at any point in time.  Of these, 24 (less than 12½%) are cared for in the 
in-patient beds of Marymount Hospice.  In theory, should any of the remaining 176 other patients 
require admission on a particular day, this should be possible.  In reality, there is typically a delay 
of some days, and at regular intervals during the year, the waiting time may increase to weeks.  In 
the context of a specialist palliative care service, this is totally unacceptable, and contrary to the 
principles described in the Report of the National Advisory Committee on Palliative Care.   

  
On a typical day, there may be one or two beds available at Marymount Hospice. On some days, 
there will be none.  Typically, there are between six and ten patients waiting for admission.  
Unfortunately, some of these patients can never be accommodated within the hospice.  In some 
instances, patients deteriorate to the point that transfer to the hospice is no longer possible and/or 
they may die.  For patients who are cared for in the community, they may require admission to an 
acute general hospital, even though it is recognised that their care needs would be more 
appropriately addressed within the hospice environment.  When these patients are admitted to 
hospital, they will often remain in an acute general hospital bed for a period of days to some 
weeks, before transfer to the hospice is possible.   
 
The constant pressure on the inadequate number of beds is a source of considerable frustration to 
patients, their families, and to staff members. 
 
 
MAIN REASONS FOR REFERRAL 
 
Pain and symptom control. 
 
 
MAIN DIAGNOSES OF PATIENTS REFERRED 
 

Table 6.4 Main Diagnoses 2001  (93% Cancer, 7% Non-Cancer) 
Cancers No. Non-Cancers No. 
Digestive Tract 117 Paraplegia 6 
Respiratory 61 CJD 4 
Breast 37 Diabetes 4 
Gynaecological 30 Aids 3 
Prostate 29 COAD 2 
Unknown Primary 14 MS 2 
Brain 13 Alzheimer’s 1 
Renal 9 CCF 1 
ENT 6 MND 1 
Melanoma 6 TOTAL 24 
Thyroid 1 
Haematological 1 
TOTAL 324 
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Table 6.5 Length of Stay 2001 

Duration of 
Admission (Days) 

No. Pts % 

1 to 5 87 25% 
6 to 10 72 21% 
11 to 15  46 13% 
16 to 20 30 9% 
21 to 25 24 7% 
26 to 30 19 5% 
30 to 60 41 12% 
61 to 90 17 5% 
>90 12 3% 
TOTAL 348 100% 

 
 
 
6.1.2 DAY CARE: MARYMOUNT HOSPICE, ST. PATRICK’S HOSPITAL, CORK 
 

SERVICE UPTAKE (2001) 
- Data: manual 
- No. referred: 45 
- No. attendances: 776   [7 places / week-day offered] 
- Main referral sources: Patients are referred from the Home Care team, or from the in-

patient unit on their discharge home. 
- Areas of residence. Cork City 95%, Cork County 5% 
- Age breakdown: 

 
Table 6.6 Ages of Referred Cases 

Age Breakdown No. % 
40-49 5 11% 
50-59 3 7% 
60-69 15 33% 
70-79 16 36% 
80+ 6 13% 
TOTAL 45 100% 

 
 

- Waiting times following referral: Patients are contacted within 48 hours of referral, and the 
first visit usually takes place within a week. 

- Main reasons for referral: Social isolation, respite for carers, symptom control and 
monitoring of progress. 

- Main diagnosis of patients referred.  93% Cancer, 7% Non-Cancer. Main cancer diagnoses: 
Breast, Prostate, Lung, Bowel. Specific figures not available. 

- Patient outcomes: 100% of patients are eventually admitted to the in-patient unit. 
 
 
6.1.3 HOME CARE 
 

CORK CITY & COUNTY 
 

Referrals 2001: A total of 511 referrals were received for 2001. A total of 411 new patients were 
seen during this period (an increase of 14% seen on the previous year).  
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Age Breakdown of Referrals: 

 
Table 6.7 Age Breakdown of Patients Visited 2001 

Age <18yrs 19-40yrs 41-60yrs 61-80yrs >81yrs 
No. Patients 

visited 
3 (<1%) 16 (4%) 101(24%) 214 (52%) 77 (19%) 

 
 
Deaths/year with Home Care Support: A total of 356 patients, who had received Home Care 
support at some stage in their illness, died in 2001(an increase of 23% on 2000 and of 42% on 
1999 respectively). 289 patients died in 2000 and 250 patients died in 1999. 
 
Place of Death: Of the 356 patients who died in 2001, 47% died in their own Homes, 33% died 
in the Hospice, 18% died in a General Hospital and 2% died in a Nursing Home.  In 2000 of the 
289 patients who died 143 died in their own homes, 115 died in the Hospice, 28 died in the 
General Hospital and 3 died in a Nursing Home. 
 
Source of Referrals: Referrals to Marymount Home Care Service are received from either the GP 
or Hospital Consultant.  In 2001, 44% of referrals were received from GPs and 56% from 
Hospital Consultants.  
 
Location of Patients at time of referral: 56% of patients were in hospital awaiting discharge 
home; 44% of patients were in the community. 
 

[Between January-September 2003, 430 new patients were visited – a 27% increase in new 
patients seen over the corresponding period in 2002. The average number of patients cared for 
monthly in 2003 (up to September) was 185. On 13/10/03, fifteen patients were waiting to be 

visited by the Home Care Team] 
 
KERRY 
 
Referrals 2001: A total of 316 referrals were received in 2001, a 13% increase on the previous 
year. Of these, 171 were to Tralee / North Kerry and 145 to Killarney / South Kerry. 

 
Table 6.8 Referrals / Deaths 2001 

Year Referrals Deaths 
1999 258 209 
2000 279 225 
2001 316 (TGH referrals 145) 239 

 
 

Age breakdown of referrals 2001:  
<18yrs = nil ; 19-40yrs = 8 ; 41-64 yrs = 61 ; 65+yrs = 191 ; Unknown = 56 

 
Place of deaths in 2001: 
Of the 239 patients who died in 2001: 38% died in their own homes, 34% died in acute hospitals, 
18% died in hospice beds in community hospitals, 8% died in nursing homes and 2% died 
elsewhere (Milford Hospice 1; Marymount 1; other hospices 2; nursing homes 3; long stay unit 1) 

 
Ages of deaths in 2001:  

<18 yrs = 1 ; 19-40 yrs = 7 ; 41-64 yrs = 66 ; 65+ yrs = 150 ; Others = 15 
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Table 6.9 Primary Diagnosis of Patients who Died 2001 

Breast = 19 Bowel = 34 Lung = 36 Prostate = 9 Pancreas = 22 
Liver = 8 Gastric = 8 Brain = 16 Renal = 8 Gynae. = 16 
Oesophagus = 9 Bladder = 4 Head & Neck= 10 Myeloma= 5 NHL/Leuk. = 9 
Other =3 CVA/CCF=4 Unknown = 19   

 
 
 

Table 6.10 Utilisation of Specialist Palliative Care Services (2001) 
SUMMARY 

 
 IN-PATIENT 

CARE 
[Marymount 

Hospice] 

DAY CARE 
 

[Marymount 
Hospice] 

HOME CARE 
Cork 

City/County 

HOME CARE  
Kerry 

Bed occupancy 93.2% - - - 

Length of stay 46% had an LOS 
between 1-10 days 
22% : 11-20days 
32% > 20 days 

- - - 

Admissions / 
referrals 

348 776 attendances 411 new patients seen  316 referrals 
received 

% increase on 2000   14%  13% 

Discharges 126  100% admitted as 
hospital inpatients 

- - 

Deaths 227 (inpatient) - 356 deaths with 
Home Care Support 

239 

No. attendances / 
seen 

- As above 411 new patients seen  
 

As above 

Main referral source CUH Home Care Team / 
Inpatient 

GP (44%); 
Consultant(56%)  

GPs & Hospital 
Consultants,  

% with non-
malignant disease 

6..9% 7% 5% 4% 

 
 

------------------------------------------------------------------- 
 

6.1.4 GENERAL HOSPITALS 
 

CORK UNIVERSITY HOSPITAL  
 
In 2001 there were 376 referrals to the service: a 27% increase on 2000.  This increase was 
largely influenced by the appointment of a consultant medical oncologist to the hospital in July 
2001.  81% of these referrals were new referrals; 19% were re-referrals.  They included referrals 
from outpatient departments, generally from Radiotherapy or surgical clinics. The majority of 
patients referred were 60 years+ (61%) – Table 6.11. 

 
                            Table 6.11  Age Profile of Patients Referred 2001 

Age Group No. % 
10-19 years 8 2% 
20-29 years 11 3% 
30-39 years 18 5% 
40-49 years  44 12% 
50-59 years  65 17% 
60-69 years 86 23% 
70-79 years 94 25% 
80-89 years 47 12% 
90 years+ 3 <1% 
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135 (36%) of patients were referred by Radiotherapy/Medical oncology teams; 130 (35%) were 
referred by surgical teams and 108 (29%) referred by medical teams. 
 
94% (353) of those referred in 2001 suffered from malignant disease; 6% (19) were referred with 
non-malignant disease (Table 6.12). 
 

Table 6.12:  Non-Malignant Patient Referrals to CUH Palliative Care Team 2001 
 

DIAGNOSIS 
 

A.I. Liver Cirrhosis  
Chest Pain –Osteoporosis 
Pagets – fractured hip 
Burns Pain 
Cardiac Pain 
Respiratory Disease 
Intracerebral bleed (end stage) 
Crohns Disease (end stage)   
 
HIV – 1 
MND- 2 
MS – 1 
 

The main reasons for referral included pain and symptom control, access to hospice bed or for 
referral to home care team. All patients are seen within 24 hours of referral. 
 
Outcomes:  Patient outcomes are outline in Table 6.13.  All patients newly referred to the service 
are referred to the Social Worker for Oncology Services (a shared appointment between 
Oncology and Palliative Care). 

 
Table 6.13:  Onward Referrals / Outcomes for Patients  

referred to CUH Palliative Care Team 2001 
Outcome No. % 

Referred Home Care  173 46% 
      - Marymount 124  
      - Clonmel 12  
      - Killarney 10  
      - Waterford 11  
      - Tralee 10  
      - Milford 2  
      - Wexford 2  
      - Ennis 1  
      - Kilkenny 1  
Referred Hospice 75 20% 
     - Marymount 74  
     - Milford 1  
Referred to Other Hospitals 22 6% 
     - in SHB 12  
     - outside SHB 10  
Died (in CUH) 74 20% 
Discharged home with Home 
Care Referral 

30 8% 

Referred to Nursing Home 1 0.3% 
Still in Hospital 1 0.3% 
Discharged from Service 1 0.3% 

   

15 
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The records kept by Cork University Hospitals palliative care team are manual.  Date for audit 
purposes is manually retrieved currently.  The team has � WTE secretarial support; 
computerisation plans are in progress. 

 
 
MERCY HOSPITAL  

 
In the 6-month period March-August 2003, 158 patients at the hospital were referred to the 
palliative care service. Of these, 124 were seen by the Consultant in Palliative Medicine.  
  
Of the 158 patient referrals above: 
84 referred to home care; 41 discharged to Marymount Hospice; 18 died Mercy Hospital; 9 
discharged to other (e.g. nursing home / other hospital); 6 remain in hospital.  
 
The service is available to cancer patients, non-cancer patients with life threatening conditions / 
chronic conditions for specific symptom management and to cancer and non-cancer patients for 
end of life management. To date, 92% of referrals are cancer patients.  

 
 

SOUTH INFIRMARY / VICTORIA  
 
In the 12-month period ending November 2002, approximately 75 patients were referred for 
palliative care review (as per Palliative Care Consultant records). Hospital data provided indicates 
that the current average referral is 14 public patients per month x 12 = 168 pa. No records of the 
total number of patients seen annually by the Palliative Care Consultant are maintained by the 
hospital. At present only cancer patients are referred.  
There has been a noticeable increase in the numbers of patients treated and Palliative Care 
patients seen (ENT incl. Neuro-otology, Gynae, Breast, General Surgery, Oncology). Many 
patients from South Tipperary and West Waterford now attend since the addition of an 
Oncologist from Waterford to the staff.  
In relation to the National Breast Screening programme, the South Infirmary/Victoria Hospital 
has been chosen as the screening centre location for the Southern region. This will impact on the 
diagnosis and treatment of cancer patients with an associated impact on palliative care services.   

 
 

BON SECOURS HOSPITAL CORK  
 
In the 12-month period ending November 2002, approximately 75 patients were referred for 
palliative care review (as per Palliative Care Consultant records). The hospital maintains manual 
records (not computerised) of palliative care activity. Its dataset on the latter is incomplete as it 
relates to referrals from Oncology only i.e. not from the entire hospital. 

 
Referrals from Oncology to Specialist Palliative Care Service (Hospice, Home Care, Consultant 
involvement) Sept 2001-Sept 2002: 74  

- M:F = 34:40 
- Age = 30-79 years (mostly older age groups) 
- Main diagnoses – breast, colon, lung cancers 
- Referrals to other services – to PHNs, Occupational Health, Pastoral Care Team; also to 

Anaesthetist when implants for pain control are necessary 
- Length of stay on average two weeks 
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MALLOW GENERAL HOSPITAL 
 

- Over the 12-month period [Oct 2001-Oct 2002], it is estimated that 66 patients died at the 
hospital who might have benefited from palliative care services (52% with a cancer 
diagnoses; 48% with a non-cancer diagnosis) 

- A significant number of patients are discharged home who require palliative care services 
- On average, probably less than 10 patients/year are currently transferred to specialist 

palliative care services  
- 4 patients currently receive weekly chemotherapy at Mallow General Hospital 

 
 

BANTRY GENERAL HOSPITAL 
 
Specialist palliative care provision was established following on the appointment of a second 
Consultant in Palliative Care Medicine to the Southern Health Board region. The Palliative Care 
Consultant attends the hospital on a weekly basis; in-patients are seen as requested by treating 
consultants. Patients attend from West Cork and South Kerry catchment areas (Sneem and 
Kenmare). There is a weekly out-patient clinic.  
 
 
TRALEE GENERAL HOSPITAL 

 
The appointment of a Consultant Physician in Palliative Medicine is a new post at Tralee General 
Hospital. Statistics in respect of previous workload in the specialty of Palliative Care at the 
hospital are not readily retrievable as patients were treated by the Consultant General Surgeons or 
Consultant Physicians. Prior to the appointment, the Community Specialist Palliative Care Team 
followed up their community patients when they were admitted to the hospital and would have 
seen patients in the hospital at the request of the Consultants. They are currently providing 
support to the hospital service when needed.  In 2001, there were 145 patient referrals to the HCT 
from Tralee General Hospital. For 2002 the activity by the home care nurses at the hospital 
amounted to 521 visits. 

 
 

BON SECOURS HOSPITAL TRALEE 
 

In 2001, ten patient referrals to the Specialist Palliative Care Service were initiated from the Bon 
Secours Hospital in Tralee. Twenty-eight patients were reviewed at the hospital by the Home 
Care Team (these patients included both referrals initiated by the hospital and those followed 
through to the hospital from the community by Home Care Team). Nineteen palliative care 
patients died at the hospital.  
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Table 6.14. Service Utilisation:  Acute Hospital Specialist Palliative Care Services – 2001 

 
 CUH Mercy S.Inf/Vic Bon 

Secours 
(Cork) 

Mallow* Bantry TGH Bon 
Secours 
(Tralee) 

No. 
referrals/yr 
 

376 100 
approx 

75+ 70-80 10 
transfers 
to 
Specialist 
Service 

New 
Const-
led 
service 

New 
Const-
led 
service 

10 pts. 
referred 
from 
hospital 
and 28 
seen by 
Home 
Care  

Main 
reasons for 
referral 

Pain / 
symptom 
management; 
access to 
hospice bed; 
referral to 
Home Care 
Team  

N/A N/A Pain / 
Symptom 
control 

- N/A N/A N/A 

Main 
referral 
sources 

CUH Hospital 
consultants 
only 

Hosp 
Const. 

Hosp 
Const. 

Hospital 
Consultants, 
mainly 
Oncology 

N/A Hosp 
Const. 

Hosp 
Const. 

Hosp 
Const. 

% with 
non-
malignant 
disease 

6% 8% Mostly 
cancer 

 Mostly 
cancer 

- N/A N/A N/A 

Waiting 
times 

Within 24 
hours  

Within 
24 hrs 

Within 
24 hrs 

24-48 hrs - ? ? ? 

New 
referrals 
seen by 
Consultant? 

Yes Yes Yes Yes - Yes Yes No 

Liaison 
with home 
care teams 

Yes Yes Yes Yes  Yes Yes Yes 

Voluntary 
support? 

No No No No No No No No 

 
* no specialist palliative care services provided  

 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

48

CHAPTER 7 
 

 STAKEHOLDER VIEWS – CONSULTATIVE MEETINGS 
 

 
 
7.1 INTRODUCTION 
  
A series of consultative meetings was undertaken with service providers throughout Cork and Kerry.  
The views of service providers were sought on the current service provided for palliative care patients. 
Their views were also sought on future service development. A list of invitees / attendees is appended 
(APPENDIX C). Invitees comprised service providers in the community, Marymount Hospice staff and 
Hospital Consultants.  
 
