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GLOSSARY OF TERMS 1 
 
Community care Care provided by health service professionals, in particular 

public health nurses, and by home helps and personal care 
attendants to people in their own homes. 
 

Contract bed A bed contracted with registered private nursing homes by the 
health boards because there are insufficient public long-term 
care beds to meet the demand. 
 

‘Enhanced’ subvention An ‘enhanced’ subvention payment is a discretionary top-up 
payment , which may be approved by the health board in 
addition to the subvention ,which has already been granted. 
 

Extended care facility A health board care of the elderly, welfare or community 
hospital, community nursing unit or a voluntary or private 
nursing home that is designed for the provision of long-term 
care. 
 

Formal care Paid personal care which may be provided by public, private or 
voluntary providers. 
 

Informal care Unpaid personal care and practical help, typically provided by 
family members and/or friends. 
 

Long-term care Broadly defined as care provided to those who are unable to 
look after themselves without support due to long-term physical 
disability or cognitive impairment disability. 
 

Nursing home An establishment that provides residential and nursing care for 
the sick, disabled or frail elderly.  It may be run by the private or 
voluntary sector. 
 

Nursing home subvention Under the Nursing Homes (Subvention) Regulations 1993, the 
health boards can make a grant payable towards the cost of 
providing nursing care in a registered private nursing home. 

 
 

LIST OF ABBREVIATIONS 
CCA Community Care Area 
DED District Electoral Division 
EHSS Eastern Health Shared Services 
ERHA Eastern Regional Health Authority 
IT Information technology 
JCMH James Connolly Memorial Hospital 
NAHB Northern Area Health Board 
No. Number 
PAS Patient Administration System 
 



1  INTRODUCTION 
 
In May 2003 the Northern Area Health Board (NAHB) introduced the Bed 
Management System, which was designed to manage the waiting list for and the 
allocation of long stay beds within the health board region.  This project was the result 
of approximately eighteen months of discussion and negotiation with the major 
stakeholders involved in the planning and provision of long-term care for the elderly 
within the region.  The major stakeholders agreed to implement the new system for a 
six-month trial period provided an independent auditor oversaw the implementation.  
The Department of Public Health and Primary Care, Trinity College Dublin was 
commissioned to conduct the audit.  The aim of the audit is to act as a safeguard for 
the integrity of the new system and to facilitate a review by an independent observer.  
This report reflects the auditor’s findings during the audit period.   

 
2  BACKGROUND 

In the 1988 policy document The Years Ahead2 emphasis was placed on maintaining 
older people in dignity and independence in their own homes for as long as possible.  
Research has shown that the vast majority of older people have a preference to ‘age in 
place’ or remain living in their own home receiving care from family or friends if 
required.3 4  The role of health and social services should be to support them and their 
families to enable them to realise this aspiration.4  However, an essential element in 
the continuum of care described in The Years Ahead is the provision of suitable long-
term care facilities for the small proportion (approximately 5%) of all older people 
who are frail or ill or who are unable to live at home because of a lack of formal or 
informal care resources.5.   
 
The national demographic statistics indicate that people are living longer.6  This will 
result in an increase in the number of individuals requiring some level of assistance 
with the activities of daily living in the community and an increase in the demand for 
extended care in residential units.  The demand for extended residential care already 
far exceeds the supply.   
 
2.1  Context - nationally 
Long-term care is defined as care provided for those who are unable to look after 
themselves without support due to physical or cognitive impairment disability.1  The 
population of older people in Ireland is growing due to increasing life expectancy and 
lower birth rates and an increasing proportion of the population will reach 65 years 
and older.7  Within this larger older population an increasing proportion will become 
very old resulting in an increase in the number of older people with some level of 
disability.  This is expected to have an impact on the need for long-term care in the 
future.   
 
Social change will also impact on long-term care needs in the future.  Irish people are 
having smaller families, which results in fewer offspring to care for frail parents.  
There is an increase in the proportion of women participating in the work force, which 
will reduce the availability of family carers.  However, other societal changes such as 
a decrease in the number of single elderly people, lower rates of emigration and an 
overall improvement in the health of the population may offset the future demand for 
long-term care.7 
 



Legislation and policy governing the provision of publicly funded residential long-
term care facilities 
Under the Health Act 1970 (amended), the whole population of the country is eligible 
for in-patient services including extended nursing care. The availability of these 
services is subject to budgetary constraints (Health (Amendment No 3) Act 1996).  
Under the Health (Nursing Homes) Act 1990 the Nursing Home Subvention 
Regulations 1993 provide for health boards to make a “contribution” or “subvention” 
towards the cost of private nursing home care for dependent older people.  The 
subvention was provided on a means-tested basis with three qualifying levels of 
dependency. (Appendix No. 1).   
 
Under Article 10.6 of the Nursing Home Subvention Regulations the health boards 
have discretionary powers to make an ‘enhanced’ subvention payment.  The health 
boards have been providing such subventions to those in need of long-term care since 
1st September 2003.  The ‘enhanced’ rates (Appendix No. 1) are also means-tested.  
Public extended care units usually have the staff ratio to provide nursing care to 
individuals with a high level of dependency.  Medical criteria sometimes result in 
some individuals with financial means being placed in the public beds within these 
units.   
 
The Health Act 1970 (amended) also empowers the health boards to provide a 
community care service.  These services are subject to budgetary constraints.  There is 
no statutory entitlement to community-based services for the whole population.  
Research has shown that the majority of older people would prefer to remain in their 
own homes3 4 but the current legislation does not ensure that the individual is 
provided with the home-based services required for him/her to fulfil this wish. 
 
There are general concerns surrounding the issue of an individual’s entitlement and 
eligibility to extended care.  The lack of clarity on this issue was highlighted in the 
Ombudsman’s Report 2001.8  The report found that an individual’s family’s financial 
means could not be taken into account when determining the client’s eligibility for 
public funding towards their long-term care.  Furthermore an individual with a 
statutory entitlement to a benefit or service based on specific criteria must receive the 
benefit irrespective of budgetary constraints.  The Ombudsman’s Report reiterated 
that an individual is entitled to a publicly funded in-patient service.  The Health 
Strategy Quality and Fairness: A health system for you 2001 provides for a review of 
legislation in order to provide a clear national framework for entitlement for health 
and social services.  It stated “ clarification of entitlement in this regard will be given 
particular attention in the general review of legislation on entitlement”.9 
 
In August 2003 the Minister for Health and Children, Micheál Martin announced that 
there was extra funding available for the provision of long-term care for acute hospital 
inpatients awaiting long-term care to alleviate the congestion in the acute hospitals.  
This has brought the debate on the need for clarity on entitlement to publicly funded 
long-term care debate back in focus.  The NAHB has written to the Eastern Regional 
Health Authority (ERHA) formally requesting clarification on this issue. 
 
2.2  Context - Northern Area Health Board 
The 2002 Census reveals that 48,395 (9.9%) of the population within the NAHB 
region are aged 65 years and older. 10  This represents an increase of 10.2% in this age 



group since the previous Census in 1996. 11 12  This increase was recorded in each of 
the Community Care Areas (CCAs); CCA 6 increased by 4.8% to 14,828, CCA 7 
increased by 0.5% to 15,752 and CCA 8 increased by 26.5% to 17,815.12  The 
proportion of the population in the NAHB region aged 65 years and older is similar to 
the proportion of the population aged 65 years and older living in the entire ERHA 
region (10%).13  However, there are areas within the NAHB region where the 
proportion of older people is higher, for example a recent study conducted in Finglas 
revealed that 16% of the population were aged 65 years and older.14  Appendix No. 2 
provides the percentage of the population from the 2002 Census who are aged 65 
years and older in each District Electoral Division (DED) within the NAHB.  
Appendix Nos. 3a and 3b provide maps of the NAHB region showing the number 
people aged 65 years and older and the percentage of the population in this age group 
for each of the DEDs in the region.   
 
The Small Area Health Research Unit15 provided a deprivation score, based on 
parameters from the 1996 census, for each DED in the country, including the DEDs in 
the NAHB region.  The deprivation scores range from one to five, where one is least 
deprived and five is most deprived.  Appendix No. 3c shows the deprivation score for 
each of the DEDs in the region.  The uneven distribution of the older population, 
particularly in areas of deprivation has implications for the planning and provision of 
services for older people within their locality. 
 
The NAHB provides extended care for older people assessed by a consultant 
physician in general medicine or consultant psychiatrist in old age psychiatry.  
However, there are not enough beds to meet the demand for extended care and as a 
result, clients in need are placed on a waiting list.   
 
The long-term residential care facilities for older people provided by the NAHB 
include; health board welfare homes, geriatric homes or hospitals, community 
residential units, private nursing homes (contract beds) and psychiatric hospitals and 
units both public and private.  During the planning phase of the Bed Management 
System the NAHB had a compliment of 631 public extended care beds and 482 
contract beds in private nursing homes.  In ‘The Years Ahead’ it was suggested that 
there should be a service norm of ten extended nursing care beds, 25 welfare beds and 
three psychiatric beds per 1000 population aged 65 years and older.  The report stated 
that these norms were to be reviewed. 2  In 1997 the Ruddle report16, which reviewed 
the implementation of The Years Ahead report, states that these norms had not been 
reviewed but that the health boards generally concur that these norm are neither 
appropriate nor feasible and that the demand for beds can only increase over time due 
to the increase in the older population.   
 
Management in the NAHB had difficulties in examining the level of occupancy of the 
long stay beds in the area.  Information on bed occupancy could only be obtained 
manually and involved contacting staff in each of the public bed units, which was 
very labour intensive and time consuming.  The procedure for allocating a long stay 
bed, when a vacancy occurred was not uniform throughout the health board area.  The 
health board management perceived that lack of information was resulting in: 
• a delay in vacant bed uptake 
• a level of client dissatisfaction 
• negative value for money 



• a risk of human error 
• excessive time spent in routine manual repetitive tasks 
• difficulty in production of statistical and management reports  
 
There was also a concern that the long-term beds were being under-utilised because of 
the lack of detail about the level of bed occupancy.  The current estimated public bed 
occupancy is 90% and the current estimated contract bed occupancy is 85%.  This has 
serious cost wasting implications. It was not possible to measure the turnaround times 
for vacant beds and a system was required to enable this information to be made 
available. 
 
 
3  NORTHERN AREA HEALTH BOARD INITIATIVE:  
THE BED MANAGEMENT SYSTEM 
 
The NAHB concluded that there was a need for a new information system for the 
management of long stay beds within the health board region.  It was decided that the 
programme should involve the setting up of a combined community and hospital 
waiting list for the elderly awaiting long stay beds.  It should also provide an accurate 
record of the bed occupancy rate at any given time.   
 
The aim was to introduce an automatic bed management system, which would enable 
greater use and occupancy of the existing beds and achieve maximum efficiency of 
the bed resource.  The objectives included; 
• provision of a combined hospital / community waiting list for all clients awaiting 

allocation of a public or contract long stay bed, 
• provision of the ability to visibly track the movement and usage of public and 

contract long stay beds within the NAHB region, 
• development of a bed management system to provide vital statistics on the level of 

bed occupancy and key performance indicators, which would allow better and 
more effective management of a valuable bed resource. 

 
3.1  History of the development of the Bed Management System 
Steering Committee  
In March 2002 the NAHB established a steering committee to oversee the design of 
this programme.  The steering group consisted of representatives of the major 
stakeholders: NAHB management, the three Managers for Services for Older People, 
the consultant physicians in medicine for older people, the head social workers from 
the three major hospitals and later joined by the two consultant psychiatrists in Old 
Age Psychiatry and the assistant Director of Nursing and Old Age Psychiatry. 
 
