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1 12/1/1995 

EASTERN HEALTH BOARD 

Minutes of proceedings of Monthly Board Meeting 
held in 

the Boardroom, Dr. Steevens' Hospital 
on Thursday 12th January, 1995 at 6.00 p.m. 

Present 

Mr. P. Aspell Cllr. M. Barrett 
Mrs. B. Bonar Cllr. G. Brady 
Cllr. B. Briscoe. T.D. Cllr. I. Callely. T.D. 
Cllr. B. Coffey Dr. L. Creaven 
Dr. J. Fennell Dr. R. Corcoran 
Cllr. T. Cullen Cllr. A. Devitt 
Sen. J. Doyle Cllr. K. Farrell 
Cllr. C. Gallagher Dr. D.I. Keane 
Cllr. T. Keenan Mr. G. McGuire 
Cllr. O. Mitchell Ms. M. Nealon 
Cllr. D. O'Callaghan Cllr. Dr. W. O'Connell 
Cllr. C. O'Connor Dr. B. O'Herlihy 
Cllr. J. Reilly Cllr. R. Shortall. T.D. 
Cllr. T. Ridge Sen. D. Roche 
Cllr. K. Ryan Dr. C. Smith 
Cllr. D. Tipping Ms. M. Whitty 
Dr. M. Wrigley 

Apologies 

Dr. J. Reilly  

In the Chair 

Cllr. M. Barrett 

Officers in Attendance 

Mr. K. J. Hickey. Chief Executive Officer 
Mr. M. Walsh. Programme Manager. Special Hospital Care 
Mr. P.J. Fitzpatrick. Programme Manager. Community Care 
Mr. S. O'Brien. A/Programme Manager. General Hospital Care 
Dr. B. O’Donnell. Dublin Medical Officer of Health 
Mr. J. Curran. A/Technical Services Officer 
Mr. M. Gallagher. Finance Officer 
Ms. M. Kelly. Personnel Officer 
Mr. M. O'Connor. Secretary 
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1/1995 
CONDOLENCES 

On the proposal of the Chairman votes of sympathy were passed with: 

• Dick Bennett. Chief Nursing Officer, on the death of his brother. 

• Peggy Dempsey. Telephonist. Dr. Steevens’ Hospital on the death of her mother. 

2/1995 

CHAIRMAN'S BUSINESS 

The Chairman read the following report which was noted by the Board: 

1. Welcome to Ms. Mary Whitty 

I am sure members will join with me in welcoming Ms. Mary Whitty to her first meeting 
of our Board. Ms. Whitty who. I understand, is a qualified nurse, is a member of 
Arklow U.D.C. 

Ms. Whitty has been appointed as a member of our Board by the Minister for Health to 
replace Dr. Dick Whitty. deceased. 

2. Appointment of Deputy Bernard Dnrkan as Minister of State at the 
Department of Social Welfare 

I am sure members will join with me in congratulating Deputy Bernard Durkan. a 
former member of our Board, on his appointment as Minister for State at the 
Department of Social Welfare. Deputy Durkan has written to me expressing his thanks 
for the good wishes which 1 sent him when I heard of his appointment and thanking 
the members and officers for the co-operation which he had received while he was a 
member of our Board. 

3. Letter from Mr. Charles Acton 

I have received a letter dated 10th January. 1995 from Mr. Charles Acton. 
Carrickmines Station. Dublin 18 expressing his thanks in respect of the treatment he 
had received from all the staff in St. Columcille's Hospital. Loughlinstown following his 
emergency admission there on 14th December 1994. 

4. Special Meeting of Community Care Programme Committee 

I wish to advise members that a special meeting of Community Care Programme 
Committee will be held in Dr. Steevens' Hospital on Monday. 30th January. 1995 at 11 
am to consider the Report on Drug Misuse Services which was referred to it at the 
December meeting of our Board. 

5. Budget Working Group Meeting 

A meeting of the Budget Working Group has been arranged for Friday. 20th January. 
1995 at 11 am at Dr. Steevens’ Hospital. Members of the Budget Working Group have 
been notified regarding this meeting. 

6. Special Committee on Ballymun 

I wish to advise members that the meeting of the Special Committee on Ballymun 
which had been arranged for Monday next 16th January, has been postponed until 
Monday 23rd January. 
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3/1995 
MINUTES OF MONTHLY MEETING HELD ON 15TH DECEMBER. 1994 

The minutes of the monthly meeting held on 15th December, 1994. having been 
circulated, were confirmed on a proposal by Cllr. Dr. O'Conneu, seconded by Dr. 
CHerlihy. 

(a)        Matters Arising from the Minutes 

Cllr. Reilly requested that the motion which had been tabled by Deputy Durkan for the 
December meeting of our Board should be tabled in his name for the February 
meeting of our Board. 

Cllr. Ridge referred to the minute on page 219 regarding the BCG-vaccination scheme 
and requested a list of the areas in which the tuberculin test on school children in 4th. 
5th and 6th classes had been restored. 

Mr. McGuire asked that his name be recorded in the minute on page 220 regarding 
the letter which members had received from the Chairman of the Eastern Health 
Social and Sports Club Limited. 

Dr. Smith referred to minute 153/1994 (2) regarding the manner in which Programme 
Committees function as visiting committees and said he was not in favour of the 
format proposed for the review by the three Programme Committee Chairpersons in 
consultation with the three ProgrammeManagers. He would prefer if four members in 
addition to the three Programme Committee Chairpersons could participate in the 
review. The Secretary clarified that, at the December meeting of our Board, it had 
been agreed that the initial review would be undertaken as outlined and that the 
outcome of the review would be the subject of further discussion by our Board. 