 
7.1.1 VIEWS OF SERVICE PROVIDERS IN THE COMMUNITY 

 
The main findings were: 

 
 - COMMUNICATION & INFORMATION - 

 
ACUTE HOSPITALS: Communication is perceived as sub-optimal in many areas with a lack of 
information on patients being discharged from hospital to the community or to a community 
hospital.  Very often the Public Health Nurse (PHN) or Home Care Nurse (HCN) are not 
contacted at time of discharge. Discharge letters are inadequate with a paucity of information.  
Very often the list of medications are incomplete and this can have serious implications for the 
patient 
 
“…this man is very ill…. I received no letter on him.  He is now at home and doesn’t know what is wrong 
with him and what procedures he had…” 
“… even when we go to the wards there is no information..” 
“… we are really treading on unknown ground…not knowing  what is the patient’s diagnosis…” 
 
Poor discharge planning can result in patients being discharged home without needed supports in 
place.  Home help, aids and appliances and nursing visits may all be needed and the patient can 
often spend time at home without these.   The CUH has recently appointed a Palliative Care 
Nurse and this has improved communication and discharge planning in some instances.  The 
issue of discharge letters is being addressed in a number of areas and this should also help to 
improve the situation.   Many felt that the appointment of discharge coordinators would address 
many of the problems arising currently. 
 
“… very ad hoc…no clear pathways for the patient…depends on the ward, the ethos and the sister…” 
“…would be nice to have it all planned…then not fire brigades…” 
 
 
GENERAL PRACTITIONERS: In general, the GP refers patients in the community for palliative 
care.  This works well in most instances where the GPs and PHNs are in regular contact. Some 
GPs advise the family to contact the PHN who may then organise the visits. Other GPs are slower 
to refer patients.   
 
“…never get a phone call from a GP, never ever…” 
“ ..the family have to approach us…” 
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In general, the HCN has a good relationship with the GPs and are often contacted prior to the 
patient needing palliative care.  The Home Care Team is so small that it is impossible for them to 
be in contact and meet with the GPs on a regular basis.   
 

 
 PUBLIC HEALTH NURSES: The relationship between the HCN and PHN is generally very good.  
In Kerry, the Director of Public Health Nursing manages the Home Care Team; the nurses meet 
regularly and arrange joint visits at the beginning where they plan care for the patient.  In other 
areas, there is regular contact between the PHN and HCN with sharing of information and 
planning of care for the patient.  However, there can be some difficulties regarding sharing of 
information.  
 
“…there is no standard…might have mobiles for rural PHNs….” 
“…have the health centre numbers…gone from there at 12 noon…can’t contact…” 
“..a great willingness for collaboration…problem within the service and not a complaint…” 
 
The definition of roles and responsibilities of the PHN and HCN in the provision of palliative 
care has not been fully clarified.  The specialist advice and services of the home care team are 
recognised and appreciated but some expressed concern of how both services can work best 
together.  This may allow for better working relationships and would improve communication. 

 
 

- PATIENT ACCESS TO SPECIALIST SERVICES - 
 

Patients who require urgent admission to hospital are usually facilitated.  This may take a day or 
two but every effort is made.  However, the patient may be admitted to a bed in an acute hospital 
which may not be appropriate to their needs.   
 
“…may end up in an ante-natal bed until a bed available in a more appropriate setting..” 
 
Patients who are seen in an acute hospital by the Palliative Care Consultant may have to wait for 
a number of days for transfer to Marymount Hospice.  However, once they are admitted there are 
no problems and care is excellent.  There is no inpatient specialist palliative care unit in Kerry 
and patients are admitted to TGH or to a community hospital.  Access can depend on the time of 
the year and demand on beds from other specialities.  Similarly, in West Cork and North Cork 
patients are admitted to the local general hospital or community hospitals.   
  
“…bed access depends on time of year…person has to be almost dead…” 
“..in Cork, Limerick and Dublin they all have specialist palliative care inpatient services… if you are dying 
in Kerry its just not fair..” 
“… may end up on a trolley in A&E which is totally unacceptable…” 
 
There are difficulties accessing beds in community hospitals as few hospitals have designated 
beds and other patients may be admitted in crisis situations.  Some community hospitals have 
designated beds and this provides great support for the family.   
 
“…are given priority…always so obliging and there is never a problem..” 

 
Access to day care is also difficult.  At present, it is only available to those patients living in Cork 
City or close by.  Those patients that attend have access to other services such as physiotherapy, 
relaxation therapy and become familiar with the concept of hospice care prior to their needing it 
in the future.  There is huge geographical inequity for those living in more remote parts of the 
region. 
 
“….day care ward…great introduction to Marymount…” 
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- PROFESSIONAL SUPPORTS - 

 
PHYSIOTHERAPY: It was agreed by all service providers that there are not enough 
physiotherapists available in the community to provide an adequate service.  The service is 
generic and patients must be put on a waiting list.  In general, every effort is made to prioritise 
palliative care patients.  However, physiotherapists felt that they did not have the specialist 
training to provide a service for a number of these patients, particularly in lymphoedema 
management.  A percentage of palliative care patients require this care and it is only provided in 
Cork.  This necessitates those patients living far away having to travel distances to access the 
service. 
 
“..we would like to be more involved in breast clinics but we don’t have the expertise..” 
“..we are dabbling in it..” 
 
The service is currently inadequate to cater for the needs of the patients.  There is no weekend 
service.  A lot of patients will have respiratory difficulties and they are not seen.  Staff felt that 
the profile of physiotherapists was not high when dealing with palliative care patients.  They tend 
not to be referred to the service 
 
“…not referred because they’re not seen…” 

 
OCCUPATIONAL THERAPY: There are very few Occupational Therapists (OTs) working in the 
community.  Most of their work is dealing with the area of disability and the elderly.  The service 
provided to palliative care patients is limited.  When the patient is in hospital they have access to 
this service but there is a huge gap in the community.  The patient may return home and do not, in 
reality, have access to a service. 
 
“… if they need a mattress  immediately, we cannot make a proper home assessment…” 
“ …the palliative care group doesn’t get a service..” 
 
The OT will give advice and carry out an assessment of the patient regardless of GMS status.  
However, they can only provide equipment to those patients who have a medical card.   
 
“….may overlook the issue and make a judgement call…” 

 
 

AIDS & APPLIANCES: Need for aids / appliances is usually assessed by the PHN, and equipment 
is fast-tracked for palliative care patients. It depends on what is needed and its availability.  There 
has been a huge improvement in recent years on the quality and quantity of aids and appliances 
available through the health board. 
 
“..if it’s in stock its fine.. something special then…” 
“…if they don’t have a medical card, then it’s a minefield..” 
 
Non-medical card patients do not have an automatic entitlement to avail of free aids and 
appliances. While such patients are facilitated to the greatest possible extent, difficulties have 
arisen in some instances. In addition, there is no delivery service. Patient/relatives must arrange 
collection, which can be difficult for those without transport.  A sole Health Board employee will 
deliver equipment but this is dependent on his other workload, distance etc. 
 
Concern was expressed regarding the storage of, and access to, aids and appliances.  Difficulties 
can arise for PHNs after 5pm and at weekends.  The need for an emergency stock of equipment 
that could be accessed at all times was expressed. 

 
“…get our hands on beds, mattresses, oxygen ….Friday can be a nightmare…” 
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MEDICAL CARD: In general, entitlement of palliative care patients to a medical card is not a 
problem. Once the PHN is aware she arranges the necessary paperwork for the Community 
Welfare Officer.  All patients must undergo a means test and, if above the limit, the medical card 
is almost always granted on medical grounds for palliative care patients.  There can be delays as 
the Senior Area Medical Officer must make the decision.  Difficulties for the patient relating to 
equipment access and transport costs can arise. There is a perception among some service 
recipients that access to the public health nursing service is only possible if the patient has a 
medical card. 
 
“..if they don’t have a medical card, they don’t have access to Public Health Nursing..” 
“…without a patient having a medical card I have to go through hoops..” 
“..should be guidelines or a green light to issue the card immediately once the diagnosis is made..” 
“..it can be so degrading for people..” 
 
HOME HELP: The home help service has grown over the past few years.  The PHN assesses the 
need for home help and arranges the service. There is a general feeling that the allotted number of 
hours is limited and there should be more leniency in some situations.  It is a very valuable 
service that has provided huge support for carers.  The home help may also assist the PHN or 
HCN with the care of the patient.  Concern was expressed that these people provide personal care 
for patients and may not be trained.  One PHN felt that there should be trained care attendants 
providing much of this service in the community.   
 
TWILIGHT NURSING SERVICE: The PHN provides a service between 9am and 5pm.  Some 
patients and their carers required assistance later in the evening and the twilight nurse filled this 
role.  This is provided by the health board and usually for patients in the later stages of their 
illnesses.  Service providers felt that this service is needed and should be more readily available.   
 
“..see as very important and special to the family…needs to be extended to include more twilight hours..” 
“..relieve the strain on the family…” 
 
NIGHT NURSE: The Irish Cancer Society (ICS) provides a night nursing service for patients in the 
very latter stages of their illness.  The Society funds 8 nights from 11pm to 7am.  In certain 
situations this can be extended.  The local PHN or HCN arranges the service through the ICS.  
Comments from all service providers were very favourable but a number felt that this service 
should be either provided or funded by the health board. 
 
“..needs to be more flexibility….can’t predict the last 7 or 8 days of a person’s life..” 
“….great support for the family..” 
 
 

- BEST PLACEMENT AT END-STAGE - 
 
Many felt that patients preferred to die at home but, while generally ideal, it was not always 
possible.  Patients are admitted because the family may need a break or cannot cope any longer.  
There is often a lack of family supports.  More families now need access to respite care and some 
service providers said that when the patient was admitted to a hospital they realised the amount of 
care they needed and that the family also had needs.  Often symptom control necessitates hospital 
admission. 
 
“…most people would like to die in their own home…not always possible..” 
“…may go home but end up coming back in…” 
“… huge problem when the patient wants to go home and the family can’t take then or cant cope…” 
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- NON-MALIGNANT CONDITIONS - 

 
All service providers were very dissatisfied with the lack of palliative care service provided to 
non-malignant terminally ill patients.  While a number are referred for specialist palliative care,  
most felt that this group was totally ignored. Patients with non-malignant conditions are not 
entitled to the night nursing service provided for cancer patients at the final stages of their illness.  
There is no funding available for it.  In particular, they felt that such patients under the age of 65 
years were discriminated against unfairly.   
 
“....chronic young sick are hugely neglected…” 
“… under 65 with non-malignant disease …forget it…” 
“…a 56 year old lady with Parkinson’s disease…won’t get respite…no care…” 
“…you can’t time the end so that puts a strain on all of us providing a service..” 

 
 

- SYMPTOM CONTROL - 
 
Service providers commonly felt that symptom control was poor prior to the patient being 
diagnosed as palliative.  Once a patient is referred for specialist care symptom control is 
excellent.  The home care team was praised by all for their work in this regard.  They link closely 
with the GP and PHN in the community; the system works. Also, the community matrons and 
home care nurses have a good working relationship in the management of symptoms.  However, 
many felt that GPs need further education and training in symptom management of palliative care 
patients.  Referrals are often delayed and nurses feel powerless in the face of patients with 
chronic pain. 
 
“…the patient is in distress and the nurses are very upset…” 
“…too slow in some cases…hesitant GP…” 
“…GPs who refer to us are those that recognise the needs of their patients..” 
“…the level of knowledge would vary I guess…” 

 
 

- POST-BEREAVEMENT COUNSELLING - 
 

All felt that there was a huge need for this especially for bereaved children.  There is an organised 
counselling service provided by Marymount for the relatives of deceased patients.  Elsewhere, 
this is less organised.  In the acute hospitals, pastoral care staff meet with patients and their 
relatives but only while the patient is in hospital.  Once the patient is discharged, the burden of 
counselling lies with the PHN and the HCN.  They will visit the family a number of times after 
the patient has died.  They do not feel that this is adequate. 
 
“…I have tried to get a patient counselled … very difficult..” 
“…need for child counselling and group therapy…could benefit from it…especially losing a parent..” 
“…young children’s needs are unmet..” 
“..find the home care team great…” 
“…many have to attend counselling privately…we do the best we can…” 
 
Patients and relatives need counselling.  Access to counselling services is often via the psychiatric 
services and many will not go because they feel that they will be labelled as mentally ill.  In 
particular, they will not allow their children to be seen by this service.  The PHNs felt that there 
was no counselling available for themselves either.  They spend a lot of time, often outside 
working hours, attending patients dying and there is no one for them to talk to.  The Employee 
Assistance Programme is available from the Health Board but, perceived to be generic in nature, 
nurses felt it was not appropriate.  Many felt that line managers should be aware of the stress staff 
may be under in dealing with palliative care patients and that support and advice should be 
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offered early.  One PHN felt that home helps also need to be considered for bereavement 
counselling as they often have most to do with the family and are frequently forgotten. 
 
“…can’t be seen to be in a rush…must forget the watch..” 
“..physically exhausting and draining…pretty tough going…” 
“…my colleagues are very supportive by non-existent formally…” 

 
 

- PAEDIATRIC PALLIATIVE CARE - 
 

There is no palliative care service for children in the region.  Many of these children attend 
Crumlin and their care is managed from there.  The PHNs do get a small number of referrals but 
feel that they do not have the training or expertise to deal with these children or their families.  
The home care team will assist where necessary but they tend to refer to the specialist unit in 
Dublin for advice and guidance.  They feel that there is an urgent need for a service for children 
who are terminally ill.  Children with cancer probable do better as an outreach service to the 
child’s home is provided by Crumlin and the Mercy hospital. 
 
“..we dabble in everything …can’t cope with it..” 
“…my feeling is that people don’t know what they are missing out on ‘cos they don’t know what is there for 
them..” 
“…it’s all about equity of service..” 

         
 

- VIEWS ON MARYMOUNT HOSPICE - 
 

Service providers working in Kerry felt that people living there did not know of the existence of 
Marymount.   Patients rarely were admitted and did not avail of the day care service.  Patients 
requiring specialist care were admitted to the acute hospital or community hospitals.  Elsewhere, 
staff felt that the service provided was excellent.  The main issues lay around getting patients 
referred and patients’ reservations about the hospice.  There is also a need for improved 
communication between service providers and clarification of roles.  The use of the day care 
service could be a stepping stone to acceptance for care at later stages of the illness.   
 
“..no matter how sick they are they still have hesitations..” 
“…bring them in for day visits and they begin to accept…” 
“…vast majority don’t know it exists…not a Kerry service…” 
“…consultant introduces the concept at an early stage ….pain and symptom control…” 
“…some feel they are going in to die…once there… they realise they are there to live…” 
 
  

- EDUCATION & TRAINING - 
 
There is no local course in palliative care available.  Those interested have to travel to Belfast, 
Dublin or Galway for training.  This is not feasible for many service providers.  Regular 
day/week courses are given by Marymount.  While meant to be multi-disciplinary, only doctors 
and nurses attend.  Nursing auxiliaries are not provided with training.  However, for many staff 
members it has not been possible to attend as it was not funded or they had to do it in their own 
time.  They also felt that the provision of more “hands on” training was needed.  One matron 
found that when the HCN visited the hospital she provided practical assistance and advice on the 
use of syringe drivers etc. 
 
“…there is a demand for it to be provided..” 
“…need for formal education for paramedics is great…” 
 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

54

Many felt that doctors are not adequately educated or informed in relation to the needs of 
palliative care patients.  They feel that many still resist referring patients for specialist palliative 
care.  They feel that there is a lot of ignorance out there that must be addressed. 
“…feel that they have failed if they have to refer…” 
“…fear that patient will become addicted…” 

 
 

- FUTURE DEVELOPMENT OF SERVICE - 
 

Suggestions for future service development by service providers in the community were: 
- New hospice with more beds 
- Expansion of current service throughout the region 
- Development of an inpatient specialist unit for Kerry 
- More day care  
- Inclusion of non-malignant patients in the provision of palliative care 
- Improved communication between all service providers 
- Better service integration 
- Discharge coordinators in all acute hospitals to help improve discharge planning 
- More community supports 
- Emergency stock of aids and appliances that are accessible to the PHN 
- Education and training for all service providers, accessible locally 
- Post-bereavement counselling which is accessible and appropriate  
- Access to counselling during the patients illness  

 
 
 
 
7.1.2 VIEWS OF MARYMOUNT HOSPICE STAFF  

 
The main findings were: 
 

- STAGE OF INVOLVEMENT - 
 
There was general agreement among Marymount Hospice staff that patients are now tending to be 
referred earlier by GPs. Patients and their families are becoming more knowledgeable and more 
assertive. However, it was felt that a substantial number of GPs still do not refer early enough. 
Oncologists refer earlier, thus helping to avoid crisis situations. Nurses felt that their period of 
involvement with patients was frequently a short one. 
 
“ …..not very frequent that we have a long relationship with a patient. We are called in to assess a patient 
and they usually die in the next 24 hours. So, you see, we enter the equation at the real end stage. We are 
seen as the people that put them on the pump and then die……” 
 
“Some families have unfinished business and when the patient dies in 24hrs it’s like as a staff nurse you 
haven’t finished giving your care to the patient as you haven’t had the time with them beforehand. No time 
for nursing that patient really”. 
 
“Sometimes you feel you are jumping in at the deep-end. Before you know it they are dead and then it’s 
next new patient and new family all over again”. 
 
“We have 24 beds and are doing an awful lot with pain control for patients. Hopefully they get to go home 
and we see them at a later stage for increased care”.  
 