3.1.1  IT System  
The steering committee agreed that an information technology (IT) system needed to 
be designed to operate the Bed Management System.  The Eastern Health Shared 
Services (EHSS) IT Department was approached to write the program that would 
produce a single waiting list of the clients waiting for a long stay bed, living either in 
the community or in hospital.  The NAHB prepared a request document outlining the 
requirements that would be expected from the programme and the anticipated benefits 
of the new system.  In September 2002 the decision was made to adapt the PAS 
(Patient Administration System) to provide a system for the bed management 



programme because it would be too costly to design a new program from scratch.  A 
website was also to be developed to provide information about the waiting list for 
both health professionals and the general public. 
 
3.1.2  Proposed Bed Division / Allocation 
In March 2002 the steering committee agreed, in principle, to change radically the bed 
allocation system.  It was agreed that in order for the Bed Management System to 
work there was a need to divide the public and contract long stay beds between the 
three community care areas, 6 7 and 8.  Following detailed consultation and having 
reviewed the morbidity figures for the three community care areas, the bed division 
was agreed by a committee comprising of hospital consultants and the NAHB 
management on 26.03.2003 (Appendix No. 4).  It was decided at that point to make 
no further changes in the bed division until the system had been implemented and 
reviewed monthly by the independent auditor.   
 
The Department of Old Age Psychiatry in community care areas 6 and 7 requested to 
remain outside the Bed Management System because the service did not operate a 
waiting list system, it met the need for the placement of their clients as they arose.  
The service providers stated that changing to a waiting list system would be a 
retrograde step that would impact negatively on their client group.  Many such clients 
requiring placement are community based dementia sufferers with significant 
neuropsychiatric problems.  Such clients, once placement is required, have to be 
responded to rapidly because the nature of the problems with which they present 
including the burden of care to relatives, who may be exposed to disturbed behaviour.  
A number of public and contract long-term care beds used by this service continued to 
be managed directly by it.  Ten long-term care beds in Lusk were also ring fenced for 
the Department of Old Age Psychiatry in Community Care Area (CCA) 8 (Appendix 
No. 4). 
 
3.1.3  Development of the role of the bed coordinators 
Three members of the NAHB administration staff were appointed as bed coordinators, 
one to each CCA, in July 2002.  Operation of the Bed Management System was added 
to their duties and they report to the Manager of Services for Older People in their 
CCA.  They and their designated deputies are the only individuals who are able to 
input or alter the data on the system and they have access only to the data for their 
own community care area.  They received two days training on the operation of the 
system from the IT Department in the EHSS in Dr. Steeven’s Hospital.  
 
3.1.4  Protocols and procedures 
The steering committee decided that protocols and procedures would be designed to 
ensure the integrity of the new Bed Management System.  An audit committee was to 
be set up to support the audit process and enable the setting up of the standards and 
procedures necessary to operate the new system as the issues arose.  The steering 
committee also agreed upon the following standards: 
• a purpose designed referral form to be completed by consultant geriatrician or 

psychiatrist when referring a client to long-term care. 
• guidelines for the bed co-ordinators to operate the new system. 
• the client’s position on the waiting list is determined by the day the client was 

assessed and deemed in need of a long stay bed.   
 



3.1.5  Independent audit 
The hospital consultants agreed in principle with the proposal provided the new Bed 
Management System was independently audited.  The audit is to act as a safeguard for 
the integrity of the new system and also as a mechanism to facilitate reviews by an 
independent observer.  Trinity College was commissioned to conduct the audit.  An 
audit committee was established comprising of the main stakeholders and the 
independent auditor from Trinity College Dublin.  
 
The Department of Psychiatry for Older People in CCAs 6 and 7 has remained outside 
the Bed Management System.  Dr Wrigley requested that the service be included 
within the audit report to monitor the number of clients from the service who were 
allocated long stay beds, to emphasise and quantify the need for long-term care beds 
(both psychiatric and non-psychiatric) for this client group and to detect any change in 
the numbers being accommodated following the implementation of the new Bed 
Management System.  
 



4  AUDIT OF THE BED MANAGEMENT SYSTEM 
4.1  Aim of the audit: 
• to act as a safeguard for the integrity of the new Bed Management System and 

also to act as a mechanism to facilitate reviews by an independent observer. 
 
4.2  Objectives of the audit: 
• to establish standards and written procedures for the operation of the Bed 

Management System throughout the NAHB region 
• to monitor the performance of the system against these standards 
• to facilitate and effect changes in the procedures where necessary to ensure that 

the standards are being met 
• to monitor these changes to ensure that the standards are being met 
 
 

5  METHODOLOGY 
The auditor proposes to use the Donabedian clinical audit tool, which uses a 
framework that includes structure, process, outcome and change required to describe 
the audit (Appendix No. 5). 17 18 
 
5.1  Structure 
Review the allocation of long-term care beds in 2002 and audit the new Bed 
Management System put in place in 2003. 
 
5.2  Process  
5.2.1  Securing co-operation and communication 
The auditor obtained co-operation and communication with the professionals working 
with the Bed Management System involved in facilitating the placement of the elderly 
into long-term care in the region. 
 
5.2.2  Collecting data 

• With the help of members of the audit committee data, were collected on the 
long-term care admissions to the long-stay facilities in the NAHB in 2002. 

• The bed coordinators forwarded the waiting list on a weekly basis and 
provided detail of the names that had been added to and removed from the 
waiting list during the previous week. 

• The Nursing Home Section in the NAHB provided data on the contract beds in 
private nursing homes, vacated due to deaths and the names of clients 
allocated contract beds until 31st August 2003 

• The Department of Old Age Psychiatry in CCAs 6 and 7 are operating outside 
the Bed Management System but requested that the auditor record detail of the 
number of clients accommodated in long-term care through their service, 
during the audit period. 

 
5.3  Outcome and changes required 
This audit document will report on the impact of the new Bed Management System on 
the provision of long-term care in the region and will highlight the issues that still 
need to be addressed. 
 



5.4  Timescale 
The steering committee requested a six-month audit period to run from 1st May 2003 
when the system was implemented to 31st October 2003, with a subsequent review of 
the system following the distribution of the audit report. 
 
 
6  AUDIT PROCESS:  
SECURING CO-OPERATION AND COMMUNICATION 
The auditor met with health and administrative professionals, some of whom had been 
part of the original steering committee and all of whom work directly and indirectly in 
the assessment and placement of older people in need of long-term care.  There was a 
high level of motivation shown by all the professions towards improving the long-
term care service offered to the older people within the area.  The lack of extended 
care beds was a major source of concern to all.   
 
Health professionals and health board administrative staff described how long-term 
care beds were allocated prior to the Bed Management System.  They also described 
the extensive amount of work involved in preparing for the implementation of the 
new system.  The auditor became familiar with the process of allocating a long-term 
bed from assessment to placement.  As a result of the meetings the auditor developed 
a network of communication with the health and administrative professionals working 
in the region, which proved to be very useful throughout the audit period. 
 
An audit committee was established to facilitate the audit process.  The committee 
comprised of representative health professionals from hospital and community, health 
board management and the independent auditor.  As issues arose which required 
discussion, the setting of a standard or the drawing-up of a procedure the auditor 
presented them at the monthly audit committee meetings.  In some cases a decision 
was made to set up sub groups made up of the relevant professionals to discuss the 
issue in greater depth.  Any suggestions or decisions made by the sub groups were 
then presented to the audit committee at the next audit meeting, where they were 
discussed and adopted and implemented as appropriate.  The audit committee minutes 
provided the forum for written confirmation of any changes made to the system. 
 
The steering committee had specified few specific standards prior to the 
implementation of the new system.  The committee felt it would be better to address 
the problems as they arose when the system became operational.  An audit is usually 
concerned with monitoring performance against established standards and 
implementing appropriate change as necessary to meet with these standards.  
However, on this occasion, due to the fact that there were few standards in place, the 
auditor facilitated the identification of issues as they arose and the setting of standards 
and procedures as needed.  For the purposes of the report the auditor will describe the 
work carried out by identifying issues addressed during the audit period in the order in 
which they occurred during the six-month audit period. 
 
6.1  Bed Management System IT Package 
The Bed Management System is an adaptation of the PAS, which is used by many 
hospitals and health board institutions throughout the country.  The PAS system is an 
older style program, which is less user-friendly than the style of programs being 
designed today.  The Bed Management System program was completed by the IT 



Department in November 2002 but it did not become fully operational until May 
2003.  The bed coordinators, who operate the system, were given two days of training 
on the new program.  It was only after the system became operational that it became 
apparent that it was not possible for the system to provide reports with the required 
detail necessary to ensure that the new system met its objectives of equity and 
transparency. 
 
The PAS Bed Management System was unable to produce a printout of the waiting 
list in a format that contained all the relevant inputted information.  It was difficult for 
the bed coordinators to forward the waiting list to the individuals who required it 
because it could only be viewed on a screen-by-screen basis.  Each screen provided 
detail on ten consecutive clients on the waiting list.  The detail visible was limited.  It 
gave the client’s position on the list, their name and part of their address.  The bed 
coordinators had to print each screen separately and then fax the screen prints to the 
relevant people.  This process was very time consuming and the detail provided on the 
printed waiting list lacked important detail.   
 
During informal meetings with the bed coordinators, social workers and the hospital 
consultants, the auditor heard of the operational problems being experienced with the 
IT system.  These problems were brought through the audit committee forum to the 
NAHB management staff.  A meeting was set up between the management, the IT 
Department, a representative of the bed coordinators, a Manager of Services for Older 
People and the auditor.  During this meeting one of the bed coordinators was 
designated the ‘super-user’.  As ‘super-user’ the bed coordinator could liase with the 
IT department, the other two bed coordinators, the NAHB management and the 
auditor, as problems with the system were being identified and addressed.  This 
proved to be a very effective method of communication, which enabled the issues to 
be addressed. 
 
The auditor obtained access and received one day’s training in the new IT system in 
order for her to access the information being in-putted into the system from the 
referral form.  This information was also needed by the health professionals within the 
assessment units in the hospitals and the Manager of Services for Older People.  The 
waiting list in its original format was so cumbersome and uninformative that the users 
of the system said the Bed Management System was not meeting its objective of 
providing a transparent list of all the people on the waiting list.  The feedback was so 
negative that it was threatening the whole project.   
 
In order to address this problem and in cooperation with the ‘super-user’ the auditor 
identified the detail required in a report format from the IT system.  The auditor then 
wrote to the NAHB management with requests for three separate reports to be 
generated, two reports relating to the waiting list format and one request relating to an 
in-patient census report (Appendix No. 6, Request Number 1, 2 and 3).  In June the 
NAHB management sent the requests to the IT Department. 
 
In August the IT Department returned with two new reports to satisfy the two requests 
(Request Numbers 1 and 2) relating to the waiting list format and with the sanction to 
increase the bed coordinators’ IT privileges to enable them to print a report, which 
would provide an in-patient census (Request Number 3).  Training in generating these 



new reports was provided to the ‘super-user’ and then her two colleagues over the 
following month.   
 
The waiting list was now in a more ‘user-friendly’ format and the health professionals 
were in a position to inform the bed coordinators of any changes in circumstances for 
clients awaiting long-term care.  The bed coordinators had the facility to forward the 
list to the relevant people via email rather than faxing it, which was much less time 
consuming.   
 
Once the new waiting list format was in circulation it emerged that it would be useful 
if the waiting list indicated the current location of the clients on the list, i.e. whether 
they were residing at home, in an acute hospital bed, a nursing home or a welfare 
home.  Also it would be useful if it indicated whether an individual was currently 
being offered a bed or had declined the offer.  At the audit committee level it was 
decided to change the text of one of the fields in the waiting list reports to allow input 
of the client’s current location.  The ‘super-user’ made the adaptations in September 
and the usefulness of this change will need to be monitored over a period of time.  
However, the initial reaction is that this change is beneficial. 
 
It also became apparent that another report was required to enable the monitoring of 
individuals added to and removed from the waiting list.  Currently the bed 
coordinators are gathering this information manually.  A written request for this report 
was submitted to the NAHB management in August (Appendix No 6, Request 
Number 4).  The IT Department returned with a new report to address this 
requirement at the end of the audit period.  This report has not yet been examined or 
implemented. 
 