4/1995  
QUESTIONS TO THE CHIEF EXECUTIVE OFFICER 

On a proposal by Deputy Callely. seconded by Cllr. Farrell. it was agreed to answer the 
questions which had been lodged. 

1. Cllr. C. O'Connor 

To ask the Chief Executive Officer to confirm action he now proposes to deal with the long 
waiting lists in Tallaght. and other parts of the South Dublin County Council area, for 
orthodontic dental treatment?" 

Reply 

Our Board's proposals for the development of Orthodontic Services include an 
agreement with the Dublin Dental Hospital for the joint appointment of a 
Professor/Consultant in Orthodontics and two Consultants/Lecturers. Half of these 
three Consultants' time will be dedicated to the treatment of our Board's clients. One of 
these Consultants will take up duty in March 1995. Our Board is also developing 
linkages with St. James's and Beaumont Hospitals for consultant orthodontic 
treatment both in the short and in the longer term. Our Board is also currently 
conducting a recruitment campaign for Consultants in Orthodontics and the results are 
awaited. Our Board's plans for the development of Orthodontic Services also include 
the training of a number of wholetime dentists on our Staff and their employment 
following M.Orth qualification, as specialist orthodontists. A further person with M.Orth 
qualification is currently being recruited. Also a number of our Board's dentists have 
the necessary experience and training to provide minor orthodontic treatment and this 
is being done on an ongoing basis. 
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Waiting period for treatment for those in Category 1 is currently less than one year. 200 category 
1 patients are currently being dealt with under an arrangement with both the Dublin Dental 
Hospital and St. James's Hospital. 

A total of approximately 1.800 patients in Category 2 are currently receiving treatment. Our 
waiting list is being kept under close review and whilst there has been some improvement in our 
capacity to provide treatment for patients in this Category, nevertheless, increasing demand for 
treatment has prevented any improvement to date in the waiting period of four and a half years 
approximately. Urgent cases requiring priority treatment are dealt with more quickly if this is 
considered necessary. However it is hoped to make a significant improvement on this waiting 
period with the availability of additional qualified staff during the coming year. 

We are not at present in a position to offer fixed appliances therapy to Category 3 patients whose 
requirement is largely cosmetic. Those who are assessed as in need of treatment with removable 
appliances therapy are treated by our own dental staff who have appropriate training and 
expertise and the waiting period is not significant. 

The position regarding the provision of orthodontic treatment services in all of our Board's area 
including Tallaght and the South Dublin County Council area, and the waiting period for same, 
will continue to be kept under close review. 

2.       Cllr. C. O'Connor 

To ask the Chief Executive Officer to up-date the Board on the further development of community 
care services in the Tallaght area including the acquisition of new premises?" 

Reply 

Community Services generally are being developed throughout our Board's area, including the 
Tallaght Area, and particularly in those areas which have been ear-marked for specific additional 
funding. These include child care services, dental services, general practitioner services, drugs 
and AIDS services, mental handicap services, mental health services and services for the elderly. 

Our Board's capital projects in the Tallaght area include the provision of a new health centre in 
West Tallaght. Planning of this new Health Centre is at an advanced stage and will be discussed 
with members from the area in the very near future. Our Board is also providing financial 
assistance for two general practitioner pilot projects in the Tallaght area which will include the 
construction of new practice premises. Our Board has also recently acquired a new premises 
situated at 16 Main Road. Tallaght for use as a family resource centre which will replace the 
family resource centre which was formerly located at St. Dominic's. 

3.     Cllr. C. O'Connor 

To ask the Chief Executive Officer to provide details of our Health Boards involvement in the newly 
established project in Tallaght under the Department of Social Welfare's Money Advice and 
Budgeting Service (MABS) noting that this service will be of particular benefit in the Tallaght area?' 
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Reply 

In mid 1994 a Steering Committee representative of voluntary and statutory agencies in the 
Tallaght area, came together to formulate a proposal for a Money Advice Project in that area. 
The Superintendent Community Welfare Officer for the area was a member of that Steering 
Committee and was closely involved in the drawing up of the proposal. The proposal has now 
been sanctioned and funding approved for 1995 by the Department of Social Welfare under its 
programme of schemes to combat the effects of moneylending. 

A local Management Committee has been established to manage the project. This Committee 
has representatives of the Department of Social Welfare, our Board. South Dublin County 
Council, local Credit Unions, and local Voluntary Organisations. The Superintendent 
Community Welfare Officer is a member of the Committee. 

The Committee is in the process of recruiting the necessary staff and the project is expected to 
be operational in the near future. It will work in close liaison with our Board's local Community 
Welfare Service. 

4.     Cllr. I. Callely, T.D. 

To ask the Chief Executive Officer if he will indicate the average waiting period for a patient (a) to 
be attended by the medical profession, (b) to be admitted and obtain a ward bed. if required, via 
the accident and emergency department of the general hospitals in the Eastern Health Board 
catchment area. Is the Chief Executive Officer aware of public concern over long delays and will he 
make a statement on the matter?" 

Reply 

The Accident & Emergency Service in the Dublin area is co-ordinated by a Steering Group 
under the chairmanship of the Programme Manager. General Hospital Care. This Group 
monitors the difficulties hospitals can experience in dealing with large numbers of the patients 
attending Accident and Emergency Departments through a 24 hour cycle. 