However, problems with earlier referral and the ability of the service to cope are seen as 
enormous challenges. It is envisaged that huge demands will be placed on resources and a 
currently over- stretched service. Waiting lists are long, with lack of bed availability a frequent 
difficulty. 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

55

 
“We had 15 on waiting list last week, we had to discuss the list and see who to take in. We prioritise some 
cases and then they die within 48hrs and we haven’t had time to get to know the patient or their family and 
that’s very difficult”. 
 

- COMMUNICATION ISSUES - 
 
It was apparent that liaison people have made a great difference, greatly facilitating placement of 
patients. The community hospitals were praised as being great, if they can accommodate. Some 
difficulties with nursing homes were cited, with many “not really wanting the cancer patient”. 
However, where nursing homes have a resident who is later diagnosed with cancer, they call in 
the HCNs to assess and manage symptoms or pain. 

 
GPs: While communication with GPs has improved, HCNs feel that they usually have to maintain 
the initiative.  GPs are supplied with patient referral forms. HCNs get permission to visit. They 
phone the GP after their first visit and each visit thereafter. The GP often rings prior to the patient 
needing the service for information. The GP would also access the Palliative Care Consultant to 
get his input and information on aspects of care. 
 
PHNs: There is regular communication with PHNs and generally very good collaboration. 
However, a particular difficulty was cited in relation to accessing some PHNs especially when a 
patient is being discharged home. The assistance of the secretaries of the Directors of Public 
Health Nursing was greatly acknowledged.  
 
“We might have mobiles for rural PHNs and that can be alright. But accessing city PHNs is a nightmare. It 
can be a long process. You might ring their mobile and leave a message but you don’t know if they are full-
time or on holidays or who their cover is. It takes a lot of time to do this”. 
 
ACUTE HOSPITALS: There is very close communication with Cork University Hospital (CUH) 
where the structure is formalised. The presence of a specialist palliative care nurse at the hospital 
is a huge asset. There is ongoing contact with the other acute hospitals.  It is envisaged that the 
appointment of recently recruited specialist nurses for CUH, Mercy Hospital, South Infirmary / 
Victoria Hospital will help very much in this regard.  Where there is no designated person “we 
end up contacting every ward and hope they’ll ring us to say the person is discharged”. 

 
“All these appointments will improve communication between all hospitals and us. It can only make things 
better”. 
 
With regard to Mallow General Hospital, it was felt that a liaison nurse there would help, with 
“Mallow in the frame down the line”. Palliative care service developments were noted to be in train 
at Bantry General Hospital.  
 
Contact with the oncology social worker in CUH and in the Mercy Hospital was referred to…… 
“especially we would see the need for preparing small children for a death of a parent. We meet quarterly 
with them and look at what’s emerging and how we can address it”. 
 
ANCILLARY SERVICES: Access with ancillary services in the community is usually through the 
PHN; occasionally direct initial contact is made. 

 
 

- COMMUNITY SUPPORTS - 
 

The general feeling is that, while the community service has improved, there are still major 
gaps…. “We get them to come in, get their symptoms controlled and then there’s no place to send them. 
They’re in limbo”…. “Some families can’t actually care for someone dying. You don’t know what the 
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relationship is”…….  “there are people living alone that would like to stay at home; they may not need a 
trained nurse but they might need support”. 
 
HOME CARE TEAMS: “Home Care Teams are taking them further along the road, caring for them in the 
community”. 
 
PARAMEDICALS: It was considered that physiotherapists do not get to see patients in time. A 
need to put more into community services and to increase these services greatly was strongly 
voiced. Access is generally via the PHN, but occasionally direct contact is made “where people are 
known”……  “We don’t have our own team and that’s the ideal but community services have been good to 
help us out”. 
 
COMMUNITY HOSPITALS: The assistance of Community Hospitals was acknowledged. 
“Community hospitals have been very good to us. They have become more open and accommodating”. 
Community hospitals are gradually taking patients. However, there is a perception that some 
patients do not qualify for admission on age grounds:  
“You might have a long terminal prognosis and be very debilitated, needing a lot of care. This person was 
56 and couldn’t be cared for at home. If you are under 65 and very debilitated then you are at a total loss 
for care. One person stayed here and counted the deaths around him. You can have very dependent 
younger people in here and it’s inappropriate for their needs. It’s there and it’s a huge issue”. 

 
NURSING CARE IN THE COMMUNITY: It was felt that a specialist hospice might not be what 
some patients need. Currently, however, such patients end up coming back to Marymount 
Hospice or to St. Patrick’s Hospital.  
“Specialist nursing isn’t happening for those people. Some don’t need a hospice but they still need 
specialist care. You end up saying ‘Would you die or go home’ and that’s so wrong”. 
 
It was pointed out that, in the UK, teams with an RGN and a care assistant are led by a specialist 
nurse and go from house to house… “sending a dependent patient home, they should have a team of 
nurses or care assistant to follow people up”….. “that’s a huge need – for core nursing to be available in 
the community to all. It’s a successful model used elsewhere”. 
 
There was a general perception that there is no standard provision of core public health nursing 
throughout the region………….. “Who washes the patient in the home? Who is responsible? Could it be 
a nurse’s assistant? Or a PHN with her own team? We have RGNs that link with the PHN here but it’s in 
small pockets”. 
 
“It’s all very hit and miss. Hands on nursing care is very hands on. We discuss the needs with the family 
and then it would really depend on the workload of the PHN. They are very overworked and very pressed 
for time. It’s hard for the patient though if they are expecting someone to do the dressing and they’re 
saying it’s not their role”. 
 
 “There are those that need access to 24-hour nursing care if people are to stay at home”……. “it’s the 
difference between dying at home and living at home”. …. “you have to be sensitive and build up a 
relationship with the patient and it’s nice if it’s the one person dealing with them. You can talk more to 
them”.  

 
 

- PAIN RELIEF / SYMPTOM CONTROL AT HOME -  
 

Pain relief and symptom control at home are believed to be relatively good. 
“We would be in contact with the GPs and once we are involved we would be in touch regularly and they 
would ask for our suggestions and go with our advice”……. “the level of knowledge would vary” …….. 
“GPs who refer to us really are those that recognise the needs of their patients”. 

 
However, geographical disparities are very obviously apparent. “…..easy to do more daily visits in 
city ….. “…… not as good as it should be in the country ……. “I visited a new patient today for the first 
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time in Newmarket ……won’t get to visit again until Monday ….. if he was in the city I would need to see 
him again this Wednesday…..so it’s distance, lack of manpower”.  
 
 
 

- AIDS & APPLIANCES - 
 
Hospice staff find that aids and appliances in the community are frequently problematic and stress 
that a fast track system is urgently required for palliative care patients. The situation is perceived 
to have disimproved – with appliances more difficult to obtain and the process becoming even 
slower… “It’s got worse, harder and slower to get stuff. There’s a meeting every 2 weeks and we give the 
list of what our patients needs. But they need an urgent assessment and a PHN can’t sign off on that even 
though she’s dealing with the patient every day. So an OT has to make a formal assessment”. 
 
Palliative care patients have do not have the luxury of waiting time…. “….know of a patient that 
paid for a private OT to do a report and was still waiting 4 weeks. It has to come from the Community OT. 
We have a very good relationship with community OTs…………but the waiting list is ridiculous, it’s too 
long for palliative patients. We need a better fast tracking system for palliative patients and prioritise 
them”. 

 
 

- POST BEREAVEMENT SUPPORT - 
 

Marymount Hospice hosts a Mass for bereaved families three months post bereavement. After six 
months an ecumenical service is held. Most attend. The process is considered to be very helpful. 
A volunteer sends out a card on the first anniversary. Bereavement counselling is not infrequently 
sought. “Very often all they need is someone to speak to and listen to them. They come to the ward 
afterwards and see a familiar face and start talking about everything and nothing – it helps them so much”. 
 
However, much information is lacking – “the practical stuff”….. “what actually happens, who is the 
undertaker….. how to access banks”. “Half don’t even have wills made out and it’s pure panic 
then…things in both names so won’t be able to get to the money for the funeral costs”. 
 
With regard to bereaved children and spouses, a volunteer group commenced relatively recently 
and meets once monthly.  Currently, 13 out of a potential 26 attend where the partner has died 3-9 
months ago. “It’s not easy for them to attend; they are now a single parent and have to face the child 
grief and their own too”. A research project into bereavement risk assessment, with the training up 
of bereavement counsellors, is currently being undertaken. 
 
In relation to the need to prepare small children for the death of a parent, there is regular contact 
with the oncology social worker in Cork University Hospital and the Mercy Hospital to address 
emerging problems.    

 
 

- ACCESS / TRANSPORT - 
 

Admissions from the Kerry area are infrequent.  
 
DAY CARE FACILITY: The day-care facility at Marymount Hospice is generally not accessible to 
patients in the greater Cork or Kerry area unless volunteers or family can drive them to day care 
“…..if they can’t bring them in, then we don’t see them”. Practically, the service is only really 
accessible to those within a certain radius of the city ………..  “Carrigaline would be too far, as 
would Ballincollig”. If they come from North Cork they rely on relatives for transport and to wait 
around for them …. “North Cork is really out on a limb”.  

 
TRANSPORT: Transport issues with regard to admission, discharge and inpatients requiring test 
procedures in acute hospitals (e.g. MRI scans) were aired.  There is ongoing difficulty with 
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ambulance provision “……..we might have a bed for someone in Skibbereen and it may take a week to 
get an ambulance”…….. “West Cork and North Cork ambulance can’t come to city unless they are 
bringing a case…..”. ….  “patients to come here are often left in acute hospitals……all this because an 
ambulance hasn’t a patient to bring on the other leg of the journey”. In addition, patients may be 
transported at end of the day when it would be more appropriate to do so early in the morning….. “but the 
ambulance drivers’ hands are tied; lack of resources I suppose”. 
The contribution made by volunteers in helping to facilitate patient access was cited.  
 
 

- NON CANCER PATIENTS - 
 
The necessity for service expansion to include non-cancer patients was acknowledged. However, 
a number of points were made which merit consideration. “Care for non-malignant needs way more 
resources”.  “They may need longer care and you can’t sustain that….but once you offer a service, it’s very 
hard to withdraw that service”. It was felt that guidance was needed on admission policies for such 
patients. Then, once symptoms are controlled, “where do they go is the next problem”.  

 
While cancer patients are entitled to night nursing service provision of 70 hours, there was much 
concern that non-cancer patients cannot get that care. ….“because of their diagnosis they don’t get 
it”…… “ the situation is atrocious” ………… “they are literally dying at home and we can’t supply them 
with night nurse….. the family is in crisis, the person is dying badly. It’s the one service that would help 
and you can’t offer it to non-cancer patients”. It was felt that the Health Board should fund a night-
nursing service for non-cancer patients.  
 
 

- CRISIS BED AVAILABILITY - 
 
It seems to be generally accepted among staff at Marymount Hospice that the availability of 
‘crisis’ beds “is a matter of luck really”. The inpatient unit is permanently at maximum capacity. 
“Some might end up going to an acute hospital or they’d send in a night nurse if we had a bed available 
the next day for them”. 

 
- PAEDIATRIC PALLIATIVE CARE - 

 
Paediatric referrals for specialist palliative care are small. Referrals are mainly from Crumlin or 
the Mercy Hospital. They are mainly cancer patients; there are very few end stage chronic illness 
referrals.  
Referrals from Dublin initiate a very integrated process, with an initial meeting in the GP’s 
surgery involving all stakeholders of care. 
 
 

- EDUCATION & TRAINING - 
 
It was generally perceived that palliative care training is more nurse-geared. Public Health Nurses 
come to Marymount Hospice and receive training as part of the Diploma in Palliative Care (2 
days). They receive practical training regarding use of syringe drivers etc. Training is not directed 
sufficiently towards paramedicals, with no provision of formal training nationally for 
physiotherapists or other paramedical staff. This lack militates against confidence and 
competency. Notably, concern was voiced at the lack of multidisciplinary team training in 
Ireland. While multidisciplinary introductory courses to palliative care & bereavement (5-day) 
have been run by Marymount Hospice, attendance has mainly comprised doctors and nurses. 
Nursing auxiliaries have not been well catered for. 
Provision of satellite training from the UK was suggested in view of current training demands. 
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- POST BEREAVEMENT SUPPORT FOR STAFF - 
 
There is much mutual support among staff at Marymount Hospice. Multidisciplinary meetings, 
which are very well attended, are held weekly.  In Home Care, the support is built into the daily 
work…. “We meet every morning and we have a good team to be honest”. Weekends, however, can be 
hard as “you are quite alone and you may need someone to talk to”.  
A suggestion was made that “the Hospice should pay for psychological support for staff and if you want to 
attend it’s anonymous”. 

 
 

- BARRIERS - 
 

INFORMATION: The need for public information about the service was voiced. There was 
uncertainty as to how this might best be done.  “People still think we are for the dying …..you need to 
give back the living to people for longer ….we say that we could have done a lot for someone if we had 
them sooner”. 
 
FUNDING: 85% of funding for the specialist palliative care service is statutorily provided. Fears 
were expressed with regard to future funding of the service…. “next year could be difficult…the 
warning signs are there”. Concern was voiced regarding the filling of posts. Rates for water, refuse, 
insurance and transport costs (including costs for specimen transport) were noted to have all 
impacted on funds.   

 
 

- SERVICE DEVELOPMENT -  
 

The main views cited with regard to service development included: 
- A new hospice; more beds and more specialist staff as “everything is bursting at the 

seams”  
- More privacy in wards in in-patient unit 
- Partnership approach with PHNs  
- More Specialist Nurses in the Community 
- More Community Physiotherapists 
- Palliative Care Service planning & development for non-malignant patients; huge 

implications foreseen for service both in terms of numbers and length of time of 
involvement with such patients. 

 
Cautioned with a concern that, if expansion results in the service becoming too big, will the 
ability to provide an individual orientated service be compromised? 

 
 
 
7.1.3 VIEWS OF HOSPITAL CONSULTANTS  
 

A consultative meeting was planned with a representation of hospital consultants (specialist 
palliative care and acute hospitals). Unfortunately, those representing the acute hospitals were 
unable to attend. Some forwarded submissions. A list of invitees / attendees is appended 
(APPENDIX X).  A separate meeting was held with the Director of Cancer Services for the region.  
 
The main findings were: 

 
 - STAGE OF INVOLVEMENT IN PATIENT MANAGEMENT - 

 
How a decision in reached on referral to specialist palliative care services is dependent on 
individual preference.  Historically, patients were referred at a very late stage.  Now, consultants 
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and GPs are much more aware of the service and what it has to offer. Referrals are now more 
appropriately made earlier.  

 
- ADEQUACY OF SERVICE - 

 
MARYMOUNT HOSPICE: Needs already highlighted in needs assessment report (with regard to 
structure and staffing).   
 
ACUTE HOSPITALS: The specialist palliative care consultants felt that the acute hospitals 
provided tremendous support to the specialist care providers in terms of providing services such 
as interventional radiology, anaesthetic interventions, orthopaedic interventions, insertion of 
gastrostomy tubes etc.  The presence of a specialist palliative care nurse and consultant sessions 
in each acute hospital were considered crucial.  
 
TRALEE GENERAL HOSPITAL: In Kerry at present, the consultant has no designated beds or 
space to see patients within the hospital.  It was strongly urged that in anticipation of the arrival 
of any specialist care staff the necessary supports including infrastructure, equipment and 
administrative supports should be in place to allow effective, efficient service delivery. 
“…time wasted waiting for space to meet with patients…” …….. “currently I have to beg for a bed from 
another Consultant before I can admit a patient” …………… ‘….then under pressure to discharge”.  
 
A dedicated ward in Tralee General Hospital to allow for the provision of team expertise was 
demanded.   

 
 

- DISCHARGE PLANNING / ACUTE HOSPITALS - 
 
GENERAL: There can be some difficulties in discharge planning.  Generally, the palliative care 
consultant is asked to review the patient prior to discharge from the acute hospital setting.  This 
may not always be possible because of current staffing numbers and the patient may be 
discharged and then referred to the Home Care Team.  There is an acknowledgement that patients 
and carers may have unreal expectations of the service and be disappointed when they experience 
delays in home visits or access to ancillary services.  The Palliative Care Team will always liase 
with the GP prior to the home visit.  It was felt that better communication and liaison between the 
primary hospital team, discharge coordinator and specialist palliative care professionals was 
needed 

“….unreal expectations by the family…..not enough communication and liaison…” 
 
It was felt that service integration between acute hospital and community needed to be addressed 
and improved further.   
 
PRIVATE HOSPITALS: With regard to service integration, it was suggested by the Specialist 
providers that discussions should ensue between themselves and private hospitals in the region to 
ensure a fully integrated service for each patient in need of palliative care.  
  
 

- SPECIALIST PALLIATIVE CARE / GP LIAISON  OUT OF HOURS - 
 

It was particularly noted that, in relation to the Kerry area, GPs can be in a position of being 
unable to access specialist palliative care information on patients they are providing a service to. 
Specialist palliative care nurses do not provide a formal out-of-hours service. For Cork city and 
county, staff in Marymount can be contacted out-of-hours by GPs in the area; the necessary 
information on any patients attending the service is provided (inpatient, day care, home care). 
Currently, however, such a service is not available to GPs in Kerry. It was agreed that this can, 
and does, present difficulties for GP cooperatives in Kerry with regard to communication and the 
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smooth continuity of patient care.  It was suggested by the Specialist Consultant providers that a 
meeting with the GP cooperative in South Kerry would be convened in an attempt to address the 
issue.  
Consultants felt that the specialist palliative care personnel should act as a resource to GPs and 
GP Co-ops.  It is anticipated that a data collection system will be developed which will contain 
information on all palliative care patients in the region and be accessible at all times. 