One of the objectives of the new system was the gathering of vital statistics regarding 
in-patient census, bed occupancy levels and turnaround times for vacant beds.  The 
NAHB anticipated that the new system would provide the bed coordinators with the 
facility to monitor such activity on a regular basis.  It has taken six months to improve 
the waiting list format, which has delayed any attempt to address these other issues. 
 
6.2  Operating Procedures 
General operating procedures were drawn up for the bed coordinators by the steering 
committee prior to the implementation of the programme.  These procedures were 
found to be not very clear, resulting in each of the bed coordinators operating the 
system in a slightly different way.  The hospital units noticed the slight differences 
and found this confusing.  It was having a negative impact on the health 
professional’s perception of the effect of the new system.  Some of the questions 
raised regarding the system were: 
• Who deals with enquiries from health professionals or the general public 

regarding an individual’s position on the waiting list? 
• How are clients assessed on the same day, to be given equal status on the system?  
• What is the situation when there is no specific long stay unit listed on the referral 

form?  
 
Through the informal meetings the auditor became aware that individuals within the 
different disciplines had a poor understanding of other disciplines’ roles in the 
assessment and placement of the elderly in long-term care.  It emerged that the social 



workers were particularly concerned that their role in the satisfactory placement of an 
older person was not fully understood.  They had not been involved in the devising of 
the original operating procedures and felt that their involvement in the discussions 
regarding the operation of the Bed Management System would be crucial to the 
system operating successfully.  They agreed to meet as a sub group with the NAHB 
management to discuss this issue further.  As an outcome of this meeting certain 
issues were clarified: 
• Social workers are not responsible for the completion of a financial assessment on 

clients being assessed for long term care. 
• The essential role of the social worker in the decision making process regarding 

the suitable placement for a client awaiting long-term care and their family was 
acknowledged.   

• The social workers agreed to contribute to the development of the procedure for 
the allocation of a vacant bed within the bed management system. 

 
Having clarified these points the social workers agreed to work with the auditor, 
NAHB management and the Managers of Services for Older People to lay down 
specific operating procedures, which would ensure consistency among the three 
community care areas.  Following three sub group meetings new operating procedures 
were drawn up and adopted by the audit committee in July 2003 and circulated to the 
three bed coordinators, which (Appendix No 7).   
 
6.3  Division of the long-term care beds across the three community care areas 
The hospital consultants, in consultation with the NAHB management, agreed to 
divide the 631 public beds and 482 contract beds between the three community care 
areas.  The final division of the beds is laid out in the Bed Division (Revised Version 
2) document (Appendix No. 4).  They agreed that the Bed Division document should 
be implemented for the six-month period of the Bed Management System audit and 
the audit committee reiterated this.   
 
However, following the agreement regarding the division of the beds, the NAHB 
made a decision to close a number of its public beds.  As a result the auditor found it 
difficult to track the exact number of public beds open at any given time.  Other 
stakeholders were unclear when and why beds were closing.  Through the audit 
committee the management of the NAHB agreed to notify the auditor and through her 
the relevant stakeholders in writing when operational decisions were made regarding 
the public bed supply. 
 
6.4  Long-term bed closures in St Mary’s Hospital 
Following the division of the beds the NAHB decided to close beds in Rosal and 
Bevin Wards in St Mary’s Hospital.  This resulted in 48 female long-term care 
residents being displaced from their long-term care beds.  Given that St. Mary’s 
Hospital was their home the audit committee agreed that these clients should be 
accommodated with long stay beds in St Mary’s as they became vacant.  This 
effectively has removed the female beds in St Mary’s Hospital from the Bed 
Management System.  Thirty-two of the original 48 women have been relocated into 
long-term care beds within the hospital and seven women have since died.  Nine 
clients are still awaiting long-term care placement within the hospital, eight are 
residing in rehabilitation beds and one in a welfare bed. 



6.5  Tracking movement on the waiting lists 
The auditor reviewed the waiting lists weekly and noted that some movement of 
people into long-term care did not appear to be in accordance with the new system.  
The auditor called a meeting and invited the hospital consultants and the NAHB 
management to discuss the issue of scarce bed allocation.  During this meeting it was 
agreed that the closure of long-term care beds in St Mary’s Hospital, following the 
division of the long-term care beds between the three community care areas, had put 
further demands on an already insufficient supply of long-term care beds in the 
region.  Prior to the new system being implemented it was not always obvious to all 
the stakeholders exactly how long-term beds were allocated.  The NAHB stated that a 
benefit of the new system would be the ability to track movement on the waiting list 
in an effort to ensure everybody is treated fairly and that people both in hospital and 
the community have an equal right to a long-term care bed.   
 
The hospital consultants stated that due to the acute shortage of long-term care beds 
there are times when they have had to prioritise their caseload and make a clinical 
decision on medical, nursing and/or social grounds to place a client ahead of others on 
the waiting list.  They spoke of the urgent need to have a procedure in place to handle 
emergency or crisis cases.  Some voiced their concerns that the new system was not 
flexible and that it did not allow the clinical governance and quality of care issues for 
the client to be accommodated.  Some were unaware of the changes that had already 
taken place following the sub-group discussions with the social workers and the 
Manager of Services for Older Persons to address some of these quality of care issues. 
 
6.6  Emergency Procedures 
As the system became operational it became apparent that there was a need to develop 
a procedure for the management of emergency cases to ensure a consistent approach 
between the three community care areas.  The emergency cases, which usually came 
from within the community, put huge pressure on the already over-stretched long-
term care facilities.  These cases require immediate attention and the Bed 
Management System as it operates normally would not be able to provide the 
individual with a long-term care bed when needed.   
 
The auditor found there was a risk of a lack of consistency in the management of 
emergency cases across the three areas.  In order to address this problem the auditor 
proposed the setting up a sub group of relevant health professionals to discuss the 
issue of emergency cases and how they should be managed.  The sub group included 
representatives from community and hospital based health professionals, management 
staff from the NAHB and the auditor. 
 
At the sub group meeting it was agreed that there was a need to be able to provide a 
place of safety, during the initial assessment phase, for the client at the centre of the 
emergency.  The NAHB management agreed to consider whether it was possible for 
this request to be met.  They returned with a reply just before the end of the audit 
period to say a place of safety, accommodation dependent upon the client’s needs, 
would be granted within the existing budget. 
 
The sub group concluded that it was not possible to agree upon specific criteria that 
would constitute an emergency case.  They suggested that cases should be assessed 
locally, involving the relevant senior health professionals and the Manager of Services 



for Older Person.  The assessment should ensure that all the available local supports 
have been utilised including support for carers, and entitlements issues sorted.  
Following the multi-disciplinary assessment, the client could either be discharged 
back home with increased home-based supports or could require placement in a long-
term care residential facility.  If long-term care is required the sub group suggested 
that the client should move to the top of the relevant community care area waiting list 
and be given the next available, suitable long term care bed. 
 
At the sub group meeting members of the Department of Old Age Psychiatry in CCAs 
6 and 7 expressed concern that, because they were operating outside the Bed 
Management System, that a system needed to be put in place to enable them to be 
able to manage the emergency cases within their service.  There is a need for further 
discussions on this issue. 
 
6.7  Referral Form 
The purpose of the referral form is to provide the bed coordinators with the 
information necessary to place the client on to the relevant long-term care waiting list.  
During the audit period the auditor noted that there were a number of different 
versions of the Northern Area Health Board Referral Form in circulation.  In some 
cases two different versions were being used by the same hospital.  Some of the 
referral forms did not allow for the documentation of the location of the client at the 
time the form was being completed.  This was discussed at the audit committee 
meeting in August where a decision was made to revise the form to allow the 
location- hospital, community, nursing home or welfare home, to be documented 
(Appendix No 8).  The audit committee agreed that further discussion regarding the 
information requested on the referral form should take place after the audit period. 
 
The auditor circulated the revised referral forms to the hospital consultants.  The 
removal of the old referral forms from circulation is a difficult process because the 
referral forms have been photocopied and placed on most of the hospital wards and in 
departments where there are clients likely to be assessed by the geriatricians.  The 
consultants were asked to ensure that the new forms would be used in the future. 
 
 
6.8  Refusal of the offer of a bed 
The Bed Management System lists people chronologically according to the date that 
the client was originally assessed in need of long-term care.  Given the severe 
shortage of long-term care beds available within the NAHB clients have to wait many 
months before being offered a bed.  During this time many of the clients awaiting 
placement in the community receive informal and formal care, which enables them to 
survive while waiting to be offered a long-term care bed.  In some cases clients 
awaiting placement in the community and welfare homes have declined the offer of a 
bed.  There are a number of reasons for them declining the bed and these include the 
fact that the client and the carers are coping or the bed offered is not suitable, from the 
client’s perspective.   
 
 



7  AUDIT PROCESS:  
DATA COLLECTION 

7.1  Retrospective view of the long-term care beds allocated in 2002 
Over the past number of years there has been a chronic shortage of long-term care 
beds for older people within the NAHB.  Hospital consultants always had a list, 
usually managed by the social workers, of clients who were awaiting extended care 
placement.  Traditionally as a bed became available the social workers attached to the 
Departments of Medicine for the Elderly were contacted.  They, in conjunction with 
the hospital consultants, would decide which of the clients should be offered the bed.  
There was no uniform system of bed allocation across the three acute hospitals and 
the system differed slightly for public and contract beds. 
 
Public beds 
The public long-term care beds at St. Monica’s Home, Cuan Ros and Seanchara 
Community Unit were accessed on a rotational basis via the Departments of Medicine 
for the Elderly at three acute general hospitals, the Mater, Beaumont and James 
Connolly Memorial Hospital.  The long stay beds at St. Mary’s Hospital and St. 
Clare’s were accessed via the Department of Medicine for the Elderly at St. Mary’s 
Hospital.  Long-term care beds at James Connolly Memorial Hospital (JCMH) were 
allocated via the Department of Medicine for the Elderly at JCMH on a rotational 
basis.  The Department of Old Age Psychiatry CCA 6 and 7 had access to ten beds in 
Cuan Ros and ten beds in Seanchara and also some access to beds in St. Monica’s 
Home. 
 
Contract beds 
The Nursing Homes Section of the NAHB in Swords managed the contract beds 
centrally.  These beds were traditionally allocated to the acute general hospitals and 
were dependent upon the prioritised needs of the various hospitals and the demands 
placed on their Accident and Emergency Department and their acute bed resource.  
The contract beds were also utilised to facilitate those clients in private nursing homes 
who had run out of funds and clients living in a community setting who were in need 
of residential long-term care.  The Department of Old Age Psychiatry CCA 6 and 7 
also had access to the contract beds through the Nursing Home Section for 
community based clients. 
 
There were a total of 379 extended care beds allocated to clients within the NAHB 
region in 2002.  Two hundred were public beds and 179 were contract beds in private 
nursing homes (Tables 1 and 2).  The location of the client prior to admission was not 
available in all cases; there was missing information on seven public admissions and 
nine contract bed admissions.  A detailed description of the location of the clients 
prior to admission to the public long stay units is provided in Appendix No. 9.  Of the 
363 admissions to long-term care in 2002 for whom a prior location was recorded: 
• 150 (41.4%) were admitted from acute hospitals; Beaumont, JCMH, Mater Our 

Lady of Lourdes Hospital 
• 87 (24.0%) were admitted from St. Mary’s  
• 51 (14.0%) were admitted from the community 
• 47 (12.9%) were admitted from private nursing homes 
• 28 (7.7%) were admitted through the psychiatric services 
 
 



Over one quarter of the admissions to contract beds were allocated to clients already 
residing in private nursing homes who had been in receipt of a health board 
subvention contributing towards the nursing home fees and whose personal finances 
had run out. Tables 1 and 2. 
 