Details of the average waiting time for patients to be seen by medical staff if necessary are not 
readily available. All major Hospital Accident and Emergency Departments employ a triage 
nurse. I am satisfied that the medical personnel in the various Accident and Emergency 
Departments attend to individual patients as soon as possible having assessed the priority 
medical needs of the patients in the Department at any given time. Patients presenting who 
need attention urgently are seen without delay. 

In the case where an individual has been medically assessed as in need of admission every 
effort is made to obtain a bed as soon as possible. However, due to the demands on the 
service some delays do inevitably ocCllr. These are kept to a minimum and lengthy delays are 
the exception rather than the rule. Information on average waiting periods is not readily 
available. 

5.        Cllr. I. Callely. T.D. 

"To ask the Chief Executive Officer if he is satisfied with the physiotherapy service in the Eastern 
Health Board area, is there demand for additional physiotherapists to be employed and will he 
make a statement on the matter?" 
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Reply 

Communitv Physiotherapy 

A Community physiotherapy service commenced in one north side Community Care area in 
the late 1980s. A service for south side Community Care areas commenced from Baggot 
Street Community Hospital in 1990. 

Under the Care of the Elderly/Community Ward Scheme, a service was developed in all 
Community Care areas in early 1990s. The extension of the physiotherapy service to all 
Community Care areas was primarily for the provision of services to elderly persons. It is 
accepted that the service needs to be strengthened further to deal with the increasing 
demands in both the elderly and the general community services. 

Hospital Based Physlotherapy Service 

With regard to the provision of physiotherapy services in a hospital setting, the following in 
the position: 

In the major acute hospitals in Dublin patients requiring physiotherapy services are 
prioritised as follows: 

( i ) In-patient treatment 
(ii) Out-Parients - Urgent  
(iii)Out-Patients - Routine 

In-patients and out-patients requiring urgent physiotherapy treatment are seen without delay 
while the average waiting time for a routine out-patient appointment is approximately 4 to 5 
weeks. 

In our Board's directly managed acute hospitals at Naas. James Connolly Memorial and St. 
Columcille's a similar procedure is followed in prioritising people in need of physiotherapy 
treatment. There is a 3 to 4 week waiting time for routine out-patient physiotherapy in our 
Board's Hospitals. 

In our Board's hospitals and homes for the elderly, physiotherapy services are in place and 
residents and day-patients receive treatment as required. 

Employment of Physiotherapists by the Eastern Health Board 

General Practitioners are now being given direct referral access to hospital physiotherapy 
services in a number of hospitals and this trend is growing. 

In total 76 Physiotherapists are employed by our Board. The numbers employed have grown 
in recent years in line with various service developments and the need for additional staff is 
reviewed on an on-going basis. 



7 12/1/1995 

Future Developments 

The Health Strategy - "Shaping a Healthier Future" includes a commitment to the 
employment of additional physiotherapists. 

Our Board s plans for the development of services for elderly and physically handicapped 
include the provision of additional physiotherapists and we will continue to seek funding 
for this important community service. 

6. Cllr. I. Callely. T.D. 

"To ask the Chief Executive Officer if he will outline the result of the Bugwatch surveillance 
system in the Eastern Health Board area, can the Chief Executive Officer list the 
infection/disease that has been identified by this surveillance svstem to date and will he 
make a statement on the matter?" 

Reply 

Bugwatch is an early warning infectious disease surveillance system which is 
undergoing development on a pilot basis. Its purpose is to specifically diagnose by 
laboratory testing the precise causative organism for certain infections as they spread 
through the local community. 

Many of the community type infections present clinically in a very similar manner, 
often as upper respiratory tract infections which can be due to a wide range of viral or 
bacterial organisms. These are rarely confirmed by laboratory investigation. Hence, 
many community infections are often described as 'flu like' and are managed as such. 
Knowledge of an exact or likely diagnosis can assist in enhanced therapeutic (eg. 
influenza vaccination) decision making. Bugwatch attempts to bring the precision of 
modern diagnostic techniques out into the community. 

The System is primarily based on a number of 'spotter' General Practitioner practices 
throughout our Board's area. These practices are provided with special sampling kits 
and request forms. When a GP is presented with a number of cases of infection, 
which he/she believes might be due to a new wave of infection entering the local 
community, but the exact cause of which is not yet known, special samples (usually 
throat swabs) can be taken from such patients. The samples are sent to the Virus 
Reference Laboratory at U.C.D. 

Bugwatch is designed to be a simple, rapid and flexible early warning system that 
integrates the expertise of family practice, laboratory diagnostics and public health. 
Once the organism responsible for the new wave of community infection is identified, 
the doctors are informed and further sample taking is unnecessary. Only one or two 
confirmed cases may be all that is required. When no noticeable infection is occurring 
in the community the system remains dormant. 

In the last two winters, Bugwatch confirmed the presence of influenza A infection in 
the community at an early stage. Streptococcal throat infections are regularly 
diagnosed. In early 1994. Bugwatch was also directly involved in the detection of the 
first documented outbreak due to the human parvovirus B19 infection (causing the 
aptly named "slapped cheek" syndrome) in young children and their adult contacts in a 
number of schools. Subsequently, the infection was confirmed in many other counties. 
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5/1995  
CHIEF EXECUTIVE OFFICER'S REPORT 

The Chief Executive Officer read the following report which was noted by the Board 
subject to the comments recorded below: 

1.        Meeting between Minister for Health and Commissioner Ftynn. 

I have circulated with the agenda papers for this meeting copies of a press statement 
issued by the Minister for Health regarding his recent meeting with Commissioner 
Padraig Flynn in Brussels while he was attending the European Union meeting the 
Council of Health Ministers. 