 
 

- EDUCATION & TRAINING -  
 

Education and training for all disciplines involved in the provision of palliative care was 
considered crucial. Palliative care consultants felt that this was needed at all levels 
(undergraduate, postgraduate) and for all disciplines. Suggested ways of providing this included 
GP training/ study days, Specialist Registrar training and CME days.   
 
One consultant in an acute hospital setting stated that consultants feel that they were unable to 
deal with the ‘breaking of bad news’ and emotional trauma associated with managing patients in 
acute hospital settings after diagnosis.   
“…breaking bad news is not a once off event ….nurse may do it at three o’clock in the morning over a cup 
of tea….” 
The specialist consultant providers recommended that training and development of skills to deal 
with palliative care patients was needed.   
 
 
 

- CONSULTANTS IN PALLIATIVE CARE MEDICINE: POSTS - 
 

Very strong feeling was expressed regarding the numbers of consultants in palliative care 
medicine required for the region. Current levels (2) were seen to be totally inadequate. The 
current service was considered to be provided at “an unsustainable personal cost” and to be 
“dangerous in terms of health and safety”. Consultant staffing numbers were demanded to be 
addressed.  
“…concerns under Health and Safety legislation…allow a person to work for long periods on a one in one 
rota…including geographical spread…” 

 
In addition, it was stated that the consultant appointed to Tralee General Hospital was working 
against all the odds with no designated beds and a paucity of supports. It was a situation of 
enforced inefficiency which had to be sorted out urgently. 
 
The appointment of an academic post in palliative care medicine was also seen as an absolute 
necessity. 
 

 
- DIRECTOR OF CANCER SERVICES -  

 
A separate meeting was held with the Director of Cancer Services for the region. His main views 
were: 
 
Service Adequacy: The specialist palliative care service provided to Cork University Hospital 
was regarded as excellent. The team is readily accessible and the support service very good. 
Referrals are seen quickly and transfer to the hospice is fast. Patients seem very happy with the 
service. Communication to and from specialist providers is good.  
 
Discharge planning: The infrastructure for Clinical Nurse Specialists-Palliative Care has 
improved at Cork University Hospital. However, there are no cancer coordinators in the hospital 
(as there are in some of the larger Dublin hospitals).  Their role is to coordinate discharge of all 
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cancer patients back into the community.  The Director of Cancer Services sees a role for such 
coordinators in major centres and feels that the CNS-Palliative Care could fulfil the function in 
smaller hospitals.  This would allow timely transfer of information from hospital to community. 
 
Professional Training: Professional training should be ongoing. Counselling courses should be 
available for those interested.  
 
Bereavement Counselling: This was identified as a major lack, particularly for children who are 
bereaved.  The CNS in Palliative Care is not happy to do this all the time for patients in hospital.  
A paucity of counsellors in the community was notable.   
 
Non-cancer patients: The needs of this group of patients must be addressed; to date they have not 
received an adequate service. 
 
Overall: “The staff of the hospice are fantastic”. The palliative care service must be fully 
developed regionally. The development of the service in Kerry must be fully supported; 
deficiencies in supports available to the Consultant in Palliative Medicine there must be  
addressed as a matter of urgency.  
 

 
 

- FUTURE SERVICE DEVELOPMENT - 
 
The main suggestions cited for inclusion were: 

- An increase in palliative care consultant levels  
- Appropriate infrastructure and supports to ensure adequate service delivery  
- Training and education for all disciplines and at all levels – include appointment of an 

academic post in palliative care medicine 
- Better integration of services (especially acute hospitals and community services) 

including improved discharge planning, communication and liaison 
- Discussions between specialist service providers and out of hours GP services 
- Discussions between specialist service providers and private hospitals to ensure full 

service integration for patients  
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CHAPTER 8 
 

  STAKEHOLDER VIEWS (QUANTITATIVE) 
 

  
 
8.1 QUANTITATIVE RESEARCH RESULTS 
 

Questionnaires were distributed to General Practitioners, Public Health Nurses, Specialist 
Providers, Hospital Consultants, Clinical Nurse Specialists, Community Hospitals and Nursing 
Homes. This aspect of the needs assessment was conducted in Summer / Autumn 2002. 

 
   
8.1.1 GENERAL PRACTITIONERS  
 

RESPONSE RATE: 423 GPs in Cork and Kerry were surveyed by questionnaire (APPENDIX D). 
The response rate was 36%.  
 
LOCATION: Of those who responded, over three-quarters (77%) were located in Cork and just 
under one-quarter (23%) in Kerry. Forty per cent were working in single-handed practices; nearly 
half of the practices (46%) were mixed rural/urban, with 24% mainly rural and 28% mainly 
urban.  
 
AGE: The age breakdown of respondents was: <44 yrs (37%), 45-54 yrs (39%) and 55yrs+ (21%). 
Most (59%) had completed a GP vocational training scheme.  
 
PALLIATIVE CARE IN GENERAL PRACTICE: On average, the GPs surveyed have seven patients 
annually with a diagnosis of cancer requiring specialist palliative care. This, however, ranged 
from a single patient in seven practices to 35 patients in one practice.   
On average, the GPs surveyed indicated that they also have seven patients annually with a non-
cancer diagnosis which might benefit from access to specialist palliative care services.  
 
PALLIATIVE CARE TRAINING: Twenty-four per cent had had undergraduate training in 
palliative care. Forty-five per cent had availed of postgraduate training (e.g. Diploma). Twenty-
six per cent had attended an ICGP course related to palliative care.  

 
SOURCES OF ADVICE: The most usual sources of advice for GPs regarding palliative care 
indicated by responding GPs are: Home Care Team (87%); Palliative Care Consultant (44%); GP 
colleagues (27%); where designated beds provided (23%); Specialist Palliative Care In-Patient 
Unit (22%); Specialist Palliative Care out-patient clinic (15%); acute general hospital (8%); other 
(6%). 

 
 
 

Adequacy of Specialist Palliative Care Services? 
 

Only just over half (57%) of respondents felt that Specialist Palliative Care services were currently adequate for 
patients with cancer; as few as 9% felt they were adequate for patients with non-cancer conditions. 
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Further Training / Education? 
 

81% of GP respondents would be interested in further education / training in Palliative Care. Areas of most interest were: 
 

 SYMPTOM CONTROL (88%);  PAIN CONTROL(69%)  
BEREAVEMENT COUNSELLING (48%);  STRESS MANAGEMENT (39%) 
 BREAKING BAD NEWS (31%);  PAEDIATRIC PALLIATIVE CARE (17%)  

 
 

 
SERVICE ACCESS: Most difficulties with service access were noted in relation to ancillary service 
access, services for non-cancer patients, bereavement support services and bed access (Fig 8.1).  
 

Fig 8.1 Service Access Difficulties  
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SERVICE SATISFACTION: GPs were most satisfied with communication and advice from specialist 
palliative care services, support from Public Health Nurses and bed access for symptom control. They 
were least satisfied with communication with acute hospitals and with reimbursement for services 
provided (Fig 8.2).   

Fig 8.2 GP Service Satisfaction  
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NON-CANCER CONDITIONS: The most commonly suggested conditions proposed by GPs which might 
benefit from palliative care included: Progressive Neurological Conditions (e.g. Multiple Sclerosis; 
Motor Neurone Disease; Muscular Dystrophy; Parkinson’s Disease; Freidrick’s Ataxia; Huntington’s 
Chorea); chronic intractable pain; end-stage respiratory failure; severe arthritis; terminal congestive 
cardiac failure; post stroke; advanced peripheral vascular disease; very elderly; dementia including 
Alzheimers; paraplegia; HIV/AIDS; end stage renal failure; diabetic neuropathy; destructive 
myopathies.  

 
 

 - PRIORITY AREAS FOR PALLIATIVE CARE SERVICE DEVELOPMENT -  
 
Priority areas in general practice put forward for service development included (in order of frequency): 
 

�� EDUCATION & TRAINING - including counselling, pain/symptom control, new drugs / devices 
/alternative therapies, practical learning such as use of syringe drivers, management of dying 
patients, home management, communication skills. Awareness of services available, day 
release courses, newsletters and distance learning modules were also stressed. 

 
�� MORE COMMUNITY SUPPORTS - including home care teams, day care, night nurses, out-of-

hours services, meds/syringe drivers, physiotherapy, counselling, public health nurses, social 
workers    

 
�� BED ACCESS - including specialist unit, community hospitals, nursing homes; respite beds a real 

need). Need for designated beds. Generally need easier access to beds by GPs so that patients 
do not have to go into acute system.  

 
�� BETTER TEAMWORK 
�� BETTER COMMUNICATION - with specialist and acute hospital services 
�� REMUNERATION – more realistic 
�� NON-CANCER PATIENTS - expansion of palliative care service  
�� MORE FAMILY SUPPORTS - including home helps, care assistants, transport in rural areas 

 
�� OTHER COMMENTS - need for coordination of care for terminal neurological conditions; 

medical cards for all terminal care patients; pain clinics for public patients; treatment protocols; 
dedicated OPD TGH; strengthening of primary care team; proper funding of palliative care 
services; pool of GP cover for out of hours care.  

 
 

 - AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED - 
 
The main areas of unmet need that should be addressed, in the opinion of those GPs surveyed, are:  
 

�� BED ACCESS - especially acute / respite attached to local units – community hospitals; more 
designated beds 

�� MORE COMMUNITY SUPPORTS – counselling for patients / families; physiotherapists; 
occupational therapists; social workers 

�� PALLIATIVE CARE FOR NON-CANCER CONDITIONS 
�� BETTER SERVICE INTEGRATION - including care plans; workshops in each locality for 

GPs/PHNs/ HCNs to get to know each other, mutual support, education, define roles etc. 
�� HOME/ FAMILY SUPPORT  – including better trained home helps / transport rural areas / night & 

weekend support 
�� OUT-OF-HOURS - care and drugs 
�� EDUCATION / TRAINING 
�� MORE REALISTIC REMUNERATION 
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�� CONSULTANT-LED SERVICE IN KERRY  
�� OTHER COMMENTS – medical cards for all palliative care patients; occasional home visits by 

palliative care consultant; services for Bantry General Hospital; chronic pain clinics; 
decentralisation of care from Marymount; service funding; more home care team support; more 
home care nurses (geographical inequity); more PHN home visits. 

 
8.1.2  PUBLIC HEALTH NURSES 
 

RESPONSE RATE: 273 PHNS in Cork and Kerry were surveyed by questionnaire (APPENDIX 
E). The response rate was 45%.  
 
LOCATION: 28 (23%) North Lee CCA; 29 (24%) South Lee CCA; 18(15%) North Cork CCA; 18 
(15%) West Cork CCA; 29 (24%) Kerry CCA.  There was a fairly even distribution by catchment 
area - whether mainly rural, mainly urban or mixed.  

 
SATISFACTION RATINGS: PHNs report high levels of satisfaction with a number of aspects of 
the palliative care service provided.  The majority (>90%) are satisfied with advice from their 
colleagues and their communication with the home care teams.  Areas of least satisfaction include 
the provision of ancillary services in the community and night nursing for patients in the latter 
stages of their illness (Fig 8.3). 
 

Fig 8.3 Public Health Nurse Satisfaction with Services 
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PALLIATIVE CARE TRAINING:  
�� 98% of respondents said they did not have a recognised higher qualification in Palliative Care 

(i.e. Higher Diploma or equivalent) 
�� Just 1 in 10 indicated that they had whole-time clinical experience in a Specialist Palliative 

Care Unit for a minimum of 12 months 
�� Less than half (45%) had attended a course in a Specialist Palliative Care Unit or had had 

Palliative Care Training in the last five years (of these, most (65%) had undergone a 5-day 
course). 
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Further Training / Education? 
 

91% of PHN respondents would be interested in further education / training in Palliative Care 
Areas of most interest were: 

 
 SYMPTOM CONTROL (77%) 

 PAIN CONTROL(66%)  
BEREAVEMENT COUNSELLING (64%) 

 STRESS MANAGEMENT (40%) 
 PAEDIATRIC PALLIATIVE CARE (29%)  

 
 
SERVICE ADEQUACY: 
 

Adequacy of Specialist Palliative Care Services? 
 

61% of public health nurse respondents felt that Specialist Palliative Care services were not currently adequate 
in the Southern Health Board region   

 
 
 
 

 - AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED -  
 

The Public Health Nurses surveyed identified, most commonly, the following areas of unmet need: 
  

�� FAMILY / PATIENT SUPPORT - most especially counselling service; also more home care 
assistants 

�� BEDS - especially respite; designated beds in community hospitals 
�� SERVICE INTEGRATION – between PHN, Home Care Team, GP and Hospitals 
�� TRAINING - especially practical aspects (including setting up syringe drivers) 
�� OUT-OF-HOURS - bank of RGNs / night-twilight service 
�� HOSPITAL DISCHARGE PLANNING – needs improvement 
�� NURSES – more home care teams; public health nurses; RGNs 
�� NON-CANCER CONDITIONS 
�� MORE PHN SUPPORT - including relief / post bereavement counselling 
�� MORE ANCILLARY SERVICES – physiotherapists; occupational therapists; psychologists; social 

workers 
�� LOCAL HOSPICE – for Kerry 
�� OTHER COMMENTS - other areas mentioned were automatic referral to Home Care Team by 

PHN; disposal of medicines e.g. DDA drugs from homes; general availability of oxygen / 
syringe drivers in designated centres locally; more than 5 nights should be available for home 
respite if necessary; referral delays should never occur; should be 1-2 palliative care resource 
nurses in each CCA; listing of specialist providers and contact numbers; visits to district 
hospitals by specialist providers; Home Care Team for Bantry General Hospital; service for 
children with multiple pathologies; public education to combat fears; activities education for 
patients (e.g. art); holistic approach to patients.  

 
 
 

 - PRIORITY AREAS FOR SERVICE DEVELOPMENT - 
 
Priority areas for public health nursing proposed for service development included (in order of 
frequency): 

�� TRAINING - especially pain relief; symptom control; counselling; bereavement courses; 
practical equipment use; new developments, Training should be locally based. 
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�� IMPROVED SERVICE INTEGRATION & COMMUNICATION - between nurses; between nurses and 
GP; between hospitals and local team 

�� MORE NURSING STAFF - including PHNs, RGN hours; night nursing service; home care nurses; 
Relief for PHNs; more realistic caseloads. Homecare nurses less available in rural areas; less 
support generally in rural areas; very limited weekend and night service 

�� BETTER DISCHARGE PLANNING - including case conferences; especially before weekend 
discharge 

�� MORE HOME SUPPORT - care assistants; home helps 
�� NON-CANCER PATIENTS – should be included in palliative care service 
�� MORE BEDS 
�� OTHER ISSUES REMARKED ON - easier access to equipment locally; removal of equipment / 

DDA drugs on death of patient or following admission to hospital; general nursing duties 
should be done by Home Care Team also; should be public health nurses with special 
responsibility for palliative care; geographically based Home Care Teams; local palliative care 
resource person; budget for service; transport in rural areas; hospice for Kerry; home visits by 
Consultant – would also support home teams; automatic entitlement to medical card; holistic 
approach; acknowledgement of work done by PHNs; no waiting times for patients in accessing 
specialist services; direct referrals from PHNs; more GP training; counselling for PHNs; 
continuity of nursing care; outreach service needed in West Cork. 

 
 
8.1.3  SPECIALIST PROVIDERS 
 

RESPONSE RATE: 128 Specialist service providers were surveyed by questionnaire (APPENDIX 
F).  The response rate was 33%. 
 
LOCATION: Of those who responded, 17 worked in the Specialist Inpatient Unit, 1 in the 
Specialist Day Unit, 10 as home care nurses in the community, 1 in an acute hospital, 2 in other 
hospitals.  They included nurses, auxiliary nurses, home care nurses, physiotherapist, social 
worker and an administrator. 
 
ADEQUACY OF PALLIATIVE CARE SERVICE: 
 

 
 
 
 
 
 
 

SATISFACTION RATINGS: Just over 40% expressed satisfaction with staffing numbers in their 
own section of the palliative care service. Less than one-third were satisfied with bed / place 
access for respite care; less than one-quarter were satisfied with bed access for patients with 
malignant disease and no-one was satisfied with bed access for non-cancer patients.  
 
Specialist providers, most especially home care nurses, link very closely with GPs.  However, 
only 45% of specialist providers said they were satisfied with current communication levels. 
 
Remarkably, only forty-two per cent of specialist providers were satisfied with the level of 
education / training which they had received in palliative care.  A need for formal education to be 
provided locally was expressed.  Some had undertaken training at their own expense.  Many felt 
that staffing levels and pressure of work did not allow for educational time or the promotion of 
training.  
 

Adequacy of Palliative Care Service
 

Only 14% of specialist providers surveyed considered that present palliative care services were adequate in 
the Southern Health Board region. 
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Only one-third were satisfied with the stage of disease at which they got involved in patient 
management. Satisfaction was low in relation to the level of ancillary service provision.      
 
Relatively high levels of satisfaction were noted with regard to the availability of assistance and 
advice from colleagues when needed. Job satisfaction and stress management were reported as 
satisfactory by 59%. It was clear that a close working relationship exists between members of the 
specialist team, providing good support for colleagues.   
 