Table 1 Location from which clients were admitted into public beds in 2002 
Location prior to admission to public long-term care   No.  % 
St Mary’s Hospital (63 clients were in rehab beds)   74   38.3 
Acute hospitals; Beaumont (41), Mater (9), JCMH (18).   68   35.2 
Community / home   34   17.6 
Psychiatric hospitals; St Ita’s (11), St Vincent’s (3)   14     7.2 
Rehab ward, JCMH     2     1.0 
Nursing home     1     0.5 
Total 193 100.0 
 
 
Table 2 Location from which clients were admitted into contract beds in 2002 
Location prior to admission to a contract bed No.  % 
Acute hospitals; Beaumont (37), Mater (25), JCMH (16), Our Lady of Lourdes (3) 81   47.6
Private nursing home on subvention when personal funds run out 46   27.0
Community; CCA 6 (5), CCA 7 (6), CCA 8 (6) 17   10.0
St Mary’s Hospital 12     7.1
Old Age Psychiatry CCAs 6 & 7 10     5.9
Psychiatric hospitals; St. Ita’s (2), St. Brendan’s (1), St. Vincent’s (1) 4     2.3
Total 170 100.0

 Data incomplete 
 
Of the client’s allocated a long-term care bed in the NAHB region in 2002 
information regarding their original address or CCA was missing in 32 cases.  Of the 
remaining 357 clients Table 3 shows the distribution of the long-term beds across the 
community care areas.   
 
Table 3 Distribution of the admissions to long-term care across the Community Care Areas 
during 2002 

Public beds  Contract beds Total CCA 
No. % No. % No. % 

6   83   44.4   50   29.4 133   37.3 
7   48   25.7   56   33.0 104   29.1 
8   56   29.9   64   37.6 120   33.6 

Total 187 100.0 170 100.0 357 100.0 
 
The 200 public bed admissions were distributed across the seven public residential 
care facilities within the region.  St. Mary’s Hospital has the highest number of long-
term care beds and had the highest number of admissions.  However, it is important to 
note that Lusk Community Care Unit opened in 2002.  It had 38 admissions for the 
year.  Many of the clients had been originally living in CCA 8.  As with all the public 
beds, once all the beds are filled a vacancy will only occur when a resident in the unit 
dies, therefore so the rate of admissions into Lusk would be expected to be less in 
2003. Table 4. 
 



Table 4 Distribution of the public bed long-term care admissions during 2002 
Long–term care unit No.   % 
St. Mary’s Hospital 86   43.0 
Lusk 38   19.0 
JCM 24   12.0 
Cuan Ros 18     9.0 
St. Clare’s Home 18     9.0 
St. Monica’s   9     4.5 
Seanchara   7     3.5 
Total 200 100.0 
 
The Department of Old Age Psychiatry had difficulty collating data on all their 
admissions during 2002.  Most of their clients are community based and many are 
placed in private nursing homes; some are in contract beds, others fund their 
placement privately or receive subvention.  Dr. Wrigley states that a review of the 
usage of long stay beds carried out in the recent past indicated that the service 
accommodates approximately 70 clients into long-term care annually. 
 
 
7.2  Long-term care beds allocated through the Bed Management System between 1st 
May to 31st October 2003 
The waiting lists comprise of the names of clients for whom referral forms have been 
completed and submitted to the bed coordinators.  A large number of clients who had 
been referred to long-term care prior to the introduction of the system had to have a 
referral form completed by the hospital consultant and or their team.  It took a number 
of months for all the referral forms to be submitted to the bed coordinators and for the 
client’s names to appear on the waiting lists.  Table 5 indicates the increase in the 
number of names on the waiting lists over the six month period. 
 
Table 5 Total number of clients on the waiting list throughout the audit period 
CCA Start of audit period 

01.05.03 
June July Aug Sept Oct End of audit period 

31.10.03 
6   51 131 154 153 166 181 177 
7   65   79 104 124 133 133 144 
8   73   80 109 116 116 119 120 

Total 189 290 367 393 415 433 441 
 
A total of sixty-four clients were allocated a long-term care bed through the Bed 
Management System during the audit period, 25 in CCA 6, 19 in CCA 7 and 20 in 
CCA 8.  Fifty-three percent (34) of the beds allocated were in public extended care 
facilities and the remainder were contract beds in private nursing homes.  The contract 
beds were available to the system until 31st August 2003 when the Department of 
Health and Children introduced the new subvention guidelines and the phasing out of 
contract beds.  Since 1st September when a client in a contract bed dies, that bed is 
removed from the extended care bed stock.  The contract beds were only available for 
four of the six months of the audit period and yet they accounted for over half the 
beds allocated in CCA 7 and almost half of the beds allocated in CCA 6. Table 6 
 



Table 6 Public and contract beds allocated in each community care area during the audit 
period 
 Public beds Contract beds  

01.05.03 - 31.10.03
Total 

CCA 6  13 12 25 
CCA 7    8 11 19 
CCA 8  13   7 20 
Total 34 30 64 
 
 
Public beds allocated in the six-month audit period 
Table 6 shows the location of the 34 public beds allocated during the audit period.  
One client from CCA 7 was admitted to Lusk in order to facilitate the admission of 
another client from CCA 8 to a bed in Seanchara.  Three of the seven clients 
admissions to Lusk were to one of the ten ‘ring-fenced’ beds for the Department Of 
Old Age Psychiatry in CCA 8. Table 7 
 
Table 7 Distribution of the admissions to the public beds during the audit period 
Extended care facility CCA 6 CCA 7 CCA 8 Total 
JCMH (Units 1 & 6) 6 3 0 9 
Lusk  0 1 7 8 
St. Mary’s 2 2 2 6 
St. Clares 1 2 2 5 
Cuan Ros 4 0 0 4 
St. Monicas 0 0 1 1 
Seanchara 0 0 1 1 
Total 13 8 13 34 
 
Location of the clients prior to their admission to the extended care facility 
This information was difficult to compile because during the audit period the Bed 
Management System did not capture this data.  As a result they had to be gathered 
manually.  Data were gathered on 60 of the 64 clients.  The highest proportion 
(28.3%) of individuals allocated a long-term care bed were those residing in a private 
nursing home.  These clients featured at the top end of the waiting lists because their 
original date of assessment was some time in the past prior to their placement in the 
nursing home.  Over a quarter (26.7%) were living in the community and just under a 
quarter (23.3%) were in an acute hospital bed. Table 8   
 
Table 8  Location of a client prior to their admission to long-term care 
Location pre admission CCA 6 CCA 7 CCA 8 Total 

No.          % 
Private nursing home   5 8 4 17   28.3 
Community 6 3 7 16   26.7 
St. Mary’s Hospital 5 2 0   7   11.7 
Acute bed JCMH 4 1 0   5     8.3 
Acute bed Mater 4 1 0   5     8.3 
Acute bed Beaumont 0 1 3   4     6.7 
Welfare home 1 2 0   3     5.0 
St Ita’s 0 1 2   3     5.0 
Total 25 19 16 60 100.0 

 Clients resident in a private nursing home who had been in receipt of subvention but whose personal 
funds had run out. 



Information available from the waiting lists  
The information available on the waiting lists at the end of the audit period is 
presented in the Tables 9 below.  The clients listed on the waiting list who, at the time 
of printing of the report, are awaiting placement either in the community or in a 
hospital bed are listed in the tables as the ‘Total actively awaiting placement’.  The 
bed coordinators were notified of a total of 59 clients who had died while awaiting 
long-term care placement and their names were removed from the waiting lists (16 in 
CCA 6, 26 in CCA 7 and 16 in CCA 8). 
 
Table 9  Data obtained from examining the final waiting list of the audit period in each 
community care area. 
Data obtained from the waiting 
list 

CCA 6 
On 28.10.2003 

CCA 7 
On 03.11.2003 

CCA 8 
On 29.10.2003 

Total being offered a bed at time 
of report 

1 0 0 

Total who declined offer of a bed 12 8 
(2 in a welfare home) 

3 

Total residing in a nursing home 11 7 14 
Total residing in a welfare home 2 0 0 
Total who availed of the 
discharge initiative 

22 15 22 

Total actively awaiting 
placement

129 
(62 in a hospital bed) 

114 
(97 in a hospital bed) 

81 
(26 in a hospital bed) 

Total number of clients listed 
on the waiting list 

177 
(133 women, 44 men) 

144 
(97 women, 47 men) 

120 
(76 women, 44 men) 

Clients awaiting placement either in the community or an acute hospital bed i.e. not residing in 
nursing homes, welfare homes or in the community having declined the offer of a bed 
 
 
7.3  Long-term care beds allocated to clients through the Department of Old Age 
Psychiatry in CCAs 6 and 7 between 1st May and 31st October 2003 
 
The Department of Old Age Psychiatry in CCAs 6 and 7 is operating outside the Bed 
Management System.  A total of 142 long-term care beds have been ring-fenced for 
this service, 110 public beds and 32 contract beds (Appendix No. 4).  However, it was 
agreed that the auditor would record the number of clients allocated a long-term care 
bed through this service during the audit period.  The service designed a form to 
collect data during this period (Appendix No. 10). 
 
Fifteen clients were placed in long-term care during the six months, seven people into 
public beds; six located in Bloomfield Hospital and two in Unit 3 in James Connolly 
Memorial Hospital, four people were admitted to contract beds and three funded their 
placements privately.  The time between the decision to place a client into long-term 
care and the actual placement ranged from 0 to 63 days, almost two thirds of the 
clients were placed within ten days of the decision.  Four of the fifteen admissions to 
long-term care required admission for stabilisation of behavioural and / or psychiatric 
symptoms in St. Vincent’s Hospital, Fairview prior to their admission to long-term 
care.  Twelve of the clients had a primary diagnosis of dementia, one person had 
depression, another had a schizo-affective disorder and one client had a delusional 
disorder.  A number of these clients also had chronic medical conditions such as 
hypertension, chronic heart disease, osteoporosis and osteoarthritis. 
 



The health board has discontinued the provision of contract beds to new cases since 
1st September 2003.  None of the Department of Old Age Psychiatry clients currently 
residing in contract beds have died since 1st September.  The Nursing Home Section 
in the NAHB have decided that on the death of one of these clients ‘enhanced’ 
subvention will be provided to the next client of this service in need of long-term care.   
 
As with the other health professionals involved in the care of the elderly the 
Department of Old Age Psychiatry service providers have expressed concern 
regarding the need for a procedure to be set in place for the provision of 
accommodation for emergency or crisis cases.  Though the service is operating 
outside the Bed Management System the service providers have expressed a wish to 
be included in any discussions aimed at addressing this issue. 
 
The Department of Old Age Psychiatry in CCA 8 is operating within the system but 
has ten ring-fenced beds in Lusk Community Unit.   



8  OUTCOME AND CHANGES REQUIRED 
 
8.1  IT Package 
The PAS Bed Management System was created in the autumn of 2002 but its 
usefulness could only be tested when the system became operational.  The problem 
with the original format of the waiting list became immediately apparent.  
Modifications were required to ensure that the IT system produced reports, which 
enabled the tracking of clients on the waiting lists.  The delay in addressing the 
problems identified resulted in a negative impression of the system initially.  
However, through the setting up of a sub group, which included a representative of all 
the relevant personnel, the problems with the IT system were identified and 
addressed.  The user group has not yet examined the new report designed to track the 
movement of clients’ listed on the waiting list. 
 
Outcomes 
• One of the bed coordinators was appointed a ‘super-user’ to improve 

communication between the IT department, the health board management and the 
bed coordinators. 

• Additional reporting systems were designed to produce a waiting list per 
community care area and per hospital consultant and the bed coordinators were 
trained to produce the new reports.   

• A new report recording the movement of clients on and off the waiting list has 
been designed but not yet implemented. 