Members will note that the main issues for consideration at the Health Council were: 

(i) The   implementation   of  a   new   "Europe   against   Cancer" 
Programme which will be fully supported by Ireland. 

(ii)   The introduction of a new European Programme on AIDS and 
communicable diseases which is also favoured by Ireland. 

(iii)  A proposed new health promotion, information, education and training 
programme. 

2. Nursing Homes (Subvention) Regulations 1993- Appointment of 
Appeals Officer and Deputy Appeals Officer 

I wish to advise members that the Minister for Health has appointed Mr. Seamus 
O'Brien. Programme Manager. General Hospital Care, as Appeals Officer and Mr. 
Eddie Matthews. Co-Ordinator of Services for the Elderly, as Deputy Appeals Officer, 
for the purposes of the Nursing Homes (Subvention) Regulations. 1993 for the period 
ending 30th September. 1995. 

3. Review of Child Care Services 

Under the Child Care Act 1991. our Board is required to prepare an Annual Report on 
the adequacy of our Child Care services. This Report is currently being finalised and 
will be tabled for discussion at the February meeting of our Board. 

A report from our Board's Child Care Advisory Committee on its work will also be 
tabled for the February meeting. 

4. EU Directive on specific training in general practice 

I wish to let members know that from 1st January 1995. E.U. Council Directive 93/16 
applies specific requirements in relation to general practice training in Member States 
and the exercise of general practice under national social security schemes. 

1. Doctors participating under the General Medical Services Scheme

As from 1st January. 1995. it will be an essential requirement for doctors 
participating under the GMS scheme 

-            to have graduated from a recognised vocational training 
scheme 
or 

-            to possess acquired rights as specified under the Directive. 
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2. Entry to General Medical Services Scheme

It will be an essential requirement for entry to the GMS Scheme as and from 1 January. 
1995 for doctors to: 

(i)        have graduated from a recognised vocational training scheme. 
or 
(ii)       possess acquired rights under the Directive which applies to: 

-    registered medical practitioners who will have met existing entry requirements for 
appointment to a GMS post by 31 December. 1994. and 

-    registered medical practitioners who will complete, before 30 June. 1997. a self-      
structured training programme in general practice, recognised by the Irish College of 
General Practitioners and accepted by the Medical Council, which has commenced before 
31 December. 1994. 

5.    Ambulance Breakdown - 8th January, 1995 

Members will be aware of recent publicity concerning the failure of one of our Board's 
ambulance to start at the scene of an accident on the Bray By-Pass on the 8th January. 
1995. 

The Programme Manager has received a report on this incident from the Chief Ambulance 
Officer which indicates that the vehicle involved is regularly serviced and maintained in 
perfect mechanical order. 

Because this and two other similar incidences in recent months seem to have been due to 
battery failure I have instructed that a full and immediate review to be carried out of all 
operational procedures both in relation to maintenance of vehicles and equipment including 
batteries and regarding adherence to required procedures at the scene of any emergency 
with a view to ensuring that no further failure of this nature occurs in the future. 

The Programme Manager will report further on this matter to the General Hospital Care 
Programme Committee in the near future. 

6.      Meningitis 

Members will be aware of media reports indicating that there were 7 children admitted to Our 
Lady's Hospital for Sick Children. Crumlin suffering from meningitis over the last three 
months and that three of these children died. 

I have circulated, for the information of members, copy of a summary prepared by the Dublin 
Medical Officer of Health. Professor Brendan O'Donnell giving details of the number of cases 
of Meningococcal Meningitis which occurred in Dublin City and County during 1994. It will be 
seen from this that a total of 59 cases occurred during the year and that the numbers were 
distributed on a reasonably consistent basis over the various months: also that the number of 
cases which occurred in each month since October has not been above average. 

I have also circulated, for the information of members, copy of a leaflet on Meningitis issued 
from the Health Promotion Unit which gives particular information and advice on the 
symptoms of Bacterial Meningitis and what to do if such symptoms should appear. 
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Professor O'Donnell has provided public information in regard to each of the two 
aspects of the matter as outlined in the document circulated. Arrangements have also 
been made for the widespread availability of the Health Promotion Unit's leaflet through 
our Customer Services Dept.. Health Centres and Hospitals." 

Following a discussion on the breakdown of the ambulance which occurred on 8th 
January, 1995 and on the ambulance service in the Wicklow area to which Senator 
Roche. Cllr. Cullen, Cllr. Ryan. Cllr. Dr. O'Connell. Cllr. Keenan. Cllr. Reilly. Deputy 
Callely. Cllr. Devitt and Cllr. O'Callaghan contributed and to which Mr. O'Brien. 
Programme Manager. General Hospital Care and the Chief Executive Officer replied, 
members noted that a full and immediate review would be carried out of all operational 
procedures and agreed that arrangements should be made for the General Hospital 
Care Programme Committe to visit the ambulance bases and to receive reports on the 
operation of the ambulance service in our Board's area. 

with the permission of the Chairman Cllr. Reilly referred to the distress which had been 
caused to two families following mistaken identification when remains were being 
removed from the mortuary at Naas General Hospital on 3rd January 1995. 

Mr. O'Brien, Programme Manager, General Hospital Care, advised members that the 
procedures followed in the removal of remains from the mortuary had been reviewed 
and that letters would be issued by our Board to both families expressing sincere regret 
in respect of the suffering and distress which had been caused. 

6/1995 
TEMPORARY BORROWING 

The following Report No. 1/1995 from the Chief Executive Officer was submitted:- 

"The approval of the Board is requested to borrowing by way of overdraft during the period 
ending on 31st March. 1995 to a maximun of £6.5 million." 