Reported service satisfaction is summarised below (Fig 8.4). 
 

Fig 8.4 Specialist Service Providers Satisfaction with Services 
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- AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED - 
 

Those Specialist Service Providers who were surveyed identified, most commonly, the following areas 
of unmet need: 
  

�� RESPITE CARE - to help patient and carers  
�� EARLIER INVOLVEMENT WITH PATIENTS - where most benefit can be offered. The situation 

has improved. 
�� PATIENTS WITH NON-CANCER CONDITIONS - some queried if this was the most appropriate 

setting for patients with non-cancer conditions 
�� AIDS & APPLIANCES - should be ready access; and not dependent on area where patient lives 
�� INCREASED STAFFING - better staff-to-patient ratio & better skill mix 
�� MORE PSYCHOLOGICAL CARE - for patients and their relatives 
�� MORE EMOTIONAL SUPPORT FOR STAFF 
�� PAEDIATRIC PALLIATIVE CARE  
�� OTHER – waiting times to admission too long; need for interim ward solution for those patients 

who occupy ward beds for long periods; early referral requires education of all service 
provider; fast track access to equipment and community supports; working environment 
excellent in hospice but need to improve communication and working relationships with 
community & voluntary agencies; more community physiotherapists & occupational therapists 
to facilitate patients remaining / returning to live in the community; more community PHNs; 
better sick leave.   
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- PRIORITY AREAS FOR SERVICE DEVELOPMENT - 

 
Priority areas for specialist service providers proposed for service development included (in order of 
frequency): 
 

�� ANCILLARY SERVICES – need more 
�� BEDS – more inpatient and respite 
�� IMROVED STAFFING LEVELS 
�� SERVICE FOR NON-CANCER PATIENTS – requires urgent attention 
�� TRAINING – need for regular, appropriate training which is adequately resourced 
�� SERVICE INTEGRATION – improved communication with community health care professionals 

needed to improve continuity of care 
�� COMPREHENSIVE BEREAVEMENT SERVICE 
�� CONTINUED DEVELOPMENT OF RELATIONSHIP WITH VOLUNTARY AGENCIES   
 
 
 

8.1.4   HOSPITAL CONSULTANTS 
 

RESPONSE RATE: 227 hospital consultants were surveyed by questionnaire (APPENDIX G).  
The response rate was 35%. 
 
LOCATION: Of those who responded, one-third were consultant physicians, a quarter were 
consultant surgeons and 8% were anaesthetists.  Three consultant oncologists and 7 consultant 
paediatricians responded.  The majority (95%) worked in the acute hospital setting. 
 
ADEQUACY OF PALLIATIVE CARE SERVICE:  On-site palliative care services are available in a 
number of hospitals.  While 60% were satisfied with this service many felt that the service did not 
exist for them (paediatrics) or that while it was available it was in another hospital and 
inaccessible to their patients.  Also, while the present palliative care consultant provides an 
excellent service, there are not enough palliative care specialists to adequately provide a region-
wide service.   

 
There is an increased demand for the service which puts a lot of pressure on the teams.  More 
home care nurses are needed.  A consultant said that most of his patients only get to Marymount 
for the first time within a day of their dying despite a diagnosis being known for many months or 
years.  Patients often have to be admitted to the acute hospital to die.  The service is mainly 
outpatient based and there is a need for more hospice and respite beds 
 
Lack of support for the family is evident. Marymount has an excellent reputation in the 
community but a huge stigma is still felt by some patients. 

 
SATISFACTION RATINGS: Most were satisfied with specialist palliative care services, with those 
services accessible on site and with communication with staff involved. However, only 50% were 
satisfied with access to palliative care beds. Lesser satisfaction levels were noted with regard to 
counselling / bereavement services and in relation to the availability of specialist palliative care 
services for patients with non-malignant disease (Fig. 8.5) 
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Fig 8.5 Hospital Consultants Satisfaction with Services 
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- AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED - 
 

Hospital consultants identified the following areas of unmet need: 
  

�� NON-CANCER PATIENTS 
�� SPECIALIST SERVICE ACCESS - no on-site service in some areas 
�� BEREAVEMENT COUNSELLING - no counsellors/psychologists available for families 
�� PAEDIATRIC PALLIATIVE CARE – especially in non-cancer area 
�� CHRONIC NON-TERMINAL DISEASE PAIN MANAGEMENT 
�� INFORMATION FOR PATIENTS 
�� EDUCATION  - undergraduate and postgraduate; appropriateness of when to switch from 

‘curative’ to ‘palliative’ mode.   
�� MULTIDISCIPLINARY MEETINGS – for better patient management  
�� SERVICE ACCESSIBILITY  - disadvantage of patients living in rural areas 
�� OTHER – current manpower resources limit availability of service; far too much paperwork to 

gain access to system; more open access to personnel required including regular access to home 
care teams; consideration should be given to an OPD led service with consultant direction; 
there should be opportunities for staff to see the service in action e.g. hospice visits, short 
placements etc. 

 
 

- PRIORITY AREAS FOR SERVICE DEVELOPMENT - 
 
�� SERVICE EXPANSION - to include all of SHB region; geographical access n.b. 
�� BEDS - In-patient and respite beds  
�� EDUCATION & TRAINING - at all levels  
�� NON-MALIGNANT PALLIATIVE CARE 
�� STAFFING & SERVICE INTEGRATION – communication and multi-disciplinary approach  
�� BEREAVEMENT COUNSELLING & SUPPORT 
�� PAEDIATRIC PALLIATIVE CARE 
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8.1.5 CLINICAL NURSE SPECIALISTS 
 

RESPONSE RATE:  57 nursing staff members were surveyed by questionnaire (APPENDIX H).  
Twenty-six questionnaires were returned, giving a response rate of 46%. 
 
LOCATION:  Of those who responded, 7 were Directors or Assistant Directors of Nursing; the 
remainder were Clinical Nurse Specialists or Clinical Nurse Managers.  23% worked in the South 
Infirmary/Victoria Hospital, 27% in Bantry Hospital, 19% in Mallow Hospital, 12% each in TGH 
and CUH and the remaining 7% in the Bon Secours Tralee.   
 
ADEQUACY OF SPECIALIST SERVICE: 46% of Clinical Nurse Specialists who responded had work 
locations in either Kerry or West Cork.  
Fifty-eight per cent were not satisfied with the level of palliative care services provided to their 
hospital. The limitation in staffing was seen to restrict the level of service that could be provided. 
It was anticipated, however, that the appointment of the new palliative care consultant would 
improve the service in many instances.  Regular contact with Marymount was considered 
important in the management of palliative care patients within the acute hospital service. There 
was general satisfaction with the service provided by the Specialist Unit.  Once referred, patient 
management and follow up was regarded as excellent, with great benefit to patient and family.   
  
Communication was reported as being good between the acute hospitals and specialist care 
providers - 62% of respondents were satisfied.   Only 44% were satisfied with access to palliative 
care beds on discharge from the acute setting. Such access can be difficult, with waiting periods 
involved, due to limited bed availability.  
 
 

The majority (92%) felt that the current palliative care service is inadequate.   
More inpatient and respite beds are needed. A multidisciplinary approach is crucial. 

 
 
SATISFACTION RATINGS: In general, the clinical nurse specialist respondents at the time of the 
survey reported relatively low levels of satisfaction with a number of aspects of the current 
palliative care provided for patients in their hospitals.  In particular, the availability of on-site 
specialist services , access to specialist units and counselling/bereavement services were causes of 
concern for them (Fig 8.6). 
 

- AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED - 
 
Areas of unmet need most commonly identified by Clinical Nurse Specialists were: 
 

�� BEREAVEMENT COUNSELLING 
�� STAFF EDUCATION – especially in pain management 
�� SERVICE ACCESS - more ready access to Day Care & to community palliative care beds 
�� CONSULTANT LED SERVICE IN ALL ACUTE HOSPITALS 
�� MORE SPECIALIST NURSES 
�� SUPPORT GROUPS - for patients, relatives & carers  
�� BETTER COMMUNITY LIAISON 
�� PAEDIATRIC PALLIATIVE  CARE 
�� NON-CANCER PATIENTS – services needed 
�� OTHER - palliative care liaison nurse to act as a resource person for staff and patients; more 

input from psychologists and social workers; end-stage chronic diseases in elderly care; 
education on drug treatment and proper management; on site access to pain management. 
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Fig 8.6 Dir. / Ass. Dir of Nursing & Clinical Nurse Specialists Satisfaction with Services 
 

Dir./Asst. Dir. of Nursing & Clinical Nurse Specialists Satisfaction with 
Services (whether v.satisfied/satisfied)

0

20

40

60

80

100

Education/tra
ining 

Commun.- S
pec.P

all.C
are Servic

es 

Satis.
 with Spec.P

all.C
are Servic

es 

Spec.P
all.C

are beds/p
laces 

On-sit
e Spec.P

all.C
are Servic

es 

Counsellin
g/bereavement se

rvic
es 

%

 
 
 
 

- PRIORITY AREAS FOR SERVICE DEVELOPMENT - 
 
Areas suggested by Clinical Nurse Specialists as being priority for service development were: 
 

�� SERVICE EXTENSION TO NON-CANCER PATIENTS 
�� BEREAVEMENT COUNSELLING & SUPPORT – to be initiated from the outset 
�� SERVICE INTEGRATION – liaison between hospital, community & specialist providers  
�� EDUCATION & TRAINING - at all levels; pain management training emphasised  
�� PAEDIATRIC PALLIATIVE CARE 
 

 
 
 
8.1.6 COMMUNITY HOSPITALS 

 
RESPONSE RATE: Seventeen Community Hospital Matrons were surveyed by questionnaire 
(APPENDIX I).  The response rate was 16/17 (94%) 
 
BEDS / STAFFING FOR PALLIATIVE CARE PATIENTS: The total bed complement for the 
seventeen community hospitals was 709 beds, with a staff complement of 371.  In the majority of 
hospitals (94%) less than 10% of staff had a qualification in palliative care or had whole-time 
clinical experience in the specialty.  Only one hospital had a GP providing dedicated palliative 
care sessions with the majority of GPs providing an ‘as required’ and dedicated service.  Over 
half of the community hospitals (52%) had dedicated GP time of less than two hours per week. 
 
Ten community hospital beds could be accessed for palliative care patients at all times.  However,  
in the majority of the hospitals (93%), there were beds that could be and were available for 
palliative care patients.  Patients are admitted for terminal care, symptom & pain control or 
respite care.   
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The main source of referral to community hospitals is the GP followed by acute hospitals.  The 
PHN or specialist palliative care service also refer patients.   

 
ADEQUACY OF PALLIATIVE CARE SERVICE: Almost three quarters (73%) of respondents felt 
that the present palliative care facilities available in their hospitals were inadequate for palliative 
care patients.  Only one-quarter of matrons were satisfied with the number of beds available for 
palliative care patients in their community hospitals.  Forty-four per cent were satisfied with 
assistance and advice from the Specialist Palliative Care services. Forty-four per cent were 
satisfied with communication with their GPs. (Fig 8.7) 

 
 
 
 
 
 
 
 
 

 
SATISFACTION RATING: Only 44% of matrons felt that their facilities were suitable or adequate 
for palliative care patients; only 38% were satisfied with the equipment available in the hospital.  
Less than one-fifth (19%) were satisfied with the paramedical services available in community 
hospitals for palliative care patients. (Fig 8.7)  
 
 

Fig 8.7 Community Hospital Matrons Satisfaction with Services 
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- AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED - 
 
Areas of unmet need identified by Community Hospital Matrons were: 
 

�� MORE SUITABLE PHYSICAL ENVIRONMENT - including facilities and equipment suitable for 
palliative care patients  

TRAINING & EDUCATION FOR NURSING / NON-NURSING STAFF 
 
Over four-fifths (82%) of Community Hospital Matrons expressed dissatisfaction with the level of training 
/ education available for their nurses.  88% were dissatisfied with the availability of training / education for 

non-nursing hospital staff  
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�� EDUCATION & TRAINING - for all staff in community hospitals  
�� MORE BEDS - including respite beds  
�� MORE STAFF 
�� BEREAVEMENT COUNSELLING AND SUPPORT – for patients & families 
�� BETTER ACCESS TO PARAMEDICAL SERVICES 
�� SERVICE INTEGRATION – more multidisciplinary approach including regular meetings/ 

admission/ treatment and discharge protocols  
�� GP EDUCATION / TRAINING - particularly regarding symptom / pain control and early referral 
�� OTHER - appropriate medical cover; early access to pain control; introduction of alternative 

therapies e.g. reflexology, massage, aromatherapy, therapeutic music; adequate financial 
support to ensure the highest possible quality of care/life for patients and their families; referral 
of patients from general hospitals so that their palliative care could be given nearer home; 
supports to allow patients be discharged home to die. 

 
 

- PRIORITY AREAS FOR SERVICE DEVELOPMENT - 
 
Areas suggested by Community Hospital Matrons as being priority for service development were: 
 

�� BED NUMBERS 
�� STAFFING  
�� EDUCATION & TRAINING 
�� SERVICE INTEGRATION – multidisciplinary approach to patient management 
�� BEREAVEMENT SUPPORT FOR FAMILIES 
�� PATIENT CENTRED SERVICE – support patient to die where they would like to 
 

 
 
 
8.1.7   NURSING HOMES 

 
RESPONSE RATE: Sixty nursing home proprietors / nurses-in-charge were surveyed by 
questionnaire (APPENDIX J).  The response rate was 68%. 
 
LOCATION: Cork County (26); Kerry (9); Cork City (6).   
 
BEDS & STAFFING FOR PALLIATIVE CARE PATIENTS:  The total bed complement for the 41 
nursing homes that responded was 1,468 (WTE nursing equivalent = 272.5).  Nurses from half of 
the nursing homes had attended a palliative care course in the previous five years.  Ten percent of 
nursing homes stated that a member of their nursing staff had a recognised higher qualification in 
palliative care (Higher Diploma or equivalent). 
 
87% of the forty-one respondents indicated that they had beds available for palliative care 
patients.   The three main reasons given for patients being admitted to nursing homes were a) for 
nursing care needs because they cannot be nursed at home, b) as an interim measure when they 
are discharged from hospital, and c) for short-term respite care.  Acute hospitals were the main 
source of referral followed by the GP.  The PHN or Specialist Palliative Care Nurse also referred 
patients, but to a lesser degree.   The type of medical care provided to the nursing homes by GPs 
comprised ‘both dedicated sessions and on-call service’ in 58%; an ‘on-call’ only service was 
provided to the remainder.  

  
ADEQUACY OF PALLIATIVE CARE SERVICE: Over half (57%) of nursing homes were satisfied 
with the number of beds they provide for palliative care patients and 38% were satisfied with the 
expertise of their staff to manage these patients. 
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Just over a half (52%) were satisfied with facilities available in their nursing homes for palliative 
care patients. Only 42% felt that the equipment available was satisfactory for the needs of the 
patients.  Of those that responded, 69% felt that the service provided by them for palliative care 
patients was adequate 
 
SATISFACTION RATING: Satisfaction ratings are as shown (Fig 8.8). Satisfaction with assistance 
from, and communication with, General Practitioners was high. Areas of least satisfaction included 
availability of beds, and lack of equipment & facilities.  
 
 

- AREAS OF UNMET NEED THAT SHOULD BE ADDRESSED - 
 
Areas of unmet need most commonly identified by Nursing Homes were:  
 

�� EDUCATION & TRAINING  - for staff 
�� READY ACCESS TO ADVICE / INFORMATION - to allow patients to be cared for properly  
�� ACCESS TO EQUIPMENT 
�� ACCESS TO HEALTH BOARD SERVICES – i.e. physiotherapy / occupational therapy etc. (which 

should be free to patients) 
�� BEREAVEMENT COUNSELLING & SUPPORT – for patients and their families 
�� OTHER - review of the subvention process; access to equipment & services; adequate pain 

management & earlier intervention.  
 

 
Fig 8.8 Nursing Homes Satisfaction with Services 
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COMMUNICATION & ADVICE / ASSISTANCE 
 
62% of nursing homes were satisfied with the service provided by Specialist providers; two-thirds expressed 

satisfaction with communication with the Specialist Palliative Care  
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- PRIORITY AREAS FOR SERVICE DEVELOPMENT - 
 
Areas suggested by Nursing Homes as being priority for service development were: 
 

�� ACCESS TO SERVICES & EQUIPMENT - for patients in nursing homes regardless of income or 
medical card status 

�� INFORMATION& EDUCATION – for all staff members  
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CHAPTER 9 
 

  THE VIEWS OF PATIENTS AND CARERS 
 

  
 
9.1 INTRODUCTION 
 

Integral to any needs assessment are the views of those who are recipients of that service. The 
views of patients and carers were sought to find out what their perspectives on the palliative care 
services in the Southern Health Board were and to try to identify areas for service improvement 
most relevant to them. The outcome of patient interviews and focus group discussions with carers 
are detailed below.   

 
 
9.2 PATIENT INTERVIEWS 
 

Eight patients were interviewed in-depth on their perspectives of the palliative care service which 
they are receiving.  They were selected from throughout the health board region to ensure 
representation of all aspects of the service – in-patient, both in specialised palliative care settings 
and in other hospitals, out-patient and home-care, and included those in remoter rural areas as well 
as those in urban areas.  
 
The main findings were: 

 
- Information about illness – 

 
Patients were generally happy with the amount of information they are given although some feel 
they are being shielded too much. 
 