• The bed coordinators were given increased access to the PAS system to enable 
them to print an in-patient census on any given day.  The bed coordinators were 
given training on how to produce the report. 

• Information added to the waiting list;  
o location of the client while awaiting placement,  
o the clients who have availed of the acute hospital discharge initiative 
o the clients who have declined the offer of a long-term care bed 

 
Changes required 
• Monitoring of the usefulness of the new report recording the movement of clients 

on and off the waiting lists 
• Distribution of the waiting list to the relevant stakeholders to meet the objective of 

openness and transparency  
• Development of the web access to the waiting list as described in the original 

proposal. 
• Consideration of how and by whom vital statistics are to be gathered regarding: 

o In-patient census on any given date 
o Bed occupancy rates 
o Monitoring the length of time a long-term care bed remains vacant. 

 
 
8.2  Operating Procedures 
Regular contact was set up between the social workers and the Manager of Services 
for Older People to discuss the specific requirements of the clients at the top of the 
waiting list who may be offered a bed in the immediate future.  The hospital units 
agreed to attempt to reassess those at the top of the list who had not been seen 
recently by the hospital consultant to ensure that their care-needs were fully 



understood.  The purpose of this was to ensure that the bed coordinators would be 
able to offer the most appropriate type of bed to the client at the top of the list.  This 
regular contact would improve communication between the two disciplines and 
ensure a better understanding of the issues or problems, which exist in the hospital 
and the community setting.  It also provided the opportunity for the information 
recorded on the waiting list to be updated. 
 
Outcomes 
• The operating procedures for the bed co-ordinators were revised and circulated 
• Regular contact was established between the social workers and the Managers of 

Services for Older People to discuss the specific care needs of the clients at the 
top of the waiting lists 

• The consultant geriatrician agreed in principle to review those clients who have 
not recently been seen by the service regarding the need to have them reassessed. 

 
 
Changes required 
• Increased staff resources need to be considered 

o Clinical staff to facilitate the reassessment of the clients at the top of the 
waiting list who require review. 

o Administrative staff to facilitate the flow of information between the 
hospitals and the community. 

o Multi-disciplinary team in the hospital assessment units to facilitate 
additional referrals.  

o Social workers to facilitate contacting clients not seen for some time.   
• Staff to monitor movement on the waiting lists 
 
 
8.3  Refusal of a long-term care bed offer 
Since the system came into operation a total of twenty-three individuals have declined 
the offer of a long-term care bed.  The issue of how to manage those who have 
declined the offer of a bed was not expected to be a problem and was not discussed 
prior to the implementation of the system.  As yet there is no procedure in place for 
the consistent management of these clients across the three community care areas. 
 
Given that one of the objectives of the Bed Management System is equity and 
transparency there should be careful documentation, consistent across the three 
community care areas, of any correspondence regarding an offer of an extended care 
bed.  There is a need for multi-disciplinary community and hospital-based health 
professionals and administrative staff to discuss the implications of this issue from 
both the client and carer’s perspective and from the perspective of the health board.   
 
Outcomes 
• The clients who have declined the offer of a long-term care bed are now being 

recorded on the waiting list 
 
Changes required 
• There needs to be discussion about the management of the clients who decide to 

decline the offer of a long-term care bed.  There is a need to consider: 



o That the documentation of any communication with a client must be 
consistent across the three community care areas 

o The management of the client to ensure his/her care needs will be catered 
for in the future if required. 

 
 
8.4 Long-term care bed closures and the impact on the division of the long-term care 

beds  
Due to the closure of the thirty beds in St. Mary’s Hospital there were a total of 1083 
public and contract beds available in the NAHB compared to the 1113 total, which 
had previously been divided between the three CCAs (Appendix No. 4) on 1st May 
2003.  Of the 1083 beds 212 beds (180 public beds and 32 contract beds) were ring-
fenced for the Department of Old Age Psychiatry in CCAs 6,7 and 8.  At the end of 
the audit period a further 28 contract beds had been withdrawn from the system due to 
the phasing out of contract beds. 
 
The closure of the beds in St Mary’s Hospital effectively removed the female beds in 
St. Mary’s Hospital from the system.  This plus the closure of some beds in St 
Monica’s, St. Clare’s Home and Cuan Ros and the phasing out of the contract beds 
has dramatically reduced the number of long-term care beds available to the Bed 
Management System.  Often the key stakeholders are not informed when a decision is 
made to close long-term care beds.  The additional funding provided by the Minister 
for Health and Children to alleviate the demand on the acute hospital beds and the 
new subvention guidelines have impacted on the new system resulting in clients being 
offered long-term care options irrespective of their position on the waiting lists.  The 
lack of clarity on the issue of an individual’s entitlement to a public funded bed is also 
a problem. 
 
Outcomes 
• The NAHB agreed to notify the relevant stakeholders when operational decisions 

were made regarding the opening or closing of long-term beds within the region. 
• The consultant geriatricians agreed to operate with the division of the public and 

contract beds between the three community care areas until the review at the end 
of the audit period 

• The audit committee agreed that the 48 displaced long-term care residents in St 
Mary’s Hospital were to be accommodated in the long-term care beds within the 
hospital as they became vacant. 

• The NAHB have formally requested clarification from the Eastern Regional 
Health Authority on the issue of entitlement in light of the Ombudsman’s Report. 

 
Changes required 
• Decisions need to be made as to how to allocate the money that is being saved 

from the phasing out of the contract beds in order to fund continuing long-term 
care in the NAHB region. 

• Prioritising cases on the waiting lists may also need to be considered. 
• There is a need to consider the implications on the Bed Management System of 

any reduction in the long-term care bed stock. 
 



8.5  Emergency cases 
A hospital and community-based multi-disciplinary sub group was set up to discuss 
how emergency cases should be managed within the Bed Management System.  The 
discussion concluded that it was difficult to set down specific criteria for the 
definition of an emergency case.  The NAHB have agreed to provide, within the 
existing budget, accommodation to clients who require a place of safety while they 
are being assessed.  The need to ensure a consistent approach across the three 
community care areas regarding what constitutes an emergency case still needs to be 
explored.  Discussion involving representatives of all the professions directly 
involved in caring for the client and their carers in a crisis or emergency situation 
needs to take place.  The previously mentioned definition for emergency case 
provided by the social workers could form the basis for this discussion.  
 
Outcomes 
• Following sub group discussion it was agreed there was a the need for the 

provision of emergency accommodation to manage the emergency cases.   
• At the end of the audit period the NAHB has agreed to supply emergency 

accommodation when required from within the existing long-term care budget. 
 
Changes required 
• Discussions need to take place to set down a standard for the management of 

emergency cases throughout the NAHB region. 
• The management of emergency cases within the Department of Old Age 

Psychiatry in CCA 6 and 7 needs also to be discussed and resolved. 
 
 
8.6  Tracking movement on the waiting list 
The auditor tracked the movement of clients on the waiting list.  The auditor sought 
an explanation from the bed coordinator or the clinical team when a client, other than 
one listed at the top of the list, was allocated a long-term care bed.  The decision to 
place this client ahead of others was usually made by the hospital consultant who 
prioritised the case due to medical, nursing and or social needs.  The number of cases 
that required an enquiry increased in September and October when the pressure for 
beds increased due to the phasing out of the contract beds. 
 
Outcomes 
• Bed coordinators supplied a weekly record of all the movement on to and off the 

waiting list, enabling the auditor to monitor the movement weekly. 
• IT department have recently produced a new reporting system to capture this 

detail. 
 
Changes required 
• Review the new reporting system which monitors the movement on the waiting 

list  
• Ensure the movement on the waiting list continues to be monitored regularly 
• Continue to work towards ensuring the system is transparent and open to scrutiny 

by the designated personnel  
 
 



8.7  Referral Form 
Though the referral form was amended during the audit period, the audit committee 
agreed that the form would require a more detailed review after the audit period. 
There is a necessity to review the need for clinical details to be documented on the 
referral form because it is only completed when the consultant in medicine for the 
elderly and or the multi-disciplinary team have made the clinical decision that the 
client requires a long-term care placement.  The clinical details are currently not 
recorded on the system. 
 
The location of the client, at the time the form is being completed, can be useful data 
from a health planners perspective.  However, there is some discrepancy in the detail 
currently being gathered regarding location.  Some doctors are documenting ‘hospital’ 
for the community-based clients being assessed as a day case in a hospital.  In some 
cases the client’s location changes during the waiting period. 
 
Outcomes 
• The referral form was revised to capture the location of the client at the time of the 

referral whether that is hospital, community, nursing home or welfare home.  The 
revised referral form was circulated to all the consultant geriatricians. 

 
Changes required 
• Review of the need to document the clinical care needs on the form 
• Review of what are the essential data required to ensure that the Bed Management 

System operates efficiently 
• Review of the relevance of documenting the Barthel and Rankin Scores of each 

client.  The need for this information is questionable given that those scores may 
change during the waiting period.  There is such a delay between the time a client 
is assessed and then offered a bed that the client’s general health and care needs 
could have changed.   

• In order to keep the system updated health professionals who receive the waiting 
list should know how to contact the bed coordinators to make a change in a 
client’s data if required. 

 
 
8.8  Additional funding announced by Minister Micheál Martin for the patients 
awaiting long-term care in acute hospitals 
In August 2003 the Minister for Health and Children, Micheál Martin announced that 
there was extra funding available for the provision of long-term care for acute hospital 
inpatients awaiting a publicly funded long-term care bed.  This discharge initiative 
was introduced in an effort to alleviate the shortage of acute hospital beds.  The 
funding for this initiative is to be renewed annually.   
 
In the NAHB region a total of 91 clients in acute hospital beds were accommodated 
through this initiative, 65 of these clients were already on a waiting list for publicly 
funded long-term residential care.  Many opted for the ‘enhanced’ subvention 
package, which provided them with financial assistance, depending upon their means, 
enabling them to move into private nursing home beds.  The lack of clarity regarding 
an individual’s entitlement to a publicly funded long-term care bed prevented any pre-
admission agreement being obtained from these clients to have their name removed 
from the waiting list for a fully funded public long-term care bed and has resulted in 



their names remaining on the waiting list.  In order visibly to track the clients who 
have availed of this initiative, a new field has been added to the waiting list report, 
which provides detail on the status of the client.   
 
Outcomes 
• A new field has been added to the waiting list report to enable the tracking of the 

clients who have availed of the discharge initiative 
 
Changes required 
• The ERHA needs to provide guidelines regarding an individual’s entitlement to a 

publicly funded long-term care bed 
• Decisions need to be made regarding: 

o how this additional funding initiative is to be managed in the future.  The 
certainty regarding the level of funding could assist in planning service 
provision  

o how this initiative will impact on operation of the Bed Management 
System. 

 
 
8.9  Phasing out of contract beds and the new subvention guidelines 
The ERHA made the decision to phase out the contract beds in private nursing homes 
and introduce new subvention guidelines, which came into operation in September 
2003.  There were originally 482 contract beds when the long-term care beds were 
divided between the three areas.  Since 1st September twenty eight clients residing in 
contract beds have died and these beds have effectively been removed from the 
NAHB’s long-term care bed supply.  Of the twenty eight beds twelve were allocated 
to CCA 6, ten to CCA 7, five to CCA 8 and one to the Department of Old Age 
Psychiatry in CCAs 6 and 7.  The NAHB has said that money saved from the closing 
of contract beds will continue to provide long-term care for the elderly in the region.  
The health board have said that they plan to set up discussions on how this money is 
to be redirected in line with the Bed Management System. 
 