On a proposal by Senator Doyle, seconded by Cllr. Devitt, it was agreed to adopt the 
proposal contained in the Report. 

7/1995 
A GOVERNMENT OF RENEWAL - A POLICY AGREEMENT BETWEEN FINE GAEL. 
THE LABOUR PARTY AND DEMOCRATIC LEFT. 

The following Report No. 2/1995 from the Chief Executive Officer was submitted 

"I enclose for the information of members a copy of the above Policy Agreement. 

Those sections of the document which relate specifically to health services and those which 
impact on our services have been extracted for the information of members. 

The Policy Agreement endorses the Health Strategy which was published in April 1994 as the 
basis for this Government's programme in the health area and states that it is proposed to 
introduce legislation to improve the accountability of Health Boards, to facilitate the creation of 
new health board structures and, particularly, to re-organise and reform services in our Board's 
area. It is also proposed to continue the progress of the past two years in reducing hospital 
waiting lists and to continue improvements in services for those with a mental handicap. 
Legislation to reorganise the V.H.I, will also be brought forward. 
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The Government is also committed to the full implementation of the Dental Health 
Action Plan and also proposes, as a matter of urgency, to address the issue of medical 
staffing and. in particular, the recommendations of the Tiemey Report. It is planned to 
publish a plan for the development of health services for women and to expand, on a 
phased basis, the Mater Pilot Breast Screening Programme for at-risk women to cover 
the whole country and to continue to develop centres of excellence 

for the diagnosis and treatment of women with breast cancer. Family planning services 
delivered by general practitioners and family planning clinics will continue to expand. 
Present medical card entitlements will be expanded to include IUD's and diaphragms. 
Negotiations with the Irish Medical Organisation on the new scheme for childhood 
immunisations will be concluded: the Agreement endorses the targets set out in the 
Health Strategy in this regard. 

The Government is committed to the rapid implementation of the provisions of the 
Child Care Act. A Minister of State has been appointed to specifically co-ordinate and 
oversee the implementation of the Child Care Act. taking responsibility for the young 
homeless and the young offenders. A Cabinet Sub-Committee will be established to co-
ordinate the provision of services for the care, protection and nurturing of children and 
a Juvenile Justice Bill will be enacted to update the law dealing with young offenders 
and to extend the use of the Juvenile Liaison Scheme. The need to up-date other areas 
of law affecting the welfare of children, including adoption and child sexual abuse, will 
be assessed. 

A number of provisions in the Agreement impinge on the services provided by our 
Board, e.g. 

• better quality of services and value for money 

• the provision of community creche and child care facilities 

• community care including care of the elderly 

• community based assistance and respite for people with a disability 

• freedom of information and citizens' information 

• the disbursement of National Lottery funds 

• accessibility of services 

• disposal of clinical and hospital waste 

• increasing access to remedial, psychological and Home School links 
services. Expansion of remedial service at second level and ongoing testing 
of all pupils for diagnostic and remedial purposes. 

• granting special consideration to the needs of schools enrolling children 
with handicaps or severe learning difficulties. 

• the development of the Stay Safe Programme on a national basis 

• Special emphasis on schools which include pupils from disadvantaged 
backgrounds and an examination of the needs and abilities of all such 
children. 

• Pilot initiatives to address the problems of truancy and early drop-out 

• the establishment of a programme on Sexuality and Relationships by all 
schools at first and second level 
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• the introduction of legislation to protect persons from domestic violence from 
whatever sources, inside or outside of marriage 

• a commitment to provide fair compensation for women infected by the hepatitis C 
virus from anti-D immuno-globulin 

• the provision of additional public housing 

• the provision of a range of housing options for the needs of those who are 
homeless 

• the provision of funding for voluntary groups providing outreach services to 
homeless people 

• the establishment of a Community Drugs team which would incorporate 
counselling, medical treatment and rehabilitative support services. 

• the introduction of legislation on abortion information 

The provisions of the Agreement will be considered in framing our Board's Four Year Action 
Plan in line with the Health Strategy." 

On a proposal by Senator Doyle, seconded by Cllr. Mitchell, it was agreed that relevant 
sections of the Agreement should be considered further at meetings of the Programme 
Committees. 

8/1995 
CASEMIX MEASUREMENT 

The following Report No. 3/1995 from the Chief Executive Officer was submitted. 

"I attach, for the information of members, copies of Health Fact Sheets 5/94 and 6/94 
regarding casemix measurement which have been published by the Health Services 
Development Unit of the Institute of Public Administration. 

Casemix measurement is used to measure as accurately and as consistently as possible the 
volume and types of services provided by hospitals so that their costs can be related to the 
volume and complexity of their activities. The process attempts to quantify variations in the 
workloads of acute hospitals by classifying patients into discrete classes or groups which 
share common clinical attributes and similar patterns of resource use. 

The casemix measure should: 

* be meaningful to clinicians 
* group patients into classes with a similar expected use of hospital resources 
* use easily accessible data 
* be practical to use 

The casemix measure used in Ireland is the most popular system internationally and is based 
on Diagnosis Related Groups (D.RG.s). It performs particularly well under the criteria set out 
above and allows comparison with data from other countries. 

One of the main uses of casemix measurement to date has been as part of the budget setting 
process in the larger acute hospitals. Twenty one hospitals had their budgets adjusted in a 
budget neutral manner in 1994 to reflect the results of casemix analysis. Work is also 
proceeding on similar forms of measurement in other areas such as long-stay care and 
services for people with disabilities. 
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The operation of casesmix measurement can be considered in greater detail at a meeting of 
the General Hospital Care Programme Committee." 