“didn’t want information, knew myself situation was bad…I didn’t want to be told bluntly…they 
only tell me what I want to know, delighted with that” (#3) 
“I asked ‘how bad is the cancer?’ ‘you’d be better if ‘twasn’t there’ [consultant], people 
shielding you a bit, I didn’t want this, get it out in the open!” (#6) 

 
Patients and their partners (or spouses) sometimes want different amounts of information to be 
given to them. 

 
“I personally don’t want to know the prognosis, if I did I would go down, but my husband he 
does…” (#7) 
“I think I’ve been given what I’ve asked for…don’t think he [partner] wants too much 
information at the moment” (#1) 

 
Patients do not always know what information to seek; two commented specifically that they did 
not know what to ask.  
  
One patient was angry that she was unprepared for what might “lie down the road” (#6); she had 
been given an information leaflet on breast cancer but was later told she had advanced disease. 
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- Information to families – 
 
Patients are confident that their wider families� will only be told what the patient wants them to 
know.  There is a sense that the patients want to be in control of the information given to others.  

 
“parents get information from me, I wouldn’t like them getting information… I wouldn’t want 
them meddling, getting information I don’t know myself, I am happy with what they will be told” 
(#1) 
“GP wouldn’t go behind my back and tell the family” (#6) 

 
 

- Information about ancillary services – 
 

Patients expressed confusion and inadequate knowledge about ancillary services and entitlements.  
On initial diagnosis, or early in their treatment, patients were informed of these entitlements.  
However, they had forgotten this information by the time they needed it.  In addition, patients 
observed that service providers did not always know what patients were entitled to.  They suggested 
that a booklet or list should be provided with the information on ancillary services with relevant 
contact details. 

  
“I didn’t know all this help was available” (#3) 
“GP told me what was available, should be given a list, you forget, list would be great… told 
first day, don’t need it at the time, you forget, should get a list with details” (#4) 
“she [service provider] didn’t know there was a travel allowance, we should have a little 
booklet and told a,b and c, the heartache to see what’s what … I shouldn’t have to be finding 
these things out …” (#2) 

 
Patients found themselves in the position of not knowing what to ask for or what they were entitled 
to.  

 
“exempt from all charges, no-one told us that, local councillor intervened, a hassle we could 
have done without” (#4) 
“I don’t know what else I’d be entitled to or what else I’d need” (#6) 

 
This can lead to awkwardness and embarrassment.  

 
“hate asking if entitled…they think can’t cope at home, awkward about asking if entitled to it” 
(#4) 

 
 

- Communication- 
 

Communication between care providers and patients is generally perceived as very good.  Without 
exception, all patients interviewed stated that they never felt rushed when being spoken with by the 
doctors or particularly when visited at home by the Palliative Care Nurses. 

 
“[name of consultant] chatting for a hour, another if I wanted it, never given the impression 
they were rushing, not just the medical stance, whole emotional set up” (hospice inpatient)(#2) 
“home care nurses are excellent, never said ‘I have to be somewhere’, don’t feel rushed”(#4) 
“GP gives enough time, can ask him anything, his wife says that’s what they’re there for”(#6) 

 
In addition, patients felt that they were listened to.  
  

“they kept answering my questions …  all listened to me” (#4) 

                                                 
� “Family” in this context refers to parents, siblings or others who are outside the patients immediate next of kin 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

80

 
Patients were also very happy that doctors and nurses took the time to get to know the patient and to 
give them support.  Patients were particularly happy that they took the time to get to know who they 
were as a ‘person’ before they were diagnosed with cancer. 

 
“first thing was to make [name of partner] and I as comfortable as possible, see what our 
expectations are … doctor is an absolute gem, whole persona … history and expectations, 
where coming from really, I think that was good, gave me a chance to talk about myself and tell 
them I had a life before cancer”(#1) 
“[name of consultant] took time to sit and listen and understand my religion.  Everybody knows 
you and they always say ‘hi’ whether they be a doctor or whatever” (#7) 

 
In addition, patients commented that the staff made a point of getting to know their families. 

 
“he [GP] was available for family if they wanted to discuss anything” (#6) 
“… get to know the lads” (#7) 

 
Patients emphasised that the Palliative Care Nurses were available to them at any time if they 
wanted to talk.  Some patients also noted that consultants, palliative care and other health care 
providers were available to them at any time. 

 
“GP came to visit me on his travels, which I thought was really nice” (#7) 

 
Occasionally, dissatisfaction was expressed.  One patient was angry with the way she was treated in 
trying to procure travel expenses.  Another commented that she felt shut-off because her GP was 
not completely informed about her type of cancer.  Another patient, attending day-care in 
Marymount Hospice perceived differences in communication between different acute hospitals. 

 
“[name of acute hospital] is very efficient, but don’t really know anybody there; [name of 
second acute hospital] is very, very caring and friendly” (#7) 

 
 

- Continuity of care - 
 

The care of patients and the hand-over of information from one care provider or service to another 
were generally perceived as very good.  Patients were generally impressed with the efficiency of 
the service.   

 
“there is great liaison between the home-care nurses and the [name of acute hospital] nurses 
and doctors” (#3) 

 
One patient commented that she was delighted with the way the consultant visited her in the acute 
setting before she was admitted to Marymount Hospice. 

 
“never feel on edge with that man, he came to see me at [name of hospital], he was able to 
compare, very approachable” (#1) 

 
Another patient commented that the public health nurse cover at the weekends was very good and 
she (the patient) could contact the palliative care home-care nurses over the weekend if she needed 
them. 

 
“[public health nurse] cover at the weekends, they were up-to-speed” (#4) 

 
One patient had felt very “vulnerable” when she was transferred from the acute care setting to 
Marymount Hospice but was not experiencing this same vulnerability about being allowed to go 
home from the hospice because she felt confident in the back-up service. 
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“going home bit, good back up service made you feel a lot better, feel really good, I know 
they’re here, I was a bit scared about going home…”(#1) 

 
However, patients gave examples of some areas where they felt continuity of care was not good.  A 
view expressed by a number of patients was that there should be a dedicated unit or ward in 
hospitals for oncology patients.  One patient commented 

 
“what’s crazy is that there is no oncology ward in [name of hospital], thrown into any ward if 
you’re admitted, gynae ward but not the most appropriate, means that the oncologist is like a 
blue-arsed fly trying to find patients and can’t see patients maybe until evening.” (#2) 

 
This patient also felt that when registrars and the oncology doctor’s team changed, they would not 
be au fait with the patient’s case. 

 
Another patient stated that in the early weeks of the home care nurses calling to her, a number of 
different nurses used to call, disrupting continuity of care. 

 
“at the beginning had different [palliative care] nurses every week.  I found that quite irritating, 
I found that when you gave details you had to give them again … knew medical details but 
wouldn’t know personal things, all straightened out now, same one”(#3) 

 
Another patient observed that although her public health nurse knew what her most recent treatment 
had been she did not know anything about the actual treatment. 

 
“the district nurse comes now and then, not familiar with everything [patient receiving], I have 
to tell her what’s going on”(#3) 
“[name of nurse] didn’t know about the radiotherapy injection I got”(#6) 

 
Information flow between care providers was sometimes disjointed. 

 
“everything about me is in Cork, didn’t want bit [information] here, bit there, I’d rather travel 
extra miles to [name of Cork hospital], they’ve been very good to me”(#5) 
“[Out-of-hours GP] knew nothing, no files …”(#5) 
“GP not informed what’s happening recently, I’m reckoning old GP has been getting 
letters”(#2) 

 
 

- Additional gaps in service provision - 
 

PROFESSIONAL TRAINING 
A number of patients felt that staff were not adequately equipped to deal effectively with their care.  
One patient felt isolated because her GP did not know enough about her type of cancer.  Another 
commented that the nurses on hospital wards, which were not specialised oncology wards, were not 
equipped to deal with cancer patients 

 
“nurses are not qualified to deal with it, emotional etc. … all red tape, bureaucracy, etc”(#2) 
 

and that public health nurses need additional training for care of patients on syringe drivers at 
home.   

“maybe if more training days for public health nurses or something like that, bone cancer, 
pumps, I had to do it myself, public health nurses not au fait.  They need more training, not just 
oncology patients would come home on pumps”(#2) 
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CARER TRAINING 
The main carer of another patient felt that she was very much left to her own devices in caring for 
her daughter. 

 
“need to be shown how to lift her etc, eventually discovered through carers but too late then, 
never shown and should be, would be nice if someone taught you, there with a teenager 
seriously sick, told go home”(#4) 

 
COUNSELLING 

Although an exceptional case, another patient had, after many years, recently been told she was 
completely clear of the disease.  She now finds herself in the position of not having any support to 
rebuild her life and has been trying to find where she can get counselling. 

 
“nurses seven days a week … now all stopped [name of palliative care nurse] calls to say hello, 
can’t help us now, emotionally needs counselling how to cope … don’t know what we’re looking 
for yet, don’t know who we can ask… next ‘tis gone, how do you cope with that? Left there then 
that’s it”(#4) 

 
OUT OF HOURS 

Patients do not always know who to contact if they need out-of-hours help and frequently expressed 
dissatisfaction with the out-of-hours GP service. 

   
“not allowed ring your own doctor … we rang our own GP on the Sunday in fear and 
trepidation … let’s hope we don’t have to ring in the middle of the night again”(#5) 

 
Some patients were unsure if Palliative Care Nurses cover extended to night-time or weekends. 

 
“I can ring them anytime … don’t know of it means night and weekends …”(#3) 

 
SPECIALIST TREATMENT IN KERRY 

Patients living in Kerry said they would like to be treated in the Tralee General Hospital; one 
patient commented that she felt that she was not allowed to have her treatment there. 

 
“way easier if I could go to Tralee General Hospital, doctors in Cork will not allow patients 
have treatment in Tralee” (#6) 

 
DAY CENTRES 

The issue of day centres was raised.  One patient felt that she had no social outlet since her illness 
was diagnosed.  As she lives in a rural area she is too far away to be able to attend the day-centre in 
Marymount as well attend for treatment in Cork on a regular basis.  She would like to be able to 
talk to others who have cancer and are in the same position as herself but she does not know how to 
contact them. 

 
“very good medically and emotionally but socially a bit isolated, a bit out of it, out the road. … 
don’t really know how do I get to know them, some very private about it.”(#3) 

 
 

- Perception of Marymount – 
 

Those receiving palliative care hold all staff at Marymount Hospice - medical, paramedical and 
others - in the highest esteem.  The willing participation of patients in this part of the needs 
assessment is in no small part due to their huge regard for those staff.  However, most of those 
interviewed balked at the first mention of the hospice.  Initially, patients held a very negative view 
of the hospice, seeing it as somewhere that one does not come out of alive.  Reactions vary but 
some are vehement in their unwillingness to have the hospice involved, particularly if they have to 
attend as in-patients.   
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“I knew what Marymount meant, whether there five days or five weeks, you go out in a coffin by 
the back door, fierce painful death, I didn’t want to go in, I don’t want to go in … hospital for 
the incurable”(#8). 
“‘back off’ at first but nothing like before, never come out”(#2) 
“always thought they [home care nurses] only came if on your last legs”(#6) 
“when I hear word hospice I think final”(#1) 

 
Patients’ perceptions of the hospice are negative because of the traditional view of the hospice, but 
also for other reasons.  The building is old and isolated and patients feel that because it is close to 
the hospital for the elderly, they do not readily distinguish between the two.  This has a negative 
impact on the perception of the hospice. 

 
 “should be a building in its own right, geriatric thing makes it worse”(#7) 

“older feel to it, older feel to the place, maybe my own ideas, so isolated, no shops, no nothing, 
totally dependent on people bringing stuff in”(#2) 

 
When the patients have direct experience of the hospice they feel very differently about it.  In all 
cases the patients are very appreciative of the work done there.   

 
“nurse at reception, very nice, smiling … ”(#1) 
“never give the impression they are rushing”(#2) 
“home-made cakes, the food is very good”(#1) 

 
It was important for patients to be reassured that patients do leave the hospice. 

 
“I had the idea that once you came in you never came out, that is what people think, never 
coming out … they clarified for me that people come out all the time”(#7) 

 
One patient was aware that the hospice has a good reputation and would be happier there than her 
local hospital.  Another patient knew she could go in anytime she wanted. 

 
“thought go into hospice, great reputation”(#3) 
“‘can go in any time you want to’”(#2) 

 
 Patients felt however that the hospice needed more single rooms. 
 

“ward at first with six older women, I felt been cheated being younger, I felt cheated ‘cause 
they’re older, will I ever get to that age?, I like being on my own … I think definitely need more 
single rooms”(#1) 

 
 

- Transport - 
 

Transport was a major issue for most of those interviewed.  Those without ready access to transport 
were dependent on friends or public transport, which proved awkward for them.  There were also 
direct and indirect financial implications for patients. Those who had ready access to transport 
found parking near hospitals to be an ongoing source of frustration.  

 
“pay per hour for your car, I’m not at deaths door financially but people are, €5, that’s a lot of 
money”(#2) 
“hospital’s very hard to park near”(#7) 
 

Patients dependent on being driven to their appointment by their family or friends made the point 
that this necessitated the driver to be available for most of the day as they would need to wait 
around for the patient to finish their treatment.  In addition, costs are incurred in taking leave from 
work and from having to buy lunch and pay for parking. 
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“have to go to [name of hospital] every three weeks for chemo and in between to drain fluid.  
My husband retired last year which is brilliant, fierce awkward before that with his work, they 
have to have around half a day for you”(#3). 
“expense, someone with you, petrol, feed them”(#6) 
“people who have to come up from the country early morning treatment, lunch etc, fork out 
‘cause don’t have service near them”(#2) 

 
Public transport is not a reliable option for most of the patients, particularly those living in remote 
or rural areas.  Public transport, when available does not run to meet appointment times and free 
transport is not totally ‘free’. 

 
“no trains and no buses around here … one bus a week to Cork, even if went wouldn’t be in 
time for appointment … worn out by trip up and knackered by trip back and knackered then for 
two days, much easier if in Tralee General to get someone to take you down”(#6) 
“free travel but if very ill can’t go on that … companion travel pass, carer couldn’t use it if she 
[patient] was in hospital, I couldn’t use it to visit”(#4) 

 
 

- Other Issues - 
 

Other issues were also identified.  These include entitlements, equipment, medical cards and 
financial aspects. 

 
ENTITLEMENTS 

In most cases, the patients interviewed are happy with the paramedical professionals and others 
they have contact with and the service they provide.  Most of the ancillary services are arranged 
through the Palliative Care Nurses.  However, not all patients are either aware of what they may be 
entitled to or have any contact with several of these professionals. 

 
“ignorance, about what is available, no fault on any side…”(#6) 
“homehelp five days a week for two hours, gets a dinner, this homehelp is great”(#3) 
“reflexologist through home care nurse … had physiotherapy.. all came to the house”(#4) 

 
Emotional or psychological support offered to patients is less readily available, apart from that 
provided by the Palliative Care Nurses. 

 
“Nurses at Marymount suggested counselling, GP doesn’t believe in it, they’d arrange it for 
me”(#3) 
“no support in mentally getting around it”(#6) 

 
Patients find that their local pharmacies are extremely helpful and rarely have difficulty getting 
medicines. 
 

“never a problem getting drugs etc, pharmacist is brilliant, even if needed over Christmas”(#4) 
 

EQUIPMENT 
In general, patients have not had problems in receiving equipment but do not always know what 
they need. 

 
“never delay in getting anything we needed … I didn’t know what to ask for at the time, such a 
relief when we find out we are entitled to something”(#4) 
“no problem, local health nurse very good with that”(#7) 
“mattress been offered, everything you could possibly imagine”(#5) 
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MEDICAL CARDS 
Delays, frustrations and fear were experienced by patients regarding medical cards.  Some 
expressed surprise that they got a medical card so quickly after applying for it but concern was also 
expressed about fear of it not being renewed and about delays in it being re-issued.  

 
“always in dread when it’s [medical card] up for review”(#3) 

 
One patient explained her frustrations over having to get her own GP to re-write her prescription. 

 
“if I am seen in the clinic in [name of hospital], if they decided I need new drugs, they write in 
their prescription sheet, not accepted by the health board or whoever, I have to go to GP and 
get him to write in on script to have it accepted”(#2) 

  
FINANCIAL ISSUES 

Financial issues are a problem for some of the patients, particularly those who are dependent on 
carer’s or disability allowance. 

 
“husband, became carer when I got ill, then applied for carer’s allowance, they were refusing 
to pay back carer’s allowance…”(#7) 
“… end up not eating properly ‘cause don’t have enough if you want to get something else”(#6) 

 
Patients describe feeling “lucky” about the health service they received or for the fact that they had 
good friends if the health service did not meet their needs.  The same term was used for being in 
receipt of the medical card.   

 
“I’ve been fierce lucky, if I ever want to see consultant I can see him anytime I want to … very 
lucky”(#2) 
“we didn’t expect to get any help whatsoever financially very surprised to get financial 
help”(#5) 
“I’ve been lucky, they’ve given me a medical card” (#3)   

 
 
 
9.3 BEREAVED RELATIVES / MAIN CARERS’ FOCUS GROUPS 
 

Four focus groups were conducted with bereaved relatives/ carers of palliative care patients.  
Several issues were identified and echoed much of what was said by the patients.  Carers expressed 
major satisfaction with the palliative care the patients received and with the care administered by 
staff.  Some gaps in the overall palliative care service were identified. 