Outcomes 
• Reduction in the long-term care bed stock as contract beds are closing 
 
Changes required 
• Decisions need to be made on how the funding from the closed contract beds is to 

be redirected to continue to provide long-term care to the elderly in the region  
 



9  DISCUSSION 
 
The aim of the Bed Management System was to introduce an automatic bed 
management system incorporating a combined hospital and community waiting list of 
older people awaiting long-term care placement in publicly funded extended care 
beds.  The system has been in operation for six months and though initially there 
appeared to be a certain lack of confidence in the system it has already achieved some 
of its objectives.  A combined waiting list now exists, which provides for the first 
time, central information across the NAHB region on vital statistics such as the total 
number of older people awaiting long-term care, where these people are located, their 
original community care area and whether they are awaiting placement in the 
community, in hospital, in a private nursing home or a welfare home.  Work has 
begun on developing a method of visibly tracking the movement and usage of the 
publicly funded long-term care beds within the region.  However, certain issues 
emerged that related either to the system itself or the process of introducing the 
system that has influenced the effectiveness of the new system.  
 
Review of the Bed Management System 
Thirty beds were closed in St Mary’s Hospital and further beds were closed in St. 
Clare’s Home, St. Monica’s, Lusk and Cuan Ros due to insufficient funding or 
problems with staff ceiling issues.  On 1st September the health boards began phasing 
out the contract beds in private nursing homes.  This has resulted in twenty-eight 
contract beds being withdrawn from the region’s long-term care bed supply.  In 2002, 
379 extended care beds were allocated to clients aged 65 years and older, 200 public 
beds and 179 contract beds.  During the six-month audit period a total of 64 clients 
were allocated a long-term care bed through the Bed Management System, 34 public 
beds and 30 contract beds.  Thirty-two women were also relocated in long-term care 
beds in St Mary’s Hospital giving a total turnover of 96 publicly funded long-term 
care beds in the region in the six-month period.   
 
However, since 1st September there has been a dramatic drop in the turnover of beds 
because the only beds that have become available to the new system are the public 
long-term care beds.  Though these factors were outside the control of the Bed 
Management System they have resulted in a decrease in the number of older people 
being allocated a long-term care bed during the six-month audit period.  There is a 
risk that the new system will be perceived by many to have caused the slow turnover 
in the long-term beds. 
 
Prior to the introduction of the system the steering group decided that clients’ names 
would appear on the waiting list in chronological order according to the date upon 
which the client was assessed in an effort to ensure equitable access to the waiting list 
for all clients.  However, this method of allocating the position on the waiting list 
favours those who have been known to the service over those clients who, for 
whatever reason, are new to the service and does not allow for the prioritisation of 
cases according to clinical need. 
 
All clients residing in private nursing homes (in receipt of subvention from the health 
board whose personal funds are diminishing) or in welfare homes (whose care needs 
have increased) would have been assessed prior to that placement.  As a result, when 
they are entered into the new system, their names appear at the top end of the waiting 



list.  However, it is worth noting that while these clients await placement they are 
being cared for in a residential care setting.  Conversely the clients who present to the 
service for the first time may be in more need of urgent placement but because they 
are new to the service and have just been assessed their names appear at the bottom of 
the list.  Some of these clients may be living in the community with no formal support 
structures in place. 
 
There is a possibility that, given this method of determining a client’s position on the 
waiting list and the delay currently being experienced by clients on the list, that a 
consultant and the multi-disciplinary team will choose to refer a client for long-term 
care on the chance that they may require residential placement in the future.   
 
The waiting list provides, for the first time, a database of all the older people assessed 
to be in need of long-term care.  This information could be very useful to a region’s 
service planners in aiding the identification of the geographic distribution of the more 
vulnerable elderly who have been assessed as requiring long-term care.  This 
information would also be beneficial to the community-based services by identifying 
the elderly awaiting placement in the community setting.  Currently the public health 
nursing service, which one of the main support services for the elderly living in the 
community, is not routinely informed of the clients awaiting placement.  The 
distribution of the waiting list to public health nurses would ensure that the vulnerable 
elderly, waiting long-term care placement in the community, are known to the service.  
Distribution of the waiting lists to the general practitioners, who would have 
originally referred many of the clients listed to the Departments of Old Age Medicine 
and Psychiatry for assessment, would also be useful.  Providing these services with 
regular information regarding the position of their clients on the waiting list would 
enable the health professionals to provide their clients and carers with a realistic 
expectation as to how long they may have to wait before receiving an offer of a long-
term care bed.  
 
In the current climate of insufficient long-term care beds, the Bed Management 
System provides a database of all clients referred for long-term care but it does not 
allow for the identification of those people listed who require immediate placement.  
There is a need to consider prioritising cases to ensure the beds are allocated equitably 
to those in greatest need.  The Bed Management System, in its current format, does 
not allow any prioritisation of clients who require placement urgently.  Given the 
intense demand for acute hospital beds there is a need to consider prioritising clients 
awaiting placement in the acute hospitals.  Consultants in medicine for the elderly 
describe experiencing increasing pressure from colleagues to accommodate these 
clients ahead of others on the waiting list.  Some community-based clients who are 
not receiving adequate support at home and are deemed, by the team, to be in urgent 
need of placement should also be prioritised.  Providing access to long-term care beds 
to clients in the community is necessary to overcome the general perception that long-
term care beds can only be accessed through the acute hospitals.  The clients in 
private nursing homes and welfare homes are already in residential care and if cases 
were being prioritised their needs could be considered separately. 
 
Within the care of the elderly service there have always been emergency or crisis 
cases, which require immediate attention.  The cases are often community-based and 
an urgent place of care is often required while the client’s needs are being assessed.  



Following a sub group discussion the NAHB has recently agreed to provide 
emergency accommodation within the board’s existing budget to such clients.  
However, there is a need for a multi-disciplinary working group to develop a 
procedure to ensure consistent management of such cases across the three community 
care areas.  Until such procedures are put in place most emergency cases will present 
to an Accident and Emergency Department and be admitted to an acute hospital bed 
to await long-term care placement.   
 
At the time when the new system was being introduced plans were in place to expand 
the care of the elderly services within the NAHB region.  The Home First Programme 
and a Stroke Unit were to be introduced in CCA 6.  These services and the 
rehabilitation beds in St. Mary’s Hospital and James Connolly Memorial Hospital 
enable clients to reach their maximum potential and could potentially reduce the 
demand for long-term residential care.  However, there has been a delay in 
introducing the new programmes and clients who are awaiting long-term care 
placement are currently occupying many of the rehabilitation beds.  It is vital that 
these types of preventative services are available to improve the quality of the 
services being offered to the elderly in an effort to reduce the need for residential 
long-term care. 
 
The additional funding, provided by the Minister for Health to alleviate the shortage 
of acute hospital beds, resulted in long-term care beds being allocated to clients in 
acute hospital beds.  Though these beds were allocated outside the Bed Management 
System, the system does provide a database, which shows the clients who have been 
accommodated through this initiative.  The issue of their entitlement to remain on the 
waiting list for publicly funded long-term care beds and whether they should be 
considered to be a priority, still requires attention. 
 
Review of the implementation process 
An audit is usually concerned with monitoring performance against established 
standards and implementing appropriate change as necessary to meet the standards.  
As there were few pre-set standards in place and considering the radical changes 
brought about by the implementation of the new system the auditor monitored the 
process of its introduction.   
 
Overall, the auditor notes a huge willingness to engage in the process with good 
interdisciplinary communication and teamwork particularly because the new system 
introduces a change in the way long-term care beds for the elderly are allocated 
throughout the region.  The audit committee members, the bed coordinators and 
others closely involved with the implementation and operation worked closely with 
the auditor and gave generously of their time and their expertise.  For those 
professionals closely involved with the new system the process has proven very time-
consuming (Appendix No. 11).  There was no additional administrative support or 
additional clinical staff employed to implement the new system, which resulted in a 
huge increase in the workload for many of the health professionals involved in the 
system’s implementation.  It is necessary to review the staff resource issue, if the 
system is to continue, to ensure it can operate more effectively in the future and work 
towards achieving all its objectives. 
 



If the system is to continue to operate within the NAHB there is a need to consider the 
establishment of a formal structure to support its implementation.  There was no 
project manager and as a result the auditor had to act as the liaison person between the 
professions.  The auditor was in the unique position to be able to learn from the 
individual professions how the new system impacted on their service.  This method of 
communication aided the identification of issues that required attention.   
 
Now that the audit has been completed there is a need to consider the appointment of 
a project manager who can continue this process and focus their undivided attention 
on the project.  This would reduce the workload currently being carried by members 
of the audit committee.  There is a need to consider the establishment of a steering or 
implementation committee consisting of representation of individuals with decision 
making powers from all the professions closely associated with the assessment and 
placement of older people into long-term care.  This committee could replace the 
audit committee.  The inclusion of a representative from the nursing profession could 
be considered given their key role in the care of the elderly.  The health strategy 
documents remind us of the importance of including the consumer or client group in 
the planning and delivery of services.9 19  There is a need to consider how to secure 
client participation in the implementation process. 
 
Throughout the audit period sub groups or working groups consisting of professionals 
with specific expertise were established to explore specific issues as they arose.  The 
groups proved to be very useful in improving the communication network between 
professions as well as providing the expertise necessary to facilitate the audit 
committee in the creation of standards or procedures.  There will be a need for further 
sub groups to be set up to address the unresolved issues identified within this report.  
These sub groups could report back to the steering committee to facilitate decisions 
regarding policy change or procedures. 
 
Summary 
The Bed Management System was introduced to provide equitable access for 
community and hospital based clients at a time when there were insufficient long-term 
care beds in the NAHB to meet the demand.  Shortly after its introduction there were 
further reductions in the number of beds available, which resulted in consultants 
having, on occasions, to prioritise the clients that were admitted into a long-term care 
bed.  The provision of additional funding to alleviate the pressure on the acute 
hospital beds saw hospital-based clients being accommodated ahead of community-
based clients.  Despite these external factors the system has continued to operate.  
There has been a huge amount of work involving a large number of health 
professionals to bring the new system to this stage.  As there were few established 
standards and procedures the audit process has helped to identify issues that exist that 
need to be addressed in order for the new system to continue.  The future of the Bed 
Management System will depend upon the outcome of the review of the six-month 
audit period. 
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Appendix No 1: Subvention Guidelines 
 
Until 31st August 2003 the nursing home subvention entitlement under the Nursing 
Home Subvention Regulations 1993 provided for the health boards to pay a grant 
towards the cost of providing nursing care in a registered private nursing home.  The 
grant depended upon the person’s level of dependency as determined by the 
consultant geriatrician or the multi-disciplinary team.  There were different maximum 
rates for each level of dependency. Table 11 
 
Table 11 Subvention rates for each level of dependency until 31st August 2003 
Dependency  Weekly subvention from April 

2001 – 31st August 2003 
Medium  A person who requires care because 

the appropriate support and nursing 
care cannot be provided in the 
community.  Their mobility would be 
impaired to the extent that they 
would require supervision or a 
walking aid. 

 
 
 
 
 
 
€114.30 

High A person who requires nursing home 
care but is not bed-bound.  The 
person may have a combination of 
physical and mental disabilities, may 
be confused at times and be 
incontinent.  He or she may require a 
walking aid and physical assistance 
to walk. 

 
 
 
 
 
 
 
€152.40 

Maximum A person who requires constant 
nursing care.  The person is likely to 
have very restricted mobility, require 
assistance with all aspects of physical 
care or be confused, disturbed or 
incontinent. 

 
 
 
 
 
€190.50 

The health board has discretionary powers under Article 10.6 of the Nursing Home 
(subvention) Regulations to make an ‘enhanced’ subvention payment.  An ‘enhanced’ 
subvention is a top-up payment which may be approved by the health board in 
addition to the subvention that the person is already receiving.   
 
Since 1st September 2003 the health boards have been instructed to phase out the 
contract nursing home beds.  As clients in the contract beds die, the health board 
finance, which contributed towards the cost of this bed, is to be redirected to continue 
to provide long-term care for the elderly.  One option suggested is the extension of the 
‘enhanced’ subvention scheme to those in need of long-term care.  ‘Enhanced’ 
subvention can be approved for any amount between the maximum regular 
subvention rate of €190.50 and the maximum ‘enhanced’ rate of €680.00 (including 
the client’s own income).  For maximum dependency clients the highest amount, 
which can be approved, is €680.00 (including the client’s own income).  For high 
dependency clients the maximum amount, which can be approved, is €508.00 
(including the client’s own income). 