On a proposal by Cllr. Aspell, seconded by Cllr. Dr. O'Connell. the Report was noted. 

9/1995 
PROGRESS REPORTS FROM PROGRAMME COMMITTEES 

1. Special Hospital Care Programme Committee 

On a proposal by Deputy Callely. seconded by Cllr. Keenan. it was agreed to 
adopt the report. 

The following matters were dealt with in the report:- 

(a) Discussions regarding the integration of psychiatric services in Area 2 with St. 
Vincent's Hospital. Elm Park and the planning and development of a new 
psychiatric unit at St. Vincent's Hospital 

(b) Development of services in Area no. 7 

(c) Post-graduate developments in psychiatric nursing 

(d) The re-location of Ballyowen Meadows School to Beechpark, Stillorgan 

(e) Presentation on services for autistic children 

2. General Hospital Care Programme Committee 

On a proposal by Cllr. Coffey, seconded by Senator Doyle, it was agreed to 
adopt the report. 

The following matters were dealt with in the report:- 

(a) Review of the Development Brief for Naas General Hospital 

(b) Out-patient module of the Patient Administration System in Naas General 
Hospital. 

(c) Department of Health allocation to replace mobile x-ray equipment at St. 
Columcille's Hospital. Loughlinstown 

(d) Position regarding our Board's request to the Minister for Health to receive a 
deputation to discuss the development of James Connolly Memorial Hospital. 
Blanchardstown 

(e) Department of Health allocation to replace cardiac monitoring equipment in 
James Connolly Memorial Hospital 

(f) Progress report on the development of the ambulance bases at Arklow and 
North County Dublin and on the development of the pilot project to evaluate 
the use of defibrillators in general practice in the Arklow area 

(g) Department of Health special allocation to assist with the implementation of 
the Health (Nursing) Home Act. 1990 

(h)        Dates for Programme Committee meetings for 1995 

(i) Report on services in St. Columcille's Hospital. Loughlinstown 
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3.        Community Care Programme Committee 

On a proposal by Cllr. Dr. O'Connell. seconded by Cllr. Keenan, it was agreed to 
adopt the report. 

The following matters were dealt with in the report: - 

(a) Report on services in Area no. 10 (County Wicklow) 

(b) Tributes to Dr. Alice Noonan. Acting Director of Community Care and Medical 
Officer of Health, who retired at the end of December 1994. 

(c) Special meeting to consider the Supplementary Welfare Allowances Scheme 
to be held early in 1995 

In response to an enquiry from Deputy Shortall. Mr. Fitzpatrick. Programme 
Manager. Community Care Service, advised members that the Special Meeting 
on Supplementary Welfare Allowances Schemes would be held early in the 
month of February. 

10/1995 
NOTICES OP MOTION 

1. The following motion was proposed by Cllr. O'Callaghan and seconded 
by Mrs. Bonar:- 

That consideration be given to the grant of a footwear allowance and a special 
medical card to persons suffering with the growth disease Sotos Syndrome". 

Mr. Fitzpatrick. Programme Manager. Community Care Service, informed the 
members that officers of our Board had met with representatives of the Sotos 
Syndrome Association some time ago and discussed the question of issuing 
medical cards and the supply of medicines and footwear. It was indicated to the 
members of the Association that while guarantees could not be given in relation 
to the issue of medical cards, medicines or footwear, each individual application 
received by our Board would be dealt with sympathetically. He was not aware of 
any difficulties being experienced in this area. 

Cllr. O'Callaghan proposal that a letter should be sent to the Minister for Health 
requesting him to consider including Sotos Syndrome in the Long-Term Illness 
Scheme was agreed. 

2. The following motion was proposed by Cllr. Barrett and seconded by 
Mrs. Bonar:- 

"To ask the members of the Eastern Health Board to agree that the Eastern Health 
Board would make an annual contribution to the Friends of the Elderly Foundation. 
Bolton Street. Dublin who were only operating on voluntary contributions at present". 

Following a discussion to which Cllr. Barrett. Mr. McGuire and Deputy Callely 
contributed, the Chief Executive Officer informed members that a meeting had 
been held between officers of our Board and representatives of the Friends of 
the Elderly to discuss the services provided by them and to identify their needs. 

The motion was noted. 
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10/1995 
CORRESPONDENCE 

Letter dated 13th December, 1994 from Clare County Council calling on the Department 
of Health, Health Boards and the Minister for Sport to get involved in the promotion of 
festivals, sports and games, in the interests of health promotion, was noted. 

The meeting concluded at 8.30 p.m. 

CORRECT: K..J. HICKEY
CHIEF EXECUTIVE OFFICER 

CHAIRMAN 



 



EASTERN HEALTH BOARD 

Report No. 3/1995 

Casemix Measurement 

I attach, for the information of members, copies of Health Fact Sheets 5/94 and 6/94 
regarding casemix measurement which have been published by the Health Services 
Development Unit of the Institute of Public Administration. 

Casemix measurement is used to measure as accurately and as consistently as possible 
die volume and types of services provided by hospitals so mat meeting their costs can 
be related to the volume and complexity of their activities. The process attempts to 
quantify variations in die workloads of acute hospitals by classifying patients into 
discrete classes or groups which share common clinical attributes and similar patterns 
of resource use. 

The casemix measure should: 

• be meaningful to clinicians 
• group patients into classes with a similar expected use of hospital resources 
• use easily accessible data 
• be practical to use 

The casemix measure used in Ireland is die most popular system internationally and is 
based on Diagnosis Related Groups (D.R-G.'s).It performs particularly well under die 
criteria set out above and allows comparison with data from odier countries. 