 
 

- Communication - 
 

Communication was noted to be good with the Palliative Care Nurses and Public Health Nurses but 
sometimes poor with consultants.  Concern and frustration was expressed by some carers in trying 
to talk with consultants.  Positive communication was noted appreciatively by carers. 

 
“communication is a huge thing, very important and if you have good communication especially 
with GP.  He knew his history and great rapport with home-care team, when things needed to be 
done they were done, longest we ever waited was an hour”(Group 1) 
 
“[Name of consultant] very good with our GP.  Consultant wrote to us when [name of son] 
died”(Group 3) 
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The time for, and quality of, communication at Marymount was commented on.  One participant 
said that the doctor in Marymount was “lovely” and “didn’t object to talking to me in the 
corridor”.  Another woman commented 
 

“different nursing, hospital to hospice.  Workload higher in hospital but so too in hospice.  
Seem to have more time.  Most of the nurses and doctors so gentle, nice compared to ten, fifteen 
years ago.  They were the doctor you were the patient, very vulnerable when someone is close to 
you.  It means so much when someone is kind”(Group 1) 

  
Participants in the groups frequently stated that it was because they knew someone in the hospital 
or on the ward that they were able to speak with the consultants.  These comments related to the 
acute hospitals only (i.e. not to the hospices in Cork of Dublin) 

  
“He’d talk to her [name of Palliative Care Nurse] about anything.  That was a relief to us…I 
was in an awful position, no information at all, I’m the in-law…I said ‘ring [name of 
consultant]’ you have to push… (Group 1) 
 
“[name of consultant] I would have liked to talk to him on my own.  You couldn’t get the 
chance, he was always scarce” (Group 1) 
 
M:  “if we didn’t have that we’d have to be up (at hospital) before eight o’clock to catch 
him”(Group 2) 
 
B : “[name of consultant] so hard to get in touch with. … local GP received no information on 
Mum for two years.  GP trying to contact him (consultant) through secretary,  secretary taking 
a message.  He never did.  Niece of my Mum in Dublin that we finally got him” (daughter of 
patient) (Group 3) 

 
Some focus group participants also commented that they were given ‘the brush off’ when they tried 
to get information about their relatives. 

 
“[name of GP] couldn’t bother the hospital staff any more as she got the brush off so she left it 
…”(Group 2) 
 
“just contact in hospital with consultants is difficult; recommended Dad to go to Cork for 
treatment, all day long travelling … ‘I wouldn’t be sending him if I didn’t think he was able’.  I 
got the brush off.  My brother went and got a whole lot of information from him another day.  
Maybe it’s a female thing.” (Group 2) 
 
“the doctors in the hospital bluff you off” (Group 3) 

 
There was also a feeling, alluded to by some carers, that their relatives were ‘written off’ because 
they were terminally ill. 

 
“so appalling the way he was treated … as if he didn’t exist…Reason for bad treatment? He 
was a lost cause”(Group 4) 
 
“he had one scan the night of the stroke, shadow on the brain, slight bleed.  Said nothing about 
a tumour, didn’t have an appointment to even go back (Group 3) 

 
Communication between some hospitals was also identified as being a major problem and 
perceived as an added stress when it breaks down.   

 
“Dublin didn’t communicate with Tralee.  Had to get it prescribed in Dublin and sent down …  
as the information didn’t reach Tralee”(Group 3) 

 
In one focus group carers expressed dismay over things that happened which were highly 
insensitive. 
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“four weeks after [name of husband] died.  Public health nurse had ordered it (bed), she arrived 
2 minutes after [name of husband] dying.  She cancelled the bed, but the request part still went 
ahead.  These things happen” (Group 4) 

 
“one month after my sister died, they rang to say my sister had a appointment.  That’s 
unacceptable and unforgivable” (Group 4) 

 
One woman experienced major frustration when she contacted a Cork City hospital about her 
husband who had been taken there by ambulance.  Hospital staff were not able to inform her where 
he was.  

  
“…they said ‘are you sure he’s here?’.  He was still on the trolley.  He never got the radium 
treatment (he was sent up for)… doctors so busy they couldn’t see me so I had to go another day 
… doctors said nothing more to be done … he lasted a week in [name of hospital] and a week in 
Marymount.  If I knew I wouldn’t have left him go” (Group 1) 

 
 

- Amount of information - 
 

Carers were dissatisfied with the amount of information they were given about their relatives from 
acute hospitals and, in particular, with trying to get the information.  This was in contrast to the 
carers’ experience with Marymount Hospice.  One carer told of her husband’s reluctance to go back 
to a general hospital because ‘they wouldn’t tell him anything’.  

   
C: “I didn’t know what was available …” 
C:  “I  was told nothing..” 
M: “we did it all ourselves really, [name of Palliative Care Nurse] did say ring if we wanted 
things” 
C: “ had to do it day and night myself…” (Group 1) 

 
Interestingly, some carers in Kerry were very unaware of Marymount Hospice or its role. 

 
“never knew Marymount existed.  Would have been handy in Tralee…” (Group 3) 

 
P: “what’s the place in Cork?” 
C: “its completely different, its not like a hospital, somebody with Mum 24 hours, week before 
she died the OT coming in, they kept the plan going for Mum to keep her spirits up” (Group 2, 
participant referring to Dublin but clarifying role of Hospice) 

 
 

- Palliative care in specialist units versus acute care - 
 

Carers were very appreciative of the care provided by the specialist palliative care units but 
observed considerable differences in the service to palliative patients in acute hospitals.  Referring 
to a general ward one group participant commented that “It’s mental, like a train station, just too 
busy, not at all serene”.  What follows are excerpts from one of the focus groups. 

 
C: “getting back to doctors doing these tests to cover themselves.  If they [patient] were in the 
right place they would know more and not put them [patients] under stress” 
B: “they’re surgeons, that’s what they do, it’s the wrong place for palliative care” 
P: “Dad on painkillers, obsessed with them!  Pain was awful! They forget in general hospitals.  
Tablets at 10am and 10pm so general nurses don’t go round [at other times] and that isn’t fair 
on the patient”(Group 2) 
 
P: “(name of specialised drug) couldn’t be got.  We had some at home and brought it in” 
P: “we had to order from the pharmacy and bring it into the hospital”(Group 2) 
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P: “going to commode, he would be sitting there for an hour, put back to bed, he was afraid to 
ask again” 
C: “the atmosphere as well” 
P: “he didn’t wait” 
C: “it’s the approach, they don’t have the time they’re overstretched” 
B: “you have to see from their point also, they signed up for surgical ward, and they’re dealing 
with palliative; complete different training”(Group 2) 
 
B: “he fell between two stools” (Group 2) 

 
The group participants observed that having palliative care patients in an acute ward setting was 
very difficult and upsetting on staff and generally had a negative effect. 

 
B: “room 1, three died in one week, but they are demented from it.  They can’t cope.  They are 
traumatised.” (Group 2) 

 
Although the carers were very appreciative of the new palliative consultant appointment in Tralee 
they observed that she is short-staffed and that her specialised role puts extra demands on available 
staff. 

 
“amount of time she spends with her nurses is incredible, so thorough….  She’s so different 
herself personally, she comes in smiling.  [Name of boy dying], the way she went in and sat 
down and talked to him.  [Name of consultant] ‘ I know he’ll die but I’m going to make it 
easier” (Group 2) 

 
One participant summed up what was, in her view, the essential difference between the acute 
hospital setting for palliative patients and a specialist centre. 

 
“as long in hospital, they’re going to treat you.  Palliative Care does not exist where there’s a 
bit of hope”(Group 4) 

 
- Nursing Care - 

 
All those interviewed had great respect for the Palliative Care Nurses and held them in very high 
esteem. 

 
“couldn’t say enough”(Group 1) 
 
B: “people that we have are few but they are brilliant” 
M: “[name of Palliative Care Nurse] is a walking saint” (Group 2) 
P: “nurses management of pain with pumps, excellent” 

 
The carers observed that the palliative care nurses’ hands were tied, they wanted to supply 
additional support but could not ensure its provision.  

 
B: “they knew we needed respite.  They could see we were very tired.  They had to go first to get 
funding … they’re in an invidious position.  Like you to have it but not sure how long they can 
give it to you for”(Group 3) 
 
“getting night-nurse, [name of Palliative Care Nurse], we jumped at it.  You don’t sleep … did 
give you hours that he was safe in good hands”(Group 2) 

 
However, duplication of effort had occurred in some instances between the different service 
providers. 
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“I had too much attention.  Must be more streamlined.  Both excellent, Public Health Nurses 
and Home-Care Team but the two systems are overlapping.  Both probably are equally 
competent at palliative care.  Seemed a waste of effort” (Group 4) 

  
 

- Ancillary support - 
 

Carers in the focus groups encountered major difficulties in getting extra help or support 
particularly if the support being sought was a home-help.  They also experienced problems getting 
equipment. 

 
“home-help, husband on a farm, four young kids, felt I was begging; as if ‘ye can’t manage’.  I 
just wanted extra help.  Felt it was all nagging.  Two hours in the morning and two hours in the 
evening for the last week.  I wanted things to be normal for the kids … 15 minutes in the car.  
Begging for a commode … constant nagging to get stuff”(Group 1) 
 
M: “home-help, could have half hour every day.  Those last weeks he had to be washed and 
dressed …  Talking for 90 minutes and I felt I was begging.  She conceded an hour a day to help 
Mum, that was it then, five mornings per week” 
Interviewer: “at weekends?” 
P: “forget about weekends” 
B: “I job share so that worked for us.  My sister and me, lucky we had the chance … I just don’t 
know what others do” (Group 2) 

 
Another woman reported how she tried to get speech therapy for her husband and was told she 
would have to wait months.  She arranged private sessions consequently. 

 
“trying to get husband to speech therapy, on bended knees [name and location of speech 
therapist], assessed him, ‘you’ll hear from us in August’.   He was dead four weeks after” 
(Group 3) 

 
Although overall, getting the necessary equipment was proficient “Public Health Nurse …, got us a 
bed and a nice wheelchair, night he lost use of legs we had the wheelchair”, several instances were 
reported in the focus groups where the carers were put under considerable added stress.  Some have 
been mentioned above in terms of having to beg for home-help but other more apparently simple 
issues have caused added burden to carers. 

 
B: “we got everything we wanted, electric bed, commode, trays.  The bed was great, we didn’t 
have oxygen as you had to order that” 
M: “hospital and community services were badly organised.  Taking him home and nurses felt 
he needed oxygen.  No preparation for him coming home.  I was running up and down, up and 
down to get oxygen.  Letter from hospital to bring to [name of Health Board Office] then to the 
chemist, Friday afternoon.  At the end of my tether.  I didn’t want him in for the weekend.  
Anxious at bringing him home.” 
C: “all that should be in place” 
B: “no van to bring stuff out to you, I had to put a bed in my car” (Group 2) 

 
 

- Continuity of care - 
 

Continuity of care was regarded as excellent with regard to specialist palliative care and the 
community nursing services, and also between home care nurses and primary care.  However, it 
was seen as less efficient between doctors in acute hospitals and the community. There was general 
dissatisfaction with interruptions to continuity of care in relation to the out-of-hours GP service. 

 
C:“support from girls [Palliative Care Nurses]is great.  They’d know how she was when she 
would be coming back.  They were in touch daily…” 
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Interviewer: “Would the Public health Nurse know the latest?” 
B: “oh yeah, they’d be in contact.  [Name of Public Health Nurse] was in to our GP a couple of 
times” (Group 2) 
 
“keep tripping over this, getting equipment was problem.  We had built up relationship with the 
team.  New team, doctors team change, one man objected to lay intervention, couldn’t get him 
home without oxygen.  Southern Health Board lady leaving for lunch and off then for two days 
and I needed her signature, without it I couldn’t bring him home.  The doctor to fax through to 
her to sign it.  Eventually, I said he is ill, I want him home, free up a bed.  That seemed to 
change his mind.  He would have died in [name of Cork hospital] if I didn’t have that machine”.  
(Group 4) 
 
“ I found you had to explain everything to them, saw that everytime they came.  I knew all the 
tablets.  I did find the District Nurse had retired shortly after [name of husband] getting 
sick…”. (Group 1) 

 
Continuity of care was regarded as poor in the out-of-hours GP service. 

 
 “had to ring [out- of- hours GP service],  two hours waiting, did have a nebuliser, rang [out-
of-hours GP service] three times”(Group 1) 
 
“great rapport with GP, we ended up ringing [out-of-hours GP service]a  few times. I knew 
you’d have to  ring them and explain but you’d be waiting …” (Group 1) 

 
 

- Bereavement support - 
 

Bereavement support for carers after the deaths of their relatives was provided by the Palliative 
Care Nurses. One focus group was illustrative of considerable disparities in the level of service they 
received, with some participants having received huge support from Palliative Care Nurses and 
Public Health Nurses; another woman “saw no-one”. The carers appreciatd being contacted by the 
palliative care services after the death of their relatives but some did not receive any follow up 
contact. This was seen as a major gap in service provision. 

 
B: “only for the girls, [name of Palliative Care Nurse] …” 
P: “they came out afterwards and ringing us also, still calling to Mum”(Group 2) 
 
M: “no social worker.  Needed as you need someone who isn’t family, someone to advocate  for 

you on your behalf, to get home-help, to co-ordinate family members, to organise things” 
C: “that’s almost [name of Palliative Care Nurse], that’s what she does” 
B: “another country they [Palliative Care Nurse] wouldn’t do it, they do everything” 
M: “stress these people are under”(Group 2) 

 
M: “I saw Public Health Nurse twice and [name of Palliative Care Nurse] once.  Had Mass in 

Marymount and also service” 
C: “nobody from the hospice or health board.  I haven’t seen one”(Group 1) 

 
 

9.4 CONCLUSIONS 
 

The main conclusions from both the patients’ and carers’ perspectives are summarised in Table 9.1.  
Those patients and carers interviewed are extremely happy with the care and attention they receive 
from specialist palliative care service providers and from most of the health care professionals they 
have contact with including public health nurses and their own GPs. Areas of dissatisfaction cited 
included: lack of information on entitlements; communication issues in general hospitals; paucity of 
ancillary supports; breakdowns in continuity of care between acute hospitals and community 
services; shortage of patient counselling & bereavement support for relatives; transport and 
financial issues; social isolation in rural areas especially (no day care); out-of-hours services.     



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

91

Table 9.1    Main Conclusions 

Patient Interviews
 
Information 

- about illness    generally happy 
- about ancillary services  inadequate 
 

Communication excellent with specialist palliative care service; poorer in 
acute setting 

 
Continuity of Care mostly excellent; some difficulty between acute    

hospitals and community setting 
 
Staff      excellent 
 
Other Issues 

- acute setting    not equipped to deal with palliative care 
 

- out-of-hours    palliative care team excellent; out-of-hours  
GP service – generally very dissatisfied 
 

- Marymount    initial perception negative; but contact  
ensures highest regard 
 

- social issues    feelings of isolation 
 

-      transport problematic.  Access from rural areas; hospital       
parking 
 

- medical card    anxiety over renewal / entitlement 
 

Carer’s Focus Groups 
 
Staff      excellent 
 
Communication     excellent with palliative care team;  
      sometimes poor between hospitals; difficult  
      to speak with consultants; beneficial to have  
      a ‘contact’ 
 
Information     sometime inadequate 
 
Care Setting specialist palliative care setting excellent; acute  

inappropriate 
 
Ancillary Support 

- equipment    usually very good but some frustrations & 
lack of information 

- personnel    very difficult to procure homehelp or  
night staff 
 

Continuity of Care excellent in palliative care; poorer in acute; very 
dissatisfied with out-of-hours GP service 

 
Bereavement Support palliative care nurses very good. However, overall 

inadequate & uneven 
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CHAPTER 10 
 

  RECOMMENDATIONS 
 
 
 

The findings of this needs assessment process serve to inform the future development of Palliative Care 
services within the Southern Health Board region. Recommendations following on the needs 
assessment are detailed (the Regional Development Committee has agreed to examine related costs). 
 
As a guiding principle, it is abundantly clear that services throughout the patient care continuum should 
be structured in a coordinated and integrated fashion so as to ensure that all patients who need palliative 
care may access the level of expertise relevant to their needs at a time and place consistent with their 
clinical needs and personal preferences.   
 
 
General 
 

1. The Southern Health Board’s Regional Development Committee for Palliative Care was 
established following on a recommendation of the Report of the National Advisory Committee 
on Palliative Care. One of the Committee’s Terms of Reference was ‘to prepare an agreed 
development plan for the region based on a health board needs assessment, which should 
ensure the delivery of a comprehensive service of the highest quality’.  

 
It is recommended that the Regional Development Committee oversee the implementation 
of the findings of this needs assessment, as included in its terms of reference.  

 
2. The inclusion of non-cancer patients with palliative care needs in service provision is integral 

to the future development of palliative care services in the region  
 

3. Specialist palliative care should be available to all patients in need of palliative care in all 
care settings (including home, community hospitals and nursing homes), regardless of age or 
pathology. 

 
4. A comprehensive information booklet for patients with palliative care needs should be 

produced to include information on services, access, ancillary supports, entitlements etc. This 
should be a specifically assigned function, should be initiated without delay and should be 
regularly updated.  

 
5. Given the particular needs of children, it is recommended that a needs assessment for 

paediatric palliative care services be undertaken separately on completion of this report.  
 