Appendix No. 2 a Percentage of the population from 2002 Census aged 65 years and 
older in each DED in CCA 610 
 
CCA 6    
DED Total 65 yrs + % 
001   Arran Quay A 1390 200 14.38
002   Arran Quay B 3089 199 6.44
003   Arran Quay C 2375 110 4.63
004   Arran Quay D 3675 382 10.39
005   Arran Quay E 2902 460 15.85
006   Ashtown A 6817 910 13.35
007   Ashtown B 2607 547 21.02
011   Ballygall A 2843 241 8.48
012   Ballygall B 1747 499 28.56
013   Ballygall C 3787 776 20.49
014   Ballygall D 2412 402 16.67
020   Ballymun F 2652 458 17.23
027   Botanic A 2914 491 16.85
030   Cabra East A 5396 597 11.06
031   Cabra East B 3661 751 20.51
032   Cabra East C 3638 445 12.23
033   Cabra West A 1700 201 11.82
034   Cabra West B 2645 389 14.71
035   Cabra West C 2937 417 14.2
036   Cabra West D 2865 306 10.68
051   Finglas North A 3540 415 11.72
052   Finglas North B 2938 519 17.67
053   Finglas North C 3129 664 21.22
054   Finglas South A 2607 551 21.13
055   Finglas South B 3309 174 5.26
056   Finglas South C 2768 258 9.32
057   Finglas South D 2138 116 5.42
068   Inns Quay C 2359 233 9.88
079   Phoenix Park 1468 330 22.48
089   Rotunda B 1752 101 5.76
008   Blanchardstown-Abbotstown 2537 378 14.9
009   Blanchardstown-Blakestown 24404 447 1.83
010   Blanchardstown-Coolmine 9202 252 2.74
011   Blanchardstown-Corduff 4346 115 2.65
012   Blanchardstown-Delwood 4589 228 4.97
013   Blanchardstown-Mulhuddart 1833 11 0.6
014   Blanchardstown-Roselawn 2043 217 10.62
015   Blanchardstown-Tyrrelstown 1653 35 2.12
016   Castleknock-Knockmaroon 14859 467 3.14
017   Castleknock-Park 4561 299 6.55
020   Dubber 838 86 10.26
027   Lucan North 338 83 24.56
041   The Ward 1308 68 5.2
Total 160,571 14,828 9.23



 
Appendix No. 2 b Percentage of the population from 2002 Census aged 65 years and 
older in each DED in CCA 710 
 
CCA 7    
DED Total 65 yrs + % 
009   Ballybough A 3368 421 12.5
010   Ballybough B 3009 278 9.24
015   Ballymun A 1575 37 2.34
016   Ballymun B 4050 209 5.16
017   Ballymun C 5896 363 6.16
018   Ballymun D 3712 170 4.58
019   Ballymun E 1602 418 26.09
021   Beaumont A 2667 683 25.6
024   Beaumont D 2605 95 3.65
025   Beaumont E 2289 334 14.59
026   Beaumont F 3748 437 11.66
028   Botanic B 3449 472 13.68
029   Botanic C 2195 253 11.53
038   Clontarf East B 6458 1054 16.32
039   Clontarf East C 3029 564 18.62
040   Clontarf East D 2772 558 20.13
041   Clontarf East E 1643 375 22.82
043   Clontarf West B 2602 411 15.8
044   Clontarf West C 3372 428 12.69
045   Clontarf West D 2140 378 17.67
046   Clontarf West E 2394 528 22.01
047   Drumcondra South A 3857 547 14.18
048   Drumcondra South B 1377 250 18.16
049   Drumcondra South C 3504 613 17.49
058   Grace Park 5986 823 13.75
066   Inns Quay A 3373 582 17.25
067   Inns Quay B 2953 425 14.39
073   Mountjoy A 3242 238 7.34
074   Mountjoy B 2725 191 7
075   North City 3942 149 3.78
076   North Dock A 1287 171 13.29
077   North Dock B 3628 501 13.8
078   North Dock C 3568 150 4.2
088   Rotunda A 4199 221 5.26
090   Whitehall A 3542 652 18.4
091   Whitehall B 3902 827 21.2
092   Whitehall C 2252 348 15.45
093   Whitehall D 2353 435 18.49
001   Airport 441 37 8.39
042   Turnapin 1717 126 7.34
Total 122,423 15,752 12.87
 



Appendix No. 2 c Percentage of the population from the 2002 Census aged 65 years 
and older in each DED in CCA 810 
 

CCA 8    
DED Total 65 yrs + % 
008   Ayrfield 5426 217 4
022   Beaumont B 5173 591 11.42
023   Beaumont C 3050 764 25.05
037   Clontarf East A 3279 848 25.86
042   Clontarf West A 3487 633 18.15
050   Edenmore 2890 644 22.28
059   Grange A 7301 141 19.31
060   Grange B 2138 54 2.52
061   Grange C 3673 265 7.21
062   Grange D 4330 257 5.94
063   Grange E 2930 280 9.56
064   Harmonstown A 3070 515 16.78
065   Harmonstown B 2585 635 24.57
069   Kilmore A 2943 161 5.47
070   Kilmore B 3006 439 14.6
071   Kilmore C 1676 218 13
072   Kilmore D 2337 342 14.63
080   Priorswood A 1564 40 2.56
081   Priorswood B 3298 68 2.06
082   Priorswood C 3633 66 1.82
083   Priorswood D 2846 304 10.68
084   Priorswood E 2883 133 4.61
085   Raheny-Foxfield 2712 314 11.58
086   Raheny-Greendale 2478 302 12.19
087   Raheny-St. Assam 3488 759 21.76
002   Balbriggan Rural 4501 174 3.86
003   Balbriggan Urban 6631 619 9.33
004   Baldoyle 6374 557 8.73
005   Balgriffin 590 92 15.59
006   Ballyboghil 859 59 6.87
007   Balscadden 577 40 6.93
018   Clonmethan 605 55 9.09
019   Donabate 6141 491 7.99
021   Garristown 1162 99 8.51
022   Hollywood 952 87 9.4
023   Holmpatrick 3328 245 7.36
024   Howth 8706 1274 14.63
025   Kilsallaghan 2032 190 9.35
026   Kinsaley 3528 217 6.15
028   Lusk 4131 296 7.16
029   Malahide East 5281 521 9.86
030   Malahide West 6315 475 7.52
031   Portmarnock North 5071 215 4.24
032   Portmarnock South 3338 245 7.34



033   Rush 6759 475 7.02
034   Skerries 7612 584 7.67
035   Sutton 6203 705 11.36
036   Swords-Forrest 9797 233 2.38
037   Swords-Glasmore 7679 319 4.15
038   Swords-Lissenhall 6081 158 2.6
039   Swords-Seatown 4919 169 3.43
040   Swords Village 2572 231 12.48
Total 203,940 17,815 8.74
 



Appendix No. 3 Maps of the DEDs in the NAHB region 
 

 
 
 

 



 
 
 
 



Appendix No 4: Division of the long-term care beds between the three 
community care areas 

 
DIVISION OF THE LONG-TERM CARE BEDS 

REVISED VERSION 2 
Adopted by Audit Committee 

25th March 2003 
 
Amendments: 

 3 beds St. Clare’s CCA 6&7 
 32 Contract Beds from CCA 6&7 ring fenced for Psychiatry of Old Age 
  

Proposed alignment / division of Beds to the Catchment Area / Hospital in line with 
morbidity. 
1. Public Beds 
   
Community Area 6 JCM Hospital 

Cuan Ros Community Unit 
St. Mary’s Hospital 
Sean Chara Community Unit 
St. Clare's 

60 Beds 
18 Beds 
74 Beds 
  8 Beds 
3 Beds 

Total  163 
Community Area 7 Sean Chara Community Unit 

Cuan Ros Community Unit 
St. Monica’s Home 
St. Mary’s Hospital 
St. Clare’s Home 

22 Beds 
  7 Beds 
23 Beds 
78 Beds 
19 Beds 

Total  149 
Community Area 8 Lusk Community Unit 

St. Clare’s Home 
St. Mary’s Hospital 
St. Monica’s Home 

25 Beds 
39 Beds 
55 Beds 
20 Beds 

Total  139 
Total Long-Stay 
(Geriatrician) Public Beds 

  451 
 

   
Psychiatry of Old Age 
Community Area 6/7 

JCM Hospital Unit 3 
Verville 
Bloomfield 
Cuan Ros Community Unit 
Sean Chara Community Unit 

40 Beds 
25 Beds currently 
25 Beds 
10 Beds 
10 Beds 

Total  110  
Psychiatry of Old Age 
Community Area 8 

Reilly’s Hill 
St. Ita’s Unit 1 
Lusk Community Unit 

20 Beds 
40 Beds 
10 Beds 

Total  70 
Total Psychiatry of Old 
Age Public Beds 

 180 

 
Overall total public beds TOTAL  n=631 



2. Contract Beds 
*32 Contract beds from CCA 6 & 7 are ring fenced for Psychiatry of Old Age 
 
Community Area 6 116 Beds 
Community Area 7 171 Beds 
Community Area 8 163 Beds 
*Community Area 6, Psy of Old Age   13 Beds 
*Community Area 7, Psy of Old Age   19 Beds 
TOTAL 482 Beds 
 
Overall total contract beds TOTAL n=482 
 
 
 Public Beds Psychiatry 

Of Old Age 
Private 
Beds 

Total Overall %  
of Beds 

Community Area 6 163 55 129 347 31.17% 
Community Area 7 149 55 190 394 35.39% 
Community Area 8 139 70 163 372 33.42% 
 
 
Total number of beds n=1113. 



Appendix No. 5: Donabedian’s system-based framework 17 18 
 
Donabedian applies a system-based framework known as structure-process-outcome 
and changes required for quality assessment of inputs to health care.  This clinical 
audit framework was used as the audit tool. 
 
Structure refers to organisational factors that determine the conditions, under which 
care is given, e.g. the physical environment, management style, staffing levels, 
support services 
 
Process focuses upon the complex of interactions, transactions and activities between 
health care workers and their clients 
 
Outcome and changes required is not simply the measure of health and well being 
or any other state.  Rather it is a change in status confidently attributable to an 
intervention. 17 



Appendix No 6: Requests sent to the IT Department 
 
Request No. 1 
A report that will enable a print off of the waiting list for each of the CCAs with the 
following information included: 

• Client’s name, address and date of birth 
• Position on the list  
• CCA 
• Date of assessment for long-term care 
• Source (waiting in the community or in hospital) 
• Hospital consultant 
• Type of bed required 

 
Request No. 2 
A report that will enable a print off of all the referrals for long term care made by a 
consultant at a given location for each of the three CCAs with the following 
information included: 

• Client’s name, address and date of birth 
• Position on the waiting list  
• Date of assessment for long-term care 
• Source (waiting in the community or in hospital) 
• Type of bed required 

 
Request No. 3 
A report that will enable a print off of the total number of long stay beds occupied and 
their location on any given date. 
 
Request No. 4 
A report that will enable a print off of a list of all the clients who have been moved 
onto and off the waiting lists within a given time frame 
Movement onto the waiting list to include the following data: 

• Name 
• Address 
• Date of assessment 
• Position on the waiting list 
• Urgency (new text: hospital, community, nursing home, offered, declined) 

 
Movement off the waiting list to include the following data: 

• Name  
• Address 
• Date of assessment 
• Last position on the waiting list 
• Urgency (new text: hospital, community, nursing home, offered, declined) 
• Where they have moved to or RIP 
• Date removed from waiting list 

 



Appendix No 7: Operating Procedures 
 

Bed Management System 
For Older Persons with a home address in the N.A.H.B. 