One of die main uses of casemix measurement to date has been as part of die budget 
setting process in die larger acute hospitals. Twenty one hospitals had dieir budgets 
adjusted in a budget neutral manner in 1994 to reflect die results of casemix analysis. 
Work is also proceeding on similar forms of measurement in odier areas such as long-
stay care and services for people with disabilities. 

The operation of casemix measurement can be considered in greater detail at a 
meeting of die General Hospital Care Programme Committee. 

K..J. Hickey 
Chief ExecutiveOfficer 4th January, 1995 



PRINCIPLES OF CASEMIX MEASUREMENT 

1. In t roduct ion 
This fact sheet describes the main principles of 
casemix measurement and how it operates in 
practice 

2. Background 
For many years there has been an interest in 
measuring the volume and type of services 
provided by hospitals as accurately and 
consistently as possible In particular, it has been 
increasingly recognised that paying hospitals on 
the basis of historic costs, without relating costs 
directly to volume or complexity of activity, was 
unsatisfactory since neither fairness nor efficiency 
could be promoted Casemix measurement, as 
described below, is an attempt to address these 
and other issues 

3. Casemix Measurement 
The workload of acute hospitals varies 
substantially Some have large volumes of 
relatively uncomplicated cases; others do a smaller 
amount of highly complex and expensive work; still 
others combine many resource-intensive cases 
with a lot of straightforward' ones Casemix 
measurement attempts to quantify these variations 
by classifying patients into discrete classes or 
groups which share common clinical attributes and 
similar patterns of resource use The main 
concerns are to use a measure which 

*is meaningfu l to c l in ic ians by grouping patients 
into classes with similar processes of care which 
clinicians can identify and accept, 

'groups patients into classes with a s imi lar 
expected use of hospi ta l resources (such as 
staff time, facilities and equipment) 

'uses easily accessib le data from elements 
commonly available in hospital records, and 

*is pract ical to use, containing the optimum range 
of groups for meaningful comparisons by all 
disciplines involved in patient care and in 
management 

The casemix measure used in Ireland is the most 
popular system internationally, based on Diagnosis 
Related Groups (DRGs) There are many other 
casemix measures available (including Disease 
Staging, Case Severity Index, Patient Management 
Categories and Acute Physiology and Chronic 
Health Evaluation) but it was decided to use the 
ORG system for national application in Ireland 
because it performs particularly well under the 
criteria above and allows comparisons with data 
from other countries 

4. Construct ing a Measurement of Casemix 
It is possible to assign every case treated by an 
acute hospital to one, and only one DRG (The 
grouping system currently in use in Ireland contains 
almost 500 DRGs. but there are other systems 
containing varying numbers of DRGs) Assignment 
is based on a complex statistical algorithm, using 
six items of information: age, sex, principal 
diagnosis, secondary diagnosis, procedures 
performed (if any) and discharge status These 
details are taken from information already collected 
through the Hospital In-Patient Enquiry (HIPE). 
The following main steps are used to assign each 
case to an individual DRG 

(1) Separating discharges according to primary 
diagnosis into Major Diagnostic Categories, 
based essentially on body systems or the 
specialty which cares for them There are 25 
MDCs in the system currently used in Ireland 

(2) Within each MDC, splitting cases further 
according to whether a procedure was 
performed, with a medical/surgical divide as 
appropriate 

(3) Subdividing medical cases further, according 
to principal diagnosis, and categorising 
surgical cases by the most resource-intensive 
procedure used. 

(4) Establishing further diagnostic and surgical 
subgroups by reference to factors such as 
secondary diagnosis, age, co-morbidities and 
complications, non-operating procedures and 
discharge status These variables are used 
where they are shown to have a significant 
effect on length of stay 

By grouping a hospital s in-patient cases into this 
set of mutually exclusive DRGs. its workload can 
be expressed, analysed and compared in casemix 
terms. This offers a valuable tool of analysis: 
cases with similar clinical characteristics and 
patterns of resource use can be examined by 
reference to such factors as number of cases, 
length of stay and exceptional cases 

Hospitals can then be categorised by factors which 
may affect their casemix. such as size and type (eg 
teaching hospitals or those with specific 
specialties). Their casemix results may be 
compared either with each other or by reference to 
averages for the hospital group This helps them to 
judge how, for example, their average length of 
stay for specific case types compares with those of 
other hospitals 
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5. Apportioning Costs across DRGs 
Now that a standardised measure of hospital 
activity is available, it is possible to compare 
hospital costs more accurately Each DRG may be 
expected to consume a certain amount of 
resources, expressed in terms of various hospital 
services (such as nursing time and laboratory 
tests) but there are differences between hospitals 
in the cost of supplying these services 

Like the activity data obtained from HIPE, the cost 
information used for casemix purposes is supplied 
by the hospitals themselves This is done through 
the Specialty Costings programme run by the 
Department of Health which gathers costs for each 
specialty area within hospitals Data for the 
following cost centres are extracted: 

:
 -

• . . . - • . 