The Report of the National Advisory Committee on Palliative Care recommended that a needs 
assessment of palliative care services for children in Ireland be carried out. A Needs 
Assessment Research Project has been commissioned jointly by the Department of Health & 
Children and the Irish Hospice Foundation. It has been planned that over 2003 the research 
team will be establishing current service provision and will be engaging with all stakeholders in 
establishing the needs of children. The research team is being led by Dr. Suzanne Quin, 
Department of Social Policy & Social Work, UCD. 
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Specialist Palliative Care (Inpatient) 
 

6. Current available evidence suggests that there should be at least 8-10 specialist palliative care 
beds per 100,000 population. It is determined that, with the active inclusion of non-cancer 
patients for inpatient specialist palliative care services, the upper limit is appropriate to this 
region. Accordingly, extrapolating from the 2002 Census (pop 580,356), there should be at 
least 58 specialist palliative care beds in the region – it is proposed that the breakdown by 
county be roughly equivalent to population ratios (ratio Cork:Kerry =  3.5:1)  

 
7. The planned Regional Specialist Palliative Care Unit at Marymount (Project Team in 

place) should be advanced.  
 

8. A satellite Specialist Palliative Care Unit, based on the grounds of Tralee General Hospital, is 
recommended for Kerry. The Unit should provide all of the functions required of it - including 
specialist inpatient palliative care services, out-patient clinics and day care services for the area 
[Its development should be informed by the Expert Group on Hospice Design]. 
Until this dedicated Unit is established, it is essential that a sufficient number of interim 
dedicated palliative care beds are identified at Tralee General Hospital to support the work of 
the recently appointed Consultant and her team. 

 
Staffing  
 

9. Consultants in Palliative Medicine 
Taking account of the geographical spread of population in the region, the appointment of 
three further Consultants in Palliative Medicine is recommended. The current ratio in this 
region is one consultant to 290,000+ population. A total of five consultants would reduce the 
ratio to one per 116,000 population. This is deemed necessary in view of the geographical 
spread of the region, the numbers of acute hospitals and the sessional commitments required of 
Consultants in Palliative Medicine.  
 
The appointment of a sixth consultant in an academic position is also regarded as an essential 
element for future service development in the region.  
 
Given that the National Taskforce on Medical Staffing [Hanly Report] will be making 
recommendations on future staffing at Consultant level, it is acknowledged that the 
recommendations made in relation to Consultant levels in Palliative Medicine following on this 
needs assessment may well be altered.   
 
 

10. Specialist Palliative Care Nurses  (detailed in Table 10.1) 
 

(a) Specialist Inpatient Unit: Total of 58 Specialist Palliative Care Nurses required 
for the region (based on Rec. 6 above) i.e. 23 extra overall.  

 
(b) Day Care: The ratio of Specialist Palliative Care Nurses should be maintained as 

per National Recommendations   
 

(c) Acute General Hospitals: The ratio of Specialist Palliative Care Nurses should be 
maintained as per National Recommendations (c.f. Table 10.1)   

 
(d) Specialist Palliative Care Nurses in Community (Home Care): Total of 13.5 extra 

required. This is based on the national recommendation of 1: 25,000 pop (and takes 
account of the geographical spread of the region & the need for 7-day service 
provision)   
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Home Care Team size and location should be primarily based on geographical accessibility to 
patients. Currently all of those serving North Lee, South Lee and North Cork are based at 
Marymount; those in West Cork are based at Bantry General Hospital. In Kerry, Home Care 
Teams have two bases at Tralee and Killarney. 

 
11. Paramedical Staff  

National recommendations in relation to paramedical staffing in Specialist Inpatient Units, 
acute general hospitals and the community are noted. Recommended numbers of 
Physiotherapists, Occupational Therapists, Social Workers, Psychologists etc. are outlined 
(Table 10.2).  
 
In relation to paramedical professionals specialising in palliative care and covering the 
community, it is recommended that this should be progressed by the Regional Development 
Committee. Specialist providers and community services need to agree on how best 
paramedicals with specialist palliative care training might serve the community i.e. whether 
from a centralised unit or from within the community service structure. 

 
12. Administrative Staff 

Sufficient and appropriate administrative staff should be provided to support palliative care 
provision both in hospital and community settings. 
  

   
Day Care 
 

Adequate and accessible Day Care facilities are a pressing requirement. There is much 
geographical inaccessibility to Day Care at Marymount Hospice; the centre is currently best 
suited to those patients in Cork city and its very close environs. There is no day care provision 
for palliative care patients elsewhere in the region.  

 
13. The Day Care facility at Marymount Hospice needs to be further developed in line with 

proposed plans. 
 

14. The recommended Specialist Centre in Kerry must include a day-care facility (c.f. Rec 8 
above). 

 
15. Access to Day Care facilities for palliative care patients in remoter areas needs to be 

progressed. The feasibility of satellite day care facilities in areas such as West Cork, South 
Kerry, North Cork and East Cork should be examined.  

 
Very practically, Community Hospitals might give consideration to facilitating day access for 
selected palliative care patients in more remote geographical areas. These patients could then be 
reviewed by arrangement at the hospital with the Community CNS-Palliative Care (Home Care 
Nurse).  

 
 
Acute General Hospitals 
 

16. All acute general hospitals in the region should have a Consultant-led palliative care service, 
with a minimum number of clearly delineated sessional commitments per week  

 
17. There should be an adequate number of Specialist Palliative Care Nurses in all acute 

hospitals in the region in line with Recommendation 10(C) & Table 10.1. 
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18. The Specialist Palliative Care nursing arrangements in place at Bantry General Hospital 
should be considered for Mallow General Hospital (hospital-based post also part-covers 
community).  

 
19. Arrangements should be made to “fast-track” outpatient appointments and for inpatient 

admission for patients receiving palliative care. There should be minimum delay in waiting 
times. 

 
20. There should be maximum collaboration and integration of all palliative care services. 

Consideration might be given to the establishment of joint clinics such as palliative care-
oncology clinics, and other related clinics.  

 
21. Discharge planning: The Specialist Palliative Care Nurse in each acute hospital, in liaison with 

Discharge Coordinators, is ideally placed to coordinate discharge planning of palliative care 
patients – with regard to communication / information flow / timeliness / planning of aids and 
appliances / setting up of home care service etc. Discharge planning should include prior notice 
of discharge to GPs, home care teams, occupational therapy, local pharmacist and others as 
necessary.   

 
 
Community 
 

22. There needs to be very close liaison between those involved in community-based services 
and Home Care Teams. It is recommended that the West Cork Project should examine ways 
of maximising primary care team and Home Care Team liaison. 

 
23. The interface between the roles of the Specialist Palliative Care Nurse in the Community 

(Home Care Nurse) and the Public Health Nurse should be examined by the respective 
heads of discipline to ensure full service integration in all areas. Work already done in 
certain areas in this regard might be usefully considered. 

 
There is a need to avoid any possible duplication or gaps in service provision. Crucially, the 
patient should not lose out for want of core nursing care.  

 
24. There should be more Home Care Nursing Teams (c.f. Recs 10D, 18). An outreach-type 

service (similar to Bantry) should also be considered for North Cork (from Mallow General 
Hospital).  

 
25. There should be extension of Home Care Nursing Service to provide 7-day cover to patients 

in the community throughout the Southern Health Board region 
 

26. There is an urgent need to examine the out-of-hours provision of nursing services (and non-
nursing services where appropriate) to palliative care patients in their homes. (c.f. Rec 29 
below) 

 
27. Consideration should be given to the extension of the number of home-support / home help 

hours allowable to palliative care patients (c.f. Rec 29 below)  
 

28. It is considered that clarification of the role of care attendants is an important requirement, as 
well as their training requirements. (National Report p.94: Care attendants – ‘could provide 
extra help for the family in caring for the patient e.g. washing, dressing, feeding and could also 
provide some respite for carers. High dependency care at night could be provided by care 
attendants or by trained registered nurses, depending on the complexity of care required’). (c.f. 
Rec 29 below) 
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29. It is recommended that a working group be established to examine the issues in Recs. 26/27 
& 28 above in relation to palliative care patients at home i.e. 

- Out-of-hours provision of nursing services (and non-nursing services 
where appropriate) 

- home support / home help hours 
- clarification of the role of care attendants 

 
It is recommended that the working group report within a three-month period given the urgency 
of these issues.   

 
30. All patients in need of palliative care in nursing homes should have ready access to specialist 

palliative care services 
 

 
Community Hospitals  
 

31. The further development of dedicated non-specialist palliative care beds (Level II), to 
include respite, in all community hospitals throughout the region is recommended. 

 
32. All community hospitals should be adequately resourced for palliative care patients in terms 

of drugs / equipment / staffing  
 
 
Respite  
 

33. There should be an adequate number of accessible respite beds for palliative care patients 
throughout the region (c.f. Rec30)  

 
 
Medical Cards 
 

34. Medical cards to patients receiving specialist palliative care services should always be speedily 
and responsively processed.  

 
 
Aids and Appliances 
 

35. All patients in receipt of specialist palliative care services should have applications for aids and 
appliances fast-tracked.  

 
36. An equipment store (with a sufficient bank of equipment to meet the needs of palliative care 

patients in the community) should be created and maintained in each Community Care Area to 
meet the needs of palliative care patients in the community. This should be accessible at all 
times by community-based services (including out-of-hours and weekends) 

 
37. A home delivery service should be available to patients where they themselves cannot collect, 

or have difficulty collecting, aids / appliances 
 
 
Service Access: Transport 
 

38. Where feasible, a transport service should be available to patients to attend OPD / Day Care / 
travel between health care facilities where they themselves have difficulty in accessing 
transport. This is especially pertinent in rural areas.  
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Consideration should be given to the provision of income support to those who cannot afford 
transport costs.  

 
 
Service Integration 
 

39. There should be fully coordinated patient care planning between hospital and community 
health care providers and there should be coordinated service provision in the community 
between specialist providers and primary care providers.   

 
40. All service providers should be readily contactable to ensure seamlessness and timeliness of 

service provision.   
 

41. Where possible, provision should be made to enable out-of-hour GP services to access 
specialist palliative care information in relation to patients they are providing a service to, so 
as to facilitate smooth continuity of patient care  

 
 
Family Support / Bereavement Care 
 

42. An appropriate range of professional services to address the psychosocial and emotional 
needs of patients and families should be available in all settings where specialist palliative 
care is offered. Such services should be accessible, adequate & age-appropriate. Bereavement 
counselling should be accessible to relatives and carers as required.  

 
43. There should be appropriate support for all grades of staff in the course of their work. 

 
 
Staff Training 
 

44. All professionals involved in the provision of palliative care services should be suitably 
trained and experienced in the role. Specialist service providers have a key role in the 
organisation and delivery of training. Training should include a multidisciplinary approach to 
patient care. There should be regular updates, accessible regionally.  

 
45. The maintenance of individual professional competence and expertise should be supported 

and facilitated by management. 
 

 
Information Systems 
 

46. The development of palliative care information systems, for the systematic collection of 
relevant patient data in all settings, needs urgent attention throughout the region. There should 
be integration with current patient information systems.  

 
  
 
 

------------------------------------------------------------- 
 

These recommendations are made, based on the regional assessment of need, and in line 
with the Report of the National Advisory Committee on Palliative Care 

  
---------------------------------------------------------------
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Table 10.1 Specialist Palliative Care Nurses: SHB 

Regional Requirements* 
 

 National 
Recommendation 

Current No. Regional 
Recommendation 

    
Specialist 
Inpatient Unit 

Nurse to bed ratio 
should not be < 1:1 

St. Patrick’s Hospital: 35 
Kerry: N/A  
 

As per national 
recommendation.  
 
Recommended overall: 58  
                        i.e. 23 extra 
(Cork:Kerry ratio = 3.5:1) 
 

Day Care Nurse to daily 
attendee ratio 
minimum 1:7 
 

St. Patrick’s Hospital: 3 
(7 places / day offered) 
 
Kerry: N/A 
 

As per national 
recommendation 
 

Home Care 
  

Minimum of 1 
nurse per 25,000 
pop.  

Current total: 17.5 
 
ie: 
North Lee / North Cork: 5 
South Lee: 3 
West Cork: 3 (+1hospital 
based) 
Kerry: 5.5  

As per national 
recommendation & taking 
account of geographical 
spread of population.  
 
North Lee: 8 
South Lee: 7 
North Cork**: 4 (serving 
hospital & community) 
West Cork**: 4 (serving 
hospital & community) 
Kerry: 8  
 
Recommended overall: 31 
(i.e. 13.5 extra)  
 

Acute Hospitals Minimum of 1 
nurse per 150 beds 
each hosp 

CUH: 3 
Mercy: 1 
South Inf/Vic: 1 
Bon Secours Cork: nil 
Mallow: nil 
Bantry: 1 
TGH: 1 
Bon Secours Tralee: nil 
 
 
 
(Private Hospitals x 2 
currently have no Specialist 
Palliative Care Nurses) 

As per national 
recommendation in each acute 
hospital. 
 
CUH: 5 (i.e. 2extra) 
Mercy: 3 (i.e 2 extra) 
South Inf/Vic: 2 (i.e. 1 extra) 
Mallow**: 1 (nil currently) 
Bantry**: already in place 
TGH: 3 (i.e. 2 extra) 
 
 

*Based on current needs assessment, population base & national recommendations.  Ongoing maintenance of 
ratios essential. 
 
** North Cork / Mallow General Hospital & West Cork / Bantry General Hospital: 
It is recommended that the Home Care Team in North Cork should service the community and Mallow General 
Hospital (as per current West Cork / Bantry Hospital model). 
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Table 10.2 Paramedical Professionals SHB: 

Current Palliative Care Requirements 
 

 National 
Recommendation 

Current 
No. 

Regional 
Recommendation 

Physiotherapy At least 1 per 10 beds in Sp. 
Inpatient Unit; minimum 1 
per Unit   
 
 
Minimum of 1 community 
physio specialising in 
palliative care per 125,000 
pop 

 

2  
(Specialist Inpt. 

Unit)  
 
 
 
- 

Specialist Unit/s: as per nat. 
recommendation 
Ac. General Hospitals: should 
have adequate service access 
 
Community: For progression 
by community services & 
specialist providers 

Occupational 
Therapy 

At least 1 per 10 beds in Sp. 
Inpatient Unit; minimum 1 
per Unit   
 
 
Minimum of 1 community 
OT specialising in palliative 
care per 125,000 pop 
 

- 
 (Specialist Inpt. 

Unit) 
 
 
 
- 

Specialist Unit/s: as per nat. 
recommendation 
Ac. General Hospitals: should 
have adequate service access 

 
Community: For progression 
by community services & 
specialist providers 

Social Workers At least 1 per 10 beds in Sp. 
Inpatient Unit; minimum 1 
per Unit 
Each Sp. Palliative Care 
team in acute gen. hosps 
should have a social worker   
 
Minimum of 1 community 
SW specialising in palliative 
care per 125,000 pop 

2 
(Specialist Inpt. 

Unit) 
 
 
 
 
- 

Specialist Unit/s: as per nat. 
recommendation 
Ac. General Hospitals: as per 
nat. recommendation 
 

 
 
Community: For progression 
by community services & 
specialist providers  

Psychologists Professionals involved in 
the psychological aspects of 
specialist palliative care 
services should be suitably 
trained and experienced. 
Patient access essential 

 
 
- 

  
 
As per nat. recommendation 

 
 

Clinical 
Nutritionist 

Should be at least one 
clinical nutritionist session 
in each specialist palliative 
care unit per week 

 
- 

 
As per nat. recommendation 

Pharmacist Should be at least one 
pharmacist in each 
specialist palliative care 
unit 

 
0.5 

 
As per nat. recommendation 

Speech & 
Language 
Therapists 

Should be regular speech & 
language therapy sessions 
in each specialist palliative 
care unit, with minimum of 
one session per week  

 
 
- 

 
 

As per nat. recommendation 

Care Attendants Care attendant to bed ratio 
in specialist palliative care 
units should not be less than 
0.5:1  

 
- 

 
As per nat. recommendation 

 



_________________________________________________________________________ 
Palliative Care Needs Assessment SHB 
October 2003  

100

  
 REFERENCES 

 
 

1. Cancer Services in Ireland: A National Strategy. Department of Health 1996.  
 
2. Report of the National Advisory Committee on Palliative Care. Department of Health and Children 2001. 
 
3. Higginson I. Stevens A, Raferty J. Palliative and Terminal Care: Health Care Needs Assessment. 

Radcliffe Medical Press. 1997. 
 

4. Greenhalgh T, Taylor, R. Papers that go beyond numbers (qualitative research) BMJ 1997; 315: 740-43 
 

5. Weber R. Basic Content Analysis. London: Sage; 1990. 
 

6. McIver S. Obtaining the Views of Users of Health Services. King’s Fund Centre, London, 1991. 
 

7. Kitzinger J. Introducing Focus Groups. British Medical Journal 1995; 311: 299-302. 
 

8. Mays N, Pope C. Rigour and Qualitative Research. British Medical Journal 1995; 311: 109-112. 
 

9. Cancer in Ireland, 1994 to 1998. Incidence, Mortality, Treatment & Survival. National Cancer Registry 
Ireland 2001.  

 
10. Addington-Hall J, Fakhoury W, McCarthy M. Specialist palliative care in non-malignant disease. 

Palliative Medicine 1998; 12: 417-427. 
 

11. Census 2002. Central Statistics Office.  
 

12. The Irish Hospice Foundation. Annual Report 2001. 
 
 