 
Operating Procedures 

Adopted by the Audit Committee on 24th July 2003 
 
A. Waiting List 
A geriatric assessment is an essential prerequisite to place an older person on the 
waiting list and the date of this assessment will determine placement on the 
Geriatrician / Psychiatry of Old Age Area 8 waiting list. 
Older Persons will access the Northern Area Health Board Integrated Bed 
Management system through the following: 
• Geriatrician / Psychiatry of Old Age Area 8’s own patients. (hospital & 

community) 
• Other Consultant's patients assessed by the Consultant Geriatricians / Psychiatry 

of Old Age Area 8 
• Nursing Home Residents from N.A.H.B. listed for long-stay care / subvented 

beds. 
• Older Persons from N.A.H.B. assessed outside Northern Area Health Board 
 
B. Process 
1.Regular communication regarding available placements and individual need to be 
agreed by Social Workers and Managers of Services for Older Persons and decision 
passed to Bed Co-ordinator. 
 
C. Process 
1. Acute Hospital 
1. "Referral to Extended Care List" Form completed 
2. Form forwarded by Consultant Geriatrician / Psychiatry of Old Age Area 8s 

nominated person to the Community Care Area Bed Co-ordinator. 
 
2. Bed Co-ordinator - Public Beds 

a. Receipt of "Referral to Extended Care List" form ie: assessment form 
b. Input details by date of Geriatric Assessment - use date of entry and 

referral date for inputting date of assessment. 
c. Receipt of "Death / Discharge Notice" form from extended care unit 
d. Identify next person on list by date of assessment 
e. Notify Manager of Services for Older Persons of vacancy site and details 

of client at top of list.   
f. Procedure: 

i. Bed Co-Ordinator or designated person notifies Consultant 
Geriatricians / Psychiatry of Old Age Area 8 / Social Worker, as 
appropriate. 

ii. If next bed available is a public bed, and the next patient on the 
waiting list is a subvented patient, the Bed must be offered to that 
patient/next of kin  

iii. If client accepts inform Nursing Home Section of date of admission 
to ensure Subvention payment is stopped. 



iv. If client prefers to wait for a contact bed in the home where they 
are resident they should remain on the list until the next contract 
bed becomes available 

g. Bed co-ordinator is advised of acceptance and date of admission by Unit 
Manager. 

h. Patient is booked into bed from waiting list. 
i. Area Administrator notified re. medical card cancellation. 

Please note that points d - j may need to be activated several times if it is found that 
clients needs do not suit the placement or client refuses offer.  The Manager of 
Services for Older Persons will be involved in this process as appropriate. 
 
Bed Co-ordinator / Contract Beds 

a. Receipt of "Referral on Extended Care List" form 
b. Input by date of Geriatric Assessment, use date of entry and referral date for 

inputting date of assessment. 
c. Receipt of "Death / Discharge Notice" from Nursing Home Section 
d. Identify next person on list 

 
Subvention Patient: 

a. Complete the “Waiting List Assignment” form and email and post to the 
Nursing Home Section. 

b. Do NOT contact anyone else. 
c. The Nursing Home Section will arrange to convert the bed to a contract bed. 
d. The Nursing Home Section will inform the Bed Co-ordinator when this 

process is complete. 
e. The Bed Co-ordinator will then remove that person from the waiting list. 

 
If the next person is not in a nursing Home: 

e. The Bed Co-ordinator contacts the relevant person in the Hospital/CCA from 
which they were referred. 

f. When the next person ready for Nursing Home care is identified, complete the 
“Waiting List Assignment” form and email and post to the Nursing Home 
Section. 

g. At the same time inform the Nursing Home Section who (Head Medical Social 
Worker (Hospital) and or other (CCA) is dealing with the case. 

h. The Nursing Home Section liase with the Head Medical Social Worker/CCA 
or other and then source a Nursing Home for the client as near as possible to 
the family of the client. 

i. The Nursing Home Section will liase with Head Medical Social Worker/CCA 
or other dealing with case to arrange admission.  The medical social 
worker/CCA dealing with the case must send an admission form to the nursing 
home section on the actual date the client is admitted to the nursing home 

j. The Nursing Home Section will inform the Bed Co-Ordinator when this 
process is complete  

k. Nursing Home Section advises Bed Co-ordinator of details of Nursing Home 
and date of acceptance and admission and status of vacated Nursing Home 
bed. 

l. The Bed Co-Ordinator will then remove that person from the waiting list.  
m. Patient is booked into bed from waiting list. 
n. Vacated bed amended. 



 
4. Notification of Deaths / Discharges to Bed Co-ordinator. 
a. List of identified persons to complete form: 

St. Mary's Hospital: Siobhan Higgins / Mary Nolan 
James Connolly Memorial Hospital: to be confirmed 
Cuan Ros Community Unit: Linda O'Brien / Mary Ward 
Sean Chara Community Unit: Michael Griffin / Pat Lane 
St. Clare's Home: Michael Griffin / Pat Lane 
St. Monica's Home: Michael Griffin / Pat Lane 
Lusk Community Unit: Elaine Weldon / Mary Rowe 
Nursing Home Section: Roisin Coughlan / Patricia McDermott 



Appendix No 8: Referral Form for the Bed Management System 
 

NORTHERN AREA HEALTH BOARD 
 

REFERRAL TO EXTENDED CARE LIST 
Adopted by Audit Committee – 19th August 2003 

 
 
Hospital ___________________________  Consultant _______________________ 
 
Cons. Physician-Geriatric Medicine / Old Age Psychiatry ___________________ 
 
Patient Name:______________________ 
 
Address: _____________________________________________________________ 
 
 
Telephone No:______________________ D.O.B._____________________ 
 
Next of Kin:________________________ Tel. No: ____________________ 
 
Medical Record no.__________ Medical Card no._____________PPS no.______ 
 
Patient cannot return home because: 
_____________________________________________________________________ 
 
The care needs of this patient are: 
 
Nursing         Medical         Therapy          Behaviour          Psychiatry  
 
Diagnosis: 
1. 
2. 
BARTHEL Score:         RANKIN Score:        AMTS.      /10        MMSE.      /30 
 
Care needs: Med.    High.   Max.  
 
Can this patient be sent home on DCU,  Home First Project?  Yes  /  No 
 
Most appropriate site for LTC. ________________________________________ 
 
Decision discussed with patient.      Yes  /  No                  Family.  Yes  /  No 
 
Comments: _________________________________________________________  
 
Referral Source: Hospital       Community       Nursing Home       Welfare Home  
Signed: _________________ Date of Assessment ________________ 
Date: ______________  
 
 



Appendix No 9: List of client’s location prior to admission to a public bed in 2002 
 

The location of the clients prior to admission to public residential long-term care units 
in the NAHB was known in six out of the seven units and the details are given below 
(n=193).  Information was not provided on the seven clients admitted to Seanchara. 
 
St Mary’s Hospital 
86 admissions (43% of all public bed admissions) 
• 63 from rehab beds in St Mary’s (28-Dr Duggan and 35-Dr Power) 
• 20 from Beaumont 
• 1 from JCMH 
• 1 from Mater 
• 1 from community 
 
Lusk Community Unit 
38 admissions (19% of all public bed admissions) 
• 16 from Beaumont 
• 11 from St Ita’s Hospital 
• 10 from the community 
• 1 from JCMH 
 
James Connolly Memorial Hospital 
24 admissions (12% of all public bed admissions) 
• 13 from acute beds in JCMH 
• 2 from rehab beds in JCMH 
• 6 from the community 
• 3 from Beaumont 
 
Cuan Ros 
18 admissions (9% of all public bed admissions) 
• 7 from the community 
• 4 from the Mater 
• 3 from St Vincent’s Hospital, Fairview 
• 2 from Beaumont 
• 2 from JCMH 
 
St Claire’s Home 
18 admissions (9% of all public bed admissions) 
• 11 from St Mary’s Hospital 
• 4 from the community 
• 2 from Mater 
• 1 from JCMH 
 
St Monica’s 
9 admissions (5% of all public bed admissions) 
• 6 from the community 
• 2 from Mater 
• 1 from Beaumont Home 



Appendix No. 10   
 
 

DEPARTMENT OF OLD AGE PSYCHIATRY 
MATER HOSPITAL, ECCLES STREET, DUBLIN 7 

 
PATIENTS PLACED IN EXTENDED CARE 

 
 

Consultant:__________________________ 
 
Patient Name:________________________ 
 
Address:___________________________________________________________ 
 
Telephone No: ̀_______________________D.O.B.:________________________ 
 
 
CMHN:_____________________________ 
 
 
Date of Decision that Placement Necessary:_______________________________ 
 
 
Date of Placement:____________________ 
 
 
Was Interim Stabilisation in SVH/FW required YES / No:____________________ 
 
 
Patient could not remain at home because: 
___________________________________________________________________ 
___________________________________________________________________ 
 
Diagnosis: 
1:________________________________ 
2:________________________________ 
3:________________________________ 
 
 
CAPE SURVEY SCORE:____________ 
 
 
MMSE:     /30 
 
 
Care needs: Med.   High   Max.  



Site of Placement: 
 
Private nursing home    
If yes – privately funded   YES / NO 
 Subvention grant  YES / NO 
 Augmented subvention YES / NO 
 Contract bed   YES / NO 
 
 
Welfare home     
 
 
Community unit    
If yes - Cuan Ros 
 Seanchara 
 St. Monica’s 
 
 
Bloomfield Hospital    
 
 
Verville Retreat    
 
 
Unit 3, JCMH     
 
 
Other e.g. Highfield    
 Name: 
 
 
Decision discussed with patient: YES / NO  Family YES / NO 
 
 
Comments:______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 
Signed:_________________________ 
 
Date:_______________ 
 
 
 
Office use: Date received: 
  Date of input: 
 



Appendix No 11 The additional workload associated with the implementation 
and operation of the new Bed Management System 

 
Meetings 
There were a number of lengthy meetings during the audit period, which encroached 
into the participants’ already very busy schedule.  This affected members of the audit 
committee in particular.  These meetings though constructive and essential to the 
audit process, were time consuming; in addition to the time spent at the meeting each 
participant spent time travelling to and from the venue along with preparing for each 
meeting and disseminating information to their colleagues. 
• There were a total of six audit committee meetings lasting two to three hours 
• There were seven sub group meetings involving members of the audit committee, 

various other health and administrative professionals and the NAHB management 
staff, also lasting two to three hours 

• There were a number of other lengthy meetings between the auditor and members 
of a single discipline each lasting up to two hours. 

 
 
The time spent by individual professionals in implementing the new system since it 
became operational on 1st May 2003. 
Northern Area Health Board  
• Operations Department: J. Ebbs and G. O’Halloran and the Manager of Services 

for Older People estimate spending fifteen hours per month on the new system 
• The bed coordinators spend approximately 12 hours per week  
 
Social workers 
• The social workers have said that it takes approximately one week to liase with a 

family when a bed, which has become available, is being offered to a client.  On 
occasions up to four people have been contacted before a client decides to take up 
the offer.   

• Clients residing in the community often absorb more of the hospital social 
workers’ time.  There are no community-based social workers in CCA 7 or 8.  

• The decision to attempt to reassess the clients near the top of the list put further 
pressure on social workers’ time schedule.   

 
Consultants in medicine for the elderly and the Department of Old Age Psychiatry in 
CCA 8 
• The new system requires the filling in of additional forms both retrospectively 

on clients seen prior to the implementation of the new system and prospectively 
on the new clients being referred for the first time to long-term care 

• The attempt to reassess when necessary the clients near the top of the list has 
put consultants under pressure at already overcrowded out patient assessment 
clinics 

• Some consultants did not receive adequate administrative support to facilitate 
the transfer of the information from the hospitals and long stay units, which is 
necessary for the operation of the new system. 

 
 