Costs are then applied from these centres to the 
individual DRG level Some cost centres such as 
physician costs and administration are allocated to 
DRGs on the basis of daily costs since they are 
primarily influenced by length of stay Others, such 
as laboratory, drugs, ICU and theatre are applied 
using a set of DRG service weights These weights 
are simply a set of relativities that express the 
expected use of services as between DRGs. Hotel 
costs are allocated using a combination of length of 
stay and service weights 
The service weights currently used in Ireland are 
those generated by the State of Maryland, USA, 
and are updated annually They simply express the 
average use of a service (eg ICU) by a patient in 
one DRG relative to the average use of that service 
by patients in all other DRGs It is important to 
stress that while the service weights are obtained 
from abroad, they are applied to Irish cost data 
Work is proceeding on the question of tailoring the 
weights to reflect specific aspects of Irish practice 
It is possible to arrive at a hospital cost per DRG by 
using the service weights to distribute the hospitals 
costs for each cost centre across its DRGs 
6. Main Uses of Casemix Measures 
One of the main uses of casemix measurement in 
Ireland to date has been as part of the budget 
setting process in the larger acute hospitals 
However, there are many other applications to 
which casemix measures can be put, including 
service planning and a range of local uses by 
hospitals These are now considered in turn 

Budget Setting in Hospitals 
Prior to the introduction of casemix measures 
hospitals could argue that the differing mix of 
patients was responsible for cost differences 
between them However, since casemix 
standardises for differences in workload, any cost 
differences must be due to other factors, including 
relative efficiency. Hospital budgets can then be 
adjusted to reflect this relative efficiency. 

In Ireland, tne budgets of fifteen hospitals were 
adjusted in a limited manner in 1993 to reflect the 
results of casemix analysis This increased to 
twenty-one hospitals in 1994, and the extent of 
casemix-based adjustment was expanded The 
adjustments were made in a "budget neutral" 
manner, hospitals gaining as a result of casemix 
adjustments did so at the expense of those who 
lost funding from the process 

An outline of the technique used to generate 
hospital budgets in Ireland is set out in Fact Sheet 
6/94 The Department of Health s Casemix Manual 
should be consulted for fuller details It is available 
from the Department and has been distributed to 
hospitals participating in casemix measurement 

Strategic Planning 
It has been government policy in Ireland for some 
time to relate hospital budgets to output The 
Report of the Commission on Health Funding 
(1989) and the Strategy for Health (1994) have 
both emphasised the need for providers of services 
to quantify what they supply and fund them 
accordingly 

Casemix offers a common language for policy 
makers, clinicians and management which enables 
services to be defined - and justified - in a way 
understood by all involved This allows a more 
focused targeting of limited funds on those areas 
where they can be used most efficiently and 
economically 

While casemix measures are currently devoted 
primarily to acute hospital care, work is proceeding 
on similar forms of measurement in other areas 
such as long-stay care and services for people with 
disabilities 

Hospital Applications 
An advantage of casemix measurement is that, in 
addition to the type of analysis carried out 
nationally for such purposes as budget setting and 
strategic planning, individual hospitals can also use 
it to analyse aspects of their own work and 
performance Among the uses to which casemix 
measurement can be put are 
Performance Review under which hospitals and 
clinicians can use a standardised information set 
for comparisons of practices and standards. 
Compansons can be made between participating 
hospitals, either within the Irish health care system 
or internationally One such type of performance 
review is clinical audit However, casemix is not a 
form of clinical audit in itself; it simply provides a 
useful point of measurement and comparison upon 
which clinical audit (and other types of performance 
review) can be based 
Quality of Care Assessment Casemix 
standardises analyses of the processes of care, so 
it allows for an examination of variations in 
practice This is crucial to any measure of quality of, 
care; it is the first step since it identifies differences 
in the processes of care, which can then be 
pursued further 

Practice Plans can be facilitated through casemix 
since activity is measured in a standardised 
fashion Consultants can then monitor the 
demands placed on them more readily and place 
this activity within the context of the hospital's 
overall activity and funding 



CASEMIX MEASUREMENT IN THE BUDGETARY PROCESS 
1. In t roduct ion 
Factsheet 5/94 described the key elements of 
casemix measurement This factsheet outlines its 
use in the allocation process for acute hospitals 
To date it has been used in Ireland only for 
in-patient expenditure, but it is hoped to extend it to 
elements of non-in-patient spending (such as day 
cases and out-patients) as the data for these areas 
improve 
Figure 1 Determining The Relative Complexity of 
Hospital Workload 

2. Complexi ty of Work load 
The first part of the casemix budgetary process is 
to determine the relative complexity of hospital 
workload; the second involves calculation of 
casemix adjustments to each hospital Figure 1 
summanses the steps in determining the 
complexity of a hospital's mix of cases. Some of 
these steps were described in more detail in the 
previous factsheet 

Figure 1 shows how a Casemix Index (CMI) is 
calculated for each hospital in the casemix 

budgeting process. The CMI 
represents a measurement of the 
costliness/complexity of each 
hospital relative to the other 
hospitals in the sample. Thus a 
hospital with a CMI of 1.0 would 
have a casemix equivalent to the 
average cost for its workload for all 
hospitals to which it is being 
compared. A hospital with a CMI 
of 1.12 has a caseload which 
would be expected to cost 12 per 
cent more than the national 
average, and one with 0.95 would 
be expected to be relatively less 
than the average for all hospitals in 
the sample 

It is now possible to calculate 
hospital budgets taking account of 
casemix measurement. Table 1 
below presents a simplified 
example of four hospitals and 
shows how their in-patient costs 
(column B) would be adjusted by 
casemix The adjustments can be 
made using a blend of the 
hospital's own cost per case (as 
adjusted by casemix) and a wider 
"base price" i.e the average cost 
per case of all hospitals in a 
selected group In the example 
below an adjustment based on the 
blend of 90% of the group's base 
price and 10% of the hospital's 
own price is used (This produces 
the "blended allocation rate" in 
Column E of Table 1) 
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